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Preface

Initially published in 1986, this text was written to be used 
in short psychiatric nursing courses; as a reference source for 
nurses and other professionals in a variety of clinical settings, 
such as pediatrics, the emergency room, and crisis center while 
providing care for clients with biopsychosocial needs; and as a 
review book for nurses preparing for state boards. The preva-
lence of mental health issues and psychiatric disorders across 
the age span, as well as disparities in access to care and treat-
ment among diverse groups, continues to challenge psychiat-
ric–mental health nurses as they provide services to children, 
adolescents, older adults, and other underserved populations. 
The goal of this edition has been to address current issues and 
trends in psychiatric–mental health nursing to foster compe-
tency in the delivery of mental health care. Several nursing 
journals were reviewed to obtain information relevant to the 
content included in this text: ADVANCE for Nurses, ADVANCE 
for Nurse Practitioners, American Journal for Nurse Practitio-
ners, American Journal of Nursing, Clinical Advisor: A Forum 
for Nurse Practitioners, Clinical Nurse Specialist: A Journal for 
Advanced Nursing Practice, Holistic Nursing Practice, Journal 
of Hospice and Palliative Nursing, Journal of Psychosocial and 
Mental Health Nursing, and LPN 2009. Additional journals 
used were Clinical Psychiatry News, Current Psychiatry, and 
Neuropsychiatry News. Information regarding psychotropic 
medication was obtained from several sources including cur-
rent editions of the Nurse Practitioners’ Prescribing Reference. 
Several Internet resources, including Lippincott’s Nursing 
Center, the National Institute of Mental Health, World Health 
Organization, and Centers for Disease Control and Prevention, 
were used to obtain relevant information and current statistics 
related to various psychiatric–mental health disorders.

Comments by reviewers from various levels of nursing 
education helped this author to identify specifi c content that 
should be included or retained in this eighth edition of Basic 
Concepts of Psychiatric–Mental Health Nursing. Consideration 
was given to the limited amount of time and various clinical 
settings in which nurse–educators are able to present psychi-
atric–mental health nursing content. Reviewers recommended 
retaining the following threads throughout the text:

Psychobiological and developmental theories related to • 
specifi c disorders
Economic, spiritual, sexual, and religious factors affecting • 
mental health
Cultural and ethnic diversity• 
Loss and grief• 
The nurse’s role in clinical psychopharmacology• 

Management of pain and sleep disturbances• 
Client empowerment• 
Utilization of behavior therapy as a nursing intervention • 
when appropriate
Reviewers also recommended retaining, and expanding • 
when indicated, pedagogic content such as key terms, 
learning objectives, nursing research, NCLEX-style 
multiple-choice questions, critical thinking questions, 
and Internet resources.

As noted in the previous editions, understanding the neu-
ropathology or pathophysiology of a psychiatric–mental health 
disorder presents a challenge to student nurses as they enter a 
new phase of nursing education. Clinical psychopharmacol-
ogy, which includes a working knowledge of the pharmaco-
dynamics and pharmacokinetics of psychoactive drugs and 
the potential for drug–drug interactions, is an integral part of 
psychiatric–mental health nursing care. The development of 
cultural competence in psychiatric–mental health nursing is 
another challenge. According to the Department of Health and 
Human Services, minorities are less likely than those in the 
White population to receive mental health services. If students 
are to develop cultural competence, emphasis must be placed 
on developing cultural awareness and sensitivity. Nursing 
interventions include the promotion of linguistic competence, 
including the use of bilingual interpreters and educational 
materials for clients with minimal understanding of the Eng-
lish language. Furthermore, students must be given the oppor-
tunity to feel competent using crisis and disaster intervention 
techniques because both have become topics affecting the 
mental health of all age groups. The availability of settings for 
student nurse clinical experiences continues to be limited due 
to changes in Medicaid and Medicare reimbursement, limited 
insurance coverage for both outpatient and inpatient psychi-
atric care, and the decentralization of settings where mental 
health care is provided (eg, private practice, community men-
tal health centers, mobile mental health units, and school 
systems). For example, insurance carriers require health care 
providers to obtain precertifi cation prior to an initial consult 
for clients with mental health concerns. This precertifi cation 
process often delays or may deny treatment. If precertifi cation 
is obtained, the insurance carriers then require the health care 
providers to complete a treatment plan stating the number of 
estimated visits the client will require, what type of treatment 
will be initiated, and where the treatment will occur. Finally, 
the out-of-pocket expenses or co-payments imposed on clients 
may affect their decision to continue or discontinue treatment. 
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As a result of these changes and limitations in the delivery 
of psychiatric–mental health care, student nurses are now 
 challenged to apply the basic concepts of psychiatric–mental 
health nursing in diverse settings.

TEXT ORGANIZATION
The text is organized into seven units. An in-depth review of 
the chapter content and a detailed literature search were con-
ducted to provide the student with the most current informa-
tion available. Suggestions by reviewers were considered and 
added to enhance the content.

Unit I, Psychiatric–Mental Health Nursing, includes three 
chapters. Chapter 1 focuses on the concept of self-awareness 
and addresses student issues and concerns regarding psychiatric 
clinical experiences. Chapter 2 discusses the history and trends 
of psychiatric–mental health nursing from 1773 to present. It 
describes basic concepts such as mental health and mental illness, 
factors affecting mental health maintenance, misconceptions 
about mental illness, different levels of communication used by 
clients and health care providers, the use of defense mechanisms, 
and the ANA standards of practice. The current state of psychi-
atric nursing, including career opportunities and the expanded 
role of the nurse, is addressed. Chapter 3 highlights the major 
theories and nursing theorists and describes the application of 
nursing theory to psychiatric–mental health nursing practice.

Unit II, Special Issues Related to Psychiatric–Mental 
Health Nursing, consists of fi ve chapters. Chapter 4 discusses 
how spirituality, culture, ethnicity, and the process of accul-
turation affect individual and family behavior, including the 
implications for psychiatric nursing practice. Nursing impli-
cations derived from research on ethnopharmacology are also 
addressed. Chapter 5 discusses the major ethical and legal 
issues that occur in psychiatric–mental health nursing.

Chapter 6 focuses on the history of forensic nursing, the 
scope and standards of forensic nursing practice, the forensic 
nurse’s code of ethics, and forensic nursing education.  Chapter 7 
provides information to familiarize the student with the con-
cepts of loss, grief, and end-of-life care as they are experienced 
by individuals, families, or their signifi cant others. Chapter 8 
discusses the continuum of care available to clients as they 
progress from the most restrictive clinical setting (inpatient) to 
the least restrictive clinical setting in which they may reside.

Unit III, Components of the Nurse–Client Relation-
ship, includes four chapters. Chapters 9 and 10 discuss the 
application of the six steps of the nursing process and the use 
of the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition, Text Revision (DSM-IV-TR) in the psychiatric 
setting. Chapters 11 and 12 address therapeutic communica-
tion and relationships and the therapeutic milieu.

Unit IV, Interactive Therapies, consists of three chapters. 
Chapter 13 focuses on the different aspects of crisis and the 
major interventions used to control or resolve a crisis situation. 
Information regarding disaster intervention and nursing care 
is also included. The legal implications associated with a  crisis 
situation and crisis and disaster interventions for children/

adolescents also are highlighted. Chapter 14 focuses on the 
application of individual therapy and counseling as they relate 
to the psychological needs of clients, including children and 
adolescents. Chapter 15 focuses on the application of couples, 
family, and group therapy as they relate to the psychosocial 
needs of clients, families, or signifi cant others. The role of the 
nurse–therapist is also discussed.

Unit V, Special Treatment Modalities, includes three 
chapters. Chapter 16 addresses the science of psychopharma-
cology; the rationale for the use of various psychoactive agents, 
including the newest agents available at the time of publication; 
and off-label prescribing. Generic and trade names, as well as 
daily dose ranges of various agents, are listed. Chapter 17, 
Somatic Therapies, discusses the history of ECT, its indications 
for use in the psychiatric clinical setting, contraindications, 
adverse effects, advances in the technique, preparation of the 
client, and the role of the nurse during ECT. A discussion of 
recent advances in somatic therapies (eg, VNS, TMS, MST, 
and DBS) is also included. Chapter 18 describes the concept 
of holistic nursing and discusses the common complementary 
and alternative (CAM) therapies classifi ed by the National 
Institute of Health that are used in the treatment of insomnia, 
pain, stress and anxiety, depression, and cognitive decline.

Unit VI, Clients with Psychiatric Disorders, contains 
10 chapters (Chapters 19 through 28). The chapter order has 
been reorganized to introduce the more common psychiatric 
disorders fi rst, focusing on

anxiety disorders;• 
somatoform and dissociative disorders;• 
mood disorders;• 
schizophrenia and schizophrenic-like disorders;• 
eating disorders;• 
personality development and personality disorders;• 
substance-related disorders;• 
sexuality and sexual disorders;• 
cognitive disorders; and• 
delusional and shared psychotic disorders.• 

Each chapter describes the historical perspective of a dis-
order, if applicable; discusses the etiology of specifi c disorders, 
including the discussion of specifi c theories if appropriate; pres-
ents the clinical symptoms and diagnostic characteristics of each 
disorder incorporating the DSM-IV-TR criteria when applicable; 
focuses on the application of the nursing process; and explains 
the continuum of care. Most of these chapters contain a drug 
summary table listing the generic name and trade name of the 
more common drugs used, the daily dosage range, adverse 
effects, and nursing implications. Specifi c target symptoms of 
certain drugs are listed if the drug is used for stabilization of 
more than one symptom or is used in off-label prescribing.

Unit VII, Special Populations, includes seven chapters 
(Chapters 29–35) that address the needs of clients who exhibit 
clinical symptoms of

disorders of infancy, childhood, and adolescence;• 
ineffective coping with the psychosocial aspects of aging;• 
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Preface xi

suicidal ideation or behavior, or clients who request • 
physician-assisted suicide;
dual diagnosis;• 
abuse and violence;• 
ineffective coping associated with AIDS; and• 
serious and persistent mental illness.• 

The same format that is used for Unit VI, such as the discussion 
of etiology, theory, clinical symptoms, application of nursing 
process, and continuum of care, is followed when applicable.

Pedagogic Features

Reviewers recommended that several pedagogic features intro-
duced in the seventh edition be retained in this edition’s text. 
Revisions in each of the features were made when appropriate 
to refl ect changes in or expansion of content. Pedagogic fea-
tures include

learning objectives refl ecting Bloom’s Taxonomy at the • 
beginning of each chapter;
key terms at the beginning of each chapter linked to the • 
expanded glossary;
self-awareness prompts;• 
tables to highlight the content such as therapeutic com-• 
munication techniques, description of members of a 
multidisciplinary treatment team, phases of a crisis, and 
classifi cations of nursing diagnoses;
fi gures to highlight features such as Maslow’s Hierarchy • 
of Needs, decision trees, standards of care, factors infl u-
encing communication, and genograms;
clinical examples of clients with specifi c psychiatric–• 
mental health disorders;
boxes to highlight features such as Med Alerts, assess-• 
ment or screening tools, subtypes of a specifi c disorder, 
and nursing interventions;
recurring boxes that address supporting evidence for • 
practice;
drug summary tables in clinical disorder chapters that • 
include generic/trade name, dosage range, adverse effects, 
and nursing interventions;
recurring boxes summarizing the major clinical symp-• 
toms and diagnostic characteristics associated with 
specifi c psychiatric mental health disorders incorporating 
the DSM-IV-TR criteria;
recurring boxes highlighting examples of North • 
 American Nursing Diagnosis Association (NANDA) 
 nursing diagnoses for specifi c disorders;
recurring boxes providing examples of client outcomes • 
for specifi c disorders; and
key concepts summarized at the end of each chapter.• 

New and Expanded Features and Content

The eighth edition now provides

examples of unique community- and school-based • 
 outreach intervention programs such as In Shape  

(Chapter 12), D-Bart Program (Chapter 27), Teaching 
Kids to Cope (Chapter 29), Signs of Suicide Prevention 
Programs ( Chapter 31), Assertive Community Treat-
ment Model (Chapter 35), and Welcome Home Ministries 
(Chapter 35);
examples of current statistics, research, and surveys • 
pertaining to specifi c psychiatric mental health disorders 
including schizophrenia, eating disorders, substance 
abuse, dementia, and autism;
new content in Chapter 1 focusing on the development • 
of self-awareness and some of the common issues and 
concerns that students may experience;
new content in Chapter 2 discussing the concepts of • 
genetics, genomics, and stigma and their infl uence in 
psychiatric–mental health nursing;
expanded content in Chapter 3 explaining the relation-• 
ship between nursing theory and research;
expanded content in Chapter 4 addressing spiritual, • 
cultural, and ethnic issues;
expanded content in Chapter 5 focusing on legal issues • 
such as risk management, quality assurance, and sentinel 
events;
expanded content in Chapter 7 regarding care for clients • 
experiencing loss and grief;
expanded content in Chapter 8 describing trends • 
 affecting continuum of care;
expanded content in Chapter 9 regarding the assessment • 
of a client’s spirituality, sleep pattern, and level of pain;
expanded content in Chapter 10 regarding the applica-• 
tion of the nursing diagnosis;
expanded content in Chapter 11 discussing factors • 
that affect communication and the development of a 
therapeutic relationship;
 expanded content in Chapter 12 focusing on interven-• 
tions related to client education;
expanded content in Chapter 13 discussing crisis and • 
disaster intervention;
expanded content in Chapter 14 focusing on individual • 
psychotherapy;
expanded content in Chapter 16 regarding the decision • 
to medicate a client exhibiting clinical symptoms of a 
psychiatric disorder;
expanded content in Chapter 17 describing recent • 
advances in alternative somatic therapies;
expanded content in Chapter 19 regarding the applica-• 
tion of the nursing process when caring for clients with 
an anxiety disorder;
expanded content in Chapter 20 related to somatoform • 
and dissociative disorders;
expanded content in Chapter 21 including application • 
of the nursing process when caring for clients with a 
mood disorder;
expanded content in Chapter 22 including the pur-• 
pose of the three-phase Clinical Antipsychotic Trials of 
Intervention Effectiveness (CATIE) in Schizophrenia and 
application of the nursing process;
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expanded content in Chapter 23 focusing on the various • 
categories of eating disorders, the importance of a com-
prehensive physical exam, and interactive therapies;
expanded content in Chapter 24 regarding clinical • 
symptoms and diagnostic characteristics of personality 
disorders and application of the nursing process;
new and expanded content in Chapter 25 including the • 
epidemiology and theories of substance use and abuse, 
disease concept of alcoholism, concept of harm avoid-
ance or reduction, current methods of substance abuse 
such as “robo tripping,” and nursing interventions uti-
lized during detoxifi cation;
expanded content in Chapter 26 discussing sexual iden-• 
tity terminology and application of the nursing process 
when providing care for clients with sexual disorders;
new and expanded content in Chapter 27 addressing • 
the assessment of spirituality and sexuality, application 
of behavioral intervention techniques and programs, 
and medication management of clients with cognitive 
disorders;
expanded content in Chapter 28 describing the assess-• 
ment of delusional and shared psychotic disorders;
expanded content in Chapter 29 including the discussion • 
of intellectual and developmental disabilities and applica-
tion of nursing process;
new content in Chapter 30 focusing on the psychoso-• 
cial needs of the Arab American elderly and application 
of the nursing process when providing care for elderly 
clients;
new and expanded content in Chapter 31 including the • 
Interpersonal–Psychological Theory of Suicidal Behavior, 
identifi cation of individuals at high risk for suicide, and 
assessment tools for clients at risk for suicide;
expanded and revised content in Chapter 33 to present • 
the discussion of physical and sexual abuse as well as 
neglect followed by the discussion of intimate partner or 

domestic violence, youth violence, workplace violence, 
and hate crimes;
expanded content in Chapter 34 related to the psychoso-• 
cial impact of AIDS;
expanded content in Chapter 35 related to special • 
populations of the homeless, impulse control disorders, 
and the application of the nursing process including 
assessment, medication management and education, 
continuum of care, and empowerment of clients with 
SPMI; and
updated selected references and suggested readings.• 

ANCILLARY PACKAGE
An Instructor’s Resource DVD-ROM is available to faculty 
adopting this text, and a bound-in DVD-ROM is available for 
students. There is also a companion Web site at thePoint.* The 
Instructor’s Resource DVD-ROM includes the following:

PowerPoint lectures intended to provide signifi cant lec-• 
ture, and classroom and/or online teaching support
Testbank containing approximately 350 multiple-choice • 
NCLEX-style question
Answers to the NCLEX-style questions found at the end • 
of each chapter
An Image Bank• 
Answers to the movie viewing guides• 

STUDENT RESOURCE DVD-ROM
A bound-in DVD-ROM is an invaluable learning tool that 
provides an NCLEX alternate format tutorial, clinical sim-
ulations, and movie viewing guides, as indicated by the 

 icon in the text. Also included are a 
Glossary, updated Internet Resources, and a Spanish-English 
Audio Glossary. 

*thePoint is a trademark of WKHealth.
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UNIT I
Psychiatric–Mental Health Nursing

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Defi ne the concept, self-awareness.
 2. Differentiate between external and internal factors that contribute to the 

development of self-awareness.
 3. Describe at least two personality traits in yourself that could affect your 

ability to interact with clients in the clinical setting.
 4. Articulate how self-awareness can be an effective tool in the clinical 

setting.
 5. Determine whether your personal issues and concerns about your 

psychiatric nursing clinical experience have been resolved.

Self-Awareness

Self-awareness had been widely accepted as an important part of 

contemporary nurses’ repertoire of skills and has been said to be 

an important factor in a successful nurse-patient relationship.

—ECKROTH-BUCHER, 2006

KEY TERMS
Emotionally stable
Extrovert
Facilitate
Introspection
Introvert
Judgmental
Open-minded
Personality traits
Prejudice
Self-awareness
Stereotyped
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2 UNIT  I Psychiatric–Mental Health Nursing

Student nurses have described psychiatric–mental health 
 nursing as a challenging experience that provides an oppor-
tunity for personal and professional growth. Working with cli-
ents who exhibit wide-ranging clinical symptoms of different 
psychiatric–mental health disorders can elicit a variety of emo-
tional or behavioral responses.

Psychiatric clients are often stereotyped or categorized 
by the public as being poor, violent, confused, or unable to 
care for themselves. Research suggests that individuals labeled 
mentally ill, regardless of the specifi c psychiatric diagnosis or 
level of disability, are stigmatized or disgraced more severely 
than those with other health conditions. Furthermore, some 
studies suggest that individuals with psychotic disorders, such 
as schizophrenia, are judged more harshly than people with 
depression or anxiety disorders. Although seeking profes-
sional help for mental health problems is now more accepted 
by Americans, the public’s belief in the effectiveness of mental 
health treatment and the likelihood of recovery without treat-
ment has changed very little over the past 10 years. There-
fore, many individuals who would benefi t from mental health 
services choose not to pursue them or fail to fully participate 
once treatment has begun (Corrigan, 2004; Hayden, 2007).
Consider these personal questions as you prepare for your 
psychiatric–mental health nursing experience:

Do you have any fears?• 
Do you feel nervous knowing that you will be interacting • 
with clients in a psychiatric–mental health clinical setting?
Do you feel adequately prepared to provide interventions • 
for clients with clinical symptoms of a mental illness?
Do you have any concerns that have not been answered • 
by your instructor or peers?
Do you have any • prejudice or feelings of intolerance 
about persons who are hospitalized in psychiatric–mental 
health facilities?

Nurse educators are charged with teaching student nurses how 
to become self-aware and to use this knowledge therapeutically 
and in leadership activities. In 1957, a paper entitled “Facilitat-
ing Student Learning Through the Teacher’s Use of Self” was 
presented at the curriculum conference of the National League 
for Nursing (NLN). The paper’s author, Catherine Norris, 
stated that one of the greatest contributions a teacher can make 
is to help students discover who they are, what they can do, 
and where they want to go. She also noted that students need 
someone to listen to them, someone to be concerned about 
how they feel, and someone to help them obtain satisfaction 
during their nursing experience (Norris, 1957).

In 2006, a qualitative study that focused on the develop-
ment of self-awareness in nursing students identifi ed exter-
nal and internal contributing factors. External contributing 
factors were identifi ed as socially and emotionally signifi cant 
relationships, facilitative actions of others, transformative 
or life-changing events, and pedagogy or education. Inter-
nal contributing factors were identifi ed as religion or spiri-
tuality (Chapter 4) and personality or developmental issues 
(Chapter  24) (Eckroth-Bucher, 2006).

This chapter addresses the concept of self-awareness and 
some of the common issues and concerns you may have as you 
prepare for this unique experience.

SELF-AWARENESS
Self-awareness is the concept that one exists as an individual, 
separate from other people, with private thoughts. It includes 
recognition of one’s strengths and weaknesses, likes and dislikes, 
behavior, attitude, and emotions. Developing self-awareness can 
help us to recognize when we are stressed or under pressure. It 
can also improve our judgment and help us identify opportuni-
ties for personal and professional growth and development.

Self-awareness is a prerequisite for effective communication 
and interpersonal relations, as well as for developing empathy 
for others. For example, self-awareness can be an effective tool 
when interacting with clients who verbalize spiritual, cultural, 
or ethnic issues (Chapter 4); exhibit anxiety (Chapter 19) or 
depression (Chapter 21); or who abuse substances (Chapter  25). 
Conversely, lack of self-awareness may impair interactions with 
clients when a student’s personal unresolved emotional issues 
(eg, personal history of sexual abuse or witnessing substance 
abuse by a parent) resurface during clinical rotation.

As noted earlier, personality is an internal contributing 
factor to the development of self-awareness. Have you ever 
refl ected on your personality traits or distinguishing char-
acteristics of your personality? In general, most individuals, 
during socialization, display extrovert or introvert behavior. 
An extrovert is an outgoing person who relates more easily to 
people and things in the environment, likes to take charge of 
situations, and has little diffi culty socializing. An introvert is a 
quiet individual who relates better to the inner world of ideas, 
thoughts, and feelings; prefers to be a follower; and usually 
lets others initiate and direct interactions. Recognizing these 
personality traits in oneself and in clients can be effective in the 
clinical setting when assessing the needs of individual clients.

Are you an open-minded individual or do you display a 
judgmental attitude? Individuals who display an open-minded 
attitude do not make decisions until they are aware of all the 
facts pertaining to a certain situation. Persons who display 
judgmental attitudes are often infl exible and run the risk of 
neglecting the perception of others, possibly arriving at an 
opinion based on their own values without enough facts or 
enough regard for what other people may feel or think. The 
student nurse needs to be aware of these traits so that he or she 
does not interfere with one’s ability to develop a therapeutic 
relationship with clients.

Most individuals are considered to be emotionally sta-
ble. That is, they are able to interact with others without dis-
playing undue anger, fear, frustration, or other inappropriate 
behavior. Nurses need emotional stability to cope with human 
suffering, emergencies, and other stresses. They should be car-
ing, empathetic, responsible, and detail oriented. They must 
also be able to direct or supervise others, correctly assess a 
 client’s  biopsychosocial status, and determine when a referral 
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CHAPTER 1    Self-Awareness 3

or  consultation is required. These qualities are often developed 
over time, as one matures and engages in interactions with 
clients and others during clinical experiences. Clients in the 
psychiatric–mental health clinical setting should receive emo-
tional support as part of their plan of care.

The following Self-Awareness Exercise has been designed 
to help you identify personality traits that you may possess. 
Consider the examples found in the box titled Self-Awareness 
Prompt. These examples were given to stimulate your intro-
spection or self-refl ection prior to clinical experience in the 
psychiatric setting. The examples also should help you to 
understand attitudes and behaviors displayed by clients. After 
you resolve basic issues and concerns about this clinical expe-
rience, self-confi dence in your ability to interact with clients in 
a variety of settings will grow.

Throughout this text, Self-Awareness Prompts are pre-
sented to encourage you to examine attitudes and feelings 
toward clients exhibiting various clinical symptoms. Criti-
cal thinking questions and NCLEX-Style questions are also 
included at the end of each chapter to enhance your personal 
and professional growth.

FREQUENTLY ASKED 
QUESTIONS BY STUDENT 
NURSES
Psychiatric–mental health nursing clinical rotations may occur 
in many different settings. Although each setting provides a 
unique experience, students frequently ask the same basic ques-
tions. These questions are addressed in the following sections.

Will the Client Know That I Am 
a Student Nurse?

Many clients are very aware of the persons responsible for 
 providing care. Thus, they also are aware of the arrival of new 
persons, such as student nurses, on the unit. The unit staff or 
clinician is responsible for informing clients about the purpose 
of the clinical rotation and explaining that the student nurses 
will be present for a specifi c time period. Clients who are cog-
nitively impaired, who are withdrawn, or who have diffi culty 
communicating for various reasons also may be assigned to 
your care to facilitate or further enhance or expand your 
learning experience.

How Do I Introduce Myself?

You have probably become accustomed to wearing a name tag 
that displays your given name and title (eg, M. Jones, Student 
Nurse). Additionally, you typically wear some type of uniform 
that identifi es you as a professional student nurse.

In the past, when psychiatric clinical experience occurred 
in the state hospital setting, student nurses introduced them-
selves by only their fi rst name because they did not want to 
provide the clients with any personal information. Today, 
because clients may have a medical diagnosis in addition to 
their psychiatric diagnosis, clients may be seen in a variety of 
clinical settings, such as an outpatient clinic, different units 
in the general hospital, the emergency room psychiatric triage 
unit, the practitioner’s offi ce, a long-term care facility, or the 
local community mental health center. Members of the staff in 
the psychiatric hospital may wear name tags that display a fi rst 
name only. In other settings, the staff members may wear name 
tags that state a given name and title (eg, J. Smith, RN). Any 
identifi cation, such as a name tag worn, and what is presented 
depend on your educational institution’s policy. In any event, 
informing the client that you are a student nurse is appropri-
ate. (Refer to Chapter 11 for a more thorough discussion of 
communication skills and the establishment of a therapeutic 
relationship with a client.)

What Do I Wear?

Your school of nursing or the clinical facility may have estab-
lished dress codes that list appropriate attire. Street clothes 
are often worn in the clinical setting unless uniforms includ-
ing “scrubs” and laboratory coats are required in areas where 
both medical and psychiatric–mental health nursing care are 
provided. The student nurse may feel uncomfortable at fi rst 
because he or she has lost the “props” (uniform and stetho-
scope) that assist in establishing one’s identity and ability to 
communicate with clients.

What if I Say the Wrong Thing?

Utilize the communication skills you have developed in previ-
ous clinical rotations. Do not be afraid that you might say the 
wrong thing. If you are sincere and honest, show respect for 

SELFAWARENESS PROMPT
This exercise contains several responses 

a person may exhibit during interactions with 
other individuals. Check those responses that 
best describe your behavior and refl ect on how 
such reactions could affect your interactions with 
 clients, peers, or your instructors.
When interacting with others, I

feel uncomfortable offering constructive criticism; •
hesitate to disagree; •
evade topics that are uncomfortable; •
have diffi culty responding to negative comments; •
am embarrassed when given a compliment; •
enjoy giving directions or explaining a task; •
am a good listener but will also initiate  •
 conversation;
accept criticism as a learning experience; •
avoid making judgmental statements; or •
am cordial and display respect. •
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4 UNIT  I Psychiatric–Mental Health Nursing

the client, and display a caring attitude, the staff and clients 
will give you their trust.

Will I Be Left Alone with a Client?

Your instructor and the unit staff or a clinician will determine 
which clients are appropriate for an assignment. They will dis-
cuss the plan of care with you, clarify guidelines for interacting 
with the client, and answer any questions or concerns that you 
may have about the client.

What if the Client Becomes Violent?

A potential for violence exists in any health care setting. However, 
studies have shown that the risk is greater in psychiatric–mental 
health care facilities. Nursing staff and clinicians are experienced 
in assessing the client’s potential for violence and have developed 
specifi c procedures to follow when a client becomes disruptive 
or violent. Familiarize yourself with these procedures. Then if a 
client becomes disruptive or exhibits the potential for violence, 
notify your instructor and a member of the nursing staff immedi-
ately and be ready to follow the staff member’s instructions.

Critical Thinking Questions

 1. Refl ect back on the fi rst time you were told that part of 
your nursing experience included a psychiatric nursing 
clinical rotation. Where were you? Who told you? What 
was your initial reaction? How did you feel? How did you 
resolve your feelings?

 2. Identify your personality traits. Are you more comfort-
able performing tasks or relating to people? Are you 
fl exible, or do you prefer an orderly routine? Are you an 
introvert or extrovert?

 3. Discuss how each of the personality traits identifi ed in the 
previous question could affect your ability to interact with 
clients in the psychiatric–mental health clinical setting.

Refl ection

Review the chapter opening quote by Eckroth-Bucher. Explain 
its signifi cance to psychiatric–mental health nursing and your 
role as a student nurse.

NCLEX-Style Questions

 1. You are told to wear street clothes and a name tag when 
providing care for your assigned client at the local 
community mental health center. Which of the fol-
lowing items of clothing do you think would be most 
appropriate for a female student to wear in the clinical 
setting?
a. shorts, T-shirt, and tennis shoes
b. blue jeans, T- shirt, and cowboy boots
c. miniskirt, a sleeveless blouse or shirt, and sandals
d. clean and professional but casual attire

 2. Your fi rst assignment in the psychiatric–mental health 
clinical setting is to provide care for a female client who 
appears sad and verbalizes hopelessness to the staff. You 
are uncertain how to approach the client. Which of the 
following actions would be the most effective?
a. asking a peer to introduce you to the client
b. waiting for the client to approach you to avoid 

 bothering the client

RECOMMENDATIONS BY 
STUDENT NURSES
Student nurses made the following recommendations during 
postclinical conferences when they were asked to evaluate 
their personal psychiatric nursing clinical experiences:

Avoid making assumptions about any client’s medical or • 
psychiatric history.
Don’t hesitate to approach your clinical supervisor or a • 
staff member with questions about your assigned client’s 
needs or plan of care.
Feel free to discuss with your instructor any feelings that you • 
have about your clinical rotation or your assigned client.
Take time to adjust to a slower pace.• 
Don’t become frustrated with a client who refuses to • 
speak to you.
Be patient with a client who requires repeated prompting • 
to complete a task.
Recognize that listening, observing, and self-awareness • 
are important tools that you possess when providing care.

KEY CONCEPTS
Psychiatric–mental health nursing is a challenging experi-• 
ence that provides an opportunity for personal and profes-
sional growth.
Practicing self-awareness is an effective way to prepare for • 
interactions with various clients in the psychiatric setting.
As student nurses prepare for their psychiatric nursing • 
clinical rotation, they often ask the same basic questions 

such as the following: Will the client know that I am a stu-
dent nurse? How do I introduce myself? What do I wear? 
What if I say something wrong? Will I be left alone with a 
client? What if the client becomes violent?

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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CHAPTER 1    Self-Awareness 5

c. asking a staff member how to handle the client
d. discussing your apprehension and possible approches 

with your instructor before approaching the client
 3. One of your peers states that your assigned client 

looks like a “drug addict.” Which of the following best 
describes your peer?
a. introvert
b. judgmental
c. extrovert
d. prejudice

 4. You overhear two of your friends talking about mental ill-
ness. They agree that mentally ill persons are not capable 
of living alone or working. Your friends are exhibiting 
which of the following?
a. stereotyping
b. prejudice
c. introspection
d. judgmental attitude

 5. When assuming the role of a student nurse in the 
psychiatric–mental health setting, which behavior would 
be most effective in helping to achieve personal and pro-
fessional growth?

a. repeatedly prompting a client to fi nish a task instead 
of doing it yourself, just to get it done

b. taking time to adjust to a slower pace
c. demonstrating frustration when a client refuses to 

interact to let them know you are serious
d. working to predict how a client will respond to 

 different stimuli to better care for the client
 6. Which of the following are good guides for your  clinical 

practice regardless of what type of rotation you are 
 participating in?
a. not hesitating to approach your clinical supervisor or 

a staff member with questions about your assigned 
client’s needs or plan of care

b. feeling free to discuss with your instructor any feelings 
that you have about your clinical rotation or your 
assigned client

c. working at your own pace with your clients
d. not interacting with a client who refuses to speak to 

you
e. being patient with a client who requires repeated 

prompting to complete a task
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Burnout
Compassion fatigue
Ego defense mechanisms
Forensic nursing
Genetics
Genomics
Hospitalists
Managed care nursing
Mental disorder
Mental health
Mental illness
Nursing informatics
Parish nursing

Pharmacogenetics
Pharmacogenomics
Privileging process
Psychiatric–mental 

health nursing
Self-actualization
Signifi cant others
Standards of practice
Standards of professional 

performance
Stigma
Telehealth

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Distinguish between mental health and mental illness.
 2. Identify factors that infl uence the development of mental 

health.
 3. Evaluate the levels of communication that affect an 

 individual’s personal growth and maturity.
 4. Articulate how ego defense mechanisms affect mental 

health maintenance.
 5. Identify examples of defense mechanisms, including the 

purpose that each serves.
 6. Analyze the role of a signifi cant other or support person 

in maintaining mental health.
 7. Articulate examples of harmful effects of stigma.
 8. Defi ne psychiatric–mental health nursing.
 9. Differentiate Peplau’s fi ve phases in the emergence 

of psychiatric nursing from 1773 through 1936.
10. Interpret the educational objectives of psychiatric 

nursing during the early 20th century as described by 
the National League for Nursing (NLN).

11. Articulate the purpose of the Psychiatric–Mental Health 
Nursing Scope and Standards of Practice.

12. Summarize the current state of psychiatric–mental health 
nursing.

History and Trends 
in Psychiatric–Mental 
Health Nursing

The twenty years in this era (1915–1935) brought an  awakening 

of interest in raising standards of care in psychiatric work, a 

 growing realization of the role of nurses and the nursing profes-

sion in the needed improvements, and gradual inclusion in basic 

nursing curricula of the dominant psychiatric concepts available at 

this time.

—PEPLAU, 1956

2
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8 UNIT  I Psychiatric–Mental Health Nursing

Genetic Characteristics
According to Dr. Insel, Director of the National Institute of 
Mental Health in Bethesda, Maryland, mental health is, in 
part, based upon the absence of complex genetic risk fac-
tors and neurologic defi cits that underlie psychiatric disor-
ders. He believes that genetics and genomics, two types of 
gene research, will provide further insight into these factors 
that infl uence the development of mental health (Wilner, 
2008).

Genetics is the scientifi c study of the transmitted or 
inherited genes and variations or defects in organisms. For 
example, genetic defects resulting in innate differences in sen-
sitivity and temperament that prompt various responses to 
the environment may predispose a person to cognitive dis-
ability, schizophrenia, or bipolar disorder. Genetic theories 
are discussed in specifi c chapters of this book when appli-
cable. Genomics is a relatively new science that focuses on 
the study of the genetic makeup of the chromosomes of an 
organism. It includes the marriage of molecular and cell biol-
ogy. Researchers have begun to look at multiple genes with 
common variations that contribute to the risk for the devel-
opment of a physical disease such as diabetes or mental ill-
ness such as depression. Such research will change clinical 
practice by improving the understanding of pathophysiology. 
Molecular characterization of a disease such as schizophre-
nia may become enormously helpful in distinguishing dis-
ease subtypes and in guiding researchers to new treatments to 
maintain mental health (Robert & Pato, 2008; Wilner, 2008). 
Pharmacogenetics (the study of inherited differences or 
variation in drug metabolism and response) and pharmacog-
enomics (the general study of all of the many different genes 
that determine drug behavior) are examples of the types of 
research that are used in predicting drug response, avoiding 
adverse drug reactions, and maintaining mental and physical 
health.

Nurturing During Childhood
Nurturing during childhood refers to the interaction between 
the family and child, which also affects the development of 
mental health. Positive nurturing begins with bonding at 
childbirth and includes development of the feelings of love, 
security, and acceptance. The child experiences positive inter-
actions with parents and siblings. Negative nurturing includes 
circumstances such as maternal deprivation, parental rejec-
tion, sibling rivalry, and early communication failures. Indi-
viduals who are exposed to poor nurturing may develop poor 
self-esteem or poor communication skills. They may also dis-
play socially unacceptable behavior as they seek to meet their 
basic needs.

Life Circumstances
Life circumstances can infl uence one’s mental health from 
birth. Individuals who experience positive circumstances are 
generally emotionally secure and successful in school and are 
able to establish healthy interpersonal relationships. Negative 
circumstances such as poverty, poor physical health, unem-
ployment, abuse, neglect, and unresolved childhood loss 

Psychiatric–mental health nursing involves the diagnosis and 
treatment of human responses to actual or potential mental health 
problems. It is a specialized area of nursing practice that uses the-
ories of human behavior as its scientifi c framework and requires 
the purposeful use of self as its art of expression. It is concerned 
with promoting optimum health for society. Comprehensive ser-
vices focus on prevention of mental illness, health maintenance, 
management of and referral for mental and physical health prob-
lems, diagnosis and treatment of mental disorders, and rehabilita-
tion. Psychiatric–mental health nursing is holistic and considers 
the needs and strengths of the individual, family, group, and 
 community (American Nurses Association [ANA], 2000).

According to the Nursing’s Social Policy Statement (ANA, 
2003), nursing is defi ned as “the protection, promotion, and 
optimization of health and abilities, prevention of illness and 
injury, alleviation of suffering through the diagnosis and treat-
ment of human response, and advocacy in the care of indi-
viduals, communities, and populations.” Psychiatric nurses 
must be able to make rapid comprehensive assessments; use 
effective problem-solving skills in making complex clinical 
 decisions; act autonomously as well as collaboratively with 
other  professionals; be sensitive to issues such as ethical dilem-
mas, cultural diversity, and access to psychiatric care for under-
served populations; be comfortable working in decentralized 
settings; and be sophisticated about the costs and benefi ts of 
providing care within fi scal constraints.

This chapter serves two major purposes: to introduce the 
concepts of mental health and mental illness and to describe 
the historical development of the role of the psychiatric– mental 
health nurse.

CONCEPT OF MENTAL HEALTH
Although there is no universal defi nition of mental health, 
people in the helping professions seem to agree that mental 
health is a positive state in which one is responsible, displays 
self-awareness, is self-directive, is reasonably worry free, and 
can cope with usual daily tensions. Such individuals function 
well in society, are accepted within a group, and are generally 
satisfi ed with their lives. Other defi nitions refer to the ability 
to solve problems; fulfi ll one’s capacity for love and work; cope 
with crises without assistance beyond the support of family 
or friends; and maintain a state of well-being by enjoying life, 
setting goals and realistic limits, and becoming independent, 
interdependent, or dependent as the need arises without per-
manently losing one’s independence.

Cultural beliefs infl uence how mental health and mental 
illness are determined. For instance, acceptable behavior in 
one cultural group may or may not be tolerated in another 
group. See Chapter 4 for detailed information about cultural 
and ethnic issues.

Factors Infl uencing Mental Health

Three factors infl uence the development of mental health: 
genetic characteristics, nurturing during childhood, and life 
circumstances.
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CHAPTER 2    History and Trends in Psychiatric–Mental Health Nursing 9

generally precipitate feelings of hopelessness, helplessness, 
or worthlessness. These negative responses place a person at 
risk for depression, substance abuse, or other mental health 
disorders. Supporting Evidence for Practice 2-1 provides 
information about the possible impact of the environment on 
mental health.

Characteristics of Mental Health

Abraham Maslow (1970), an eminent psychologist and writer, 
identifi ed a “hierarchy of needs” to describe an individual’s 
motivation to experience self-actualization, or mental 
health. To achieve self-actualization, a person must prog-
ress through fi ve levels (Fig. 2-1). Also, an individual may 
reverse  progression through these levels depending on various 
 circumstances.

According to Maslow, mentally healthy people who achieve 
self-actualization are able to

have positive self-concepts and relate well to people and • 
their environment;
form close relationships with others;• 
make decisions pertaining to reality rather than fantasy;• 
be optimistic and appreciate and enjoy life;• 
be independent or autonomous in thought and action, • 
relying on personal standards of behavior and values; and
be creative, using a variety of approaches as they perform • 
tasks or solve problems.

In addition, self-actualized individuals display behavior that is 
consistent as they appreciate and respect the rights of others. 
They also display a willingness to listen and learn from others 
and show reverence for the uniqueness of and difference in 
others.

Factors Affecting Mental Health 
Maintenance

Factors that infl uence the ability to achieve and maintain 
 mental health include engaging in interpersonal communica-
tion and resorting to the use of ego defense mechanisms. The 
presence of signifi cant others, or support people, also plays a 
role in maintaining mental health.

SUPPORTING EVIDENCE FOR PRACTICE 2.1

The Relationship Between Environment and Mental Health

PROBLEM UNDER INVESTIGATION / The effects of 
housing quality on mental health and the ability to 
function

SUMMARY OF RESEARCH / Researchers  collected 
premove and postmove data on 31 low-income 
women with children living in metropolitan ar-
eas of Michigan to evaluate the effect of environ-
ment on their mental health postmove. The women 
were moving their families to better-quality housing 
through participation in Habitat for Humanity. Envi-
ronmental indicators included structural quality, pri-
vacy,  indoor climactic conditions, cleanliness, clutter, 
child  resources, and neighborhood quality. The De-
moralization Index of the Psychiatric Epidemiology 
 Research Instrument (PERI), a standardized symp-
toms checklist for nonclinical populations, was used 

to measure  psychological distress. The women’s PERI 
scores  improved  postmove. These fi ndings provided 
strong evidence that mental health is related to hous-
ing quality and an improvement in housing quality 
can benefi t mental health.

SUPPORT FOR PRACTICE / Health care providers 
have recognized that a relationship between envi-
ronment and mental health exists, but little scientifi c 
research exists to prove how individuals are affected 
by their surroundings. Nursing research is needed to 
examine the correlations and relationships that exist 
between individuals and their surroundings.

SOURCE: Diffendal, J. (2003). Better homes, gardens…. and mental 
health? ADVANCE for Nurse Practitioners. [Online]. Retrieved January 30, 
2003, from http://www.advancefornp.com/npfeature2.html

FIGURE 2-1 Maslow’s hierarchy of needs.

Self-actualization
Need to be self-fulfilled,

learn, create, understand,
and experience one's

potential

Self-esteem
Need to be well thought of by
oneself as well as by others

Love
Need for affection, feelings of

belongingness, and meaningful
relations with others

Security and Safety
Need for shelter and freedom

from harm and danger

Physiologic
Need for oxygen, food, water, rest, and

elimination. The need for sex is unnecessary
for individual survival, but it is necessary for

the survival of humankind
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Interpersonal Communication
A relationship is only as good as the intent of the interaction 
that occurs during interpersonal communications between 
two or more individuals. Powell (1995) discusses fi ve levels of 
communication that affect an individual’s personal growth and 
maturity during interpersonal encounters: cliché conversation; 
reporting facts; revealing ideas and judgments; spontaneous, 
here-and-now emotions; and open, honest communication. 
The levels range from 5 to 1, with level 5 indicating superfi -
cial communication in which no emotions are shared. Level 1 
refl ects open communication in which two individuals share 
their emotions. Box 2-1 briefl y summarizes these fi ve levels of 
communication. Interpersonal communication is discussed at 
length in Chapter 11.

Ego Defense Mechanisms
Ego defense mechanisms, also referred to as defense mech-
anisms, are considered protective barriers used to manage 
instinct and affect in stressful situations (Freud, 1946). They 
may be used to resolve a mental confl ict, to reduce anxiety or 
fear, to protect one’s self-esteem, or to protect one’s sense of 
security. Depending upon their use, they can be therapeutic or 
pathologic, because all defense mechanisms include a distor-
tion of reality, some degree of self-deception, and what appears 
to be irrational behavior. Such mechanisms are supposedly in 
action by 10 years of age. Table 2-1 provides brief explanations 
and examples of commonly used defense mechanisms.

Signifi cant Others or Support People
Although mental health can be maintained by engaging 
in positive interpersonal communication and using ego 
defense mechanisms, people may also reach out to indi-
viduals or groups for support during periods of increased 

stress or  anxiety. Such individuals or groups are referred to 
as  signifi cant others or support people. For instance, labor 
and delivery is generally considered to be a normal healthy 
biologic process; however, many women desire the presence 
or encouragement of a support person, one who assists the 
woman in coping with the stress and anxiety that may occur 
during the labor and delivery process as well as during the 
postpartum recovery period.

Harry Stack Sullivan, an eminent psychiatrist, states that 
people mistakenly believe that they can solve their own prob-
lems and maintain control of their lives without assistance 
from anyone or anything (Evans, 1997). Sullivan believed 
that those who attempt to solve problems by themselves may 
become consumed by their problems and suffer some type of 
mental disorder or illness. Mental health, in part, is determined 
by relationships between those who either love or refuse to 
love one another. Support people or signifi cant others can be 
anyone with whom the person feels comfortable and whom 
the person trusts and respects. A support person can act as a 
sounding board, simply listening while one vents various feel-
ings or emotions, or he or she may interact as the need arises. 
Box 2-2 provides examples of situations in which a support 
person might be used.

Level 5: Cliché Conversation—No sharing of oneself 
occurs during this interaction. Statements such as 
“How are you doing?” and “Talk to you later” are 
superfi cial. No personal growth can occur at this 
level.

Level 4: Reporting of Facts—Communicating at this 
level reveals very little about oneself and minimal 
or no interaction is expected from others. No per-
sonal interaction occurs at this level.

Level 3: Revelation of Ideas and Judgments—Such 
communication occurs under strict censorship by 
the speaker, who is watching the listener’s response 
for an indication of acceptance or approval. If the 
speaker is unable to read the reactions of the lis-
tener, the speaker may revert to safer topics rather 
than face disapproval or rejection.

Level 2: Spontaneous, Here-and-Now Emotions—
Revealing one’s feelings or emotions takes cour-
age because one faces the possibility of rejection 
by the listener. Powell (1995) states that if one 
reveals the contents of the mind and heart, one 
may fear that such emotional honesty will not 
be tolerated by another. As a result, the speaker 
may resort to dishonesty and superfi cial conver-
sation.

Level 1: Open, Honest Communication—When this 
type of communication occurs, two people share 
emotions. Open communication may not occur 
until people relate to each other over a period of 
time, getting to know and trust each other.

BOX 2.1

Five Levels of Communication

SELFAWARENESS PROMPT
Review the levels of communication in Box 2-1. 

Which levels do you use during most interactions? 
Do the levels differ as you interact with friends, 
co-workers, families, or clients? If the answer is yes, 
explain why you think the levels differ.
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TABLE 2.1

Defi nition and Examples of Commonly Used Ego Defense Mechanisms

Ego Defense 
 Mechanisms Defi nition Example

Compensation Unconscious use of a specifi c behavior to make up for a 
real or imagined inability or defi ciency, thus maintaining 
 self-respect or self-esteem

Unattractive man selects expensive, stylish 
clothes to draw attention to himself.

Conversion Unconscious expression of a mental confl ict as a physical 
symptom to relieve tension or anxiety

Woman experiences blindness after 
 witnessing a robbery.

Denial Unconscious refusal to face thoughts, feelings, wishes, 
needs, or reality factors that are intolerable

Woman denies that her marriage is failing 
by telling her estranged husband that all 
couples go through marital slumps and 
“things will be better tomorrow.”

Displacement Unconscious shifting of feelings such as hostility or  anxiety 
from one idea, person, or object to another

Teenaged son slams the door when told he 
can’t attend a concert.

Dissociation Separation and detachment of a strong, emotionally charged 
confl ict from one’s consciousness

Male victim of carjacking exhibits 
 symptoms of traumatic amnesia the next 
day.

Identifi cation Unconscious attempt to identify with personality traits or 
actions of another to preserve one’s self-esteem or to reach a 
specifi c goal

Teenager dresses, walks, and talks like his 
 favorite basketball player.

Introjection Unconscious application of the philosophy, ideas,  customs, 
and attitudes of another person to one’s self

Psychiatric client who claimed to be 
Moses grew a beard and long hair, wore 
a blanket and sandals, and read his Bible 
daily.

Projection Unconscious assignment of unacceptable thoughts or 
 characteristics of self to others

Man who was late for work blames wife 
for not setting the alarm clock.

Rationalization Unconscious justifi cation of one’s ideas, actions, or feelings 
to maintain self-respect, prevent feelings of guilt, or obtain 
social approval

Student states he didn’t make the golf 
team because he was sick.

Reaction formation Unconscious demonstration of the opposite behavior, 
 attitude, or feeling of what one would normally show 
in a given situation

Man who dislikes his mother-in-law is 
very polite and courteous toward her.

Regression Retreat to past developmental stages to meet basic needs Woman acts like a teenager on her fi rst 
date with a fellow employee.

Repression Unconscious banishment of unacceptable ideas,  fantasies, 
affects, or impulses from consciousness

Woman who repressed memories of abuse 
as a child may have diffi culty forming 
relationships.

Restitution Negation of a previous consciously intolerable action 
or experience

Man sends fl owers to fi ancée after 
 embarrassing her at a cocktail party.

Sublimation Unconscious rechanneling of intolerable or socially 
 unacceptable impulses or behaviors into activities that 
are personally or socially acceptable

College student with hostile feelings joins 
the debate team.

Substitution Unconscious replacement of unacceptable impulses,  attitudes, 
needs, or emotions with those that are more  acceptable

Student nurse decides to be a teacher 
because he or she is unable to master 
clinical competencies.

Suppression Voluntary rejection of unacceptable thoughts or feelings 
from conscious awareness

Student who failed a test states she isn’t 
ready to talk about her grade.

Symbolization Use of external objects to become an outward 
representation of an internal idea, attitude, or feeling

Engagement ring symbolizes love and a 
 commitment to another person.
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Personal Strategies for Mental Health 
Maintenance

We can never totally eliminate stress in our lives. Compassion 
fatigue, also referred to by many as burnout, may occur when 
one provides care for others at work and home but loses the 
ability to take care of one’s self. Individuals with compassion 
fatigue try to continue to give of themselves and feel as though 
they have failed. Conversely, individuals who experience burn-
out exhibit emotional withdrawal and diminished empathy. In 
both instances, caregivers experience physical, emotional, and 
spiritual exhaustion (DeBarth, 2005).

Cell phones, e-mail, fax machines, pagers, and the use of 
computers have increased personal stress because people feel 
like they are working “24/7” (24 hours a day, 7 days a week). 
Such technology even has an impact on vacations because indi-
viduals take their “portable offi ces” with them. When the indi-
vidual can no longer cope with the stress, compulsive behaviors 
such as drug abuse or gambling may become distractions from 
the reality of compassion fatigue or burnout. Serious health 
problems or mental illness may occur (DeBarth, 2005).

Compassion fatigue or burnout can be avoided when 
causes and symptoms are identifi ed, problems are  recognized, 
and environmental changes are made to reduce stressful situ-
ations. Many individuals have sought alternate ways to reduce 

stress and enhance their well-being while balancing the 
responsibilities between work and time spent at home. Stress-
management programs are one way to combat the increasing 
demands on individuals both professionally and personally. 
Box 2-3 lists examples of additional personal strategies people 
use to reduce stress and enhance well-being.

CONCEPT OF MENTAL ILLNESS
Like diabetes or cerebral palsy, mental illness is no one’s fault. 
It can be caused by chemical imbalances in the brain, by trans-
fer of drugs across the placental barrier, or by organic changes 
within the brain. Additionally, if a person is unsuccessful in 
dealing with environmental stresses because of faulty inherited 
characteristics, poor nurturing during childhood, or negative 
life circumstances, mental illness may develop. The  American 
Psychiatric Association defi nes mental illness or  mental 
 disorder as an illness or syndrome with psychological or 
behavioral manifestations and/or impairment in functioning as 
a result of a social, psychological, genetic, physical/chemical, 
or biologic disturbance. The disorder is not limited to relations 
between the person and society. The illness is characterized 
by symptoms and/or impairment in functioning (Shahrokh & 
Hales, 2003).

Other defi nitions refer to mental illness as a disorder caus-
ing people to display abnormal behavior more consistently 
than most people; a psychopathology exhibiting frequent 
irresponsibility, the inability to cope, frequently being at odds 
with society, and an inaccurate perception of reality; and the 
absolute absence or constant presence of a specifi c behavior 
that has a socially acceptable range of occurrences. Table 2-2 
compares characteristics of mental health and mental illness.

Stigma and Perceptions About Mental 
Illness

Stigma, by defi nition, is a mark of disgrace or shame. It has 
four components:

Labeling someone with a condition• 
Stereotyping people who have that condition• 
Creating a division between a superior “us” group and a • 
devalued “them” group
Discriminating against someone on the basis of their label• 

Examples of Situations Involving the Use 
of a Support Person

A female employee contemplating a legal  •
 separation from her husband discusses marital 
problems with a co-worker.
A male client diagnosed with cancer asks to see  •
his minister to discuss his concerns about his fam-
ily and his future.
A young mother hospitalized for emergency  •
 surgery arranges for her sister to provide care for 
her young children.
A teenager whose parents are contemplating  •
divorce explores feelings of guilt, anger, and 
resentment with her school counselor.
A paraplegic who lives alone requires someone  •
to be on call 24 hours a day.

BOX 2.2

SELFAWARENESS PROMPT
Refl ect on your relationships with others. What 

are the characteristics of these relationships? What 
makes them satisfying to you? Do you consider 
any of these individuals to be support persons? 
Why or why not?

Personal Strategies for Reducing Stress 
and Enhancing Well-Being

Aerobic exercise • Progressive relaxation  •
techniquesAromatherapy •

Martial arts • Self-hypnosis •
Massage • Walking •
Meditation • Yoga •

BOX 2.3
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Not all labels are negative or result in stigma. For example, 
a  diagnosis of bronchitis can offer reassurance that your condi-
tion has a medical cause and that it can be effectively treated. 
Unfortunately, mental illnesses have very complex causes that 
some individuals do not understand. Negative comments about 
or portrayals of individuals with mental illnesses fuel fear and 
mistrust, reinforcing distorted perceptions. The consequences 
of stigma can be devastating and, in some cases, worse than 
the illness itself. Examples of some of the harmful effects of 
stigma include refusal to seek treatment, rejection by family 
and friends, subjection to physical violence or harassment, and 
inadequate health insurance coverage for mental illness (Mayo 
Clinic.com, 2008).

Several perceptions about abnormal behavior and men-
tal illness that could result in stigma have been identifi ed 
( Altrocchi, 1980; Mayo Clinic.com, 2008).

Summarized, they are as follows:

 1.  Abnormal behavior is different or odd, and easily recognized. 
We are all irrational at times and behave in an unusual or 
different manner. Such behavior may occur in a variety of 
environments and still may go unnoticed by others.

 2.  Abnormal behavior can be predicted and evaluated. 
 Newspaper articles and television newscasts prove 
otherwise. Family members have verbalized complete 

surprise when confronted with acts of abuse or violence 
 committed by loved ones, often describing the suspect as 
nice, quiet, friendly, or pleasant.

 3.  Internal forces are responsible for abnormal behavior. 
Although internal forces may cause abnormal behavior, 
other factors (eg, people, culture, and environment) can 
infl uence one’s behavior.

 4.  People who exhibit abnormal behavior are dangerous and 
 violent. This perception is often infl amed by media 
accounts of crime in which someone is vaguely referred 
to as mentally ill. Statistics, however, don’t bear out 
a  connection between mental illnesses and violence. 
 According to statistics provided by the National Institute 
of Mental Health (2004), more than 40 million Ameri-
cans have a psychiatric diagnosis at any given time. 
Approximately 60% to 65% of those individuals who are 
hospitalized for psychiatric treatment are discharged and 
live with their families.

 5.  Maladaptive behavior is always inherited. Heredity plays 
a part in the development of some types of abnormal 
 behavior; however, learning also infl uences behavior. 
 Children learn early in life how to satisfy their needs. They, 
as well as adults, may observe specifi c behaviors used by 
others to meet their needs. As a result, they may imitate 
behavior that they believe to be acceptable to others.

TABLE 2.2

Characteristics of Mental Health and Mental Illness

Mental Health Mental Illness

Accepts self and others Feels inadequate

Has poor self-concept

Is able to cope with or tolerate stress Is unable to cope

Can return to normal functioning if temporarily disturbed Exhibits maladaptive behavior

Is able to form close and lasting relationships Is unable to establish a meaningful relationship

Uses sound judgment to make decisions Displays poor judgment

Accepts responsibility for actions Is irresponsible or unable to accept responsibility for actions

Is optimistic Is pessimistic

Recognizes limitations (abilities and defi ciencies) Does not recognize limitations (abilities and defi ciencies)

Can function effectively and independently Exhibits dependency needs because of feelings of inadequacy

Is able to distinguish imagined circumstances from reality Is unable to perceive reality

Is able to develop potential and talents to the fullest extent Does not recognize potential and talents because of poor self-concept

Is able to solve problems Avoids problems rather than coping with them or attempting to solve 
them

Can delay gratifi cation Desires or demands immediate gratifi cation

Mental health refl ects a person’s approach to life by commu-
nicating emotions, giving and receiving, working alone as 
well as with others, accepting authority, displaying a sense 
of humor, and coping successfully with emotional confl ict.

Mental illness refl ects a person’s inability to cope with stress,  resulting 
in disruption, disorganization, inappropriate reactions,  unacceptable 
behavior, and the inability to respond according to the person’s 
 expectations and the demands of society.
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 6.  Mental illness is incurable. Much progress has occurred 
in the diagnosis and treatment of mental illness. Early 
detection and treatment may alleviate symptoms and 
allow the person to function normally in society. People 
with chronic mental disorders may receive  maintenance 
doses of medication, attend various therapies, or care for 
themselves with minimal supervision. As a result of dein-
stitutionalization and the implementation of managed 
care, clients are empowered to function as  independently 
as possible. Community resources are used to provide 
education for the client and  family. Ongoing supervision 
and support are available to  minimize recidivism.

Stigma surrounding some mental health disorders is slowly 
eroding. Many celebrities and public fi gures are openly 
 discussing their mental health conditions.

These public disclosures have contributed, in part, to 
greater public understanding of the causes and treatment of 
mental illnesses (Mayo Clinic.com, 2008).

Diagnosis of a Mental Illness

Diagnosis of a client’s mental illness is achieved through 
 examination and analysis of data. This diagnosis is an integral 
part of the theory and practice of nursing. Chapters 9 and 10 
address the nursing process and its application to clients with 
mental health issues. The Diagnostic and Statistical Manual of 
 Mental Disorders (4th Edition, Text Revision; DSM-IV-TR), pub-
lished by the American Psychiatric Association and used by 
many different disciplines, is included in the discussion of 
nursing diagnosis in Chapter 10. Units VI and VII discuss the 
 clinical symptoms and methods used to diagnose the presence 
of a  specifi c mental illness.

HISTORICAL DEVELOPMENT 
OF PSYCHIATRIC–MENTAL 
HEALTH NURSING
A review of the social changes that occurred before 1773 is nec-
essary to understand the emergence of psychiatric–mental health 
nursing. The origins of most of psychiatry’s concepts begin with 
prehistoric times, when primitive people believed spirits pos-
sessed the body and had to be driven out to effect a cure. Before 
the 5th century BC, the Greeks, Romans, and Arabs believed that 
emotional disorders were an organic dysfunction of the brain.

Hippocrates (460–375 BC) described a variety of person-
alities, or temperaments, and proposed that mental illness 
was a disturbance of four body fl uids, or “humors.” Aristotle 
(382–322 BC) concluded that the mind was associated with 
the heart, whereas Galen (130–200 AD), a Greek physician, 
stated that emotional or mental disorders were associated 
with the brain. Treatment approaches during this time frame 
included the use of sedation, good nutrition, good physical 
hygiene, music, and recreational activities such as riding, 
walking, and listening to the sounds of a waterfall. Fresh air, 

sunshine, and pure water were thought to promote healing 
for the mentally ill.

Middle Ages to 1773

During the Middle Ages, humane treatment of mentally ill 
 people suffered a setback as mentally ill individuals were 
excluded from society and confi ned in asylums or institutions. 
Various theories pertaining to demonic possession also were 
advanced. Specifi cally, persons who displayed abnormal behav-
ior were considered lunatics, witches, or demons possessed by 
evil spirits. Superstition, mysticism, magic, and witchcraft pre-
vailed as patients were locked in asylums, fl ogged, starved, tor-
tured, or subjected to bloodletting. Beheading, hanging, and 
burning at the stake were common occurrences. Exorcism was 
practiced in some monasteries.

During this same period, physicians described symptoms 
of depression, paranoia, delusions, hysteria, and nightmares. 
Persons displaying such symptoms were thought to be incom-
petent and potentially dangerous. The fi rst mental hospital, 
 Bethlehem Royal Hospital, opened in England in 1403. Pro-
nounced  “Bedlam,” the name came to symbolize the inhumane 
treatment of persons who were put on public display for two-
pence a look. Harmless inmates sought charity on the streets. 
In 1724, a  Puritan clergyman by the name of Cotton Mather 
(1663–1728) broke with superstition by discounting the fact that 
mental illness was the result of demonic possession and witch-
craft, explaining that mental illnesses were the result of physical 
changes within the body (Mental Wellness.com, 2003).

1773 to 1956

In contrast, the 18th century is regarded as an era of reason 
and observation. In 1843, there were approximately 24 hospi-
tals available for the treatment of mental illness. Clifford Beers 
(1876–1943) wrote an account of his experience as a mental 
patient, The Mind That Found Itself, vividly describing the norm 
of institutional care. He later founded the National Committee 
for Mental Hygiene, predecessor to the National Mental Health 
Association (NMHA). Emil Kraepelin fi rst described Alzheimer’s 
disease in 1910, and in the 1920s, Harry Stack Sullivan estab-
lished a ward for clients with the diagnosis of schizophrenia, 
demonstrating the positive impact of a therapeutic milieu that 
allowed clients to return to the community. The fi rst human 
frontal lobotomy was performed in 1936, and electrotherapy 
was established in the 1940s. Fountain House, a psychiatric 
rehabilitation center for mentally ill clients, was established in 
New York City in 1947 (Mental Wellness.com, 2003).

According to Peplau (1956), the historical development of 
psychiatric nursing also began in 1773. Peplau identifi ed fi ve 
eras, or phases, in the establishment of psychiatric nursing, 
both as an aspect of all nursing and as a specialty in nursing. 
Table 2-3 summarizes these eras.

Phenothiazines and other major tranquilizers were 
 introduced in the United States between 1952 and the 1960s 
to treat the major symptoms of psychoses, enabling clients to be 
more responsive to therapeutic care. During this time, open-door 
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policies were implemented in large mental institutions, allowing 
clients to leave the units or wards while under supervision.

Other Developments Since the 1950s

In 1963, the Community Mental Health Act authorized fund-
ing for the establishment of community health centers to pro-
vide the following services to the public: emergency mental 
health care, such as crisis centers and telephone hotlines; 
patient care or hospitalization, such as daycare centers and 
therapeutic communities; aftercare, including halfway houses 
and foster homes; and consultation services, as provided in 
counseling centers. This act promoted the  specialization of 
psychiatric nursing services as the  provision of care shifted 

to the community. Nurse practitioners or  clinical specialists 
could provide direct care to psychiatric clients in a variety 
of settings. In 1970, the deinstitutionalization of clients from 
state mental hospitals to community living was considered a 
positive move; however, insuffi cient federal funding resulted 
in an increase in the number of homeless mentally ill  people.

Recent events include the President’s New Freedom Com-
mission on Mental Health (2002), an executive order by Presi-
dent George W. Bush to promote increased access to  educational 
and employment opportunities for people with mental health 
disabilities. A fi nal report, dated March 5, 2003, urges federal, 
state, and local governments to develop a  recovery-oriented 
mental health system that embraces the values of self-
 determination, empowering relationships,  meaningful roles 

TABLE 2.3

Development of Psychiatric–Mental Health Nursing

Phase 1: The Emergence of 
 Psychiatric–Mental Health Nursing 
(1773–1881)

• Special institutions for individuals with psychiatric disorders were built.
• Benjamin Rush wrote the fi rst American textbook on psychiatry.
• Attendants were hired to socialize with patients.
• Philippe Pinel classifi ed clients according to their observable behaviors.
• Schools of nursing were established in Boston and Philadelphia by 1872.
• Dorothea Lynde Dix devoted time to improving conditions for the mentally ill.

Phase 2: Development of the Work 
Role of the Psychiatric Nurse 
(1882–1914)

•  Training schools for nurses in the psychiatric setting were established at McLean Hospital 
in Belmont, Massachusetts, and at Buffalo State Hospital in New York (1882).

• Trained nurses were employed in state mental hospitals (1890).
• First undergraduate psychiatric nursing program was established.
• National Society for Mental Hygiene was founded in 1909.
• Large state mental hospitals were built in rural areas.

Phase 3: Development of Undergrad-
uate  Psychiatric Nursing Education 
(1915–1935)

•  Linda Richards, the fi rst graduate nurse in the United States, suggested that mentally ill 
clients receive the same quality care as physically ill clients.

• Student nurses received clinical experience in state mental hospitals.
• Textbooks focusing on psychiatric nursing practice were written.
•  Educational objectives for undergraduate psychiatric nursing education were discussed at 

NLN conventions.
• Harriet Bailey wrote the fi rst psychiatric nursing textbook, Nursing Mental Diseases.
•  Insulin shock therapy, electroconvulsive therapy, and prefrontal lobotomy were introduced 

in the psychiatric clinical setting.
• The National Committee for Mental Hygiene was established.

Phase 4: Development of  Graduate 
Psychiatric Nursing Education 
(1936–1945)

• Clinical experiences in psychiatric hospitals were standardized by 1937.
•  Approximately half of all nursing schools provided psychiatric nursing courses; however, 

 participation in psychiatric courses did not become a requirement for nursing licensure until 1955.
•  The National League of Nursing Education developed curriculum guidelines for psychiatric 

nursing graduate education. By 1943, three university-sponsored graduate programs existed.

Phase 5: Development of 
 Consultation and Research in 
 Psychiatric Nursing Practice 
(1946–1956)

•  The Mental Health Act of 1946 provided funding of graduate nursing programs to prepare 
psychiatric clinical nurses.

• Yearly grants were given to the NLN to evaluate psychiatric programs.
• Nurses who served with the armed forces were able to secure an education through the GI Bill.
•  The National League of Nursing Education formed a committee in 1956 to review and 

revise a proposed guide for the development of an advanced clinical course in psychiatric 
nursing. The Brown Report, a product of the committee’s meeting, stressed that inter-
est in the fi eld of psychiatry should be stimulated to facilitate research focusing on the 
 prevention and cure of mental illness.
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16 UNIT  I Psychiatric–Mental Health Nursing

in society, and elimination of stigma and discrimination. The 
NMHA issued a policy position statement urging mental health 
 associations, mental health service provider  organizations, 
and other advocates to promote peer support as a unique and 
essential element of recovery-oriented mental health systems 
(National Mental Health Association [NMHA], 2005).

In October 2002, the National Alliance for the Mentally 
Ill (NAMI) initiated the Campaign for the Mind of America, 
a multiyear effort to promote investment in recovery and to 
prevent the abandonment of another generation of Americans 
with mental illness to neglect and hopelessness. NAMI is also 

working with other advocacy groups in psychiatry to advance 
the conversation on mental illness (National Alliance for the 
Mentally Ill [NAMI], 2002; Norton, 2004).

The Paul Wellston Mental Health and Addictions Equity 
Act of 2008 mandates that group health plans provide mental 
health and substance-related disorder benefi ts that are at least 
equivalent to benefi ts offered for medical and surgical proce-
dures. This legislation renews and expands provision of the 
Mental Health Parity Act of 1996. (Artz, 2007; The Middle 
Class.org, 2008).

As mentioned herein, during the 20th century, psychiat-
ric nursing began to evolve as a clinical specialty. Nurses were 
previously involved as managers and coordinators of activities 
as they provided therapeutic care based on the medical model. 
With advanced study and clinical practice experienced in a 
master’s program in psychiatric nursing, clinical specialists and 
nurse practitioners gained expert knowledge in the care and 
prevention of psychiatric disorders. Table 2-4 lists historical 
events infl uencing psychiatric nursing from 1856 to the pres-
ent. Box 2-4 provides examples of research on biologic aspects 
of mental illness during the period known as the Decade of the 
Brain (1990–2000).

TABLE 2.4

Events Infl uencing Psychiatric–Mental Health Nursing

The following is a chronologic listing of some important events infl uencing psychiatric nursing:

1856–1929 Emil Kraepelin differentiated manic-depressive psychosis from schizophrenia and stated that schizophrenia was  incurable.

1856–1939 Sigmund Freud introduced psychoanalytic theory and therapy. He explained human behavior in psychological terms 
and proved that behavior can be changed in certain situations.

1857–1939 Eugene Bleuler described the psychotic disorder of schizophrenia (formerly referred to as dementia “praecox”).

1870–1937 Alfred Adler focused on the area of psychosomatic medicine, referring to organ inferiority as the causative factor.

1875–1961 Carl Jung described the human psyche as consisting of a social mask (persona), hidden personal characteristics 
(shadow), feminine identifi cation in men (anima), masculine identifi cation in women (animus), and the innermost 
center of the personality (self).

1940–1945 World War II veterans received fi nancial support and vocational rehabilitation for psychiatric and physical disabilities.

1946–1971 Care of mentally ill persons was brought into the mainstream of health care.
World Federation for Mental Health provided funds for research and education.

1947 Helen Render wrote Nurse–Patient Relationships in Psychiatry.

1949 The National Institute of Mental Health was established to (1) provide grants-in-aid, (2) fund training programs and 
demonstration projects, and (3) provide support for research.

1952 Hildegard E. Peplau wrote Interpersonal Relations in Nursing, a text that provided the basis for the development of thera-
peutic roles in nurse–client relationships. This book was of paramount importance in the development of  psychiatric 
nursing as a profession.

1955 The Joint Commission on Mental Illness and Health was developed to study and evaluate needs and resources.

1961 The World Psychiatric Association examined the social consequences of mental illness.

SELFAWARENESS PROMPT
Refl ect on the history and trends that have 

occurred in psychiatric nursing. What trends have 
been implemented into your nursing curriculum? 
How do you think they will affect the development 
of your psychiatric nursing skills?
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Table 2.4 Events Infl uencing Psychiatric–Mental Health Nursing (Continued)

The following is a chronologic listing of some important events infl uencing psychiatric nursing:

1963–1979 The Economic Opportunity Act stressed improvement of social environments to prevent the development of mental 
illness.

The Mental Retardation Facilities and Community Mental Health Centers Construction Act provided federal funds 
to help state and local agencies decentralize mental health care, provided community services and facilities to treat 
 substance abusers, and proposed that community mental health programs include special programs to treat children 
and the elderly.

Fifty graduate psychiatric nursing programs were established in the United States.

Private psychiatric hospitals, as well as psychiatric units in general hospitals, were established.

Insurance companies provided coverage for psychiatric care.

Deinstitutionalization and community living for mentally ill patients were emphasized, focusing on teaching them 
activities of daily living and self-care.

Canadian and American nurses laid groundwork for formation of North American Nursing Diagnosis Association.

1980s Mental Health Systems Act (1980), designed to strengthen existing community efforts and to develop new initiatives, 
was never implemented due to 1981 legislation.

Omnibus Budget Reconciliation Act (1981) drastically curtailed federal funding for health care services.

Emphasis was placed on ANA specialty certifi cation exam.

1990s Insurance companies made drastic cuts in coverage for psychiatric care.

National Alliance for the Mentally Ill (NAMI) was formed.

Greater emphasis was placed on the biologic aspects of mental illness and on advances in neuropharmacology. This era 
is referred to as the “Decade of the Brain.”

2001 New Freedom Initiative to promote increased access to educational and employment opportunities for people with 
 disabilities signed by President George W. Bush.

2002 New Freedom Commission on Mental Health introduced to transform mental health care in America.

2002 NAMI initiated Campaign for the Mind of America.

2003 Paul Wellston Mental Health Equitable Treatment Act was introduced in Senate.

2007 Paul Wellston Mental Health and Addiction Equity Act was introduced by the House of Representatives.

PSYCHIATRIC–MENTAL HEALTH 
NURSING: SCOPE AND 
STANDARDS OF PRACTICE
Standards of practice are authoritative statements used by the 
nursing profession to describe the responsibilities for which 
nurses are accountable. They provide direction for professional 
nursing practice and a framework for the evaluation of prac-
tice. They also defi ne the nursing profession’s accountability 
to the public and the client outcomes for which nurses are 
responsible.

In 1967, the ANA published the Statement on Psychiat-
ric and Mental Health Nursing Practice. A revision followed in 
1976. Belief that the scope of practice is linked to practice 

 standards resulted in the publication of Standards of Psychiatric 
and  Mental Health Nursing Practice in 1982. Broader general 
standards of nursing practice are delineated in the Standards of 
Clinical Nursing Practice (ANA, 1991).

In May 1999, a workgroup convened to review and revise, 
if necessary, the A Statement on Psychiatric–Mental Health Clini-
cal Nursing Practice and Standards of Psychiatric–Mental Health 
Clinical Nursing Practice published in 1994. In August 2005, a 
panel of psychiatric–mental health nursing experts and ANA 
policy leaders convened to review initial drafts and make rec-
ommendations. In accordance with their recommendations, 
the current revision of Psychiatric-Mental Health Nursing: Scope 
and Standards of Practice (ANA, 2007) refl ects the template 
language of the most recent publication of ANA nursing stan-
dards and has been revised to  highlight the leadership role of 
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Molecular targets have been identifi ed in the treatment of bipolar disorder. •
Panic attacks appear to induce a long-lasting rise in LDL and total cholesterol in men, placing them at increased  •
risk of cardiovascular disease.
High-dose electroconvulsive therapy on the right brain maximizes therapy effi cacy while minimizing adverse  •
effects on memory.
Schizophrenia may be caused by a virus, autoimmune phenomena, or frontal lobe dysfunction. •
Approximately 60% of chronic alcoholics may experience cerebral atrophy, cortical shrinkage, and ventricular  •
dilatation in the frontal lobe. Electroencephalograms are poorly synchronized.
Increased episodes of depression and mania cause changes in brain structure and function, which lead to  •
treatment-resistant depression.
Alcoholics can be delineated into type A or B subgroups based on the disease’s etiologic elements, onset and  •
course, presenting symptoms, and drinking pattern.
A combination of electroconvulsive therapy and lithium may achieve rapid control of an acute manic  •
 episode.
Endozepine-1, a newly described brain chemical, is likened to endogenous diazepam (Valium). •
Untreated hypothyroidism may play an unheralded role in treatment resistance and in the development of  •
rapid cycling in bipolar patients.
Clozaril has proven to be a safe, effective drug for psychotic clients with a history of neuroleptic malignant  •
syndrome.
Desyrel and Eldepryl have proven effective in the management of behavioral symptoms of Alzheimer’s  •
 disease.
SSRI use leads to bone loss in older women. •
Brain trauma severity is a predictor of personality change in the youth. •
Other examples are included in the text.

BOX 2.4

Results of Research on Biologic Aspects of Mental Illness

psychiatric–mental health nurses in the transformation of the 
mental health system as outlined in the President’s New Free-
dom Commission Report of 2003. The revised sections, Stan-
dards of Practice and Standards of Professional Performance, 
are described in Boxes 2-5 and 2-6.

PSYCHIATRIC–MENTAL HEALTH 
NURSING TODAY
In the year 2004, the Bureau of Labor Statistics predicted that 
more than 1 million new nurses would be needed by the year 
2010. This predicted need was based on several factors. Nurses 
are retiring or leaving the profession for several reasons, such 
as low wages for physically demanding work, mandatory 
overtime, compassion fatigue or burnout, job dissatisfac-
tion, increased nurse-to-client ratios that limits time spent on 
direct client care, work-related injuries, and retirement. Sala-
ries, when adjusted for infl ation, fl attened in the years 2004 
and 2005, whereas malpractice suits involving client safety 
issues have increased. The lack of part-time shifts or fl ex time, 
variations in health delivery systems, reimbursement by Medi-
care and Medicaid, and local customs and culture have also 

altered the need for nurses (Saver, 2006; Stowkowski, 2004;  
Valentino, 2002).

Education

A paradigm shift is taking place in education, moving from 
the traditional classroom to the presentation of knowledge via 
distance learning, multimedia centers, and cyberspace. The 
beginning nurse needs to have basic competencies related to 
computer literacy and nursing informatics, a specialty that 
integrates nursing science, computer science, and informa-
tion science to manage and communicate data, information, 
and knowledge in nursing practice. Teaching methods such 
as patient simulators can help students prepare for complex 
situations before they ever care for clients in the clinical set-
ting (Keefe, 2006; Saver, 2006; Snyder, 2007). In addition, 
some facilities, such as the Menninger Clinic, have developed 
internship programs to attract, educate, and retain new gradu-
ates who express an interest in the fi eld of psychiatric–mental 
health nursing (Drosey, 2008).

Schools of nursing offer a variety of programs to pre-
pare students for the practice of psychiatric–mental health 
nursing.
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Standards of Practice

BOX 2.5

Standard 1. Assessment: The psychiatric–mental 
health registered nurse collects comprehensive 
health data that are pertinent to the patient’s health 
or  situation.

Standard 2. Diagnosis: The psychiatric–mental health 
registered nurse analyzes the assessment data to 
determine diagnoses or problems, including level 
of risk.

Standard 3. Outcomes Identifi cation: The psychi-
atric–mental health registered nurse identifi es 
expected outcomes for a plan individualized to the 
patient or the situation.

Standard 4. Planning: The psychiatric–mental health 
registered nurse develops a plan that prescribes 
strategies and alternatives to attain expected 
 outcomes.

Standard 5. Implementation: The psychiatric– mental 
health registered nurse implements the identifi ed 
plan.

Standard 5A. Coordination of Care Counseling: 
The psychiatric–mental health registered nurse 
co ordinates care delivery.

Standard 5B. Health Teaching and Health Promo-
tion: The psychiatric–mental health registered 
nurse employs strategies to promote health and a 
safe  environment.

Standard 5C. Milieu Therapy: The psychiatric– mental 
health registered nurse provides, structures, and 
maintains a safe and therapeutic environment in 

collaboration with patients, families, and other 
health care clinicians.

Standard 5D. Pharmacological, Biological, and 
Integrative Therapies: The psychiatric–mental 
health registered nurse incorporates knowledge 
of pharmacological, biological, and complemen-
tary interventions with applied clinical skills to 
restore the patient’s health and prevent further 
disability.

Standard 5E. Prescriptive Authority and Treat-
ment: The psychiatric–mental health advanced 
practice registered nurse uses prescriptive author-
ity, procedures, referrals, treatments, and thera-
pies in accordance with state and federal laws and 
regulations.

Standard 5F. Psychotherapy: The psychiatric–mental 
health advanced practice registered nurse conducts 
individual, couples, group, and family psycho-
therapy using evidence-based psychotherapeutic 
frameworks and nurse–patient therapeutic relation-
ships.

Standard 5G. Consultation: The psychiatric–mental 
health advanced practice registered nurse pro-
vides consultation to infl uence the identifi ed plan, 
enhance the abilities of other clinicians to provide 
services for patients, and effect change.

Standard 6. Evaluation: The psychiatric–mental 
health registered nurse evaluates progress toward 
attainment of expected outcomes.

Licensed Practical or Vocational Nursing 
Programs
Licensed practical or vocational nursing schools generally 
address the topics of human behavior or mental health and 
mental illness and may integrate mental health concepts into 
courses such as pediatrics, obstetrics, and the aging process. 
Psychiatric nursing clinical experience usually is not offered 
in 1-year programs, although state board examinations do 
include questions pertaining to basic mental health concepts. 
If a licensed practical or vocational nurse elects to continue 
training to become a registered nurse, psychiatric nursing 
experience must be obtained in either an associate’s or bacca-
laureate degree nursing program.

Associate’s Degree Nursing Programs
Associate’s degree programs may offer a 5- to 10-week course in 
psychiatric nursing with or without clinical rotation in psychi-
atric–mental health settings. Some schools integrate psychiat-
ric nursing concepts throughout the 2-year program, after core 
courses in developmental or abnormal psychology.  Psychiatric 

nursing experience may occur in a  medical– psychiatric unit, 
private psychiatric hospital, state psychiatric facility, or com-
munity mental health setting. Alternate sites used for clinical 
experience may include shelters for the homeless, public school 
systems, penal institutions, and triage units in the general hos-
pital setting. Emphasis is on nursing intervention under the 
direction of a more experienced registered nurse.

Baccalaureate Degree Nursing Programs
Baccalaureate degree programs usually provide more time 
for psychiatric nursing and clinical experiences. Emphasis is 
placed on theoretical foundations, the assessment process, 
mathematical statistics, group dynamics, client and family 
education, and the nurse’s role in preventive care.

Master’s Degree Nursing Programs
Graduate schools offering a master’s degree in psychiatric 
or mental health nursing usually require a certain number 
of credit hours related to core courses, clinical experience, 
research, electives, and a practicum. The graduate student may 
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elect to become a clinical nurse specialist or a nurse practitio-
ner, depending on the courses available.

Continuing Education
The Board of Nursing of each state has established continuing 
education guidelines that must be completed prior to license 
renewal. Nurses may also apply for certifi cation of compe-
tency in psychiatric nursing by organizations such as the 
ANA. Certifi cation is available for various levels of psychiatric 
nursing, such as generalist, clinical specialist, and nurse prac-
titioner. Review courses are available prior to taking the test. 
See Box 2-7 for examples of certifi cation organizations.

Career Opportunities

Revolutionary changes are occurring in the fi eld of nurs-
ing, including psychiatric–mental health nursing. Health 
care delivery models based on portability and mobility offer 
 opportunities for specialization in a variety of settings. Exam-
ples include nurse liaison in the general hospital freestand-
ing clinics, or ambulatory care settings; therapist in private 
practice; consultant; educator; expert witness in legal issues; 
employee assistance counselor; mental health provider in long-
term care facilities; and work in association with a mobile psy-
chiatric triage unit (Saver, 2006).

In addition, psychiatric–mental health nursing experi-
ence as a student provides a valuable foundation for career 
opportunities after graduation. Table 2-5 lists such positions 
and gives examples of how psychiatric–mental health nursing 
experience can be an asset to him or her.

Expanded Role of the Psychiatric–Mental 
Health Nurse

The role of psychiatric–mental health nurses continues to expand. 
For example, the American Board of Managed Care Nursing 
(ABMCN), formed in 1998, promotes excellence and profession-
alism in managed care nursing (see Chapter 8) by recognizing 
individuals who, through voluntary certifi cation, demonstrate an 
acquired knowledge and expertise in managed health care. The 
managed care nurse’s role is to advocate for all clients enrolled 
in managed health care plans, to administer  benefi ts within the 
confi nes of the managed care plan and to provide customer 

Certifi cation Organizations

Examples of certifi cation organizations include but 
are not limited to the following:

American Academy of Nurse Practitioners: www.
aanp.org

American Holistic Nurses Certifi cation Corporation: 
www.ahna.org

American Nurses Credentialing Center: www. 
nursingworld.org/ancc/certifi cation/certs.html

National Board of Certifi cation of Hospice and 
 Palliative Nurses: www.nbchpn.org/

Psychiatric Nurse Certifi cation: www.calapna.org/
certf.htm

BOX 2.7

Standards of Professional Performance

BOX 2.6

Standard 7. Quality of Practice: The psychiatric– mental 
health registered nurse systematically evaluates the 
quality and effectiveness of nursing practice.

Standard 8. Education: The psychiatric–mental health 
registered nurse attains knowledge and compe-
tency that refl ect current nursing practice.

Standard 9. Professional Practice Evaluation: The 
psychiatric–mental health registered nurse evalu-
ates one’s own practice in relation to the profes-
sional practice standards and guidelines, relevant 
statutes, rules, and regulations.

Standard 10. Collegiality: The psychiatric–mental health 
registered nurse interacts with and contributes to the 
professional development of peers and colleagues.

Standard 11. Collaboration: The psychiatric–mental 
health nurse collaborates with patients, family, and 
others in the conduct of nursing practice.

Standard 12. Ethics: The psychiatric–mental health 
registered nurse integrates ethical provisions in all 
areas of practice.

Standard 13. Research: The psychiatric–mental 
health registered nurse integrates research fi nd-
ings into practice.

Standard 14. Resource Utilization: The psychiatric–
mental health registered nurse considers factors 
related to safety, effectiveness, cost, and impact 
on practice in the planning and delivery of nursing 
 services.

Standard 15. Leadership: The psychiatric–men-
tal health registered nurse provides leadership 
in the professional practice setting and the 
profession.

Reprinted with permission from American Nurses Association. (2007). Psychiatric-mental health nursing: Scope and standards of practice. 
Silver Spring, MD: Nursebooks.org.
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 service during all of the nurse’s encounters with members of the 
managed care plan. Managed care nurses develop and imple-
ment wellness and prevention programs and disease manage-
ment programs. The nurse’s role in managed care moves along 
the continuum from direct client care to administrator (American 
Board of Managed Care Nursing [ABMCN], 2004).

Another area of expansion is parish nursing, which devel-
oped in the early 1980s in the Midwest. Parish nursing is a 
program that promotes health and wellness of the body, mind, 
and spirit using the community health nursing model as its 
framework. The church congregation is the client. The  parish 
nurse is a member of the church  congregation,  spiritually 
mature, and a licensed registered nurse with a desire to serve 
the members and friends of his or her congregation. Much of 
the nurse’s time is spent  helping to improve quality of life and 
wellness in a faith-based setting (Dryden, 2004).

Although parish nurses are volunteers, some are paid by 
grants, the hospital, or the congregation. In 1998, the ANA 
recognized parish nursing as a specialty focusing on disease 
prevention and health promotion (Hamlin, 2000).

Additionally, nurse practitioners have been employed 
as hospitalists. Hospitalists provide services to clients who 
don’t have primary care physicians or whose primary care 
providers choose not to make hospital calls. Hospitalists uti-
lize the privileging process to admit and treat clients. They 
serve as admitting health care providers and discharge clients 
back to their primary care physicians after their inpatient stay 
(McLain, 2008). Their comprehensive services may include 
health promotion, disease prevention, acute and chronic 
 illness  management, and management of psychiatric disorders 
for hospitalized clients and those admitted to subacute and 
 long-term care facilities.

TABLE 2.5

Use of Psychiatric–Mental Health Nursing Skills in Career Opportunities

Career Opportunities Use of Psychiatric–Mental Health Nursing Skills

Obstetric nursing Helping the mother in labor and support person cope with anxiety or stress during labor and delivery

Providing support to bereaved parents in the event of fetal demise, inevitable abortion, or the birth of 
an infant with congenital anomalies

Providing support to a mother considering whether to keep her child or give the child up for adoption

Forensic nursing Providing services to incarcerated clients

Acting as a consultant to medical and legal agencies

Serving as an expert witness in court

Providing support for victims of violent crime

Oncologic nursing Helping cancer patients or other terminally ill individuals on oncology units work through the 
 grieving process

Providing support groups for families of terminally ill patients

Industrial (occupational 
health) nursing

Implementing or participating in industrial substance abuse programs for employees and their families

Providing crisis intervention during an industrial accident or the acute onset of a physical or mental 
illness (eg, heart attack or anxiety attack)

Teaching stress management

Public health nursing Assessing the person both physically and psychologically (eg, the newly diagnosed diabetic client may 
develop a low self-concept, or the recovering stroke client may exhibit symptoms of depression due to 
a slow recovery)

Offi ce nursing Assisting the client by explaining somatic or emotional concerns during the assessment process

Providing support with the problem-solving process when people call the offi ce and the physician is 
unavailable

Acting as a community resource person

Emergency room nursing Providing crisis intervention as the need arises (eg, during natural disasters, accidents, or unexpected 
illnesses causing increased anxiety, stress, or immobilization)
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The role of psychiatric–mental health nurses is also 
expanding in the area of telehealth, or the use of telecom-
munications technology to remove time and distance barri-
ers from the delivery of health care services. It is an effective 
method to establish and maintain a therapeutic relationship, 
teach clients and consumers about health care, and to dis-
cuss disease management. As technology becomes cheaper 
and more reliable, and demand for this convenient delivery 
method grows, experts predict more dramatic changes in the 
delivery of health care in the 21st century after legislative, 
technical, and  practice  barriers are overcome. Confi dentiality 
issues, informed  consent, documentation of records, imperfect 

software, faulty  equipment, and reimbursement issues present 
challenges.

Finally, forensic nursing is expected to become one of 
the fastest growing nursing specialties of the 21st century. 
Recent studies have noted the high rates of mental illness in 
jails and prisons. Forensic nursing focuses on advocacy for and 
ministration to offenders and victims of violent crime and the 
families of both. Refer to Chapter 6 for additional information 
about forensic nursing.

Perhaps the greatest challenge to nursing lies in the future, as 
we identify and develop clinical provider performance measures 
that are relevant to the care we provide and the people we serve.

Critical Thinking Questions

 1. You have been asked to make a presentation to a local 
women’s club whose members are especially interested 
in maintaining their mental health as they age. Outline a 
20-minute presentation that includes basic information 
on mental health, misconceptions about mental illness, 
and maintenance of mental health.

 2. During the Middle Ages, persons who displayed abnor-
mal behavior were often treated inhumanely. Today, many 
mentally ill persons end up on the streets of our cities. 
Analyze how society handles persons with mental illness 
and compare the social, political, and economic issues 
that affect care for this segment of the population.

 3. The ANA issued Standards of Psychiatric–Mental 
Health Nursing Practice in 1982. Explain why stan-
dards of  practice are necessary and delineate the nurse’s 
 responsibility for these standards.

Refl ection

Review the quote at the beginning of the chapter. According to 
Peplau (1956), several trends occurred in psychiatric–mental 
health nursing between 1915 and 1935. Explain the impact of 
these trends on the delivery of care to clients during the 21st 
century.

KEY CONCEPTS
Mental health is a positive state in which one functions • 
well in society, is accepted within a group, and is generally 
satisfi ed with life.
Open and honest communication fosters personal growth • 
and maturity.
Ego defense mechanisms are protective barriers used to • 
manage instinct and affect in stressful situations.
Signifi cant others or support people enable clients • 
to maintain mental health by allowing them to vent 
thoughts or emotions during times of increased anxiety 
or stress.
Mental illness is characterized by psychological or behav-• 
ioral manifestations and/or impairment in functioning due 
to a social, psychological, genetic, physical/chemical, or 
biologic disturbance.
Stigma or negative labeling individuals with the diagnosis • 
of a psychiatric disorder fuel fear and mistrust, reinforcing 
distorted perceptions.
Humane treatment of mental illness suffered a setback in • 
the Middle Ages.
The emergence of psychiatric nursing began in the 18th • 
century.

Humane treatment of mentally ill people improved during • 
the 19th century.
Training schools for nurses in the psychiatric setting were • 
started in 1882, with nurses being employed in state 
 mental hospitals by 1890.
Literature written by psychiatric nurses described philoso-• 
phy of practice, the role of the nurse in a psychiatric facil-
ity, and psychiatric nursing curriculum.
Undergraduate psychiatric nursing education was devel-• 
oped between 1915 and 1935; graduate education in 
 psychiatric nursing evolved between 1936 and 1945.
Standards of practice for psychiatric nursing were pub-• 
lished in 1982.
During the 20th century, practice sites have changed and • 
career opportunities have expanded as nurse practitioners 
have been credentialed and allowed to participate in the 
privileging process.
Forensic nursing has been described as one of the fastest-• 
growing nursing specialties of the 21st century.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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NCLEX-Style Questions

 1. Which of the following statements about causation of 
mental illness would the nurse identify as incorrect?
a. life circumstances can infl uence one’s mental health 

from birth
b. the inability to deal with environmental stresses can 

result in mental illness
c. mental health is infl uenced by relationships that the 

patient has with friends and family
d. inherited characteristics exert minimal to no infl uence 

on one’s mental health
 2. Which of the following would the nurse expect as the 

most likely reason for using defense mechanisms?
a. improved insight
b. loss of self-esteem
c. reduced anxiety
d. continuing mental confl ict

 3. A client talks to the nurse about safe, neutral topics, 
without revealing feelings or emotions. The nurse deter-
mines that the client’s motivation for remaining on this 
superfi cial level of communication is most likely which 
of the following?
a. fear of rejection by the nurse
b. lack of awareness of others feelings
c. poor communication ability
d. poor emotional maturity

 4. The ABMCN promotes excellence and professionalism in 
managed care nursing by recognizing individuals who do 
which of the following?
a. continue their education
b. demonstrate an acquired knowledge and expertise in 

managed health care
c. work well with patients
d. take as many Continuing Education Unit credits as 

allowed per year
 5. Which of the following nursing functions is different in 

current psychiatric–mental health nursing practice when 
compared with practice from 1915 to 1935?
a. careful client assessment
b. concerns about the effect of environmental 

conditions
c. focus on understanding the causes of mental 

illness
d. use of nursing diagnosis

 6. The certifi ed nurse practitioner of psychiatric nursing 
performs which of the following functions not performed 
by the psychiatric nurse generalist?
a. case management and health promotion
b. counseling and establishment of a diagnosis
c. health teaching and a variety of therapies
d. psychotherapy and prescribing medications
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Behavioral nursing theory
Cognator
Conceptual framework
Cultural Care Diversity and 

Universality theory
Eclectic approach
Interaction-oriented approach
Interpersonal theory
Needs-oriented approach
Nursing theory
Outcome-oriented approach
Regulator
Systems-oriented theory
Theoretical hypothesis
Theory
Theory of Adaptation
Theory of Human Becoming
Tidal Model

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Compare and contrast the terms conceptual framework and theoretical 
hypothesis.

 2. Explain the purpose of theory.
 3. Describe three types of theory used in psychiatric  nursing.
 4. Analyze the theories of Hildegard Peplau, Dorothea Orem, Sister Callista 

Roy, Martha Rogers, Rosemarie Parse, and Madeline Leininger.
 5. Discuss the relationship between nursing theory and research.
 6. Articulate how nursing theory is applied to practice.
 7. Interpret the phrase eclectic approach.

Development of 
 Psychiatric–Mental 
Health Nursing 
Theory

By unfolding the process used in developing the theoretical past, 

we gain insights that improve our understanding of our  current 

progress, and we are empowered to achieve our disciplinary 

goals. When we take a critical and refl ective stance on the current 

theoretical discourse, or lack thereof as the case may be, we see 

shadows of our past issues and accomplishments as well as visions 

of the future of our discipline and profession.

—MELEIS, 2007

3
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These  frameworks provided a foundation and strategy for the-
ory development by introducing orderliness into the research 
process and providing ideas for statements of theoretical 
hypotheses (ie, tentative explanations of predicted relation-
ships among variables under investigation). Hypotheses lead 
to empirical studies that seek to confi rm or discredit predic-
tions and eventually lead to the development of theories. 
Meleis (2007), in her discussion of theoretical thinking, defi nes 
 theory as an organized, coherent, and systematic articulation 
of a set of statements related to signifi cant questions in a disci-
pline that is communicated in a meaningful whole.

Early theorists focused on interpersonal relationships 
between client and nurse, behavioral responses to stress and 
the environment, and approaches to self-care defi cit. The 
phrase systems-oriented theory also evolved at this time. For 
example, in systems-oriented theory, the individual is consid-
ered part of the family system. Stress in one part of the system 
(eg, family) affects other parts of the system. Changes in family 
structure contribute to changes in the behavior of individuals.

Since the 1970s, nursing theories based on caring, cultural 
care diversity and universality, modeling and role modeling, 
energy fi elds, and human becoming have emerged. Table 3-2 
provides a chronology of nursing theorists and theories.

This chapter highlights the major theories and nursing 
theorists and describes the application of nursing theory to 
psychiatric–mental health nursing practice.

NURSING THEORY 
AND RESEARCH
Nursing theory is defi ned as a conceptualization of some aspect 
of nursing reality communicated for the purpose of describing 
phenomena, explaining relationships between  phenomena, 
predicting consequences, or prescribing nursing care. It is 
used to describe or identify properties and  components of 

In the last century, nursing made phenomenal  achievement that 
has led to the recognition of nursing as an academic discipline 
and a profession. Before the 1950s, the medical model domi-
nated psychiatric–mental health nursing practice. Physicians 
and psychiatrists assessed, diagnosed, and planned care for 
individuals with psychiatric disorders. Nurse practitioners were 
taught and supervised mainly by physicians and psychiatrists 
who incorporated the theories of individuals such as Freud, Sul-
livan, Skinner, Bowen, or Erikson into their practice. The need 
for knowledge base to guide professional nursing practice was 
realized. As noted in Chapter 2, approximately half of all nurs-
ing schools provided psychiatric nursing courses. Furthermore, 
participation in psychiatric nursing courses did not become a 
requirement for nursing licensure until 1955 (Meleis, 2007). 
Since then, theoretical works have been contributed by nurses, 
fi rst with the goal of making nursing a recognized profession and 
later with the goal of delivering care to clients as professionals 
(Current Nursing.com, 2008). Table 3-1 describes how various 
theoretical frameworks of other disciplines infl uenced the devel-
opment of psychiatric nursing theory. Specifi c theoretical mod-
els of personality development are discussed in Chapter 24.

Terminology such as conceptual models or frameworks 
and theories have been used freely and interchangeably to refer 
to any conceptualization of nursing reality. The interchange-
able use of these terms has presented a problem to the pure 
semanticists in the fi eld of nursing. For example, although it 
is a paper written to describe her view of nursing, Florence 
Nightingale’s Notes on Nursing: What It Is and What It Is Not 
(1859) is considered by many to be nursing’s fi rst environmen-
tal theory (Gropper, 1990).

Conceptual frameworks (a group of concepts linked 
together to describe a specifi c viewpoint about a  phenomenon 
or group of phenomena) were developed by theorists such 
as Hildegard Peplau in 1952, Virginia Henderson in 1955, 
 Martha Rogers in 1970, Imogene King in 1971, Dorothea 
Orem in 1971, and Sister Callista Roy in 1971 (Meleis, 2007). 

TABLE 3.1

Theoretical Frameworks Infl uencing the Development of Psychiatric Nursing Theory

Theorist Theory Impact on Nursing Theory

Sigmund Freud Psychoanalytic theory Nurses began to focus on human behavior, early stages of sexual development, 
and use of maladaptive defense mechanisms.

Harry Stack Sullivan Interpersonal theory Nurses recognized that humans are social beings who develop interpersonal 
relationships that could result in stress or anxiety, the use of maladaptive 
behaviors, or alteration of the development of one’s personality.

B.F. Skinner Behavior theory Nurses recognized that interventions could be used to bring about changes in 
thoughts, feelings, and observed behavior.

Murray Bowen Family Systems theory Nurses developed an understanding of individual and family behaviors and 
their relationship to each other.

Eric Erikson Developmental theory Nurses recognized that personality development begins at birth and continues 
across the lifespan until death.

Adapted from Boyd (2004), Johnson (1997), Meleis (2007), and Videbeck (2010).
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obsolete (Meleis, 2007). For example,  Rosemarie Parse’s theory 
of human becoming was initially called the Man-Living-Health 
Theory when it was fi rst published in 1981. Parse synthe-
sized her theory from works by European philosophers and 
the American theorist Martha Rogers. The name was offi cially 
changed to the Theory of Human Becoming in 1992 to remove 
the word “man” from its title. Another example of nursing 
research is the Tidal Model. It is the result of conjoint research 
by mental health nurses and clients who have used mental 
health services that focused on the continuous process of change 
inherent in all people. It is the fi rst model of mental health nurs-
ing to be used as the basis for interdisciplinary mental health care 
with the goal of empowering clients to lead their own recovery 
rather than being directed by professionals. This model is based 
on the beliefs that recovery is possible; change is inevitable; cli-
ents know what is best for them; clients possess all the resources 
they need to begin recovery; clients are the teachers and nurses 
are the pupils; and nurses need to be creatively curious, to learn 
what needs to be done to help the client. First implemented in 
2000, approximately 100 different Tidal Model recovery projects 
are presently utilized in a variety of settings in many countries 
including the United Kingdom, Ireland,  Australia, New Zealand, 
Japan, and Canada. They are exploring different ways that clients 
can address their present diffi culties and continue living as full 
and meaningful a life as possible (Barker & Buchanan-Barker, 
2005; Tidal Model.com, 2008).

Nursing Theories

Johnson (1997) noted that theory is necessary for the further 
development of nursing as a profession. Several nurse theo-
rists, such as Hildegard Peplau, Dorothea Orem, Sister Callista 
Roy, Rosemarie Parse, and Madeline Leininger, have focused 
on concepts specifi cally related to psychiatric nursing. Other 
theorists are discussed in the text where relevant.

Peplau’s Interpersonal Theory
Hildegard Peplau was responsible in part for the emergence of 
theory-based psychiatric nursing practice. Her research and 
emphasis on the give-and-take of nurse–client relationships were 
seen by many as revolutionary. Opposed to the idea that clients 
passively received treatment and the nurse passively acted out 
doctor’s orders, she believed that the nurse serves as a stranger, 
resource person, teacher, leader, surrogate, and counselor. Her 
interpersonal theory incorporates communication and relation-
ship concepts from Harry Stack Sullivan’s interpersonal theory. Her 
theory focuses primarily on the nurse–client relationship in which 
problem-solving skills are developed. Four phases occur during 
this interactive process: orientation, identifi cation, exploitation, 
and resolution (Current Nursing.com, 2008; Meleis, 2007).

Analysis of this theory (Johnson, 1997) reveals that it 
is effective in long-term care, home health, and  psychiatric 
 settings where time allows for the development of a  nurse–client 
 relationship and, hopefully, a resolution to promote health. 
However, the theory’s effectiveness is limited in short-term, 
acute care nursing settings, where hospitalizations last for only 
a few hours or a few days. It is also ineffective when the client 

a discipline, explain how the properties and components of  a 
discipline relate to each other and how the discipline func-
tions, predict the relationships between the components of a 
phenomenon and under what conditions relationships will 
occur, and prescribe or address nursing therapeutics and con-
sequences of interventions. Nursing theories provide a frame-
work for nurses to systemize their nursing actions: what to ask, 
what to observe, what to focus on, and what to think about 
(Current Nursing.com, 2008; Meleis, 2007). The relationship 
between nursing theory and research is cyclical in nature due, 
in part, to the many forces that are driving changes in nursing 
and health care (eg, explosion of medical technology, research 
linking more diseases to genes, and emphasis on disease man-
agement). Nursing theories stimulate nurse scientists to explore 
signifi cant problems in the fi eld of nursing. They provide prop-
ositions for research by limiting what questions to ask and what 
methods to use to pursue answers to  questions. The results 
of research can be used to verify, challenge, modify,  disprove, 
replace, or support a theoretical proposition, or  render a  theory 

TABLE 3.2

Chronology of Nursing Theorists 
and Theories

Year Theorist Theory

1859 Florence Nightingale Environmental theory

1952 Hildegard Peplau Interpersonal theory

1955 Virginia Henderson Needs theory

1960 Faye Abdellah Patient-Centered theory

1961 Josephine Patterson 
and Loretta Zderad

Interaction theory

1961 Ida Orlando Interaction theory

1964 Ernestine Weidenbach Interaction theory

1964 Joyce Travelbee Interaction theory

1966 Myra Levine Conservation theory

1970 Martha Rogers Unitary Human Being theory

1971 Imogene King Systems theory (updated)

1971 Dorothea Orem Self-Care Defi cit theory 
(updated)

1971 Sister Callista Roy Adaptation theory

1972 Betty Neuman Systems theory

1973 Madeleine Leininger Cultural Care Diversity theory

1978 Joyce Fitzpatrick Rhythm theory

1979 Jean Watson Human Caring theory

1981 Rosemarie Parse Human Becoming theory

1983 Helen Erickson, 
Evelyn Tomlin, and 
Mary Ann Swain

Modeling and Role Modeling 
theory
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limitations emerge in moving with and apart from others. The 
third theme, transcendence, explains that moving beyond the 
“now” moment is forging a unique personal path for oneself 
in the midst of ambiguity and continuous change (Current 
 Nursing.com, 2008).

Parse’s theory is considered by some advanced practitio-
ners to be an excellent framework for community psychiatric 
nursing in which the nurse focuses on the client’s experiences, 
not problems; bears witness to the client’s experiences; respects 
the individual’s capacity for self-knowing; and assists the cli-
ent in cocreating a valuable space for the client to voice the 
lived experience of health (Parse, 2003; also available at http://
www.Sandiego.edu/academics/nursing/theory). Humanly lived 
experiences such as loss and grief are believed to respond well 
to interventions based on Parse’s theory. Clients with mood 
disorders and psychotic disorders also have benefi ted from 
interventions promoting independence and empowerment.

Leininger’s Theory of Cultural Care Diversity 
and Universality
Leininger’s theory of Cultural Care Diversity and  Universality 
developed in 1973 states that caring is universal and varies 
transculturally. It is based on the nurse’s need to be aware of 
and sensitive to the cultural needs of clients. Major concepts 
include care, caring, culture, cultural values, and cultural 
variations. This theory focuses on describing, explaining, and 
predicting nursing similarities and differences pertaining to 
human care and caring in human cultures. Care is the essence 
and the dominant, distinctive, and unifying feature of nursing. 
Caring serves to ameliorate or improve human conditions and 
life base (Current Nursing.com, 2008).

The practice of nursing today demands that the nurse iden-
tifi es and meets the cultural needs of diverse groups; under-
stands the social and cultural reality of the client, family, and 
community; develops expertise to implement culturally accept-
able strategies to provide nursing care; and identifi es and uses 
resources acceptable to the client. See Chapter 4 for a detailed 
discussion of Leininger’s cultural care diversity  theory.

APPLICATION TO PRACTICE
Theory helps to identify the focus, the means, and the goals 
of practice.

Using common theories enhances communication, 
 increasing autonomy and accountability for care (Meleis, 
2007). Several theoretical approaches may be used when 
 providing care for clients with psychiatric disorders such as 

is considered to be a group of individuals, a family, or a com-
munity. See Chapter 11 for a detailed discussion of the applica-
tion of Peplau’s Interpersonal theory, including the six nursing 
roles, during a therapeutic  relationship with a client.

Orem’s Behavioral Nursing Theory
Orem’s Behavioral Nursing theory focuses on self-care defi cit 
in nursing. It proposes that the recipients of nursing care are 
persons who are incapable of continuous self-care or indepen-
dent care because of health-related or health-derived limitations 
(Current Nursing.com, 2008; Johnson, 1997; McFarland & 
Thomas, 1991).

Human beings are described as integrated wholes function-
ing biologically, symbolically, and socially. Because of an indi-
vidual’s self-care defi cits, a nurse, family member, or friend may 
educate or consult with the individual to improve the defi cit. 
This theory is used in the psychiatric setting, where individuals 
may neglect self-care needs such as eating, drinking, rest, per-
sonal hygiene, and safety because of their underlying disorder.

Roy’s Theory of Adaptation
Roy’s theory of Adaptation, modeled from a behavioral theory, 
states that human beings are biopsychosocial adaptive systems 
who use coping mechanisms to adapt to both internal and exter-
nal stimuli. Two major internal coping mechanisms are the reg-
ulator and the cognator. The regulator mechanism refers to an 
individual’s physiologic response to stress, whereas the cogna-
tor mechanism pertains to perceptual, social, and information-
processing functions. Coping behavior occurs in four adaptive 
modes: physiologic, self-concept, role function, and interdepen-
dence. Individuals sustain health through the integration of the 
four modes of adaptation. Ineffective responses or adaptation to 
internal or external stimuli requires nursing interventions. This 
theory is used in the psychiatric setting as the nurse assesses cli-
ent behavior and stimuli and develops a plan of care to assist the 
client in adaptation in the four modes—contributing to health, 
quality of life, and dying with dignity (Current Nursing.com, 
2008; Johnson, 1997; McFarland & Thomas, 1991).

Parse’s Theory of Human Becoming
Parse’s theory of Human Becoming presents an alterna-
tive to both the conventional biomedical approach and the 
 biopsychosocial-spiritual approach of most other theories 
of nursing. Parse fi rst published this theory in 1981. Parse’s 
Human Becoming theory posits quality of life from each per-
son’s own perspective as the goal of nursing practice. In this 
theoretical system, each human being is viewed as an expert 
on his or her personal health, and the role of the nurse is to 
guide the client or simply be with him or her to bear witness 
to the client’s experiences. Three themes are noted: meaning, 
rhythmicity, and transcendence.

The fi rst theme, meaning, refers to clients coparticipat-
ing in creating what is real for them through self-expression in 
 living their values in a chosen way rather than according to the 
expectation of others. The second theme, rhythmicity, explains 
that in living moment to moment, one determines whether to 
show or not to show aspects of oneself as opportunities and 

SELFAWARENESS PROMPT
Do you consider yourself primarily focused 

on a needs-oriented, interaction-oriented, or 
outcome-oriented approach to client care? How 
would each of these areas of focus be used in 
 psychiatric nursing?
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different ones. The therapist realizes there is no one way to 
deal with all of life’s stresses or problems of living and is open 
to new ideas and approaches as the need arises.

AGREEMENT AMONG 
NURSING THEORISTS
Although nursing theorists differ in their beliefs and concepts, 
they do agree on some points (Meleis, 2007). The following are 
some of the statements of agreement that guide student nurses 
as they enter the area of psychiatric nursing:

Nursing theories offer a beginning articulation of what • 
nursing is and what roles nurses play.
Nursing theories provide descriptions of how to help • 
clients become comfortable, how to deliver treatment with 
the least damage, and how to enhance high-level wellness.
Nursing theories offer a beginning common language • 
and a beginning agreement about who the nursing care 
recipients are.
Nurses should not view the recipients only through • 
 biologic glasses or psychological glasses, but rather through 
holistic glasses. Clients are more than the sum total of their 
psychological, sociological, cultural, or biologic parts.
Recipients of care respond to events in a holistic way.• 
Recipients have needs, and nursing assists them in • 
 meeting those needs.

Nurses provide care for clients who are in constant interaction 
with their environment. They may have unmet needs, may be 
unable to care for themselves, or may be unable to adapt to the 
environment as a result of interruptions or potential interruptions 
in health. The role of nurses is to provide therapeutic care so that 
clients are able to adapt to the environment and meet identifi ed 
needs related to self-care ability, health, and  well-being.

anxiety, depression, or schizophrenia: needs oriented, interac-
tion oriented, outcome oriented, and eclectic.

Needs-Oriented Approach

With a needs-oriented approach, nurses are actively doing 
and functioning. They problem solve, perform physiologic and 
psychosocial activities for the client, supplement knowledge, 
and may become temporary self-care agents for clients with 
self-care defi cits.

Interaction-Oriented Approach

The interaction-oriented approach is used by nurses who 
rely on interactions and include themselves in the sphere of 
other actions. They view themselves as a therapeutic tool and 
evaluate their actions according to the client’s response. They 
counsel, guide, and teach clients, helping them to fi nd mean-
ing in their situations. They appear to be process oriented.

Outcome-Oriented Approach

The outcome-oriented approach is used by nurses who 
are viewed as goal setters. They are referred to as control-
lers, conservators, and healers without touch. They focus on 
maintaining and promoting energy and harmony with the 
environment. They do not view themselves as therapeutic 
agents, because they focus on enhancing the development of 
health environments.

Eclectic Approach

The eclectic approach is an individualized style that incor-
porates the client’s own resources as a unique person with the 
most suitable theoretical model. Therapists may specialize in 
one particular conceptual framework or combine aspects of 

KEY CONCEPTS
In the past, psychiatric nursing practice was dominated by • 
the medical model.
Although Florence Nightingale’s publication of • Notes on 
Nursing: What It Is and What It Is Not (1859) was written to 
express her views on nursing, it is considered to be nurs-
ing’s fi rst environmental theory.
Conceptual frameworks of nursing care were fi rst devel-• 
oped in the 1950s by Peplau and Henderson. These frame-
works paved the way for research and the development of 
nursing theories.
Early psychiatric nursing theories focused on interpersonal • 
relationships (Peplau), behavioral responses to stress and 
the environment (Roy), and self-care defi cit (Orem).
Nursing theories have since emerged based on caring, • 
cultural care diversity and universality, modeling and role 
modeling, energy fi elds, and human becoming.
Theory is defi ned as an organized, coherent, and system-• 
atic articulation of a set of statements related to  signifi cant 

questions in a discipline that are communicated in a mean-
ingful whole. Theory is necessary for the further develop-
ment of nursing as a profession.
The relationship between nursing theory and research is • 
cyclical in nature due, in part, to the many forces that are 
driving changes in nursing and health care (eg, explosion 
of medical technology, research linking more diseases to 
genes, and emphasis on disease  management).
In the psychiatric setting, the nurse may use needs-• 
 oriented, interaction-oriented, outcome-oriented, and 
eclectic approaches to care. The role of nurses is to pro-
vide therapeutic care to promote adaptation to the envi-
ronment and to meet identifi ed needs related to self-care 
ability, health, and well-being.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Critical Thinking Questions

 1. A 50-year-old client with a history of chronic depression 
tells the nurse that he feels he is a failure because he has 
lost his job due to company layoffs. Describe how the 
nursing care of this client differs using the theoretical 
approach of Peplau as compared with Roy’s theoretical 
approach.

 2. Using Parse’s theory of nursing, explain how the nurse 
assists a client who has been a victim of abuse to focus on 
becoming a survivor.

 3. Summarize the positive and negative points of each of 
the theories discussed in the chapter. Select one of the 
theories and discuss how it could be used in a recently 
encountered client situation.

Refl ection

Refl ect on the development of psychiatric nursing and nursing 
theories by Peplau, Roy, Parse, and Leininger. Do they remain 
appropriate, or should modifi cations be considered to meet the 
multifaceted needs of clients in the 21st century?

NCLEX-Style Questions

 1. All nursing theorists agree that nursing theories provide 
which of the following?
a. an expansive description of what nursing is
b. an introduction to high-level wellness
c. the view of the recipient as a biologic being
d. a beginning description of nurses’ roles
e. a highly developed common language

 2. Nursing theorists concur in viewing humans as 
_____________beings.
a. biologic
b. holistic
c. psychological
d. sociological

 3. The psychiatric nurse is providing care for a newly 
admitted client who is homeless and has not been able 
to bathe or change clothes for 2 weeks. Which of the 
following theorists would the nurse apply, using a needs 
approach to guide the nursing interventions for this 
 client situation?
a. Leininger
b. Orem
c. Peplau
d. Roy

 4. Theory helps to identify the focus, the means, and the 
goals of practice. The use of common theories enhances 
communication, increasing autonomy and accountability 
for care. Which of the following theories is utilized by 
the nurse to help clients fi nd meaning in their situations?
a. interaction-oriented approach
b. outcome-oriented approach
c. eclectic approach
d. needs-oriented approach

 5. The nurse uses concepts of several theoretical approaches 
in the practice of psychiatric nursing that incorporates 
the client’s own resources as a unique person with the 
most suitable theoretical model. This practice can be said 
to be which of the following?
a. eclectic
b. limited in scope
c. interaction oriented
d. research based

 6. The psychiatric nurse focuses on maintaining and 
promoting energy and harmony with the environment 
for the client. Which of the following best describes this 
nurse’s practice?
a. interaction oriented
b. eclectic
c. needs oriented
d. outcome oriented
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UNIT II
Special Issues Related to 
Psychiatric–Mental Health Nursing

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate the importance of understanding the meaning of the following 
terminology when providing care for culturally diverse clients: religion, 
spirituality, spiritual distress, ethnocentrism, and ethnopharmacology.

 2. Cite examples of responses by nurses that dissuade clients from 
 expressing spiritual distress.

 3. Discuss the relationships among culture, ethnicity, and human behavior.
 4. Identify how ethnocentrism and stereotyping can affect nursing care.
 5. Differentiate the three modes of culturally congruent care according to 

Leininger.
 6. Discuss the use of mental health services by ethnic groups.
 7. Explain how the different perceptions of mental health by providers and 

clients can affect the use of mental health services.
 8. Compare and contrast different cultural beliefs about mental illness.
 9. Discuss nursing implications derived from research on ethnopharmacology.
10. Articulate how the nurse uses knowledge about spirituality and culture 

when caring for clients from various ethnic groups.

Spiritual, Cultural, 
and Ethnic Issues

KEY TERMS
Acculturation
Culture
Culture-bound syndrome
Cultural care accommodation/

negotiation
Cultural care preservation/maintenance
Cultural care repatterning/restructuring
Ethnic group
Ethnicity
Ethnocentrism
Ethnopharmacology
Religion
Spiritual distress
Spirituality
Stereotyping
Subculture
Yin-yang

Health Care Organizations should ensure that patients/ consumers 

receive effective, understandable and respectful care that is 

 provided in a manner compatible with their cultural health beliefs 

and practices and preferred languages.

—OFFICE OF MINORITY HEALTH (2000)
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Psychiatric–mental health nursing provides client care that 
maintains mental health, prevents potential problems, and 
treats human response to actual problems of mental illness. 
Although Abraham Maslow’s theory states that all human 
behavior is motivated by basic human needs, the expression of 
these needs depends on the complex relationships among biol-
ogy, psychology, and culture (Maslow, 1987). Psychiatric nurs-
ing considers how the relationships among these factors affect 
the client with a mental illness. With the increased cultural 
diversity in the United States, the nurse encounters clients with 
spiritual beliefs, customs, and lifestyles different from his or 
her own. Therefore, it is essential to incorporate knowledge 
about clients’ spiritual needs as well as their cultural diversity 
into psychiatric–mental health nursing care.

This chapter focuses on how spirituality, culture, ethnic-
ity, and the process of acculturation (the ways in which indi-
viduals and cultural groups adapt and change over time) affect 
individual and family behavior, including the implications for 
psychiatric nursing practice.

SPIRITUALITY
Spirituality can be understood within a wide range of con-
texts. It has been defi ned as the core of who one is and entails 
issues of meaning and purpose, healthy relationships and con-
nectedness with others, transcendence of self, and belief in a 
relationship with God or a divine being (Bigony, 2008; Vink, 
2003). The concept of spirituality also refers to a person’s belief 
in a “power,” not necessarily a Creator, apart from his or her 
own existence. Spirituality is not confi ned to architectural 
designs such as churches, synagogues, or temples.

The terms spirituality and religion are often used inter-
changeably, but for many, they have different meanings. Spiri-
tuality can encompass a person’s beliefs, values, or philosophy 
of life. It goes beyond religion and religious affi liation and is 
a personal quality that strives for inspiration, reverence, awe, 
meaning, and purpose in life. The client may consider spiritu-
ality to be extremely important or not at all a part of his or her 
life (Schultz & Videbeck, 2009). Religion, considered to be an 
integral component of culture, is an organized system of beliefs, 
rituals, and practices with which one identifi es and associates. 
Religion focuses on a higher power that governs the universe. 
It has been described as a specifi c manifestation of one’s spiri-
tual drive to create meaning in the world and to develop a rela-
tionship with God. Although many clients consider themselves 
both spiritual and religious, some clients may consider them-
selves spiritual, but not religious. Conversely, other clients may 
consider themselves religious, but not spiritual.

Spirituality and religious beliefs may infl uence a client’s 
explanation of the cause of illness, perception of its severity, 
and choice of healers. These beliefs may be a source of consola-
tion for the client and family in times of crisis, may infl uence 
the course of action believed to be appropriate, and may affect a 
client’s recovery rate and attitude toward treatment. They can be 
a source of strength as the client deals with stress, or they may 
contribute to confl icts or spiritual distress.  Carpenito-Moyet 

(2008) defi nes spiritual distress as the state in which an indi-
vidual or group experiences, or is at risk of experiencing, a dis-
turbance in the belief or value system that provides strength, 
hope, and meaning to life. For example, spiritual distress may 
be related to pathophysiologic factors (eg, terminal illness or 
miscarriage) that challenge one’s belief system. Treatment-re-
lated factors (eg, abortion or IV therapy) may result in spiritual 
distress secondary to confl ict between a prescribed medical 
regimen and personal belief. Situational factors (eg, intensive 
care restrictions or lack of privacy) that result in personal or 
environmental confl ict may also precipitate spiritual distress.

Andrews and Boyle (2008) and Taylor (2007) discuss 
several reasons why nurses fail to provide spiritual care to 
 culturally diverse clients. They state that the nurse may

view religious and spiritual needs as a private matter • 
between the client and his or her Creator;
deny the existence of spiritual needs or feel • 
 uncomfortable about one’s own religious beliefs;
lack knowledge about the religious beliefs or spirituality • 
of others;
mistake spiritual needs for psychosocial needs;• 
believe that the spiritual needs of clients are the • 
 responsibility of a family or pastor;
display prejudice or a judgmental attitude when • 
 discussing religious beliefs;
minimize the presence of spiritual distress; or• 
attempt to give advice rather than encourage  verbalization • 
of thoughts and feelings.

Such responses by nurses dissuade clients from expressing 
their spiritual distress and decrease the possibility of the client 
gaining insight into and comfort with his or her spirituality 
(Taylor, 2007). 

The goal of spiritual nursing care is to promote the client’s 
physical, emotional, and spiritual health. The role of the nurse 
is to minister to the client’s uniqueness and dignity regardless of 
cultural differences or beliefs. Religion has often been viewed as 
a pathological symptom of clients with a mental illness. Ignor-
ing this area in treatment deprives clients of the opportunity to 
refl ect on the meaning of their suffering, to use their religious 
beliefs or spiritual practices as a means of coping with their 
illness, or to consider ways in which their beliefs might add to 
their suffering. The nurse who addresses spiritual issues and 
provides spiritual interventions recognizes that the balance of 
physical, psychosocial, and spiritual well-being is essential to 
overall good health (Andrews & Boyle, 2008; Taylor, 2007).

Cultural perceptions regarding mental illness as a spiritual 
concern are addressed later in this chapter. Spiritual assessment 
and interventions as part of the nursing process are addressed 
in detail in Chapter 12.

CULTURE AND NURSING
Culture is a broad term referring to a set of shared beliefs, 
values, behavioral norms, and practices that is common to 
a group of people sharing a common identity and language. 
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Culture infl uences what people perceive and guides people’s 
interactions with each other. It is a process rather than a static 
entity and it changes over time.

The United States has >100 cultural groups, whose mem-
bers have thousands of beliefs and practices related to what 
is considered appropriate behavior in conducting one’s life, 
maintaining health, and preventing and treating illness. For 
example, providing care for an elderly parent with a chronic 
illness can require signifi cant lifestyle changes and self-sacrifi ce 
for the care-giving son or daughter. Cultural background can 
affect willingness to sacrifi ce individual needs to fulfi ll familial 
obligations. For example, the Vietnamese culture values fam-
ily and community over individual needs, whereas European 
American middle-class culture emphasizes fulfi lling individual 
needs. Thus, one’s cultural background can shape decision-
making and behavior in this situation.

Much of an individual’s behavior and way of thinking 
is automatic and originates from childhood learning. Learn-
ing about acceptable and expected behavior in one’s culture 
occurs from earliest childhood through socialization. Children 
acculturate more quickly than adults because they are exposed 
to other cultures through schooling. They also learn cultural 
characteristics as they associate with others. The family has the 
fi rst and most profound infl uence on the development of tradi-
tional values and practices. However, the community, school, 
church, government, and media also play signifi cant roles. 
For example, loss and grief are painful for all individuals, yet 
how we express and process this experience depends almost 
completely on culture (Andrews & Boyle, 2008; Schultz & 
 Videbeck, 2009).

A subculture is a smaller group that exists within a larger 
culture. Members of a subculture may share commonalities, 
such as age, gender, race, ethnicity, socioeconomic status, reli-
gious and spiritual beliefs, sexual orientation, occupation, and 
even health status. Therefore, an individual is infl uenced both 
by the larger cultural group (ie, society) and by membership 
in multiple subcultures. The client and the nurse thus can be 
members of quite different subcultures, as well as share mem-
bership in other particular subcultures. In psychiatric–mental 
health nursing, the nurse must be sensitive to factors affecting 
the client and to the infl uences on his or her own behavior.

Introspection and self-analysis regarding one’s own cul-
tural background and membership in particular subcultures 
are important. Cultural sensitivity requires the nurse to develop 
awareness of his or her attitudes, beliefs, values, and communi-
cation style. Nurses need to maintain their own cultural aware-
ness on a daily basis with all clients because of the multilevel 

SELFAWARENESS PROMPT
Select a client assigned to your care. How 

is the client’s cultural background different 
from yours? Do any of your values confl ict with 
the  client’s beliefs and values? What are your 
 expectations of this client? Explain your answers.

nature of cultural orientation (DiCicco-Bloom, 2000). Values 
and beliefs that are not examined and analyzed can infl uence 
the nurse’s judgment about clients, thereby affecting the nurse–
client relationship. For example, the nurse, as a member of a 
helping profession (a distinct subculture) relying on principles 
of good communication, places value on maintaining eye con-
tact when talking with a client. If the client happens to be a 
member of a Native American culture, however, avoidance of 
eye contact is considered a sign of respect. Therefore, the nurse 
may misinterpret this behavior as a sign that the client is not 
interested in communicating with the nurse.

Ethnicity, or ethnic group, refers to people in a larger 
social system whose members have common ancestral, racial, 
physical, or national characteristics and who share cultural 
symbols such as language, lifestyles, and religion (Andrews & 
Boyle, 2008). For example, hundreds of different Native 
American and Alaskan tribes and many different Asian and 
Pacifi c Island ethnic groups exist. There are also different eth-
nic groups of African Americans, including individuals from 
Africa, the Caribbean, and other parts of the world. Other 
examples of ethnic groups include people who share mem-
bership in American culture but trace their ethnic identity 
to  Western and  Eastern Europe. Thus, ethnicity differs from 
culture in that ethnic identity is often defi ned by specifi c geo-
graphic origins as well as other unique characteristics that dif-
fer from the larger cultural group.

The tendency to believe that one’s own way of thinking, 
believing, and behaving is superior to that of others is called 
ethnocentrism. Hunt (2001) presents an example of an ethno-
centric response by a nurse as follows: “Ms. Wang is noncom-
pliant with her treatment. She won’t take her real medicine and 
only takes the teas given to her by the community herbalist.” 
The belief that only prescribed medication is useful or helpful 
to the client leads the nurse to conclude that the client is non-
compliant. A nurse who respects another’s belief system would 
discuss with this client the reasons she does not want to take 
the prescribed medication.

Judgments or generalizations about members of a particular 
ethnic group or a subculture different from one’s own can lead 
to the problem of stereotyping or assuming that all members of 
a particular group are alike. Although information about differ-
ent ethnic groups can be valuable to the nurse, this information 
represents generalizations about behavior. No assumptions can 
be made about an individual client unless the generalization 
is tested with the individual (DiCicco-Bloom, 2000). To avoid 
stereotyping, the nurse must remember that each individual is 
unique and has a unique cultural heritage that differs not only 
from other ethnic groups but also from others within one’s own 
group. Therefore, the use of the word “some” is important when 
referring to a particular subculture or ethnic group.

Culturally Congruent Nursing Care

Nursing is no stranger to the issue of cultural diversity. Our 
society is becoming a kaleidoscope of racial and ethnic groups, 
behaviors, values, world perspectives, social customs, and 
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 attitudes. For example, the U.S. Census Bureau (1999) predicts 
by the middle of the 21st century the average U.S. resident 
will trace his or her ancestry to Asia, Africa, Latin America, the 
Pacifi c Islands, or Arab countries. The professed gold standard 
is to guarantee culturally relevant care in a multicultural society 
where cross-cultural communication and cultural sensitivity are 
the norm, and care is provided by culturally competent nurses 
who were educated in programs with a culturally diverse  student 
body and faculty. These programs place students in rural sites 
or culturally diverse, underserved areas for clinical experiences. 
Multicultural medical and psychiatric issues are incorporated 
into the curriculum. Culturally competent nursing care requires 
the recognition and consideration of one’s viewpoints as a 
health care provider. Evaluating one’s own attitude and expec-
tations of clients can reveal barriers based on ethnocentrism or 
bias toward a particular ethnic, religious, or political group. If 
nurses are to deliver culturally diverse care effectively, they need 
to refl ect upon their values, beliefs, and communication style; 
maintain awareness of cultural differences; seek direction from 
their professional organizations regarding differences within 
cultural groups; and modify their own behavior (Gooden, Por-
ter, Gonzalez, & Mims, 2001; Schultz & Videbeck, 2009).

Madeline Leininger, a nurse with a background in cul-
tural anthropology, developed a theory of nursing based on 
the concept of culturally congruent care (Leininger, 1991). 
Leininger’s model uses worldview, social structure, language, 
ethnohistory, environmental context, and generic (folk) and 
professional systems to provide a comprehensive and holistic 
view of infl uences on culture care and well-being (Andrews & 
Boyle, 2008). According to Leininger, the nurse who plans and 
implements care for clients from diverse ethnic groups will do 
so using one of three culturally congruent nursing care modes. 
These modes are the following:

Cultural care preservation/maintenance• 
Cultural care accommodation/negotiation• 
Cultural care repatterning/restructuring• 

In cultural care preservation/maintenance, the nurse assists 
the client in maintaining health practices that are derived from 
membership in a certain ethnic group. For example, a client 
with a Chinese background may want foods that are consid-
ered “hot” to counteract an illness that is considered “cold.” 
The nurse helps the client select and obtain foods congruent 
with these beliefs.

In cultural care accommodation/negotiation, the nurse 
adapts nursing care to accommodate the client’s beliefs or 
 negotiate aspects of care that would require the client to change 

certain practices. For example, a Native American client may 
wish to have a tribal healer visit him in the hospital and per-
form a healing ceremony. The nurse accommodates this wish 
and negotiates with the client about incorporating the rituals of 
the tribal healer into his medical treatment. If rituals and other 
spiritually focused activities are important to the client, clini-
cians must respect and work with, not against, this philosophy.

In cultural care repatterning/restructuring, the nurse 
educates the client to change practices that are not conducive 
to health. For example, members of a particular Eskimo ethnic 
group believe that wrapping red yarn around the head can cure 
pain in the head. The nurse repatterns or teaches a client from 
this culture that if head pain persists, the continued wrapping 
of red yarn may delay needed treatment.

Regardless of the model of culturally competent nursing 
care used, the nurse demonstrates sensitivity and respect for 
the individual client’s beliefs, norms, values, and health prac-
tices. The use of assessment and communication skills and 
nursing implementations that enhance and support cultural 
perspectives of the client are the means to deliver this care.

POPULATION GROUPS
The federal government divides the U.S. population into several 
broad cultural groups, also referred to as panethnic groups. These 
groups are referred to in research studies and statistics and, there-
fore, are important for the nurse to understand. The categories 
and population percentages are as follows: Hispanic, 12.55%; 
non-Hispanic White, 69.13%; non-Hispanic Black, 12.06%; non-
Hispanic American Indian and Eskimo, 0.74%;  non-Hispanic 
Asian, 3.6%; non-Hispanic Hawaiian or Pacifi c Islander, 0.13%; 
non-Hispanic other, 0.17%; and two or more races, 1.64%. 
Hawaii has the largest multiracial population identifying with 
two or more races (24.1%). Alaska is a distant second with 5.4% 
of the population identifying as multiracial. The fi ve least multi-
racial states are Mississippi, West Virginia, Maine,  Alabama, and 
South Carolina with <1% (Social Science Data Analysis  Network 
[SSDAN], 2004). In the United States, White Americans are 
referred to as the majority population, and the other groups 
are called ethnic minorities. In 2005, the Hispanic population 
was considered to be the largest of the panethnic minority groups, 
and by 2025, their number is expected to double.

Note that these broad divisions ignore the unique charac-
teristics of and differences among people in these groups. For 
example, the category of “White” fails to make any distinction 
among people who trace their ethnic origin from the various 
countries of Western and Eastern Europe. Think of three per-
sons tracing their origin from England, Poland, and Russia. All 
three persons would be classifi ed as White, although they do not 
completely share language, customs, beliefs, or ethnic identity. 
The category of “Asian/Pacifi c Islander” includes people from 
>60 different countries (Andrews & Boyle, 2008). The His-
panic category is composed of diverse ethnic groups, including 
people from Mexico, Cuba, Puerto Rico, Spain, and Central and 
South America. In discussing the issue of racial–ethnic blend-
ing, Ferrante (2001) states that 1 of every 24 children in the 

SELFAWARENESS PROMPT
Think of an example of when you fi rst encoun-

tered a client from an ethnic or age subculture 
different than yours. What were your attitudes or 
expectations about this client? How did the client 
differ from what you expected?
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United States is classifi ed as a race different from one or both 
of the parents due to adoption, biracial, or multiracial status. 
Andrews and Boyle (2008), in their discussion of panethnic 
groups, point out that the nurse should ask the client, “With 
what cultural group or groups do you identify?” This question 
allows the client to establish his or her own ethnicity and helps 
the nurse to avoid making assumptions about ethnicity.

USE OF MENTAL HEALTH 
SERVICES BY ETHNIC GROUPS
In the United States, members of diverse ethnic groups do 
not use mental health care to the same extent as members of 
the dominant European American middle class. According to 
the U.S. Surgeon General’s report on mental health released 
in 1999, minorities and ethnic populations had less access to 
mental health services, were less likely to receive care, often 
received poorer quality care, and were signifi cantly underrep-
resented in research. According to the report, an important 
reason for the underuse of mental health services by members 
of diverse ethnic groups is that language, values, and belief sys-
tems may be quite different in the providers as compared with 
these clients. Mistrust and fear of treatment, different cultural 
beliefs about mental illness, differences in help-seeking behav-
iors, racism, and discrimination by individuals and institutions 
were also cited as reasons for these disparities. Furthermore, the 
socioeconomic status of diverse ethnic groups, specifi cally that 
people in these groups are more likely to be affected by poverty 
and lack of health insurance, must also be considered (U.S. 
Department of Health and Human Services [DHHS], 1999).

Nature of the Mental Health System

The U.S. mental health system was not designed to respond to 
the cultural and linguistic needs of diverse ethnic populations. 
In a historical review of U.S. psychiatric treatment, Moffi c and 
Kinzie (1996) point out that treatment originally consisted of 
generic psychiatry (ie, assuming that humans the world over 
are no different and will react to given stressors in the same 
manner). The recognition that beliefs, values, family expecta-
tions, and other ingredients combine uniquely in various eth-
nic groups has been slow. Further, the values and beliefs of 
mental health care providers often differ from those of clients 
from diverse ethnic groups. The system itself, as well as most 
mental health providers, has a European American middle-
class orientation, perhaps with biases, misconceptions, and 
stereotypes regarding other cultures (U.S. DHHS, 1999).

Nursing also tends to have the same values as the European 
American middle-class culture. DiCicco-Bloom (2000) reports 
that in 1996, nearly 90% of nurses reported themselves as White 
non-Hispanic, as compared with 72% of the U.S. population. 
The differences between providers’ and clients’ values, beliefs, 
health practices, and language contribute to the diffi culties in 
delivering services to people from diverse ethnic groups.

Emphasis being placed on the individual, versus on the 
relationship between the individual and society, illustrates 

how values of the provider and the client may clash. European 
American middle-class culture is primarily individualistic, 
emphasizing freedom of choice and personal responsibility. The 
dominant set of values is oriented toward individuals, who are 
viewed as accountable for decision-making, self-care, and many 
other self-oriented tasks. Privacy rights and personal freedom 
are based on the value of individualism. In many ethnic groups, 
however, individualism is not a primary value. Instead, these 
groups are sociocentric, emphasizing the mandatory responsibil-
ity of the individual to the family and larger society. For example, 
Hispanic, Asian, and African traditions typically paint a more 
social picture of life, emphasizing balance and cooperation over 
individualistic concerns (Mitchell, 2004). Consequently, psy-
chiatric treatment’s emphasis on client self-responsibility is con-
gruent with European American middle-class values, but not 
necessarily with the values of other ethnic groups. This essential 
difference in values can help account for the underuse of mental 
health services by ethnic groups, as well as the fact that when 
care is utilized, it is not perceived as helpful.

Guarnaccia (1998) provides an example of the effect of 
differences regarding individual and personal responsibility. 
A middle-aged Hispanic mother of a 25-year-old son with 
schizophrenia asked for advice from her support group, which 
consisted primarily of White members, about how to handle 
her son’s refusal to take his medication. Their advice was to not 
allow her son to live at home unless he agrees to take medica-
tion. If the support group were more culturally aware, they 
would have understood that interdependence is valued in His-
panic families, and the mother would not consider turning her 
son out of her home. Thus, the support group was not helpful 
to this woman’s situation.

Socioeconomic Status of Ethnic Groups

The Surgeon General’s 1999 report stated that many racial and 
ethnic groups have limited fi nancial resources (U.S. DHHS, 
1999). There is an association between lower socioeconomic 
status (in terms of income, education, and occupation) and 
mental illness; however, no one is certain whether one infl u-
ences the other. Certainly, substandard housing, unemploy-
ment or underemployment, poor nutrition, lack of preventive 
care, and limited access to medical care create severe stressors 
for affected families. Statistics from the 1990 U.S. census indi-
cate that 23.4% of all foreign-born residents, including chil-
dren and youth, who entered the United States between 1980 
and 1990 are at or below the poverty level, as compared with 
9.5% of the U.S.-born population (U.S. Bureau of the Census, 
1993). This lack of fi nances can block needed psychiatric care 
from too many people, regardless of whether they have health 
insurance with inadequate mental health benefi ts or are 1 of 
the 44 million Americans who lack any insurance (U.S. DHHS, 
1999). More recent statistics indicate the following percentages 
of uninsured ethnic groups: White, 14.2%; African  American, 
21.2%; Asian and Pacifi c Islander, 20.8%; and Hispanic, 
33.4% (U.S. Bureau of the Census, 1999). Thus, it is evident 
that many people from diverse ethnic groups lack adequate 
health insurance, are affected by poverty, or both.
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Poor living conditions and lack of fi nancial resources 
contribute to life stressors, thus affecting the need for psychi-
atric–mental health services. Although the need for services 
may be increased, help may not be accessible because of lack 
of fi nances. Even when available, services may not be used 
because of the substantial cultural differences between the 
 providers and the users of these services.

Psychiatric–mental health care, like other health care, 
tends to occur as crisis intervention for those individuals 
 without income suffi cient to meet basic needs. The nurse 
working in the community or in a hospital emergency depart-
ment encounters many clients who, because they are unable to 
pay for wellness care or early intervention, seek treatment only 
for severe illness. This is also true of psychiatric–mental health 
care. The psychiatric–mental health nurse encounters clients 
with multiple, complex problems related to the effects of pov-
erty, whose insurance plans do not pay for psychiatric care or 
who are without family resources for payment.

CULTURAL PERCEPTIONS: 
MENTAL ILLNESS AS A 
SPIRITUAL CONCERN
Some ethnic groups believe that mental illness is related to 
spiritual issues. For example, some South Asian cultures inter-
pret mental illness as a supernatural event caused by an offense 
to deities or the body falling prey to evil spirits. The remedy 
involves appeasing or demonstrating respect for the spirits 
offended. The client with this belief may fi rst seek help from 
spiritual advisors, such as Buddhist monks or other religious 
leaders. The nurse recognizes this and assists such clients to 
incorporate their spiritual beliefs into psychiatric care. The 
nurse encourages the client to maintain contact with his or her 
spiritual advisor while receiving psychiatric services. This is an 
example of Leininger’s cultural care preservation/maintenance.

People of color, sometimes collectively called “Blacks,” 
are a very diverse group of individuals who have come to the 
United States from the Caribbean Islands, Africa, or other parts 
of the world. Their folk medicine, traditionally not separated 
into mental and physical components, contains elements of 
various origins. In traditional Black belief systems, mental ill-
ness may stem from causes that are natural (eg, failure to prac-
tice good health habits) or spiritual (eg, divine punishment 
for sins) in nature. Mental health care may address a mixture 
of somatic, psychological, and spiritual problems. For some 
African American ethnic groups, especially those tracing their 
origin to Haiti, mental illness may be viewed as the result of 
a “hex” or “spell” put on the affected person. The removal of 
the hex involves the use of voodoo, plant roots, or both (work-
ing of roots) to prepare potions to bring about good or evil 
(Andrews & Boyle, 2008). The nurse’s respect for such beliefs, 
while encouraging acceptance of psychiatric care, is an exam-
ple of Leininger’s cultural care accommodation/negotiation.

Although many members of Hispanic cultures rely heav-
ily on the Roman Catholic Church, increasing numbers are 

turning to Protestant religions and Pentecostal sects. Among 
Hispanic, Latin American, and Puerto Rican traditions of folk 
medicine, there is no clear separation of physical and mental 
illness. Mental illnesses are “hot” or “cold” symbolic proper-
ties, based on an imbalance between the individual and one’s 
environment. Supernatural infl uences, spirituality, God, and 
interpersonal relationships can also contribute to mental ill-
ness. Mental health care focuses on interpretation of the sym-
bolic properties. Emotional, spiritual, social, and physical 
factors are considered. Treatment regimens may be negoti-
ated. For example, the client from this culture who is being 
treated by psychotherapy or medication may wish to integrate 
spiritual rituals into the prescribed plan of care (Andrews & 
Boyle, 2008; Bechtel, Davidhizer, & Tiller, 1998). Clinical 
 Example 4-1 illustrates how cultural care accommodation/
negotiation can be used to assist a client with mental illness to 
accept  psychiatric care.

CLINICAL EXAMPLE 4.1

Culturally Competent Care for the Client 
with Schizophrenia

RS, a woman with a Hispanic background, was 
admitted to an inpatient psychiatric unit for treat-
ment of schizophrenia. Her family brought her to 
the mental health center because she had been 
refusing to wash or change her clothes and would 
not sleep >3 hours at a time—she felt she had to 
remain on guard in the house in case something 
bad happened. When admitted, RS had multiple 
religious objects in her purse and carried a Bible 
everywhere she went. She claimed to have been 
visited by God and was on a special mission to save 
the world. Her family reported that she had always 
been very religious but had never talked like this 
before. They also told the nurse that the Bible she 
carried was a family Bible and was very important 
to her. The initial nursing plan of care involved ask-
ing RS to leave the purse and Bible in her room and 
encouraging her to participate with other clients in 
the milieu activities. She refused to leave her purse 
or Bible in her room and would not participate in 
any of the activities. The psychiatric treatment plan 
involved individual and group psychotherapy as 
well as medication with neuroleptics or antipsy-
chotics to reduce delusional thinking. The primary 
nurse assigned to RS recognized that these spiri-
tual objects were very important to her security and 
sense of well-being. Therefore, the nurse negoti-
ated with the client that she would be able to keep 
her purse and Bible if she agreed to participate in 
the milieu activities and accept the medication and 
therapies. RS was agreeable to this plan.
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CULTURAL PERCEPTIONS: 
MENTAL ILLNESS AS 
IMBALANCE OR DISHARMONY 
IN NATURE
In some Native American cultures, mental illness is seen as 
a sign of imbalance or loss of harmony with the rest of the 
natural world. This concept of balance in Native American cul-
ture can be compared with the idea of homeostasis in Western 
medicine; however, the Native American concept is broader 
in scope and includes the natural world as well as the human 
body. A similar concept of balance or harmony is expressed 
in Chinese culture. In this culture, the state of health exists 
when there is a fi nely balanced and rhythmic working of the 
body, an adjustment of the body by its physical environment, 
and harmonious relationships between bodily functions and 
emotions. In such a concept of health, “chi” is an all-pervasive 
force that fl ows unrestricted through the body. Blockages in 
this system cause pain and disease. The chi force is believed 
to be regulated by yin-yang. Yin represents female, cold, and 
darkness; yang represents male, hot, and light (Andrews & 
Boyle, 2008; Mitchell, 2004).

Yamamoto, Silva, Justice, Chang, and Leong (1993) pro-
vide an interesting example of the nursing implications of these 
beliefs. A young Laotian client with major depression refused 
to take the antidepressant medication nortriptyline (Pamelor) 
because it was in a yellow and orange capsule. She believed too 
much heat in her body caused her illness, and therefore the treat-
ment prescribed should be a “cold” color. She accepted another 
antidepressant that was blue in color. The nurse providing cul-
turally congruent care is sensitive to the client’s belief system 
regarding both mental illness and its acceptable treatment.

CULTURAL EXPRESSIONS 
OF MENTAL ILLNESS AND 
NURSING IMPLICATIONS
The expression of symptoms of mental illness and how they are 
perceived varies widely among cultures. Currently, the preva-
lence of mental disorders among ethnic groups in the United 
States is inadequately understood (U.S. DHHS, 1999). Major 
psychiatric disorders occur in every society and primary symp-
toms are similar across cultures. However, the secondary fea-
tures of these disorders can be strongly infl uenced by culture 
(Kavanagh, 2008). As noted previously, in many ethnic groups, 
there is no distinction among physical, mental, and spiritual 
illness. Therefore, an individual suffering from severe envi-
ronmental stressors or emotional distress might express this 
distress as a physical problem. For example, the experience of 
depression in the Taiwan Chinese culture usually takes the form 
of somatic illness. Complaints such as insomnia, anorexia, and 
weight loss thus may be an expression of depressive illness. Epi-
demiologic studies have confi rmed that African Americans also 
have  relatively high rates of somatization (U.S. DHHS, 1999).

The Diagnostic and Statistical Manual of Mental Disorders 
(4th Edition, Text Revision; DSM-IV-TR) recognizes that spe-
cifi c cultures may express mental distress differently from the 
European American middle-class majority culture. The term 
culture-bound syndrome denotes recurrent locality-specifi c 
patterns of aberrant behavior and troubling experience that 
are prominent in folk belief and practice (American Psychiatric 
Association, 2000; Sadock & Sadock, 2003). These syndromes 
appear to fall outside conventional Western psychiatric diag-
nostic categories. Table 4-1 lists examples of culture-bound 
syndromes. (The DSM-IV-TR provides a list of culture-bound 
syndromes from around the world.) The nurse must be aware 
that individuals from diverse ethnic groups might describe 
troubling experiences in terms of physical problems or specifi c 
culture-bound syndromes.

PSYCHIATRIC NURSING 
OF ETHNIC GROUPS
Ethnopharmacologic Considerations

The relationship between culture and psychopharmacology is 
complex due to the links between biological factors (eg, genes 
or drug metabolism), customary ethnic diets and nutrients, and 
cultural practices such as the use of herbs, alcohol, or tobacco. 
Furthermore, the health care provider must consider the client’s 
culturally based expectations of optimum treatment, expected 
rate of recovery, target symptoms, and tolerance for adverse 
effects (Sadock & Sadock, 2003). Ethnopharmacology is the 
study of how ethnicity and cultural factors affect drug metab-
olism. It has special relevance to psychiatric nursing care in 
the aftermath of the Decade of the Brain (1990–2000) and the 
explosion of knowledge regarding psychotropic medications. 
The nurse needs to know that ethnic differences affect the effi -
cacy of psychoactive medications and the incidence of adverse 
effects (Munoz & Hilgenburg, 2005).

Research has demonstrated that the biotransformation or 
metabolism of psychoactive medications depends on biologic, 
cultural, and environmental factors (Mohr, 1998). The biologic 
or genetic basis for the differences in response to psychotropic 
drugs among different ethnic groups is related to the hepatic 
cytochrome P450 microsomal enzyme system (Lin, 1996). 
A specifi c P450 isozyme, the CYP2D6 enzyme, is respon-
sible for metabolizing most antidepressant drugs, tricyclic 
antidepressants, and selective serotonin reuptake inhibitors 
(Mohr, 1998). Individuals who possess strong enzyme activ-
ity are known as “extensive metabolizers,” whereas those with 
slower rates of enzyme activity are “poor metabolizers” (Mohr, 
1998). People who are poor metabolizers are more likely to 
have adverse effects at doses of medication lower than recom-
mended for a particular drug. For example, research related to 
the rate of CYP2D6 enzyme activity found that more than one 
third of the East Asian population is considered “poor metab-
olizers” (Smith & Mendoza, 1996). In contrast, only 1% to 
2% of Whites are “poor metabolizers.” Thirty-three percent of 
African Americans have been found to be slower than Whites 
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TABLE 4.1

Culture-Bound Syndromes

Syndrome Associated Culture(s) Description of Symptoms

Amok Malaysia, Laos, Philippines, 
Polynesia

Dissociative episode followed by outburst of violent behavior 
directed at people or objects

Ataque de nervios Latin American and Latin 
Mediterranean 
groups

Uncontrollable shouting, crying, trembling, and verbal or physi-
cal aggression. Occurs frequently as direct result of stressful 
family event.

Bilis and colera Latin American and Latin 
Mediterranean 
groups

Acute nervous tension, headache, trembling, screaming, 
stomach disturbance, and even loss of consciousness. Cause is 
thought to be strong anger or rage.

Boufée delirante West Africa and Haiti Sudden outburst of agitated and aggressive behavior, confusion, 
and psychomotor excitement

Brain fag West Africa Diffi culty concentrating, remembering, and thinking. Associated 
with challenge of schooling

Nervios Latin America General state of vulnerability to stressful life experiences. Wide 
range of symptoms of emotional distress

Dhat India Severe anxiety and hypochondriacal concerns

Falling-out or blacking out Southern U.S. and Caribbean 
groups

Sudden collapse; may occur without warning, but sometimes 
preceded by feelings of dizziness. Person claims inability to see 
and may feel powerless to move.

Ghost sickness American Indian tribes Preoccupation with death and the deceased. Bad dreams, weak-
ness, feelings of danger, anxiety, and hallucinations may occur.

Hwa-byung (wool-hwa-byung), 
“anger syndrome”

Korea Insomnia, fatigue, panic, fear of impending death, indigestion, 
and anorexia

Pibloktog Eskimo cultures Abrupt dissociative episode accompanied by extreme excitement

Rootwork African American, European 
American, and Caribbean groups

Illness ascribed to hexing, witchcraft, sorcery, or evil infl uence 
of another person

Shenjing shuairo (neurasthenia) China Physical and mental fatigue, dizziness, headaches, sleep distur-
bance, and memory loss

Susto, “fright” or “soul loss” Latin American, Mexican, 
Central, and South American 
cultures

Illness attributed to frightening event that causes the soul to 
leave the body and results in unhappiness and sickness

in metabolizing  psychotropic medications (Lin, Poland, Wan, 
Smith, & Lessner, 1996). This decreased metabolism can lead 
to an increased incidence of adverse effects, especially extrapy-
ramidal symptoms, when standard doses of psychotropic drugs 
are used in clients from the ethnic groups described earlier.

Asian and African American clients may also require 
lower doses of lithium because each of these groups has been 
found to have a lower concentration of a particular plasma 
protein known to bind lithium. When lithium is in the form 
of  nonbound lithium, it crosses the blood–brain barrier more 
readily to reach the central nervous system (Mohr, 1998). 
Mohr (1998) also cites an interesting study of lithium therapy 
in which Chinese clients did not complain about polyuria and 
polydipsia because in Chinese tradition, water consumption 

and excretion were positive effects, ridding the body of toxins 
and aiding in digestion. In this example, the nurse can focus 
client teaching on the risk of lithium toxicity with excessive 
diuresis and encourage reporting of this adverse effect.

Table 4-2 provides selected cultural implications of drugs 
used in the treatment of clients with psychiatric disorders.

Nursing Implications
Psychiatric–mental health nurses need to be aware of the 
increased incidence of adverse effects in both Asian and African 
American ethnic groups, with a focus on continued data col-
lection related to dosage and the incidence of adverse effects. 
The nurse plays a key role in communicating and collaborat-
ing with the physician in evaluating the effects of psychotropic 

Adapted in part from lists of culture-bound syndromes discussed in the APA publication of the DSM-IV-TR (2000), Sadock & Sadock (2003), and Andrews & Boyle (2008).
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TABLE 4.2

Selected Cultural Implications 
of Psychotropic Agents

Drug Clinical Finding

Antianxiety drugs
  diazepam (Valium)
  alprazolam (Xanax)

Some clients of Asian descent 
 metabolize these drugs more slowly 
than do Whites and require smaller 
doses.

Antidepressants Asians and Hispanics may respond 
better to lower doses than do Whites; 
nature of variation is unclear.

Antipsychotics
 haloperidol 
 (Haldol)

Blacks and Whites appear to exhibit 
the same degree of adverse effects; 
Chinese clients require lower doses.

Antimanics
 lithium

Japanese clients may require lower 
doses than do Whites.

Adapted from Munoz & Hilgenburg (2005), Rutledge (2007), and Kudzma (1999).

medications on the client, including the effect of drug dosage. 
The nurse also teaches the client and family about measures to 
counteract adverse effects and the importance of reporting any 
adverse effects experienced.

Nonbiologic factors, such as nutrition and diet, also 
influence the action and adverse effects of psychotropic 
medications. For example, herbal and homeopathic rem-
edies taken by clients can alter responses to medications. 
Ginseng can either inhibit or accelerate metabolism, possibly 
affecting both drug absorption and elimination (Kudzma, 
1999). The nurse asks assessment questions related to the 
use of herbal and homeopathic remedies and communicates 
this information to the physician collaborating with the 
treatment plan. (See Chapter 18 for a discussion of herbal 
remedies.)

Role of Family

Families play an important role in providing support for 
individuals with psychiatric problems. However, the defi ni-
tion of what constitutes a family differs by ethnic group, as 
do the roles assumed by different family members. In some 
ethnic groups, the family may include the nuclear family, the 
extended family, and community members. Often, members 
of diverse ethnic groups will not seek psychiatric treatment 
until supports provided by family and community have been 
exhausted.

African American and Hispanic ethnic groups tend to 
have large social support networks and seek advice from these 
networks more frequently than from psychiatric profession-
als. When a client does enter the psychiatric treatment system, 
family members often expect to be involved in the care.

Asian American ethnic groups tend to emphasize fam-
ily obligations, fi lial piety, and respect for one’s parents 

and  siblings. Typically, there is a wide family network of 
 grandparents, uncles, aunts, cousins, and godparents. Guilt 
and shame may be used as social sanctions to control behavior. 
Therefore, those with a mental illness may be viewed as bring-
ing shame on the family.

The length of time that the family has lived in the United 
States is also important to consider in psychiatric care. The 
longer refugees live in the United States, the more pressing 
family and generational problems become. As younger mem-
bers of the family embrace the new culture and older family 
members continue to cling to the culture they left behind, con-
fl ict may develop.

Nursing Implications
The nurse needs to be sensitive to issues affecting the psy-
chiatric needs of both the client and the family. As part of 
the initial assessment, encourage the client to identify those 
people considered family members. Family members who 
accompany the client and expect to be part of the treat-
ment planning are included in any teaching done by the 
nurse. A psychoeducational approach, in which the nurse 
educates the family about the illness and offers supportive 
understanding of the family experience, may help in this 
situation.

Role of Healers

Most ethnic cultures have traditional healers who speak the 
client’s native tongue, usually make house calls, and may 
cost signifi cantly less than Western medical–psychiatric care 
(Andrews & Boyle, 2008). Culturally diverse clients with a 
mental health problem, comorbid medical illness, or terminal 
illness will often seek the services of these healers because the 
client and family can least afford confl icts, emotional trauma, 
and the stress of having the nurse or clinician not understand 
their cultural values. Table 4-3 provides examples of healers 
and their scope of practice.

Nursing Implications
Several cultural variables, such as the client’s views on illness 
causation, experience with the health care system, religious 
beliefs, goals for care, and views about death if the client is 
terminally ill, need consideration and exploration. (Chapter 7 
discusses loss, grief, and end-of-life care.) In many societ-
ies, it is considered an act of rudeness to tell a client that 
he or she is going to die. The nurse asks each client or the 
 family decision maker about the use of a healer during assess-
ment  procedures. If a healer is used or desired, the nurse is 
responsible for including this in the client’s multidisciplinary 
 treatment plan.

Role of Translators

Communication is vital to the delivery of all health care 
services, including psychiatric–mental health services. Cli-
ents who are non–English speaking or who have diffi culty 
with English require a translator or interpreter. Language 
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TABLE 4.3

Healers and Their Scope of Practice

Culture Scope of Practice

Hispanic

Curandero Treats almost all of the traditional illnesses. Some may not treat illness caused by witchcraft 
for fear of being accused of possessing evil powers.

Espiritualista or spiritualist Emphasizes prevention of illness or bewitchment through use of medals, prayers, amulets.

Black (African American)

Spiritualist Assists with fi nancial, personal, spiritual, or physical problems.

Voodoo priest or priestess or Hougan Knowledgeable about properties of herbs; interprets signs and omens. Able to cure illness 
caused by voodoo

Chinese

Herbalist Knowledgeable in diagnosis of illness and herbal remedies

Acupuncturist Diagnoses and treats yin-yang disorders by inserting needles into meridians, pathways 
through which life energy fl ows

Native American

Shaman Uses incantations, prayers, and herbs to cure a wide range of physical, psychological, and 
 spiritual illnesses.

Crystal gazer, hand trembler (Navajo) Diviner diagnostician who can identify the cause of a problem, either by using crystals or 
placing a hand over the sick person

Adapted from Lipson, Dibble, & Minarik (1998) and Andrews & Boyle (2008).

 interpretation is an art that is best practiced by trained 
 professionals. In an ideal situation, the translator has knowl-
edge of the client’s particular ethnic group and an appropriate 
mental health professional background. It is important when 
using a translator that extra time be allowed to discuss the 
client’s responses. The translator may be asked to be alert to 
nonverbal cues or other behavior that would provide help-
ful information. If a translator with these qualifi cations is 
unavailable, then someone from the client’s culture is used. 
Privacy and confi dentiality issues may affect the selection 
of a translator. The use of a family member is controversial. 
A family member may leave out information that the family 
member believes the client would not like to hear. A child 
is not an appropriate family member to use as a translator 
(Andrews & Boyle, 2008).

Nursing Implications
If a translator is used, the nurse meets with the interpreter to 
explain the purpose of the interview and encourages the inter-
preter to meet with the client to familiarize himself or herself 
with the client’s educational level and attitude toward mental 
health care. The nurse displays patience as he or she speaks 
directly to the client and uses eye contact that is congruent 
with the client’s culture. Interrupting the client and the trans-
lator or using medical jargon or slang is avoided. Asking the 
client’s permission to discuss emotionally charged questions is 
important.

THE NURSING PROCESS

Assessment

Cultural nursing assessment, or culturologic nursing assessment, 
has been described as a systematic appraisal or examination 
of individuals, groups, and communities as to their cultural 
beliefs, values, and practices to determine nursing needs and 
intervention practices within the cultural context of the indi-
viduals being evaluated (Andrews & Boyle, 2008).

Cultural assessment of a mentally ill client can be part of 
the initial data collection for a nursing history. The fi rst essen-
tial question to ask is, “With what culture or ethnic group(s) 
do you identify?” Many clients from multiracial or ethnic back-
grounds identify with the group that was most infl uential in 
their early family life.

Andrews and Boyle (2008) present a comprehensive tran-
scultural nursing assessment guide that focuses on communi-
cation, cultural affi liations, cultural sanctions and restrictions, 
developmental considerations, economics, educational back-
ground, health-related beliefs and practices, kinship and social 
networks, nutrition, religion and spirituality, and values orien-
tation. The nurse may conclude this assessment by asking the 
client, “Is there anything else that I need to know that will help 
me to provide care for you?”

Cultural assessment information related to the com-
position and frequency of contact with the family or social 
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 network, including the nature of these relationships, aids in 
identifying support persons to be included in the plan of care. 
Information about religious and spiritual practices and the use 
of healers helps the client maintain practices that are congru-
ent with his or her ethnic group. The explanation by the client 
and family as to the cause of the illness and beliefs about treat-
ment provide relevant data with which to ensure culturally rel-
evant treatment. The client’s use of any alternative therapies, 
including herbal or other dietary substances or remedies, can 
affect prescribed psychotropic medications. Box 4-1 illustrates 
 sample cultural assessment questions.

Nursing Diagnoses and Outcome 
Identifi cation

Data related to spiritual, cultural, and ethnic issues are  collected 
and analyzed along with other client data. Determining the 
nursing diagnoses appropriate for the client is contingent on 
the specifi c problems or needs identifi ed from the collected 
data. Analysis of data helps to determine how nursing care can 
preserve or maintain practices that are important to the client. 
The nurse analyzes spiritual, cultural, or ethnic issues that may 
present problems in accepting nursing care to plan for negotia-
tion, repatterning, or restructuring.

In general, data related to spiritual, cultural, and ethnic 
issues are used in the etiology section of the nursing diagno-
sis. The nurse determines client outcomes that are relevant 
to the diagnosis and realistic for the client’s unique situation. 
Table 4.4 lists some sample nursing diagnoses and statements 
of outcome.

Implementation

Nursing interventions are selected to enable the client to accom-
plish the stated outcome. Interventions specifi c to spiritual, 
cultural, and ethnic considerations include those that enable 
the nurse to establish a trusting relationship; to communicate 
with the ethnically diverse client, including the family or social 
network in the care plan; and to incorporate the spiritual and 
cultural beliefs of the client and family in treatment.

Establishing a Trusting Relationship
The nurse’s attitude of wanting to learn about the client’s 
ethnicity demonstrates respect and acceptance of ethnically 
diverse clients. Other measures to establish a trusting rela-
tionship include asking the client how he or she wishes to be 
addressed, respecting the client’s version of acceptable eye con-
tact, and allowing the client to choose seating for comfortable 
personal space.

Brief Cultural Assessment Guide for a Client 
with a Mental Illness

With what culture or ethnic group(s) do you  •
 identify?
Who are the members of your family and where  •
do they live?
Do you have any special cultural or spiritual  •
beliefs or practices that should be considered in 
planning your treatment?
Is there someone in your culture who practices  •
healing? Have you used his or her services?
What is your explanation of your illness? •
What do you believe will be important for your  •
treatment for you to get better?
Do you take any special herbal remedies or  •
receive any other kinds of treatments?
What is your usual daily diet? Do you have  •
 special dietary practices or beliefs that should be 
 considered in planning your treatment?

BOX 4.1

TABLE 4.4

Nursing Diagnoses and Statements of Outcome for Clients from Diverse Cultures

Diagnosis Outcome

Ineffective Coping related to feelings of guilt and shame secondary 
to cultural beliefs about mental illness

The client will verbalize relief from feelings of guilt and shame.

Spiritual Distress related to cultural beliefs about the nature of 
mental illness

The client will seek spiritual guidance that is congruent with 
cultural beliefs.

Impaired Verbal Communication related to diffi culty speaking 
and understanding the English language

The client will use the services of a translator to communicate 
with health care providers.

Ineffective Role Performance related to inability to fulfi ll cultur-
ally expected positions secondary to symptoms of mental illness

The client will return to usual role in family and/or work group.

Noncompliance related to nonacceptance of psychiatric treatment 
secondary to cultural beliefs

The client will reconcile cultural beliefs with recommended 
treatment approach.
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Communicating With the Client and the Family
The initial nursing intervention is establishing the client’s fl u-
ency in the English language during the assessment interview. 
If the client requires a translator, the nurse collaborates with 
the treatment team to obtain an appropriate person. The nurse 
carefully avoids using slang, jargon, and complex sentences 
with clients who have minimal understanding of the English 
language. Nonthreatening communication strategies are best 
because members of some ethnic groups are intimidated by 
direct questions. A supportive and empathetic—rather than 
 confrontational—approach is used. For example, rather than 
ask a series of direct questions, the nurse encourages clients 
to tell their story in their own words. Careful listening enables 
the nurse to gather necessary assessment data. Suffi cient time 
is allotted for clients to clarify and express feelings about 
their situation.

The nurse also includes the family in discussions about 
treatment where appropriate. For example, the nurse asks, 
“What would you like to see happen as a result of treat-
ment?” This question helps establish client and family expec-
tations about the treatment process. The nurse also ensures 
that the family is part of any teaching related to the client’s 

 illness. If the client’s family includes a large social network, 
the members of this group are also included in discussions 
about treatment.

Incorporating Cultural Beliefs
The nurse is not expected to be an expert about each and 
every cultural group; however, the nurse can ask the clients 
to share cultural norms as they understand them. The nurse’s 
knowledge about the client’s culture is used in selecting cul-
turally congruent actions. For example, the nurse learns that 
a client from a Native American ethnic group believes that his 
depression is caused by failing to properly honor his ances-
tors. The remedy involves a special ceremony conducted by a 
tribal shaman. The nurse communicates this to the treatment 
team and facilitates the shaman’s ceremony in the psychiat-
ric inpatient unit. The nurse supports the client and family 
in their beliefs regarding the use of healers and facilitates 
their use in treatment. The use of brief therapy and self-help 
groups can be particularly effective for clients and families 
from diverse ethnic groups, and the nurse assists in the refer-
ral for these groups.

Evaluation
As part of the evaluation process, the nurse determines whether 
the nursing care provided enabled the client to accomplish the 
stated outcomes. Nursing care is also evaluated to ensure that 
respect and understanding of the ethnically diverse client and 
family have been demonstrated. The use of appropriate nurs-
ing interventions, including communication strategies congru-
ent with the client’s spirituality and culture, is also evaluated. 
Client and family expression of satisfaction with nursing care 
is important and is the fi nal measure of the success of incor-
porating spiritual and cultural considerations in the nursing 
process. Nursing Plan of Care 4-1 provides an example of the 
nursing process for a client from a diverse ethnic group.

SELFAWARENESS PROMPT
A client from a different culture verbalizes 

spiritual distress during the assessment and 
requests that his spiritual advisor be notifi ed of his 
admission to the hospital. Which culturally con-
gruent nursing care mode developed by Leininger 
would be appropriate? How comfortable would 
you be utilizing this mode? Explain your answer.

NURSING PLAN OF CARE 4.1

THE CLIENT FROM A DIFFERENT CULTURE

an imbalance of too much yin and requests yang foods 
and beverages.

DSM-IV-TR DIAGNOSIS: Major depressive disorder, 
 moderate, without psychotic features

ASSESSMENT: Personal strengths: Alert, oriented to 
 person, place, and time; supportive roommate; self-
care ability intact; previous good adjustment to role as 
college student; recognition of illness along with expla-
nation about illness that is congruent with her culture

WEAKNESSES: Suicidal thoughts; current inability to 
 function in usual role; sleep disturbance and physical 
complaints

Mai, a 22-year-old Chinese female, was brought to the 
college health offi ce by her roommate, who was con-
cerned because Mai had stopped going to class, slept 
only 2 hours per night, and complained of headaches 
and stomach pains. The roommate stated that this 
behavior began after Mai received a D grade on an 
important paper. Mai verbalized to the college health 
nurse that she wanted to kill herself. After psychiatric 
evaluation, Mai was then admitted into the psychiatric 
inpatient unit, accompanied by her aunt. Nursing admis-
sion assessment reveals that the client’s appearance is 
neat and clean, she maintains minimal eye contact, and 
she speaks softly in brief responses to any questions. 
She tells the nurse that she believes she is ill because of 
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NURSING DIAGNOSIS: Risk for Self-Directed Violence related to thoughts of suicide secondary to receiving a 
poor grade

OUTCOME: Within 72 hours, the client will state that she wants to live.

PLANNING/IMPLEMENTATION RATIONALE

Implement suicide precautions, respecting the  client’s 
version of acceptable eye contact and  personal 
space requirements.

Individuals at high risk for suicide need constant 
supervision and limitation of opportunities to harm 
self.

Encourage the client to discuss recent stressful 
events in her life.

The client needs to identify and express the feelings 
that underlie the suicidal behavior or thoughts.

Contact family members (after obtaining the client’s 
permission) and encourage visits.

Increasing the client’s support system may help 
decrease future suicidal behavior.

Administer ordered antidepressant medication, 
teaching the client about action and side effects.

Chemical control can help the client regain 
 self-control while exploring feelings and problems.

NURSING DIAGNOSIS: Ineffective Coping related to receiving a poor grade and as evidenced by various 
 physical complaints and the client’s belief that imbalance of yin-yang has occurred

OUTCOME: Within 72 hours, the client will verbalize decreased complaints of physical symptoms and improved 
sleep.

PLANNING/IMPLEMENTATION RATIONALE

Respect the client’s beliefs about meaning of 
 symptoms.

Showing respect demonstrates interest and caring.

Ask the client about specifi c foods and beverages 
that would be acceptable dietary practices and yang 
remedies.

Involving the client in her plan of care demonstrates 
respect of her cultural beliefs and can help to 
increase a sense of responsibility and control.

Maintain sleep chart to document actual sleep 
 patterns.

Clients with clinical symptoms of depression often 
experience insomnia due to erratic sleep patterns, 
daytime napping, or underlying anxiety.

Teach the client relaxation techniques, encouraging 
use when experiencing headache or stomach pain.

Relaxation techniques are used to reduce stress and 
minimize somatic symptoms.

EVALUATION: The client’s aunt and cousin participated in family conference and were helpful in facilitating 
the client’s adopting more realistic view of poor grade received. The client verbalized wish to live and was 
able to sleep 6 hours each night. Foods that were acceptable were provided by dietary department. Discharge 
plans included referral to the college counselor for follow-up treatment along with recommendation to continue 
 antidepressant medication.
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KEY CONCEPTS
Spirituality is an aspect of every human being that refers • 
to a person’s belief in a higher power apart from one’s own 
existence. It has been defi ned as the core of who one is 
and entails issues of meaning and purpose, healthy rela-
tionships and connectedness with others, transcendence 
of self, and belief in a relationship with God or a divine 
being. It is a personal quality that strives for inspiration, 
reverence, awe, meaning, and purpose in life. Spirituality 
is not confi ned to architectural designs.
Although the terms • spirituality and religion are often used 
interchangeably, they have different meanings. Religion is 
an organized system of beliefs, rituals, and practices with 
which one identifi es and associates. A client may consider 
himself or herself to be both spiritual and religious, spiri-
tual but not religious, or religious but not spiritual.
Culture is a broad term referring to a set of shared beliefs, • 
values, behavioral norms, and practices that are com-
mon to a group of people sharing a common identity 
and language. A subculture is a smaller group that exists 
within a larger society. Members of a subculture may 
share commonalities such as age, gender, race, ethnicity, 
socioeconomic status, religious or spiritual beliefs, sexual 
orientation, occupation, and even health status.
An individual is infl uenced by membership in her or his • 
culture as well as by membership in multiple subcultures. 
The client and the nurse can share or differ in member-
ship in both culture and subculture. When cultural mem-
bership differs between the nurse and the client, there is 
a need for increased knowledge and sensitivity regarding 
the impact of these differences on nursing care.
The nurse is responsible for identifying, understanding, and • 
providing care to clients from diverse ethnic groups. Ethno-
centrism, or the tendency to believe that one’s own way of 
thinking, believing, and behaving is superior to that of oth-
ers, is counteracted by the nurse’s use of self-analysis.
The nurse provides culturally congruent nursing care • 
so that the client’s cultural perspective is preserved or 
 maintained and negotiates with the client when changing 
the client’s practices is necessary for health.

Many diverse ethnic groups in the United States do not • 
use the services of the mental health system because of 
factors such as differences in language, values, and beliefs 
between providers and clients.
Many people from diverse ethnic groups in the United States • 
have limited fi nancial resources and experience increased 
incidence of mental health problems associated with lower 
socioeconomic status. The need for mental health services 
is increased; however, statistics indicate that people from 
these groups do not take advantage of services.
Many people from diverse ethnic groups believe that mental • 
health problems are related to spiritual issues or are evidence 
of an imbalance in the natural order of the human body 
or nature. Culturally congruent nursing care respects these 
views and accommodates the client’s and family’s beliefs.
Specifi c cultures may express mental distress in unique • 
ways that are known as culture-bound syndromes.
Ethnicity and cultural factors infl uence the metabolism • 
of drugs and can infl uence effects, adverse effects, and 
recommended dosage. The nurse applies knowledge of 
ethnopharmacology when administering medications to 
individuals from diverse ethnic groups.
The nurse considers the role of the family, social network, • 
and ethnic healers in planning care for the client with a 
mental illness.
Communication with people who do not speak English is • 
facilitated by the use of translators.
The nurse assesses membership in a cultural or ethnic • 
group, composition of the family, religious and spiritual 
practices, cultural beliefs about cause of mental illness, 
and practices that are considered helpful in treating the 
client with a mental illness.
Implementation of nursing interventions for clients from • 
diverse ethnic groups includes measures that are helpful 
in establishing trust, communicating with the client and 
family, and incorporating cultural beliefs.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. With what culture or ethnic group do you identify? 
Interview your parents, grandparents, and other relatives 
regarding beliefs about mental illness, including causa-
tion and treatment.

 2. What infl uence, if any, do you anticipate that this knowl-
edge will have on your ability to provide care for cultur-
ally diverse clients in the psychiatric clinical setting?

 3. Research a particular ethnic culture common in your 
community. Determine members’ beliefs about health, ill-
ness, and practices that are considered health enhancing, 

especially in relation to mental health. Has your nursing 
education addressed these issues? If not, what changes 
can be made to incorporate this information into your 
psychiatric nursing clinical experience?

Refl ection

Reread the quote at the beginning of the chapter and then 
research the plan of care of a culturally diverse client. Do the 
nursing interventions facilitate effective transcultural mental 
health care? If not, what changes can be made to implement 
culture-specifi c care?
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NCLEX-Style Questions

 1. The nurse interviews a client who expresses the cultural 
belief that mental illness is caused by offending one’s 
ancestors. When planning care for this client, which of 
the following has priority in order to increase the chances 
of successful treatment?
a. questioning the validity of the belief
b. expecting poor response to psychiatric treatment
c. respecting this belief
d. seeking assistance of competent family members

 2. A client from Korea is admitted to the inpatient psychi-
atric unit. Immediately you assess that he has diffi culty 
speaking English. Which of the following interventions 
would be the best plan of action?
a. communicating with gestures and pictures
b. evaluating the client’s understanding of written 

 English
c. planning to assign the client to a private room
d. using the services of a translator

 3. A Hispanic client requests that a curandero visits the psy-
chiatric unit to perform a healing ceremony. The nurse 
facilitates this visit by advocating for the client in the 
treatment team meeting. According to Madeline Lein-
inger’s model, the nurse is demonstrating
a. accommodation/negotiation.
b. preservation/maintenance.
c. repatterning/restructuring.
d. supporting/providing.

 4. Ethnopharmacology is the study of how ethnicity and 
cultural factors affect drug metabolism. Which enzyme is 
responsible for the difference in the rate of biotransfor-
mation of medication?
a. cytochrome b561
b. hepatic cholecystokinin
c. cytochrome P450
d. peptidase

 5. The nurse uses which of the following when determining 
problem areas for the client with a mental illness who is 
from a foreign country or a different culture?
a. yes–no direct questioning
b. indirect questioning
c. confrontational strategies
d. family-provided information

 6. A client of Native Indian descent is found to have the 
culture-bound syndrome of ghost sickness. Which of the 
following would the nurse expect to assess?
a. uncontrollable crying and shouting
b. preoccupation with death and the deceased
c. indigestion and anorexia
d. mental fatigue
e. dissociative episodes
f. illness due to a hex
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Advance psychiatric 
directives

Assault
Autonomy
Battery
Benefi cence
Bill of Rights for Registered 

Nurses
Civil commitment
Client confi dentiality
Client privacy
Code of Ethics for Nurses
Defamation
Diminished capacity
Doctrine of Charitable 

Immunity
Ethics
Failure of duty to warn
False imprisonment
Fidelity
Forensic psychiatry
Genetic testing
Guilty but mentally ill
Incompetent

Informed consent
Intentional tort
Involuntary admission
Libel
Malpractice
Miranda warning
Negligence
Not guilty by reason of 

insanity
Nurse Practice Act
Omnibus Reconciliation 

Act
Paternalism
Quality assurance
Risk management
Sentinel event
Slander
Tarasoff decision
Veracity
Voluntariness 

hearing
Writ of habeas 

corpus

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the relationship between state Nurse Practice 
acts and the concepts of risk management and quality 
 assurance.

 2. Construct the six-step model of ethical nursing care 
designed by Chally and Loriz.

 3. Articulate why nurses must become knowledgeable about 
genetics and the issues surrounding this topic.

 4. Recognize fi ve forms of nursing malpractice.
 5. Discuss implications for psychiatric care related to the 

Tarasoff ruling of duty to warn.
 6. Compare the criteria for voluntary and involuntary 

admission to a psychiatric facility.
 7. Interpret the concept of competency.
 8. Compare the legal rights of adults and minors admitted 

to psychiatric facilities.
 9. Discuss the impact of the Omnibus Reconciliation Act 

(OBRA) on the placement of clients with psychiatric 
disorders in long-term care facilities.

10. Distinguish the legal phrases diminished capacity, not 
guilty by reason of insanity, and guilty but mentally ill.

11. Explain forensic psychiatry and the role of the 
forensic nurse.

Ethical and Legal 
Issues

Along with the privilege of providing professional health care 

services to consumers, the professional nurse has a  commensurate 

degree of responsibility and accountability to follow ethical 

 principles and standards of care integral to the profession.

—SHEEHY, 2006

Shives_Chap05.indd   49Shives_Chap05.indd   49 11/6/2010   12:06:09 PM11/6/2010   12:06:09 PM



50 UNIT  II Special Issues Related to Psychiatric–Mental Health Nursing

Historically, the care of those deemed mentally ill included 
questionable practices and involved the loss of individual 
rights. Ethical and legal issues concerning nurse–client rela-
tionships were identifi ed and subsequently addressed by the 
nursing profession. For example, nursing as a profession is 
infl uenced in each state by legislative acts referred to as Nurse 
Practice Acts. Overseen by each state board of nursing, these 
acts shield the public from unqualifi ed and unsafe nursing 
practice. They direct entry into nursing practice, defi ne the 
scope of practice (see Chapter 2), and establish disciplinary 
procedures. State boards of nursing have the responsibility and 
authority to protect the public by determining who is compe-
tent to practice nursing. The National Council of State Boards 
of Nursing, founded in 1978, provides leadership to advance 
regulatory excellence for public protection.

The Doctrine of Charitable Immunity, also referred to as 
the Good Samaritan Act, originated in Great Britain during the 
19th century. Initially, this doctrine provided immunity from 
prosecution for individuals who worked in charitable organi-
zations such as hospitals, churches, and parochial schools. The 
doctrine prevented an individual from suing a caregiver or res-
cuer for injuries arising from negligence when receiving emer-
gency care. In 1959, California became the fi rst state to enact 
Good Samaritan legislation. Since that time, all states have 
implemented similar legislation to protect health care provid-
ers who render assistance at the scene of an emergency without 
threat of a legal action (Morrison & Bagalio, 2004).

The concept of health care risk management, a systematic 
approach to the prevention of fi nancial loss due to allegations 
of malpractice, evolved in the mid-1970s. Professional Risk 
Management Services, a major medical malpractice insurer, 
reports that suicide and attempted suicide are the most fre-
quently identifi able causes of liability payments. Other causes 
of claims include incorrect treatment, drug reactions, incorrect 
diagnosis, improper supervision, unnecessary commitment, 
and breach of confi dentiality. Risk management systems and 
activities are based on the premise that many injuries to clients 
are preventable. The goal of risk management is to decrease 
liability exposures, integrate risk reduction strategies, and ulti-
mately create a risk-free environment (Charles, 2007; Miranda, 
Saliba, Cerimele, Lowery, & Riegel-Gross, 2004). 

Quality assurance is another program that was devel-
oped to evaluate and monitor professional nursing practice 
in terms of the quality of client care and organizational man-
agement. It is a proactive program that promotes responsibil-
ity and accountability to deliver high-quality care, evaluates 
and improves client care, and provides an organized means of 
problem solving. The use of such a program effectively reduces 
the professional nurse’s exposure to liability, identifi es educa-
tional needs, and improves the documentation of care provided 
(Sheehy, 2006). (See Chapter 8 for additional information on 
quality assurance.) Preventive law in medicine was addressed 
and standards of psychiatric–mental health clinical nursing 
practice were developed during this same time period.

The everyday practice of psychiatric–mental health nurs-
ing is full of value-laden decisions requiring the use of critical 

thinking skills. Such decisions demand a knowledge of the law, 
particularly the rights of clients, their legal status, and the pre-
scribed quality of their care. This chapter discusses the major 
ethical and legal issues that occur in psychiatric–mental health 
nursing.

ETHICS IN NURSING
Ethics is a branch of philosophy that refers to the study of 
values or value-laden decisions that conform to moral stan-
dards of a group or a profession. In 1950, the American Nurses 
Association (ANA) developed a Code of Ethics for Nurses to 
use when faced with ethical challenges. Specifi cally, the ANA 
identifi ed four primary principles to guide ethical decisions. 
Governing the relationship between nurse and client, these 
principles include the client’s right to autonomy (making deci-
sions for oneself), the client’s right to benefi cence (doing good 
by the nurse), the client’s right to justice or fair treatment, and 
the client’s right to veracity (honesty and truth by the nurse) 
regarding the client’s condition and treatment. The ethical 
principle of fi delity is closely related to veracity. It implies that 
the nurse is faithful to duties, obligations, and promises when 
providing care for the client (American Nurses Association 
[ANA], 1985).

In 1994, the ANA Center for Ethics and Human Rights 
conducted a survey to identify ethical dilemmas most fre-
quently encountered by nurses on a daily or weekly basis. 
Respondents noted the most common dilemmas to be cost-
containment issues that jeopardize client welfare; end-of-life 
care; informed consent; incompetent, unethical, or illegal prac-
tices of colleagues; and access to care. As a result of this survey, 
a task force was formed to thoroughly revise the 1985 code of 
ethics (Chally & Loriz, 1998; Daly, 1999). The current edition 
of the revised code (ANA, 2001b) is described in Box 5-1. This 
code clearly explains the mission of nursing in society and how 
nurses partner with the public with regard to health promo-
tion, patient recovery, and illness prevention (White, 2001). 
The code also provides guidance to nurses involved in legal 
challenges.

Model of Ethical Nursing Care

Commonly, nurses think that they know what is best for their 
clients, often imposing their own methods for care and treat-
ment decisions. This behavior, referred to as paternalism, may 
occur in the psychiatric clinical setting where clients exhibit 
clinical symptoms of confusion, depression, or anxiety or 
when clients are unable to communicate their needs because 
of communication disorders or mental retardation. The nurse 
may fail to recognize an ethical dilemma (eg, unsafe nurse-to-
client ratio when providing care for clients with suicidal ten-
dencies or inappropriate orders written by a physician) as a 
result of lack of training in ethics or lack of available resources 
to describe ethical issues (Box 5-2 lists examples of nursing 
resources on ethics). The nurse may also fail to act or intervene 
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Code of Ethics for Nurses—Provisions

1. The nurse, in all professional relationships, prac-
tices with compassion and respect for the inherent 
dignity, worth, and uniqueness of every individual, 
unrestricted by considerations of social or eco-
nomic status, personal attributes, or the nature of 
health problems.

2. The nurse’s primary commitment is to the patient, 
whether an individual, family, group, or community.

3. The nurse promotes, advocates for, and strives 
to protect the health, safety, and rights of the 
patient.

4. The nurse is responsible and accountable for indi-
vidual nursing practice and determines the appro-
priate delegation of tasks consistent with the nurse’s 
obligation to provide optimum patient care.

5. The nurse owes the same duties to self as to others, 
including the responsibility to preserve integrity 
and safety, to maintain competence, and to con-
tinue personal and professional growth.

6. The nurse participates in establishing, maintaining, 
and improving health care environments and condi-
tions of employment conducive to the provision of 
quality health care and consistent with the values 
of the profession through individual and collective 
action.

7. The nurse participates in the advancement of the 
profession through contributions to practice, edu-
cation, administration, and knowledge develop-
ment.

8. The nurse collaborates with other health profes-
sionals and the public in promoting community, 
national, and international efforts to meet health 
needs.

9. The profession of nursing, as represented by asso-
ciations and their members, is responsible for artic-
ulating nursing values, for maintaining the integrity 
of the profession and its practice, and for shaping 
social policy.

BOX 5.1

Voted on and accepted by the American Nurses Association House of Delegates on June 30, 2001.
Reprinted with permission from American Nurses Association. (©2001). Code of Ethics for Nurses with Interpretive Statements. Washington, 
DC: American Nurses Publishing, American Nurses Association.

Examples of Nursing Resources on Ethics

Continuing education courses: LearnWell.org at 
http://www.learnwell.org/ provides courses in eth-
ics with instant online processing and certifi cation 
24/7.

Ethic rounds or discussions: Hospital-based commit-
tees discuss ethical situations.

Journals: Nursing Ethics: An International Journal for 
Healthcare Professionals

 Journal of Bioethics
 Journal of Nursing Law
 JONA’s Healthcare Law, Ethics, and Regulation

Online resources: International Centre for Nursing 
Ethics lists seminars and issues of Nursing Ethics 
Journal and assists student nurses with research in 
ethics.

ANA Center for Ethics and Human Rights: Addresses 
complex ethical and human rights issues.

Staff development programs: Hospital-based nurs-
ing education programs are given to comply with 
various credentialing boards such as the Joint Com-
mission for Accreditation of Healthcare Organiza-
tions (JCAHO).

BOX 5.2

when an ethical dilemma is identifi ed. Failure to act can violate 
the Code of Ethics for Nurses With Interpretive Statements (ANA, 
1985). This action could constitute a breach of standard of 
care and violate a state’s Nurse Practice Act. The nurse may be 
subject to liability if the breach of care results in any harm or 
injury to the client.

When ethical dilemmas arise, they are best addressed by 
applying principles on a case-by-case basis once all available 
data are gathered and analyzed. Ethics committees identify, 
examine, and promote resolution of ethical issues. Addressing 
and resolving ethical dilemmas is usually a challenging deci-
sion shared with clinical staff (Sheehy, 2006).
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Chally and Loriz (1998) developed a six-step ethical 
 decision-making model for nurses to use when confronted with 
ethical dilemmas or moral problems that involve two or more 
mutually exclusive, morally correct courses of action. During the 
implementation of this model, the nurse must respect the indi-
viduality of all clients, protect clients from harm, treat all clients 
equally, and evaluate the result of full disclosure regarding treat-
ment. The following is an example of the application of the six 
steps of Chally and Loriz’s model during an ethical dilemma:

 1. Clarify the ethical dilemma. A client exhibits clinical 
symptoms of major depression and verbalizes suicidal 
thoughts but refuses to take antidepressant medication. 
The nurse evaluates whose problem it is, who should 
make the decision regarding the use of antidepressant 
medication, who is affected by the decision, and what 
ethical principles are related to the problem.

 2. Gather additional data, including any legal issues related 
to the ethical dilemma. The nurse considers the following 
situations. Does the client have a suicide plan? Is anyone 
else aware of the client’s depression, or does the client 
wish to keep the information confi dential? Who would 
be responsible if the client did commit suicide?

 3. Identify options to determine what alternate, acceptable 
solutions are available. For example, does the client have 
a signifi cant other or support group? Is the client agree-
able to a suicide contract? Should the client be admitted 
to an inpatient psychiatric program? What options does 
the client propose?

 4. Make a decision to determine which option is the most 
acceptable and therapeutic. Discuss this decision with the 
client, considering risks and benefi ts.

 5. Act or carry out the decision. Collaboration with others 
may be necessary.

 6. Evaluate the impact of the decision regarding what went 
right or what went wrong.

Ethics in Pain Management

Concentration on pain management—considered the fi fth vital 
sign—and comfort measures should be an ethical responsibility 
of all clinician–client relationships. Psychiatric–mental health 
nurses provide care for clients who verbalize symptoms of pain, 
especially those clients who present with a comorbid medical 
condition, terminal illness, or clinical symptoms of a somato-
form disorder (see discussion in Chapter 20). Individuals with 
a history of substance abuse, especially narcotics, may also 
present with complaints of pain. The nurse may fi nd it diffi cult 
to determine whether such clients are indeed experiencing pain 
or are attempting to obtain their addictive drugs of choice.

In 1995, the Journal of the American Medical Association 
published a study in which 4,300 terminally ill clients were 
followed up on until their deaths. According to the data, 50% 
of the clients’ physicians claimed that they had no indication 
of the clients’ end-of-life wishes. In the same study, 2,300 ter-
minally ill clients were assigned a registered nurse who inter-
vened weekly with each client, the client’s physician, and the 

client’s family. Again, 50% of the physicians claimed that they 
were unaware of their clients’ wishes regarding pain manage-
ment and end-of-life care. More than 50% of the family mem-
bers stated that their loved ones suffered moderate to severe 
pain in the last 3 days of life (Dunegan, 2000; issues related to 
end-of-life care are addressed in Chapter 7).

Although rating tools to assess pain intensity and guide-
lines for pain management are available, some nurses still have 
diffi culty participating in the pain management of their assigned 
clients. In the past, nurses were overly cautious because most 
available pain medication was highly addictive. Nurses were 
faced with ethical dilemmas, that is, administering pain medi-
cation but not wanting to promote substance abuse by clients. 
Now, >30 states have established clinician guidelines for pain 
management. The federal and state licensing boards meet regu-
larly with representatives from the Drug Enforcement Agency 
(DEA) to review the actions of clinicians who prescribe pain 
medication. In addition, the federal government has man-
dated that any hospital receiving federal funding must make 
pain management a priority. Pain must be rated and relieved, 
with the effectiveness evaluated for every client. Clinicians who 
refuse to address the pain and suffering of clients may be sanc-
tioned. Box 5-3 lists examples of situations in the psychiatric 
setting that may pose ethical dilemmas associated with pain 
management.

Examples of Ethical Dilemmas Associated 
With Pain Management

A 23-year-old male client with a suspected his- •
tory of substance abuse (narcotics) is hospitalized 
with a back injury. He requests a “stronger pain 
pill” because he feels that the prescribed mus-
cle relaxant and nonsteroidal anti-infl ammatory 
agent are not effective.
A 31-year-old woman, married and the mother of  •
two small children, with a history of fi bromyalgia 
was admitted to the emergency department for 
treatment of what she describes as an accidental 
overdose of pain pills. She asks for a prescription 
of Xanax, an antianxiety agent that she has taken 
in the past, to help her deal with insomnia sec-
ondary to pain because pain medication “never 
helps.”
A 67-year-old retired car salesman is admitted to  •
the nursing home for rehabilitation after hip sur-
gery. He tells you that pain medication is ineffec-
tive but that a “shot or two of whiskey” helps him 
to relax at night and fall asleep. His wife reveals 
to you in private that she thinks her husband fell 
because he drinks too much but that she doesn’t 
know what to do about it.

BOX 5.3
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Ethics in Genetic Testing and Clinical 
Research

Nurses in every specialty care for clients and/or families who 
have or are at risk for the development of various genetic dis-
orders, such as Huntington’s disease, cystic fi brosis, or muscu-
lar dystrophy, and common diseases such as heart disease and 
diabetes that are caused by altered genes. A genetic marker 
also has been identifi ed for eating disorders. Research scientists 
continue to search for genetic markers related to various psy-
chiatric disorders. Research also focuses on the development of 
second- and third-generation psychotropic medications with 
fewer adverse effects to alleviate clinical symptoms of psychi-
atric disorders.

Nurses must become knowledgeable about genetics and 
the issues surrounding this topic. Genetic testing, the labora-
tory analysis of cells for gene products (eg, proteins, enzymes, 
metabolites) or DNA analysis (eg, chromosomal analysis), 
promises early identifi cation of diseases and cure. Genetic 
testing also is making advances in prenatal predictive test-
ing. Genetic testing may allow providers to discover a person’s 
genetic predisposition to a given disease; to predict the onset, 
extent, and severity of the disease; and to determine treatment 
options. Caring for clients who undergo genetic testing pres-
ents ethical dilemmas because it tests our knowledge as well 
as our conscience. A potential for coercion exists, for example, 
when grown children urge parents to undergo genetic test-
ing for a disease known to determine their own risk (Sanders, 
2001b; Silberstein, 2003; Spahis, 2002).

Genetics or biotechnology is not unique to the 21st 
century. Gregor Mendel, a botanist, is considered to be the 
founder of genetics in 1865. The X and Y chromosomes were 
identifi ed in 1905. In 1941, the term genetic engineering was 
coined. In 1982, insulin was genetically engineered; in 1989, a 
gene for cystic fi brosis was found. Since then, a series of events 
occurred that led President George W. Bush to announce the 
funding of embryonic stem-cell research on August 9, 2001 
(Sanders, 2001b).

Nurses can participate in clinical research, including 
research associated with psychiatric–mental health. Karigan 
(2001) identifi es three ethical dilemmas that the nurse may 
confront during participation in clinical research if he or she is 
not familiar with research protocol. The fi rst ethical dilemma 
addresses the issue of informed consent (the client’s right of 
self-decision). Violations of the ethical principles of informed 
consent are committed when there is no consent; when a con-
senting client is not fully informed of the details of the research 
study, including expected outcomes, benefi ts, or risks; or when 
the client is not continually informed of study changes or results. 
With the increasing cultural diversity of client population, it is 
imperative that an interpreter is utilized if there is a reasonable 
chance that the client does not understand explanations regard-
ing genetic testing or clinical research or is unable to state his or 
her decision in the English language (Sheehy, 2006).

A second ethical dilemma may involve documentation 
of research protocols. Nurses need to know the outline of the 
protocol and how to locate specifi c information related to it. 

The protocol outline should be kept in a designated location, 
readily available so that nurses can refer to any guidelines that 
pertain to their roles. If the nurse is unable to locate the proto-
col and is given an order to administer an investigational drug 
or provide a specifi c treatment, the nurse may refuse the phy-
sician’s order until consultation with appropriate resources—
such as a pharmacist—occurs.

The third ethical dilemma may involve the client’s right 
to full disclosure about the research study or trial. If the cli-
ent makes any statements that indicate misunderstanding or 
lack of understanding about research protocol, or if the client 
indicates perceived coercion by others, the nurse is respon-
sible for alerting the program research investigator of such 
statements.

LEGAL ISSUES IN NURSING
The role of the nurse in this highly technical profession has 
undergone a signifi cant change; duties have expanded and 
responsibility has increased. Consequently, nurses, now more 
than ever, are subject to the scrutiny of federal and state regu-
lations as well as the legal system. Indeed, the legal profession 
has demonstrated a vested interest in the welfare of clients by 
advertising the services on television, on the Internet, in news-
papers, and in various publications. Referring to death cases, 
doctor or hospital malpractice, nursing home neglect, misdiag-
nosis, and accidents, one such advertisement on the back page 
of a telephone directory reads as follows:

Medical Malpractice: Representing Accident Victims for Over 
25 Years.

Free consultation at home or in the hospital. No fee or costs if 
no recovery.

Call 24 hours a day, 7 days a week.

When nurses approach employers with concerns about the 
possibility of malpractice claims related to client care or health 
and safety issues in the workplace, nationally recognized con-
sensus documents can lend credibility to their discussions. For 
example, as a response to a nursing staff survey regarding nurs-
ing recidivism in early 2001, the ANA issued the Bill of Rights 
for Registered Nurses to support nurses in an array of work-
place situations, including their ability to provide safe, quality 
client care. It states that nurses have the right to a safe environ-
ment, to practice in a manner that ensures the provision of safe 
care through adherence to professional standards and ethical 
practice, and to advocate freely on behalf of themselves and 
their clients (ANA, 2001a; Box 5-4).

Malpractice

Conduct that falls below the standard of care established by 
law for the protection of others and involves an unreasonable 
risk of harm to a client is referred to as negligence. Malprac-
tice is a type of negligence that applies only to professionals, 
such as licensed nurses (Schipske, 2002). Nursing malprac-
tice law is generally based on fault. Before a nurse can be held 
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BOX 5.4

Registered nurses promote and restore health, 
 prevent illness, and protect the people entrusted to 
their care. They work to alleviate the suffering expe-
rienced by individuals, families, groups, and com-
munities. In so doing, nurses provide services that 
maintain respect for human dignity and embrace the 
uniqueness of each patient and the nature of his or 
her health problems, without restriction in regard to 
social or economic status. To maximize the contribu-
tions nurses make to society, it is necessary to protect 
the dignity and autonomy of nurses in the workplace. 
To that end, the following rights must be afforded.

1. Nurses have the right to practice in a manner that 
fulfi lls their obligations to society and to those who 
receive nursing care.

2. Nurses have the right to practice in environments 
that allow them to act in accordance with profes-

sional standards and legally authorized scopes of 
practice.

3. Nurses have the right to a work environment that 
supports and facilitates ethical practice, in accor-
dance with the Code of Ethics for Nurses and its 
interpretive statements.

4. Nurses have the right to freely and openly advo-
cate for themselves and their patients, without fear 
of retribution.

5. Nurses have the right to fair compensation for their 
work, consistent with their knowledge, experience, 
and professional responsibilities.

6. Nurses have the right to a work environment that is 
safe for themselves and their patients.

7. Nurses have the right to negotiate the conditions 
of their employment, either as individuals or col-
lectively, in all practice settings.

The American Nurses Association’s Bill of Rights for Registered Nurses

DISCLAIMER: The American Nurses Association (ANA) is a national professional association. ANA policies refl ect the thinking of the 
nursing profession on various issues and should be reviewed in conjunction with state association policies and state board of  nursing 
policies and practices. State law, rules, and regulations govern the practice of nursing. The ANA’s Bill of Rights for Registered Nurses 
 contains policy statements and does not necessarily refl ect rights embodied in state and federal law. ANA policies may be used by the 
state to interpret or provide guidance on the profession’s position on nursing.
Adopted by the ANA Board of Directors: June 26, 2001.
Reprinted with permission from American Nurses Association. (©2001). Bill of Rights for Registered Nurses. Washington, DC: American 
Nurses Publishing, American Nurses Association.

legally liable, it must be shown that the nurse’s conduct fell 
below the professional standard of other professionals with 
the same education and training. The following four elements 
must be present to constitute nursing malpractice (Schipske, 
2002; Sheehy, 2006):

 1. Failure to exercise reasonable care or act in an acceptable 
way when undertaking and providing care to a client

 2. Breach of duty or failure to conform to the required stan-
dard of care in treating the client’s condition

 3. Proximate cause, which requires that there be a reason-
ably close connection between the defendant’s conduct 
and the resultant injury (ie, the performance of the health 
care provider caused the injury to the client)

 4. The occurrence of actual damage to the client as a result 
of malpractice

Cases of malpractice involving nurses have risen over the years. 
Croke (2003) lists several factors that contributed to the increase 
in the number of malpractice cases against nurses: (1) delegation 
of duties to unlicensed assistive personnel, (2) early discharge of 
clients without proper referral for outpatient care, (3) increased 
workloads in the clinical setting, (4) advances in technology 
that require nurses to have technological skills, (5) increased 
autonomy and responsibility in the exercise of advanced  nursing 

skills, (6) better-informed consumers  capable of recognizing 
insuffi cient or inappropriate care, and (7) the expanded legal 
defi nitions of liability that holds all professionals to a higher 
standard of accountability. Eskreis (1998) identifi es seven com-
mon “legal pitfalls”: client falls, failure to follow physician orders 
or established protocols, medication errors, improper use of 
equipment, failure to remove foreign objects, failure to provide 
suffi cient monitoring, and failure to communicate. Any or all of 
these incidents could occur in the psychiatric clinical setting. 
In an effort to reduce malpractice suits, many states have man-
dated the completion of continuing education programs related 
to health care safety issues prior to license renewal.

Sheehy (2006) notes that a diligent and refl ective nurse 
can reduce the risks of malpractice by incorporating several 
elements into his or her practice: excellent communication 
skills, sincere compassion, competent practice, and accurate 
and complete charting with notations of any deviations from 
the applicable standard of care, including specifi c reasons such 
as client refusal to undergo a specifi ed test or noncompliance 
with plan of care.

The Joint Commission on Accreditation of Health-
care Organizations (JCAHO, 2002), a national organization 
whose mission is to improve the quality of care provided at 
health care institutions in the United States, hold institutions 
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accountable for ensuring a safe environment for clients, and 
grant  accreditation, has defi ned what constitutes a potential 
malpractice sentinel event. The term sentinel event refers to 
an unexpected occurrence involving death or serious physical 
or psychological injury, or the risk thereof. The phrase “or the 
risk thereof” includes any process variation for which a recur-
rence would carry a signifi cant chance of a serious adverse 
outcome. Such events are called “sentinel” because they signal 
the need for immediate investigation and response. They may 
result in an unanticipated death or major loss of function not 
related to the natural course of the client’s illness or underlying 
condition. Examples of sentinel events that could occur in the 
psychiatric clinical setting include suicide or rape.

Other forms of malpractice include intentional torts such 
as assault and battery, defamation, and false imprisonment. 
Intentional torts refer to willful or wanton conduct to do a 
wrongful act with disregard of the interests of others. Assault 
is an act that puts another person in apprehension of being 
touched or of bodily harm without consent. Battery is unlaw-
ful touching of another without consent. For example, during 
the involuntarily admission of a client to a psychiatric– mental 
health facility (ie, the client has not signed the voluntary admis-
sion form or consent for treatment), emergency orders are nec-
essary to provide any type of nursing intervention. Touching 
the client, administering medication, or completing a physical 
examination could result in a malpractice suit based on a com-
plaint of assault and battery.

Defamation involves injury to a person’s reputation or 
character through oral (slander) or written (libel) communi-
cations to a third party. For example, if a physician tells the 
administration of a hospital that a nurse is unfi t to care for cli-
ents in a psychiatric–mental health facility, the nurse could sue 
the physician for defamation, possibly being rewarded with a 
fi nancial judgment.

Finally, false imprisonment is the intentional and unjus-
tifi able detention of a person against his or her will. Detention 
can occur with the use of physical restraint, barriers, or threats 
of harm. For example, suppose a client with alcohol abuse vol-
untarily admits himself to a substance abuse treatment cen-
ter. He attempts to leave and is forcibly restrained. The client 
could sue for false imprisonment and be awarded a fi nancial 
judgment. (See Chapter 12 regarding the use of seclusion and 
restraints to provide protective nursing care.)

In the psychiatric–mental health clinical setting, knowl-
edge of the law and of the bill of rights for psychiatric–mental 
health clients (discussed later in this chapter) in addition to 
the provision of quality competent care greatly reduces the risk 
of malpractice litigation. Nurses who establish rapport, offer 
respect, and demonstrate a caring attitude generally minimize 
the possibility of a lawsuit. Legal issues could arise in vari-
ous practice settings involving situations such as child abuse, 
breach of confi dentiality, failure to provide for informed con-
sent, family violence, mental retardation, prenatal substance 
abuse, rape, sexual assault, spouse or signifi cant-other abuse, 
and suicide. Box 5-5 lists potential legal issues the psychiatric–
mental health nurse could face.

Potential Legal Issues in Psychiatric–Mental 
Health Nursinga

Abandonment: Premature termination of a profes-
sional relationship with a client or withdrawal of 
services without adequate notifi cation, leaving 
the client unattended when health care is still 
needed

Diversion of narcotics: Writing or calling in fraudu-
lent prescriptions for narcotics or diverting con-
trolled substances from a health care facility

Falsifi cation of medical records: Entering informa-
tion into a client’s medical record that is known 
to be inaccurate

Impairment: Professional misconduct due to 
chemical, mental, or physical impairment

Negligence: Failure to act, or conduct that falls 
below the accepted standard of care established 
by law, resulting in an injury or loss to the client

Unprofessional practice: Departure from, or fail-
ure to conform to, minimum standards of nursing 
practice

aThe issues of assault, battery, defamation of character, false 
imprisonment, and nursing malpractice are discussed in detail 
within the text.

BOX 5.5

Breaches of Client Confi dentiality and Privacy
Breaches of client confi dentiality and privacy are two forms of 
malpractice that have become increasingly common because 
of the widespread use of computers or personal digital assis-
tants (PDAs), e-mail, fax machines, copy machines, pagers, 
and cell phones to share client information with other health 
care professionals (Sheehy, 2006). Client confi dentiality 
refers to the nondisclosure of private information related by 
one individual to another, such as from client to nurse. Client 
privacy is defi ned as the right to be left alone and free from 
intrusion or control by the public or, in this situation, health 
care providers. Only health care workers taking care of a client 
are able to review the client’s medical records. Sharing infor-
mation with anyone else requires the client’s informed con-
sent. As of April 14, 2003, health care providers are required 
to implement systems to ensure compliance with privacy pro-
visions that evolved from the Health Insurance Portability and 
Accountability Act (HIPAA) of 1996 (Box 5-6). Under the new 
regulations, mental health records, other than psychotherapy 
notes, are considered protected health information that can 
be disclosed only for payment, treatment, and “health-care 
operations.” Generally speaking, psychotherapy records can-
not be released without the authorization of the client (Starr, 
2004).
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HIPAA Privacy Provisions Rule

Patient records are secure, not readily available  •
to those who do not need them to carry out 
treatment, payment, or health care operations 
activities.
Employees have access to only the minimum  •
patient information that is necessary to do their 
job.
Disclosure is made only to individuals who need  •
to know the information to treat the patient, con-
duct the practice’s operations, or obtain payment 
for services.
Patients are aware of their rights under the Pri- •
vacy Rule.
A patient’s written authorization is obtained  •
before disclosing the patient’s information for 
any purpose other than treatment, payment, or 
practice/facility operations.

Patients’ rights include setting boundaries on the 
use and release of health records; requesting and 
obtaining audits of how a health care provider used 
or disclosed the patient’s information in the last 
6 years; examining their own records; obtaining cop-
ies and requesting correction of their own records; 
requesting to receive confi dential communications 
at alternate locations or by alternate means; and fi l-
ing complaints about a suspected violation of pri-
vacy, which may trigger an investigation.

Every practice will be expected to have relevant 
authorization forms, policies, procedures, security 
safeguards, training, and a privacy offi cer, and to 
notify patients of their right to privacy.

SOURCES: Standards for Privacy of Individually Identifi -
able Health Information, “Final Rule” printed in the Federal 
 Register on December 28, 2000, pp. 82462–82829. The rules 
are codifi ed as 45 Code of Federal Regulations Parts 160 and 
164, and Public Law 104–191.

BOX 5.6

Because of the stigma attached to psychiatric–mental health 
care, and clauses regarding preexisting conditions or limited 
coverage listed in insurance policies, clients are taking various 
measures to protect their privacy. They may withhold informa-
tion or provide inadequate information to the health care profes-
sional, pay out of pocket for covered services, change providers 
frequently, or avoid seeking care. Such practices can compromise 
the quality of care an individual receives. A dilemma occurs when 
the health care provider attempts to obtain additional informa-
tion from a previous provider or when a referral is made to secure 
a second opinion regarding the client’s medical condition.

In 1995, the ANA House of Delegates approved a policy 
titled Privacy and Confi dentiality Related to Access to Electronic 
Data. This policy provides nurses with guidelines to ensure 

 privacy and confi dentiality related to medical records. In 1998, 
a policy titled Core Principles of Telehealth was also endorsed 
by the ANA Board of Directors to regulate telecommunica-
tion technologies used to provide long-distance care, educa-
tion, and client data. Additional publications by the American 
Nurses Association include Competencies for Telehealth Tech-
nologies In Nursing and Developing Telehealth Protocols: A Blue-
print for Success. Detailed information related to these policies 
can be obtained by contacting American Nurses Publishing at 
(800) 637-0323 (Core Principles of Telehealth is Publication No. 
9901TH).

Failure of Duty to Warn
Failure of duty to warn is another form of malpractice the 
psychiatric–mental health nurse faces. In 1976, the California 
Supreme Court refocused psychiatric tort law in the landmark 
case of Tarasoff v. Regents of the University of California. In this 
case, a male client informed his psychologist that he intended to 
kill a young woman. The psychologist informed the police, who, 
in turn, interviewed the man. Neither the police nor the psy-
chologist warned the woman of the threat to her life. The client 
subsequently murdered the woman, and her parents brought 
a successful suit against the psychologist and the Regents of 
the University of California for failure of duty to warn. This 
duty to warn takes precedence over the duty to protect a client’s 
confi dentiality. According to Tarasoff, the protective privilege 
ends where public peril begins. Although the duty to warn is 
standard among jurisdictions, not all states have adopted the 
protection standard. Nurses should be familiar with such laws 
in their jurisdictions (Grant, 2006; Perlin, 1999).

The Tarasoff decision reshaped the confi guration of men-
tal health practice and altered the relationship between clinicians 
and public authorities (Perlin, 1999). Application of Tarasoff may 
be emphasized in cases involving sexual abuse in which the third 
party is a pedophile; cases in which violent or self-destructive 
behavior is identifi ed by the clinician; and cases in which the 
defendant is not a mental health professional but rather a friend, 
signifi cant other, or family member who is aware of the potential 
for danger but neglects to warn the potential victim.

Bill of Rights for Psychiatric–Mental 
Health Clients

Psychiatric clients who voluntarily seek help retain civil rights 
during hospitalization. Conversely, those who are commit-
ted involuntarily lose the right to leave the hospital during 
 treatment unless the attending clinician writes an order for a 
leave of absence or discharge from the facility. The following is 

SELFAWARENESS PROMPT
How would you react to a client’s complaint of 

breach of client confi dentiality? What course of 
action would you take? What are the legal 
 implications of such a complaint?

Shives_Chap05.indd   56Shives_Chap05.indd   56 11/6/2010   12:13:12 PM11/6/2010   12:13:12 PM



CHAPTER 5    Ethical and Legal Issues 57

a summary of rights for all clients undergoing hospitalization 
or outpatient treatment, or receiving emergency care. These 
rights are adapted from the Mental Health Systems Act of 1980 
and the Protection and Advocacy Bill for Mentally Ill Individu-
als Act of 1986. They include the rights to

 1. receive treatment, including (a) treatment in a humane 
psychological and physical environment; (b) adequate 
treatment in a least-restrictive environment; (c) a current, 
written, individualized treatment plan; and (d) informed 
consent concerning one’s condition, progress, 
 explanations of procedures, risks involved, alternative 
 treatments, consequences of alternative treatments, and 
any other information that may help the client to make 
an intelligent, informed choice;

 2. refuse treatment, unless such action endangers others, or 
withdraw from treatment if risks outweigh benefi ts;

 3. have a probable-cause hearing within three court days of 
admission to secure a speedy recovery from involuntary 
detention if found sane in a court of law (writ of habeas 
corpus);

 4. maintain client privacy and confi dentiality: Information, 
records, and correspondence may be disclosed only with 
the client’s written consent. The exception occurs when 
the public becomes endangered; the client is transferred 
to another facility; the client’s attorney, law  enforcement 
offi cers, or a court requests information; the client 
participates in research; or insurance companies require 
information to complete insurance claims;

 5. communicate freely with others by letter, telephone, or 
visits, unless such activities are specifi cally restricted in 
one’s treatment plan;

 6. have personal privileges: (a) wearing one’s own clothing; 
(b) maintaining personal appearance to individual taste; 
and (c) receiving the basic necessities of life;

 7. maintain one’s civil rights, including the right to (a) be 
legally represented, (b) be employed, (c) hold public 
offi ce, (d) vote, (e) execute a will, (f) drive, (g) marry, 
(h) divorce, or (i) enter into a contract;

 8. engage in religious freedom and education;
 9. maintain respect, dignity, and personal identity;
 10. maintain personal safety and assert grievances;
 11. be transferred and receive continuity of care;
 12. access own records;
 13. obtain an explanation of cost of services; and
 14. obtain aftercare: Individuals discharged from mental 

health facilities have the right to adequate housing and 
aftercare planned by professional staff.

Discontinuation of treatment without providing alterna-
tives to care constitutes abandonment by the mental health 
 professional.

Advance Psychiatric Directives

The 1990 Patient Self-Determination Act gave clients with the 
diagnosis of psychiatric disorders the right to formulate legal 
documents known as advance psychiatric directives (APDs; 

similar to advance directives for end-of-life care) to declare 
their wishes regarding psychiatric care. APDs are  created when 
a mental health professional certifi es that the client has mental 
capacity (ie, is of sound mind to make decisions) to  formulate 
the document. The purpose of APDs is to inform a doctor, 
institution, or judge what types of confi nement and treatment 
the client wants and does not want. It also appoints a friend 
or family member as agent to make mental health decisions 
if the client is incapable of doing so. Furthermore, APDs pro-
mote autonomy and empowerment; enhance communication 
between the client, family, and members of the treatment team; 
protect the client from inappropriate, unwanted, or possible 
harmful treatment; protect the client from unnecessary invol-
untary hospitalizations; and may shorten length of hospitaliza-
tion. Currently, 29 states allow APDs within statutes of living 
wills and/or durable power of attorney for health care, and 
17 states have statutes to support them (Bosek, Ring, & Cady, 
2008; Lachman, 2006). Additional information regarding APDs 
can be obtained from the Bazelon Center for Mental Health Law 
(http://www.bazelon.org/issues/advancedirectives/index.htm).

Psychiatric Hospitalization

Psychiatric hospitalization can be traumatic or supportive, 
depending on the situation, attitude of family and friends, 
response of staff, and the manner in which the admission 
occurs. Admission to a psychiatric facility can occur as an 
emergency or as a scheduled admission and can be classifi ed 
as voluntary or involuntary.

The type of admission depends on the client’s mental status 
and his or her presenting clinical symptoms. Is the client legally 
competent to make decisions and consent to treatment, or does 
the client demonstrate signifi cant personality deterioration and 
resultant defects in business and social judgment? Competent 
clients who admit themselves voluntarily have the right to refuse 
any treatment prescribed and may initiate their own discharge 
at any time. The attending physician may write the order as a 
routine discharge, or as against medical advice (AMA) if the phy-
sician feels that the client should remain in the facility but does 
not wish to invoke the involuntary admission procedure.

If clients pose a threat to themselves or others, they may be 
admitted and detained for at least 72 hours by an involuntary 
admission or civil commitment. For example, in most states, a 
physician, licensed clinical psychologist, master’s-prepared psy-
chiatric nurse, or master’s-prepared licensed clinical social worker 
may initiate an involuntary admission. The form for involuntary 
admission usually states that the following conditions exist:

There is reason to believe said person is mentally ill and • 
(a) has refused voluntary examination after conscientious 
explanation and disclosure of the purpose of the exami-
nation or (b) is unable to determine for herself or himself 
whether examination is necessary.
Either (a) without care or treatment, said person is likely • 
to suffer from neglect or refuse to care for self, or (b) there 
is substantial likelihood that in the near future, said person 
will infl ict serious bodily harm on self or another person.
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Involuntary admission or civil commitment may also be 
 considered if a client with a medical diagnosis wants to leave 
the general hospital AMA but might be harmed by doing so. In 
such a situation, a psychiatric consult is requested to make a 
determination about whether the client has the capacity to make 
a stable, informed medical decision, meets the criteria for civil 
commitment, or is incompetent to make decisions as noted in 
the following discussion (Kirn, 2007). During these 72 hours, 
the client still retains the right to make decisions regarding 
care, including the decision to refuse treatment or prescribed 
medication. Some hospitals have established a 72-hour emer-
gency treatment policy that identifi es specifi c interventions for 
clients who refuse to sign the voluntary admission form and 
are at risk of hurting themselves or others.

If within 72 hours the client’s condition does not improve 
and the client does not sign the voluntary admission forms 
authorizing treatment and continued stay in the facility, fi rst 
and second opinions by two psychiatrists are completed and a 
court hearing is set. On the basis of information presented at 
the hearing, the client may be court-ordered to remain in the 
facility for a specifi ed period (civil commitment) or may be 
released from the facility.

If individuals admitted to a psychiatric facility are judged 
to be (adjudicated) incompetent to make decisions (ie, inca-
pable of giving informed consent), the court will appoint a 
guardian to make decisions for them. Guardianship may con-
tinue after they are released from the facility or transferred to a 
long-term care psychiatric institution.

Individuals may decide to elope from a facility. If they were 
admitted under a voluntary status, they can be brought back 
to the facility only if they again voluntarily agree. If they refuse 
to return, the physician must discharge them or initiate civil 
commitment procedures. If a client elopes after an involuntary 
admission, the police are notifi ed. Then if the client is located, 
he or she is returned to a crisis center or the mental health 
facility from which the elopement occurred.

Hospitalization of Minors
State laws regarding the age and legal rights of minors vary. Such 
rights include the right to purchase cigarettes or alcoholic bev-
erages, obtain an abortion, or obtain medical treatment with-
out consent. In the past, parents or guardians made decisions 
regarding admission to psychiatric facilities and commitment 
for treatment. Now, in most states, a minor—considered anyone 
under 18 years of age who has not been court-ordered to receive 
treatment—has a right to a voluntariness hearing at the time 
of admission to a facility. During a private interview, an objec-
tive professional, such as the registered nurse, asks the minor if 
he or she has voluntarily agreed to obtain psychiatric care or if 
coercion has occurred. The U.S. Supreme Court has stated that 
such a neutral fact fi nder has the authority to refuse admission 
of a minor if a parent has erred in the decision to have the minor 
institutionalized or to seek treatment for psychiatric care.

In most states, minors under the age of 18 years but at 
least 14 years of age have the opportunity to petition the court 
for full rights as an adult if factors make it inappropriate for the 

minor’s parents to retain control over the minor (eg, the minor 
is married or on active duty with the armed forces). A minor 
who becomes emancipated is granted adult rights to sign 
legally binding contracts, own property, and keep one’s own 
earnings and has the privilege of consenting to medical, dental, 
and psychiatric care without parental consent, knowledge, or 
liability (Harbet, 2003; Juvenile Law Center, 2008).

Long-Term Care Facilities

As of August 1, 1988, new regulations regarding the admis-
sion of clients with psychiatric disorders to long-term care 
facilities (nursing homes) were established. These regulations, 
based on the Omnibus Reconciliation Act (OBRA) of 1987, 
state that a long-term care facility must not admit, on or after 
January 1, 1989, any new resident needing active treatment 
for mental illness or mental retardation. A screening docu-
ment called the Preadmission Screening and Annual Resident 
Review (PASARR) determines whether the client needs active 
psychiatric treatment.

If a client already resides in a long-term care facility and 
requires psychiatric treatment, the proper course of action may 
be unclear. Should the client be discharged, transferred to a 
psychiatric facility, or treated within the facility? This confu-
sion also impedes discharge planning for clients admitted to 
psychiatric treatment facilities. Some long-term care facilities 
are willing to admit psychiatric clients if they are stabilized and 
in the care of a psychiatrist or psychiatric nurse practitioner.

FORENSIC PSYCHIATRY
The involvement of mental health professionals in the opera-
tions of the legal system has been the subject of debate and dis-
cussion. The issue of criminal responsibility involves questions 
of moral judgments and related legal and public policy issues 
rather than medical, psychiatric, or psychological judgments. 
However, mental health professionals are called on to provide 
assistance and consultation about a wide range of civil, crimi-
nal, and administrative proceedings. For example, a judge may 
order a client to undergo a psychiatric evaluation before trial 
or may request the appearance of an expert witness to provide 
data related to a criminal lawsuit.

The U.S. judicial system has guarded the right of an accused 
person to receive a fair, impartial criminal trial by determin-
ing whether the individual is competent to stand trial. Various 
pleas may be introduced. The plea of diminished capacity 
is used to assert that because of mental impairment, such as 
mental retardation, the defendant could not form the specifi c 
mental state required for a particular offense, such as fi rst-de-
gree murder. The defendant is typically found guilty of a lesser 
offense such as manslaughter. The plea of not guilty by reason 
of insanity is entered in the presence of a mental disease, such 
as delusional disorder, at the time of the commission of an 
alleged criminal act. Guilty but mentally ill is a third plea that 
may be used by individuals who exhibit clinical symptoms of a 
DSM-IV-TR psychiatric disorder such as pyromania, substance 
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abuse, or sexual offenses. The criminal act occurred because 
of the client’s illness, but the client is responsible for his or her 
behavior (eg, an individual who is a substance abuser robs a 
store to obtain money to purchase drugs).

Evaluation of an individual’s competency and mental con-
dition at the time of an alleged crime constitutes the special-
ized area of mental health referred to as forensic psychiatry. 
If a defendant is found competent to stand trial, criminal trial 
and related proceedings will continue. If a defendant is found 
mentally incompetent, a judicial decision about treatment or 
habilitation must be made. Elements of mental competency to 
stand trial are summarized in Box 5-7.

If it is determined that a defendant could benefi t from psy-
chiatric treatment, commitment to an appropriate facility is the 
most common disposition. Law-related mental health service 
programs are provided in many different settings, such as cen-
tralized state institutions with security units, community and 
regional forensic mental health programs, court clinics, state 
and local correctional institutions, and community corrections 
programs.

Reevaluation for mental incompetency occurs periodically, 
generally every 6 months, so that courts can review an indi-
vidual’s treatment progress and rule on restoration of compe-
tency. A person’s commitment may be extended if it appears 

that competency can be restored in the foreseeable future, or 
it may be terminated if pretrial competency does not appear 
attainable.

Role of the Forensic Nurse

Nurses may play a role in forensic psychiatry. The role of the 
forensic nurse varies according to legal status of the client, 
treatment setting, and ANA Standards for Practice in the Cor-
rectional Setting. The forensic nurse may function as a staff 
nurse in an emergency room or correctional setting, a nurse 
scientist, a nurse investigator, an expert witness, or an inde-
pendent consulting nurse specialist. The roles of health educa-
tor, client advocate, and counselor are also fulfi lled. (This role 
is discussed more fully in Chapter 6.)

Whatever his or her function, the nurse must be familiar 
with the law and legal provisions related to the area in which 
care is rendered. An ethical dilemma could occur because the 
duty to the legal system (not the client) could confl ict with 
the issue of confi dentiality. Informing the client of the limits 
of confi dentiality is similar to the Miranda warning, in which 
a person who is arrested is informed of his or her legal rights. 
In other words, the client is aware, before the onset of care, 
that the nurse may be legally required to repeat anything the 
client has discussed in a confi dential manner. Security stan-
dards must be maintained at all times.

The forensic nurse must adhere to principles of honesty, 
strive for objectivity, and maintain professional skills, inter-
est, and empathy. Clients may present as seriously mentally 
ill individuals manifesting psychoses. They may exhibit severe 
psychiatric disturbances such as personality disorders, violent 
or suicidal behavior, alcoholism, or substance abuse. Special 
populations may include minorities, the elderly, women, and 
clients with HIV or AIDS. It is important to provide culturally 
competent care to all clients.

Because of the changing nature of the legal system, foren-
sic nurses need continual updates of information. Continuing 
education and professional development efforts are necessary 
to provide nurses with ongoing, specifi c and relevant infor-
mation and are critical to the promotion and advancement of 
forensic psychiatric nursing as a specialty practice. Conversely, 
if the forensic practitioner does not feel well informed or sup-
ported, the practitioner may retreat from the institutional scene 
in haste, frustration, or anger.

Elements of Mental Competency to 
Stand Trial

The client

has mental capabilities to appreciate his or her  •
presence in relation to time, place, and things;
has elementary processes enabling him or her to  •
comprehend that he or she is in a court of justice, 
charged with a criminal offense;
comprehends that there is a judge on the  •
bench;
comprehends that a prosecutor will try to convict  •
him or her of a criminal charge;
comprehends that he or she has a lawyer who  •
will undertake to defend him or her against the 
charge;
comprehends that he or she will be expected to  •
tell his or her lawyer the circumstances, to the 
best of his or her mental ability, and the facts sur-
rounding him or her at the time and place of the 
alleged law violation;
comprehends that there is or will be a jury pres- •
ent to pass upon evidence adduced as to his or 
her guilt or innocence of such charges; and
has memory suffi cient to relate those things in his  •
or her own personal manner.

BOX 5.7

SELFAWARENESS PROMPT
A young male client with a history of mental 

illness has been brought to the emergency room 
by the police for a psychiatric evaluation. During 
the initial assessment, he tells you that he was 
“manhandled” by the police and that he is being 
held against his will. What are his rights as an 
 individual receiving emergency care? What course 
of action should you take?
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Critical Thinking Questions

 1. You are working the evening shift in a psychiatric facility 
when you are asked to admit a new client. As you begin 
your assessment, the client informs you that he has been 
brought there against his will and does not intend to stay. 
You notice that neither the voluntary admission form nor 
the consent for treatment has been signed. You excuse 
yourself and inform the charge nurse of your fi ndings. 

Ignoring your concerns, she says, “Don’t worry, get him 
admitted and then I’ll talk to him.” What do you do?

 2. While working in a long-term care facility, you begin 
to admit a new client. She informs you that she is 
under the care of a psychiatrist, but states, “Don’t 
worry, my hallucinations are mostly controlled.” 
 Keeping in mind the OBRA of 1987, explore the 
actions that you must take.

The Forensic Nurse as a Legal Nurse 
Consultant and an Expert Witness
The legal nurse consultant (LNC) is a specialty fi eld within 
the scope of forensic nursing. LNCs play an invaluable role in 
advocating patient rights and safety. According to the Ameri-
can Association of Legal Nurse Consultants (AALNC), the LNC 
evaluates, analyzes, and renders informed opinions on the 
delivery of health care, including professional conduct, docu-
mentation in medical records, and medication errors, and the 
resulting outcomes (Sanders, 2001a). For example, an LNC 
may serve as a consultant for a law fi rm that specializes in mal-
practice claims, testify as an expert witness in court, or review 
and respond to issues included in affi davits.

The task of the forensic nurse serving as an expert witness 
is to combine empathy with a willingness to translate complex, 
scientifi c, and psychiatric fi ndings into clear and pertinent 
meaning. Factors that determine expert witness status include 

level of education, clinical training, licensure, specialty board 
certifi cation, experience, and reputation. Scholarship, or the 
participation in workshops and the publication of articles in 
leading journals, adds to one’s reputation as an expert witness.

In today’s medical–legal environment, the expert witness 
also must be familiar with courtroom procedures, the subtle-
ties of expert testimony, and the limitations of his or her own 
potential liability. An expert witness may serve as a consul-
tant about the quality of care provided in a malpractice claim 
(eg, Were the standards of care met?), may conduct evaluations 
of hospital policies and procedures, or may provide testimony 
in court. For example, a client may be seeking a fi nancial judg-
ment because a practitioner prescribed the wrong medication 
for treatment. The expert witness may be asked to provide 
information about whether the nursing care associated with 
the administration of the medication refl ected adherence to the 
standards of nursing care.

KEY CONCEPTS
The practice of psychiatric nursing involves ethical deci-• 
sions regarding such issues as when to hospitalize a client 
involuntarily, when to use pain-medication management on 
a substance abuse unit, and when genetic testing or clinical 
research would be of benefi t to a client. A code of ethics has 
been developed by the ANA to guide nurses to employ cer-
tain principles when faced with such ethical challenges.
Psychiatric nursing demands knowledge of the law as it • 
pertains to client rights, client legal status, and the quality 
of care rendered. The ANA developed a Bill of Rights for 
Registered Nurses identifying the rights needed to provide 
high-quality client care in a safe work environment.
Nurses are subject to malpractice liability, such as for medica-• 
tion errors, improper use of equipment, and failure to follow 
physician orders or established protocols. Intentional torts 
such as assault and battery, defamation, and false imprison-
ment are also classifi ed as forms of  professional malpractice.
The use of technology such as computers, PDAs, e-mail, • 
and fax machines has contributed to breaches of client 
confi dentiality and privacy.
The landmark Supreme Court case • Tarasoff v. Regents of the 
University of California has reshaped the confi guration of 

psychiatric practice and altered the relationship between 
clinicians and public authorities. The duty to warn takes 
precedence over the duty to protect confi dentiality.
The civil rights of psychiatric clients are protected by law. • 
Clients who voluntarily seek help retain civil rights during 
hospitalization. Those clients who are involuntarily com-
mitted to treatment (civil commitment) lose the right to 
liberty. State laws govern the legal rights of minors admit-
ted to a psychiatric facility.
The judicial system has guarded the right of accused per-• 
sons to receive a fair, impartial criminal trial by determin-
ing competency to stand trial. Pleas that may be entered 
include diminished capacity, not guilty by reason of insan-
ity, or guilty but mentally ill.
The role of the forensic nurse is challenging because the • 
nurse must be familiar with the law and legal provisions 
for clients in the clinical setting. Ethical dilemmas may 
occur because the nurse’s primary responsibility is to the 
legal system, not the client.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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 3. For several days you have been caring for a 15-year-old 
girl who was admitted for episodes described by her 
 parents as “outbursts of rage.” She confi des in you 
that her parents forced her to come to the hospital and 
she feels like a prisoner. What do you need to consider 
before taking action?

Refl ection

Review the quote presented at the beginning of the chapter and 
then imagine the following: You are providing care for a client 
undergoing a clinical research drug study. The client informs 
you that she suspects that she is pregnant but has not seen a 
doctor to confi rm the pregnancy. What informed and effective 
care decisions do you need to make before taking action?

NCLEX-Style Questions

 1. Nurses must become knowledgeable about genetics 
and the issues surrounding genetic testing. What is the 
potential positive ethical impact of genetic testing of 
 psychiatric patients?
a. improved time of diagnosis
b. better treatment options
c. ability to predict disease progression
d. development of pharmaceutical agents
e. all of the above
f. none of the above

 2. A client has signed the consent for electroconvulsive 
therapy (ECT) treatments scheduled to begin in the 
morning. The client tells the nurse, “I really don’t know 
why I need this procedure, but everybody has been tell-
ing me that it is the best thing.” The basis for the ethical 
dilemma facing the nurse in this situation most likely 
involves which of the following?
a. determining whether client has given informed 

 consent and whether it’s the nurse’s role to further 
explain the treatment

b. identifying whether client and family disagree on 
treatment

c. deciding whether client is expressing anxiety about 
treatment

d. judging whether treatment team is following ethical 
principles

 3. The nurse fails to assess a client in physical restraints 
according to the frequency stipulated in the hospital’s 
policy. The nurse’s behavior could legally constitute 
which of the following?
a. false imprisonment
b. breach of client privacy
c. defamation
d. negligence

 4. Which of the following represents inappropriate mainte-
nance of client confi dentiality and a potential breach of 
HIPAA by the psychiatric nurse?
a. discussing client’s current problems and past history 

in treatment team meeting
b. explaining to client’s visitor that it is inappropriate to 

discuss client’s care
c. sending copy of client records to referring agency 

without client’s written consent
d. telling a coworker that it is inappropriate to discuss 

client’s problems in the cafeteria
 5. Which of the following represents appropriate criteria for the 

involuntary admission of a client into a psychiatric facility?
a. client who is competent but refuses admission
b. client who has threatened suicide
c. client who has a long history of mental illness
d. client whose family has requested admission

 6. A client on a day pass from a psychiatric inpatient unit 
runs a red light while driving and is involved in an acci-
dent resulting in the death of another. The client’s lawyer 
subpoenas the nurse to testify at the trial that the client 
was delusional when released for the day pass. The nurse 
understands that the lawyer is attempting to establish the 
legal defense of which of the following?
a. diminished capacity
b. guilty but mentally ill
c. not guilty by reason of insanity
d. special circumstances of responsibility
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KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate the history of forensic nursing practice.
 2. Discuss the purpose of the International Association of 

Forensic Nurses (IAFN).
 3. Analyze the scope of forensic nursing practice.
 4. Interpret the Forensic Nurse’s Code of Ethics.
 5. Distinguish three different educational programs 

available to nurses who desire to become forensic nurses.
 6. Explain the rationale for Standard III of the forensic nurse’s 

Standards of Professional Performance.
 7. Compare and contrast four practice areas of forensic 

nursing.

Forensic nursing is the cutting edge issue in education,  practice, 

and research as we prepare for issues in health care in the 

21st century.

—INTERNATIONAL ASSOCIATION 

OF FORENSIC NURSES, 2005d

Forensic Nursing 
Practice
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(IAFN, 2005c). Three years later, the Scope and Standards of 
Nursing Practice in Correctional Facilities was published (ANA, 
1995). When the IAFN requested that the ANA recognize 
forensic nursing as a specialty, the ANA responded to this 
request and jointly created the Scope and Standards of Forensic 
Nursing Practice with the IAFN in 1997.

Each year, the IAFN holds a Scientifi c Assembly at which 
experts present topics on the latest advances in the fi eld of 
forensic science and nursing. Papers are accepted for poster 
presentation at the meeting. Associate members of the IAFN 
include physicians, criminologists, law enforcement offi cials, 
paramedic/emergency technicians, and other interested profes-
sionals. The organization also provides a quarterly publication, 
On the Edge (IAFN, 2005b). This publication, which is avail-
able online (http://www.forensicnurse.org), features excellent 
forensic nursing articles related to abuse, violence, and various 
psychiatric diagnoses. Current information regarding forensic 
nursing and the law, certifi cation, forensic clinical programs, 
and book reviews is also provided.

SCOPE OF FORENSIC NURSING 
PRACTICE
Forensic nursing practice is a unique practice of the expansive 
role of registered nurses and is independent and collabora-
tive in nature. Shendon (2002) presents fi rsthand information 
regarding the development of his forensic nursing practice. 
His fi rst exposure to forensic nursing was in 1975 when, as a 
military operating room technician, he was assigned to care for 
a victim of multiple gunshot wounds infl icted by a husband 
who suspected his wife of adultery. In 1978, he volunteered 
to work for a domestic violence telephone hotline and shelter 
in Chicago where he was introduced to the term, battered-wife 
syndrome. In the 1980s, Shendon began one of the nation’s fi rst 
emergency department–based family violence and interven-
tion programs. Then in 1991, 1 year before the establishment 
of the IAFN, he attended a training program on sexual assault 
and forensic nursing. Shendon alleges that he learned most of 
his specialized skills outside traditional nursing education pro-
grams by attending pathology lectures, police training courses, 
death investigator courses, and protective service lectures.

Forensic nursing practice has been recognized as a sig-
nifi cant resource in forensic psychiatric practice and in the 
treatment of incarcerated clients. The victim can be the cli-
ent, the family, the signifi cant other, the alleged perpetrator, or 
the public in general. The scope of forensic nursing practice 
encompasses three areas (ANA & IAFN, 1999; IAFN, 2005d):

Application of the nursing-related sciences, including • 
biopsychosocial education, to public or legal proceedings
Application of the forensic aspects of health care in • 
 scientifi c investigation
Treatment of trauma or death victims and perpetrators • 
(or alleged perpetrators) of abuse, violence, criminal 
activity, and traumatic accidents

INTRODUCTION TO FORENSIC 
NURSING PRACTICE
Forensic nursing practice, a discrete practice that blends 
nursing and law, is one of the fastest growing nursing special-
ties of the 21st century. Increased reports by the news media 
of criminal activity are a constant reminder of the violence that 
is occurring in our society. Acts of violence affect our relation-
ships, homes, schools, workplaces, and communities. It is not 
uncommon for the nurse to provide care for clients who are 
victims of child abuse, neglect, rape, hate crimes, stalking, or 
domestic violence (see Chapter 33). Consequently, there is a 
need for the introduction of forensic nursing concepts and 
strategies to be integrated into nursing education at all levels. 
Such knowledge better enables nurses to work with members 
of investigative teams and provide therapeutic care without 
retraumatizing victims.

Before the recognition of forensic nursing as a specialty 
by the American Nurses Association (ANA) in 1995, forensic 
nursing was a respected practice in the scientifi c investiga-
tion of death. It has been a signifi cant resource in the fi eld of 
forensic psychiatry as nurses worked with victims of violence 
and perpetrators in primary care, in the emergency room, and 
in psychiatric and correctional institutional settings. Forensic 
nurses provide a vital link in the multidisciplinary treatment of 
victims, perpetrators, survivors, or individuals falsely accused 
of abuse and violence (ANA & International Association of 
Forensic Nurse [IAFN], 1999). This chapter focuses on the 
history of forensic nursing, the scope and standards of forensic 
nursing practice, the forensic nurse’s code of ethics, and foren-
sic nursing education.

HISTORY OF FORENSIC 
NURSING PRACTICE
The emergence of modern forensic nursing began with the 
establishment of the sexual assault nurse examiner (SANE) 
programs in the mid-1970s in Minnesota, Tennessee, and 
Texas. SANEs are trained to collect forensic evidence from 
sexual assault survivors. Their role as a member of the Sexual 
Assault Response Team is discussed in Chapter 33.

The formal recognition of forensic nursing was accom-
plished at the Annual Meeting of the American Academy of 
Forensic Sciences in Anaheim, California, in February 1991. 
In that same year, the ANA published a position statement on 
violence as a nursing practice issue.

During the summer of 1992, several SANEs met to discuss 
the formation of the International Association of Forensic 
Nurses (IAFN), a diverse body of nurses who apply concepts 
and strategies to provide intervention to victims of crime or 
perpetrators of criminal acts (IAFN, 2005b). Their mission 
focuses on the development, promotion, and dissemination of 
information about the science of forensic nursing as well as 
the establishment and improvement of standards of practice 
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The current publication of The Standards of Forensic 
Nursing Practice consists of Standards of Care and Standards of 
Professional Performance. Standards of Care describes a com-
petent level of forensic nursing practice as demonstrated by the 
nursing process. It also delineates services that are  provided 
to all clients of forensic nurses or practitioners including the 
provision of culturally and ethnically applicable services, 
maintaining a safe environment, and planning for continuity 
of care and services.

Standards of Professional Performance describes a 
competent level of behavior by the forensic nurse, including 
activities related to quality of services, performance appraisal, 
education, collegiality, ethics, collaboration, research, and 
resource utilization (ANA & IAFN, 1999).

Forensic nurses should be self-directed and purposeful 
in seeking necessary knowledge and skills to enhance their 
career goals. Membership in nursing organizations, certifi ca-
tion in a specialty or advanced practice area, and further aca-
demic education are also considered to be desirable activities 
to enhance the forensic nurse’s professionalism (ANA & IAFN, 
1999).

THE FORENSIC NURSE’S 
CODE OF ETHICS
Adherence to the Forensic Nurse’s Code of Ethics is a con-
dition of initial and continued membership set forth by the 
IAFN. A brief description of the responsibilities and obliga-
tions of the forensic nurse as stated in the Code of Ethics is 
listed in Box 6-2.

FORENSIC NURSING 
EDUCATION
The forensic nurse is prepared through a synthesis of education 
and experience in nursing, forensic science, and law enforce-
ment. This specialized education develops a clinician qualifi ed 
to respond to the challenge health care faces in the protection 
of the legal, civil, and human rights of victims and perpetrators 
of violent crimes (ANA & IAFN, 1999).

Standard III of the Standards of Professional Performance 
addresses forensic nursing education. The Standard states that 
the forensic nurse acquires and maintains current knowledge 

The forensic nurse provides direct services to nursing, 
 medical, and/or law-related agencies, as well as consulta-
tion and expert testimony in areas related to questioned 
investigative  processes, adequacy of services delivered, 
and specialized diagnoses of specifi c conditions as related 
to forensic nursing and/or pathology (ANA & IAFN, 1999; 
IAFN, 2005d). Sharing responsibility with the legal system 
to augment resources available to victims and perpetrators 
of trauma or violence represents a holistic approach to legal 
issues for clients in clinical and community-based facilities 
(Muscari, 2004).

Unique Characteristics of Forensic Nursing

The scope of forensic nursing is considered to be multi-
dimensional and possesses unique characteristics because 
it is compelled to provide direction to health care provid-
ers, educators, attorneys, researchers, and administrators, 
as well as other health professionals, legislators, and the 
public in general. Examples of unique characteristics listed 
under the forensic nurse’s scope of nursing practice appear 
in Box 6-1.

STANDARDS OF FORENSIC 
NURSING PRACTICE
In 2003, the IAFN began a 5-year review of the present Standards 
of Forensic Nursing Practice. The fi nal revised version, Forensic 
Nursing: Scope and Standards of Practice, was approved on Sep-
tember 22, 2008 and was published in 2009. The document is 
available for viewing on the ANA Nursing World Web site.

Examples of Forensic Nursing Scope 
of Practice

Identifying injuries and deaths with forensic impli- •
cations
Collecting evidential material required by law  •
enforcement or medical examiners
The scientifi c investigation of death •
Provisions of care in uncontrolled or unpredict- •
able environments and providing continuity of 
care from the emergency department to the 
court of law
Providing expert witness testimony •
Interacting with grieving families •
Thoroughly reviewing and analyzing medical  •
records

SOURCE: ANA & IAFN. (1999, February, 3rd reprint). 
Scope and standards of forensic nursing practice (pp. 4–5). 
 Washington, DC: American Nurses Publishing.

BOX 6.1
SELFAWARENESS PROMPT

The scope of forensic nursing practice has 
been described as holistic and multidimensional. 
How does this scope of practice differ from your 
present role in the nursing profession? What 
 similarities exist? Explain your answer.
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in forensic nursing practice and integrates that  learning into 
daily practice. To achieve this standard, the forensic nurse

participates in ongoing activities related to clinical • 
knowledge and professional issues;
seeks experience to maintain competence; and• 
seeks knowledge and skills appropriate to the practice • 
setting (ANA & IAFN, 1999).

Forensic nursing education can be obtained through colleges 
and universities that offer online courses, distance learning, or 
on-campus education. A registered nurse who is interested in 
forensic nursing has the option of participating in continuing 
education courses, certifi cation programs, and undergraduate 
or graduate programs.

Forensic nursing curriculum courses include  interviewing 
skills; documentation; collection of forensic  evidence; and 
criminal, procedural, and constitutional law. Courses in 
forensic law and forensic science are also available (Burgess, 

SELFAWARENESS PROMPT
The ANA Code of Ethics for Nurses—

Provisions is listed in Chapter 5. Compare and 
 contrast it with the Forensic Nurse’s Code of 
 Ethics. How do these two codes differ? Explain 
your answer.

BOX 6.2

Responsibility to the public and the environment • . 
Forensic nurses are actively concerned with the 
health and welfare of the community at large and 
have a professional responsibility to serve the pub-
lic welfare, especially disadvantaged citizens, and to 
further the cause of science and justice. They should 
understand and anticipate the environmental con-
sequences of their work or the work of other com-
munities and be prepared to stand up and oppose 
environmental problems or  degradation.
Obligation to science • . Forensic nurses should seek 
to advance nursing and forensic science, understand 
the limits of their knowledge, and respect the truth. 
Their scientifi c contributions should be thorough, 
accurate, and unbiased in design, operationaliza-
tion, and presentation.
Care of the profession • . Forensic nurses should 
remain current in their profession, share ideas, keep 

accurate and complete records, maintain integrity, 
and understand that confl icts of interest and scien-
tifi c misconduct, such as fabrication, falsifi cation of 
truth, slander, libel, and plagiarism are incompatible 
with and a violation of this Code of Ethics.
Dedication to colleagues • . As employers, forensic 
nurses should promote and protect the legitimate 
interest of their employees, perform work honestly 
and competently, fulfi ll obligations, and safeguard 
proprietary information. They should treat subor-
dinates and associates with respect and regard the 
tutelage of students as a trust conferred by society 
to promote the student’s learning and professional 
development.
Fidelity to clients • . Clients should be served  faithfully 
and incorruptibly, with respect to confi dential-
ity. They should be advised honestly and charged 
fairly.

SOURCE: IAFN. (2005a). Code of Ethics. Retrieved February 15, 2005, from http://www.forensic.nurse.org/about/code.html

Forensic Nursing Responsibilities and Obligations

Examples of Forensic Nursing Education 
Programs

Duquesne University, Pittsburgh, Pennsylvania
MSN in Forensic Nursing •
Post-Master’s Certifi cate in Forensic Nursing •

Johns Hopkins University School of Nursing, 
Baltimore, Maryland

MSN with Forensic Clinical Nurse Specialization •
Kaplan University, Davenport, Iowa

Forensic Nursing Certifi cation •
Online Forensic Nursing Courses •
Post-RN Forensic Nurse Certifi cation •

Monmouth University, West Long Branch, New 
Jersey

MSN with Forensic Nursing courses •
Graduate Certifi cate in Forensic Nursing •

Quinnipiac University, Hamden, Connecticut
Forensic Clinical Nurse Specialist •

University of Pennsylvania, Philadelphia, 
 Pennsylvania

MSN with Forensic Nursing courses •
University of Tennessee Health Science Center, 

Memphis, Tennessee
Doctor of Nursing Practice in Forensic Nursing •

BOX 6.3
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Berger, & Boersma, 2004; Doerfl er, 2004; Grady & Collins, 
2003; Horner, 2004). Box 6-3 lists examples of colleges or uni-
versities that provide forensic nursing education.

Practice Areas

Forensic nurses practice within various settings whenever and 
wherever a medical–legal interest and forensic issues  interact. 
This practice can occur in the primary care setting; the 
 emergency room department; community or private hospital 
setting; clinics; legal or investigative arenas; businesses; edu-
cational, industrial, and correctional institutes; or other health 
care environments (ANA & IAFN, 1999).

Special Roles of the Forensic Nurse

The nurse may desire to specialize as a child abuse nurse exam-
iner, forensic nurse examiner, forensic clinical nurse special-
ist or advanced practice forensic nurse, SANE, sexual assault 
forensic examiner, sexual assault response team nurse, nurse 
death examiner, or nurse coroner. Clinical Example 6-1 depicts 
details of violent behavior in which the forensic nurse could 
utilize his or her expertise.

Specialty roles will continue to develop as health care 
providers focus on issues of genetic therapy, genomic health 
care (a highly individualized plan of care that utilizes infor-
mation related to phenotype responses and gene functions), 

 pharmacogenomics (prescribing drugs based on the  client’s 
complete DNA structure), e-practice (use of electronic 
 technology in the delivery of health care), and euthanasia. 
Box 6-4 lists specifi c practice areas of forensic nurses. Informa-
tion regarding the role of the forensic nurse as a legal nurse 
consultant and expert witness is found in Chapter 5. The role 
of the forensic nurse is also included in chapters that discuss 
sexual disorders, suicidal clients, and incarcerated clients.

Practice Areas of Forensic Nurses

Forensic nursing sexual assault examiners •
Forensic nursing educators/consultants •
Nurse coroners •
Death investigators •
Legal nurse consultants •
Nurse attorneys •
Correctional nurses •
Clinical nursing specialists in trauma, transplant,  •
and critical care nursing
Forensic pediatric nurses •
Forensic gerontology nurses •
Forensic psychiatric nurses •

BOX 6.4

CLINICAL EXAMPLE 6.1

Investigation of Violent Behavior

On Saturday, February 26, 2005, the Wichita,  Kansas, 
police announced the capture of the “BTK killer” 
(bind-torture-kill) who had murdered at least 10 peo-
ple over the last 3 decades. He had taunted detectives 
with poems, word puzzles, and boastful letters, and 
reached out to police several times. On one occasion, 
he called 911 to direct authorities to his most recent 
victim. In March 2004, he sent a letter claiming credit 
for an unsolved strangling in 1986. Before his capture, 
he sent a word-search puzzle to a local TV station, 
wrote a letter to police, and left packages contain-
ing various clues (eg, his autobiography, the driver’s 
license, and jewelry of his victims) in public areas in 
Wichita. The suspect was described as married, the 
father of two adult children, and an animal-control 
offi cer who also had the responsibility for citing resi-
dents who violated municipal codes. He also served 

as president of his church council and a Cub Scout 
leader.

Functions of the Forensic Nurse

The functions of the forensic nurse during the investi-
gation of this case could include

1. collection of evidential material required by law 
enforcement or medical examiners;

2. scientifi c investigation of the death of known vic-
tims;

3. crisis intervention for family or friends of the vic-
tims;

4. interaction with grieving families or friends of the 
victims; and

5. provision of expert witness testimony regarding the 
client’s violent behavior.

SOURCES: Huffstutter, P. J., & Simon, S. (2005, February 7). We have BTK Killer, Kansas police say. Orlando Sentinel, p. A1, A25; 
ANA & IAFN. (1999). Scope and standards of forensic nursing practice (pp. 3–4). Washington, DC: American Nurses Publishing.
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KEY CONCEPTS
Forensic nursing practice is considered to be one of the • 
fastest growing nursing specialties of the 21st century. 
SANEs were trained in the mid-1970s to collect foren-
sic evidence from sexual assault survivors; the formal 
recognition of forensic nursing occurred in 1991; the IAFN 
was formed during the summer of 1992; the ANA  published 
the Scope and Standards of Nursing Practice in Correctional 
Facilities in 1995; and fi nally, in 1997, at the request of 
the IAFN, the ANA collaborated with IAFN and created 
the Scope and Standards of Forensic Nursing Practice. A new 
revision, Forensic Nursing: Scope and Standards of Practice, 
approved with edits in 2008, was published in 2009.
The scope of forensic nursing practice, as defi ned by ANA • 
and IAFN, encompasses three areas:

Application of the nursing-related sciences, including • 
biopsychosocial education to public or legal proceedings
Application of the forensic aspects of health care in sci-• 
entifi c investigation
Treatment of trauma or death victims and perpetrators • 
(or alleged perpetrators) of abuse, violence, criminal 
activity, and traumatic accidents

Forensic nursing is a unique, multidimensional discipline • 
that provides direction to health care providers,  educators, 
attorneys, researchers, and administrators, as well as other 
health professionals, legislators, and the public in  general.
The • Standards of Forensic Nursing Practice consist of 
 Standards of Care and Standards of Professional Performance. 

The Standards of Care describes a  competent level of foren-
sic nursing practice and delineates  services provided to all 
clients of forensic nurses or practitioners. The Standards 
of Professional Performance describes a competent level of 
behavior in the forensic nurse’s role.
The • Forensic Nurse’s Code of Ethics addresses the nurse’s 
responsibility to the public and the environment, obliga-
tion to science, care of the profession, dedication to col-
leagues, and fi delity to clients.
Forensic nursing education can be obtained through • 
colleges and universities that offer a variety of programs 
online, by distance learning, or on-campus. These pro-
grams may focus on continuing education, certifi cation, 
or undergraduate or graduate studies that specialize in the 
fi eld of forensic nursing.
According to Standard III of the • Standards of Professional 
Performance, forensic nurses are expected to acquire and 
maintain current knowledge in forensic nursing  practice 
and to integrate the learning into daily practice.
Forensic nurses practice in settings whenever and wher-• 
ever a medical–legal interest and forensic issues interact, 
such as in the primary care setting, hospital, clinics, legal 
arenas, businesses, and the like.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Review the Forensic Nurse’s Code of Ethics with a peer. 
Analyze the fi rst code, Responsibility to the public and the 
environment. Discuss what activities a forensic nurse could 
perform to serve the public welfare, especially disadvan-
taged citizens. Cite examples of environmental problems 
or degradation that the forensic nurse might oppose.

 2. Refl ect on your observation and assessment skills. In 
what way would you be able to assist a forensic nurse 
in the collection of data on a client who complained of 
being physically abused during hospitalization? Cite 
examples of evidential material that would be collected.

 3. Visit the Web site of at least three of the forensic nursing 
programs listed in Box 6-3. Do any of the programs offer 
a forensic nursing specialty that is of interest to you? If 
so, what additional educational preparation would you 
need to pursue this specialty?

Refl ection

Refl ect on the quote at the beginning of the chapter about forensic 
nursing. Articulate your understanding of this statement. Do you 

think forensic nurses should be able to function as a nurse  coroner 
or death investigator? Explain the rationale for your answer.

NCLEX-Style Questions

 1. The forensic nurse is incorporating information about a 
client’s phenotype and gene function in the client’s plan 
of care. The nurse is involved with
a. genomic health care.
b. genetic counciling.
c. pharmacogenomics.
d. genetic fi ngerprinting.

 2. Which of the following is least descriptive of forensic 
nursing practice?
a. wide-ranging client population serviced
b. independent yet collaborative practice role
c. responsibilities independent of the legal system
d. collection of necessary evidence

 3. Which of the following must a forensic nurse do to main-
tain the standards of professional performance?
a. seeking clarifi cation of confusing information
b. seeking experience to maintain competence
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c. treating associate providers with respect
d. maintaining client confi dentiality

 4. When describing the specifi c activities related to forensic 
nursing, which of the following would the nurse be least 
likely to include?
a. reviewing the medical record of a victim of assault and 

battery
b. testifying as an expert witness in a criminal court 

 proceeding
c. providing emotional support to a victim of intimate 

partner violence
d. providing direct care to a hospitalized patient who 

was injured in an automobile accident
 5. According to the Standards of Professional Performance, 

the forensic nurse must demonstrate competent behavior 
by engaging in which of the following practices?

a. provision of cultural services
b. performance appraisal
c. maintenance of a safe environment
d. planning for continuity of care

 6. Forensic nursing is considered one of the fastest growing 
nursing specialties in the 21st century. Place the follow-
ing events in the development of forensic nursing in the 
proper sequence from earliest to most recent.
a. formal recognition of forensic nursing practice
b. publication of Scope and Standards of Nursing Practice 

in Correctional Facilities
c. establishment of SANE programs
d. formation of the IAFN
e. creation of the Scope and Standards of Forensic Nursing 
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Advance care planning
Advance directive
Anticipatory grief
Bereavement
Disenfranchised grief
Durable health care 

power of attorney
Dying declaration 

exception to hearsay
The Dying Person’s 

Bill of Rights
Dysfunctional grief
End-of-life care

Grief
Grief process
Health care directive
Health care proxy
Hospice care
Living will
Loss
Mourning
Palliative care
Patient Self-Determination 

Act
Suffering
Unresolved grief

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss the concepts of loss, grief, mourning, 
bereavement, and end-of-life care.

 2. Describe at least three types of losses that an individual 
with a psychiatric disorder or medical illness can 
experience.

 3. Explain the grief process.
 4. Differentiate normal, unresolved or dysfunctional, and 

disenfranchised grief.
 5. Defi ne advance care planning.
 6. Compare and contrast the focus of palliative and hospice 

care.
 7. Demonstrate an understanding of the importance of 

cultural competence when providing palliative or hospice 
care.

 8. Recognize at least three barriers to receiving palliative 
and hospice care.

 9. Construct a list of common responses associated with 
suffering at the end of life.

10. Articulate the needs of dying persons and their survivors.
11. State the rationale for The Dying Person’s Bill of Rights.
12. Compare the perceptions of death by children during 

various growth stages.

Loss, Grief, and 
End-of-Life Care

In this sad world of ours, sorrow comes to all… It comes with 

 bittersweet agony… [Perfect] relief is not possible, except with 

time. You cannot now realize that you will ever feel better… And 

yet this is a mistake. You are sure to be happy again. To know this, 

which is certainly true, will make you feel less miserable now.

—ABRAHAM LINCOLN
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People are complex, biopsychosocial beings. When they 
 experience the onset of a psychiatric disorder or medical illness, 
undergo diagnosis for altered health states, experience a loss, 
or progress into the end stage of life, their responses may range 
from mature to psychotic. Coping styles (see Chapter 2) depend 
on medical, psychological, cultural, and social factors as well as 
the individual’s personality and experiences. Caring for clients 
who experience a loss or who are terminally ill is an integral 
part of nursing; but, because we live in a culture marked by dra-
matically different responses to the experiences of loss and grief, 
nurses often feel inadequate in planning interventions to facili-
tate grief management and the healing process, or accompany 
clients through the process of dying. Today’s fast-paced health 
care environment conditions us to view death as a physiologic 
event, not as the sacred passage of a life and as a failure, not as 
part of the human cycle (Rushton, Roshi, & Dossey, 2007).

This chapter provides information to familiarize the stu-
dent with the concepts of loss, grief, and end-of-life care as 
they are experienced by individuals, families, and/or their sig-
nifi cant others.

LOSS
Everyone has experienced some type of major loss at one time 
or another. Furthermore, the presence of a psychiatric disorder 
or a medical illness can affect one’s quality of life and con-
tribute to a variety of personal losses. Quality of life can be 
affected by variables such as stress, change in physical or men-
tal health, unmet needs, or victimization. Personal losses may 
include loss of valued social roles and daily routine, loss of 
one’s former self, loss of relationships, and a sense of loss of the 
future. Conversely, losses can also affect one’s mental or physi-
cal health. For example, clients with psychiatric disorders, 
such as a mood or anxiety disorder, commonly identify the 
loss of a spouse, relative, friend, job, pet, home, or personal 
item as precipitating factors to their illness. In addition, clients 
with medical illnesses such as chronic obstructive disease may 
experience an exacerbation of symptoms when experiencing 
stress. Family members may also experience a variety of losses 
as a result of coping with a client’s psychiatric disorder or med-
ical illness (Aguirre, 2009; Falcone & Franco, 2006).

The concept of loss can be defi ned in several ways. The 
psychological context of loss is different for younger people 
compared to older adults and the elderly. In younger individu-
als, losses tend to be sudden and unexpected. For older adults 
and the elderly, losses are not generally unexpected and are 
perceived as inherent to living a long life (Zoler, 2007). The 
following defi nitions have been selected to familiarize the stu-
dent with the concept of loss.

Change in status of a signifi cant object• 
Any change in an individual’s situation that reduces the • 
probability of achieving implicit or explicit goals
An actual or potential situation in which a valued object, • 
person, or other aspect is inaccessible or changed so that 
it is no longer perceived as valuable

A condition whereby an individual experiences  deprivation • 
of, or complete lack of, something that was previously 
present

Types of Loss

A loss may occur suddenly (eg, death of a child due to an 
auto accident) or gradually (eg, loss of a leg due to the pro-
gression of peripheral vascular disease). It may be predictable 
or occur unexpectedly. Loss has been referred to as actual 
(the loss has occurred or is occurring), observable to others 
or perceived (the loss is recognized only by the client and 
usually involves an ideal or fantasy), anticipatory (the cli-
ent is aware that a loss will occur), temporary, or permanent. 
For example, a 65-year-old married woman with the history 
of Parkinson’s disease and progressive memory loss is told 
by her physician that she is experiencing clinical symptoms 
of dementia (see Chapter 27). She may experience several 
losses that affect not only her, but also her husband and fam-
ily members, as her illness gradually progresses. The losses 
may include a predictable decline in her physical condition 
and quality of life, a perceived alteration in her relationship 
with her husband and family, and a permanent role change 
within the family unit as she anticipates the progression of 
her illness and actual loss of life. Interpersonal relationships 
between the client and each member of her family during 
this diffi cult time depend on their past experiences with 
loss; the value the family members place on the loss of their 
mother/wife; and the cultural, psychosocial, economic, and 
family supports that are available to each of them. Box 7-1 
describes losses identifi ed by student nurses during their 
clinical experiences.

GRIEF
Grief, mourning, and bereavement are closely related to loss, 
and sometimes the terms are used interchangeably. Anything 
lost in which a person has invested his or her emotions, atten-
tion, time, energy, or dreams can lead to grief and mourn-
ing. Grief is a normal, appropriate emotional response to an 
external and consciously recognized loss. It is the process of 
experiencing psychological, behavioral, social, and physical 
reactions to the loss. Grief is an emotional pain that needs 
to be acknowledged and experienced. It is usually time lim-
ited and subsides gradually. Staudacher (2000) refers to grief 
as a stranger who has come to stay in both the heart and 
mind. Anticipatory grief refers to the reactions that occur 
when an individual, family, signifi cant other, or friends are 
expecting a loss or death to occur. It includes all of the think-
ing, feeling, cultural, and social reactions that occur regard-
ing a loss or death. Anticipatory grief allows the individual 
and others to get used to the reality of the loss or death and 
to complete unfi nished business (eg, saying “good-bye,” 
“I love you”). Mourning is a term used to describe an indi-
vidual’s outward expression of grief regarding the loss of a 
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love object or person. The individual experiences emotional 
detachment from the object or person, eventually allowing 
the individual to fi nd other interests and enjoyments. Some 
individuals experience a process of grief known as bereave-
ment (eg, feelings of sadness, insomnia, poor appetite, depri-
vation, and desolation). The accumulation of loss over time 
can lead to bereavement overload if the individual is unable 
to work through the grief or pain. The best way to help an 
individual who is grieving is to listen, be empathic, acknowl-
edge the loss, and experience the event at his or her own pace 
(Zoler, 2007).

Grief Theory

Grief theory proposes that grief occurs as a process. The 
grief process is all-consuming, having a physical, social, 
cultural, spiritual, and psychological impact on an indi-
vidual that may impair daily functioning. Feelings vary in 
intensity; tasks such as managing feelings, accepting the 
loss, reorganizing relationships, and integrating the loss into 
one’s life do not necessarily follow a particular pattern; and 
progression through this process does not necessarily occur 
in a certain order. The time spent in the grieving process var-
ies considerably, from weeks to years (Schultz & Videbeck, 
2009).

Several authors have described grief as a process that 
includes various stages, characteristic feelings, experiences, 
and tasks. Staudacher (2000) states there are three major 
stages of grief: shock, disorganization, and reorganization. 
Westberg (2004) describes 10 stages of grief work, beginning 

with the stage of shock; progressing through the stages of 
expressing emotion, depression and loneliness, physical symp-
toms of distress, panic, guilt feelings, anger and resentment, 
resistance, hope; and concluding with the stage of affi rming 
reality. Kübler-Ross (1969) identifi es fi ve stages of the grieving 
process: denial, anger, bargaining, depression, and acceptance; 
however, progression through these stages does not necessar-
ily occur in any specifi c order. Her basic premise has evolved 
as a result of her work with dying persons. The creation of 
hospices, palliative care, and programs on pain management 
has been attributed to the work of Kübler-Ross. The care of the 
dying is in the forefront of medicine and the voices of the dying 
are increasingly recognized (Munoz, 2004). Box 7-2 discusses 
Kübler-Ross’s fi ve stages of the grief process.

Unresolved or Dysfunctional 
and Disenfranchised Grief

Unresolved or dysfunctional grief (also called morbid grief 
reaction) could occur if the individual is unable to work 
through the grief process after a reasonable time. Conscious 
grieving may be absent or delayed, distorted or exaggerated, 
or prolonged. The cause of unresolved or dysfunctional grief 
is usually an actual or perceived loss of someone or something 
of great value to a person. Clinical features or characteristics 
may include expressions of distress or denial of the loss; symp-
toms of physical illness; changes in eating and sleeping habits; 
mood disturbances, such as anger, hostility, or crying; impaired 
social relationships and functioning; and alterations in activity 
levels, including libido (sex drive). The person experiencing 

Loss of spouse, friend, and companion. The client  •
was a 67-year-old woman admitted to the psychi-
atric hospital for treatment of depression after the 
death of her husband. During a group discussion 
that focused on losses, the client stated that she 
had been married for 47 years and had never been 
alone. She described her deceased husband as 
her best friend and constant companion. The cli-
ent told the student and group that she felt better 
after expressing her feelings about her losses.
Loss of body image and social role as the result  •
of a below-the-knee amputation. The client was a 
19-year-old girl who was involved in a motorcycle 
accident. She had shared her feelings with the stu-
dent nurse about her “new” body image and dat-
ing after hospitalization.
Loss of a loved one owing to fetal demise or intra- •
uterine death. The student nurse had been assigned 

to a young woman, who was in her 28th week of 
pregnancy and delivered a preterm  newborn who 
died immediately after birth. The following day, 
the client expressed a sincere thanks to the stu-
dent nurse for supporting her during such a dif-
fi cult time in her life.
Loss of physiologic function, social role, and inde- •
pendence because of kidney failure. A 49-year-old 
woman was admitted to the hospital for improper 
functioning of a shunt in her left forearm. She was 
depressed and asked that no visitors be permitted in 
her private room. She shared feelings of loneliness, 
helplessness, and hopelessness with the student 
nurse as she described the impact of kidney fail-
ure and frequent dialysis treatment on her lifestyle. 
Once an outgoing, independent person, she was 
housebound because of her physical condition and 
“resented what her kidneys were doing to her.”

BOX 7.1

Examples of Losses Identifi ed by Student Nurses
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unresolved or dysfunctional grief idealizes the lost person or 
object, relives past experiences, loses the ability to concentrate, 
and is unable to work purposefully because of developmental 
regression. Disenfranchised grief is a term that describes the 
experience of individuals whose grief is not acknowledged or 
supported by their social network or who are excluded from 
participating in grief-related rituals (Schultz & Videbeck, 
2009). The grieving person may exhibit symptoms of anxiety 
(Chapter 19), depression (Chapter 21), or psychosis (Chapter 
22). Kishiyama (2004) lists practical tips for clients’ experienc-
ing grief. Paraphrased, they include

allowing oneself to experience feelings of pain, anger, • 
etc.;
sharing personal feelings with others;• 
talking out loud to one’s loved one to release feelings;• 
maintaining or resuming a daily schedule or routine to • 
avoid feeling overwhelmed;

avoiding the use of alcoholic beverages to avoid feeling • 
more depressed;
sleeping, eating, and exercising regularly;• 
delaying the making of any major decisions immediately • 
after the loss; and
asking for help to deal with a loss to avoid unresolved or • 
dysfunctional grief.

END-OF-LIFE CARE
The following statement was retrieved from the Aging with 
Dignity organization’s Web site (www.agingwithdignity.org):

Something is terribly wrong: The majority of Americans want to 
die at home surrounded by family and friends, but most end up 
dying in the hospital or nursing home, cared for by strangers. 
Half of these Americans die in pain that could have been treated. 
Sick people have come to fear losing their dignity or burdening 
their families more than they fear death. And this is all happening 
in a country that is meant to prize the rights of individuals and 
 champion respect for personal wishes.

End-of-life care refers to the nursing care given during 
the fi nal weeks of life when death is imminent. The American 
culture is marked by dramatically different responses to the 
experience of death. On one hand, death is denied or com-
partmentalized with the use of medical technology that pro-
longs the dying process and isolates the dying person from 
loved ones. On the other hand, death is embraced as a frantic 
escape from apparently meaningless suffering through means 
such as physician-assisted suicide. Both require  compassionate 

Denial: •  During this stage, the person displays a 
disbelief in the prognosis of inevitable death. This 
stage serves as a temporary escape from reality. 
Fewer than 1% of all dying clients remain in this 
stage. Typical responses include: “No, it can’t be 
true,” “It isn’t possible,” and “No, not me.” Denial 
usually subsides when the client realizes that some-
one will help him or her to express feelings while 
facing reality.
Anger: •  “Why me?” “Why now?” and “It’s not fair!” 
are a few of the comments commonly expressed 
during this stage. The client may appear diffi cult, 
demanding, and ungrateful during this stage.
Bargaining: •  Statements such as “If I promise to 
take my medication, will I get better?” or “If I get 
better, I’II never miss church again” are examples 
of attempts at bargaining to prolong one’s life. 
The dying client acknowledges his or her fate but 
is not quite ready to die at this time. The client is 

ready to take care of unfi nished business, such as 
writing a will, deeding a house over to a spouse 
or child, or making funeral arrangements as he or 
she begins to anticipate various losses, including 
death.
Depression: •  This stage is also a very diffi cult period 
for the family and physician because they feel help-
less watching the depressed client mourn present 
and future losses. “The dying patient is about to 
lose not just one loved person but everyone he has 
ever loved and everything that has been meaning-
ful to him” (Kübler-Ross, 1971, p. 58).
Acceptance: •  At this stage the client has achieved 
an inner and outer peace due to a personal vic-
tory over fear: “I’m ready to die. I have said all the 
goodbyes and have completed unfi nished busi-
ness.” During this stage, the client may want only 
one or two signifi cant people to sit quietly by the 
client’s side, touching and comforting him or her.

BOX 7.2

Five Stages of Grief Identifi ed by Kübler-Ross

SELFAWARENESS PROMPT
Identify at least one loss that you or a member 

of your family has experienced. Was it an actual, 
perceived, or anticipated loss? How did you and/ or 
members of your family respond to the loss? What 
type of support, if any, was offered to help you 
with the grief process? Was it suffi cient to meet 
the needs of yourself and/or members of your 
family?
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 declarations” to be honored by the medical and nursing staff. 
For example, a client, who is aware that death is imminent and 
has not completed a living will, may inform the nursing staff 
that he or she wants all medication, including intravenous (IV) 
therapy, to be discontinued. Such a request can be honored if 
documented (Scanlon, 2003).

Ethnic Considerations and Cultural 
Sensitivity

Our health care system is based on a scientifi c, biomedical 
model of disease. Many other cultures have a more spiritual or 
nature-based view. Nurses need to acknowledge that their view 
of end-of-life care might be quite different from views held by 

responses rooted in good medical practice and personal 
 religious beliefs.

The Patient Self-Determination Act (PSDA), passed in 
1990, states that every competent individual has the right to 
make decisions about his or her health care and is encouraged 
to make known in advance directives (ADs; legal documents 
specifying care) end-of-life preferences, in case the individual 
is unable to speak on his or her own behalf (Allen, 2002; Rob-
inson & Kennedy-Schwartz, 2001). ADs evolved as new tech-
nologies to sustain life were being developed, and a perception 
existed that physicians had not developed good judgment on 
how to use this new power. The belief was that if illness or 
injury prevented a client from making decisions about one’s 
health care, the best alternative would be to follow instructions 
issued by the client before the onset of the illness or injury, 
when the individual could still think about the choice (Silver-
man, 2004).

Advance Care Planning

Advance care planning is a thoughtful, facilitated discussion 
that encompasses a lifetime of values, beliefs, and goals for the 
client and family. Advance care planning often involves com-
pletion of an AD. The two most common forms of ADs are 
the living will or the health care directive and the durable 
health care power of attorney or health care proxy (Allen, 
2002; Norlander, 2001).

The living will is a document fi lled out by the client with 
specifi c instructions addressing issues of cardiopulmonary 
resuscitation (CPR); life support systems such as the use of 
a ventilator or intubation; tube feedings or artifi cial nutrition 
and hydration; and emergency measures such as surgery, blood 
transfusion, or antibiotics to treat end-stage diseases. Living 
wills give some guidance, but a document called Five Wishes 
enables all caretakers to know and understand the desires of a 
dying client. Each wish gives a specifi c desire regarding end-
of-life care (Box 7-3).

A durable health care power of attorney permits an indi-
vidual to name a health care decision maker or surrogate to 
make medical decisions in the event that the individual is 
unable to make these decisions or give informed consent. If a 
health care power of attorney or surrogate has not been named, 
the law allows a health care proxy to be appointed to act on 
behalf of the client (eg, an individual has a stroke and is unable 
to communicate his wishes). Examples of health care proxies 
include spouses, guardians, or parents.

Once completed, advance care directives need to be revis-
ited regularly as clients’ preferences have been shown to change 
over time. They should be revisited at diagnosis, following 
frequent hospitalizations, and on declining functional status. 
Advance care information needs to be available to the right 
people, at the right time, with services organized to provide 
the chosen level of medical intervention. If good psychosocial 
management is included in advance care planning, quality of 
life will likewise be enhanced (Meier, 2008; Shell, 2008).

A unique form of AD, the dying declaration excep-
tion to hearsay allows statements referred to as “death bed 

Five Wishes

Each of the following wishes makes a specifi c desire 
for the client. Five Wishes meets the legal require-
ments in several states. Summarized, the wishes 
are the following:

Wish 1: State the name of the person you want to 
make health care decisions about medical tests, 
treatments, or surgery, or admission to a hos-
pital, hospice, or nursing home when you can’t 
make the decisions yourself.

Wish 2: Describe the kind of medical treatment you 
want or don’t want. Choices are listed for clinical 
situations such as a coma, near-death situation, 
permanent and severe brain damage without 
recovery, or any other condition under which the 
client does not wish to be kept alive.

Wish 3: State how comfortable you want to be. 
Several choices are given regarding activities of 
daily living, pain management, and relaxation 
techniques or interventions.

Wish 4: Describe how you want people to treat 
you. This wish addresses the spiritual needs of 
the client during the dying process, such as hav-
ing someone present at bedside, having prayers 
said at a vigil or in church, having visits from a 
chaplain or one’s spiritual advisor, and express-
ing the desire whether to die at home or in the 
hospital.

Wish 5: Explain what you would like your loved 
ones to know. This wish addresses how the client 
wants to be remembered and gives him or her the 
opportunity to relay funeral and memorial wishes.

BOX 7.3

SOURCES: Gilbert, S. (2004). Living’til the end. Using the Five 
Wishes to prepare for the end of life. ADVANCE for Nurses, 5(5), 
27; and Aging With Dignity: http://www.agingwithdignity.org.
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clients and their families or signifi cant others.  Ethnicity and 
race signifi cantly infl uence end-of-life decisions and treat-
ments. Documented racial and ethnic disparities in accessing 
treatment may be one explanation for the general underuse of 
hospice and other palliative care services among African Amer-
ican clients. This group tends to prefer resource intensive care, 
such as aggressive interventions. Similar trends are also seen 
in Hispanic and Asian American families (Norlander, 2001; 
 Schneider, 2007a).

Cultural competence demands that nurses view clients 
through their own eyes and the eyes of the client and fam-
ily. For example, culturally diverse families (eg, Asian Ameri-
cans) may believe that explicitly telling the client bad news 
will cause unnecessary suffering or cause the client to lose 
hope. Also, in some situations, what the client wants and what 
the family wants may differ. The client has a right to choose 
how much information he or she wants to hear. Many cultur-
ally diverse clients and families have had negative experiences 
with health care providers as a result of the lack of attention to 
cultural needs, or they have experienced additional stressors 
such as limited fi nancial resources and health coverage. Such 
infl uences could have profound effects upon establishing trust 
with a client when planning end-of-life care (Mazanec & Tyler, 
2003; Schneider, 2007a).

Andrews and Boyle (2008) discuss grief and bereavement 
observed in culturally diverse clients. The magnitude of stress 
and its meaning to such individuals varies signifi cantly cross-
culturally. Contemporary grieving practices of various cultural 
groups demonstrate a wide range of expression of emotion 
related to personal losses. Hindering or interfering with the 
practices that the culturally diverse client and family fi nd 
meaningful can disrupt the grieving process and precipitate 
physical or psychological symptoms that may lead to serious 
physical illness or even death.

Palliative Care and Hospice Care

The terms palliative care and hospice care are associated with 
end-of-life care. According to the World Health Organization 
(WHO), palliative care is the active total care of clients whose 
disease is not responsive to curative treatment. It focuses on 
physical, emotional, and existential suffering, and support for 
best possible quality of life for patients and their family care-
givers. It is delivered at the same time as all other appropriate 
medical care and should be offered simultaneously with cura-
tive, life-prolonging, or disease-modifying treatments (Meier, 
2008). The Institute of Medicine (IOM) emphasizes that pallia-
tive care seeks to prevent, relieve, reduce, or soothe the symp-
toms of disease or disorder without effecting a cure; however, 
clients who receive palliative care may have a life expectancy of 
years to decades. For example, clients with a chronic neurode-
generative disease such as dementia (see Chapter 27), oppor-
tunistic infectious diseases found in AIDS (see Chapter 34), 
or complications related to serious and persistent mental ill-
ness (see Chapter 35) benefi t from palliative care (McCasland, 
2007; Meier, 2008).

On April 30, 2004, the National Consensus Project for 
Quality Palliative Care released the fi rst national Clinical Prac-
tice Guidelines for Quality Palliative Care. In March 2008, the 
Joint Commission introduced a draft for Palliative Care Stan-
dards. Both the practice guidelines and standards focus on 
the development of interdisciplinary teams to provide grief 
and bereavement services through coordination and delivery 
of care; spiritual, cultural, ethical, and legal aspects of pallia-
tive care; and care when the client’s death is imminent (Foley, 
2004; Schneider, 2007b). Nursing outcomes focus primar-
ily on promoting quality of life while emphasizing the relief 
of pain, relief of suffering, and symptom management, and 
assisting clients and families to reach personal goals, reconcile 
confl icts, and derive meaning from their experiences at end 
of life. Palliative care can and should exist outside of hospice 
programs because not all clients who receive palliative care are 
near the end of life. Palliative care may be provided in the early 
stages of a chronic disease or terminal illness. For example, 
a client selecting palliative care can still pursue aggressive med-
ical therapy aimed at curing a disease (Ferrell & Coyle, 2002; 
Norlander, 2001; Puntillo, 2001; Roffi , 2007).

Hospice care refers to a program that supports the client 
and family through the dying process and the surviving family 
members through the process of bereavement. It is based on 
a biopsychosocial model rather than a disease model of care. 
The essential philosophy of hospice care is the focus on com-
fort, dignity, and personal growth at life’s end. This encom-
passes biomedical, psychosocial, and spiritual aspects of the 
dying experience, emphasizing quality of life and healing or 
strengthening interpersonal relationships rather than prolong-
ing the dying process at any and all costs. Hospice care also 
supports the well-being of those in caregiving roles and pro-
vides bereavement care for survivors. For example, respite care 
is available to family members who provide care to hospice 
clients at home. It allows for a client to be admitted to an inpa-
tient hospice facility for a brief period of time so that family 
members are able to rest and attend to other pressing concerns. 
The hospice team also provides psychosocial support to family 
members/caregivers for up to a year following the death of a 
loved one (Medscape, 2004; Roffi , 2007).

Hospice care can be traced back to early western civili-
zation when shelter and rest was provided for weary or sick 
travelers on long journeys. In the 1970s, a group of clergymen, 
health care workers, and other individuals felt that individu-
als were being deprived of the natural dying process and were 
being robbed of dignity. Out of these concerns, the fi rst hospice 
was established in 1974 in New Haven, Connecticut, and the 
natural process of dying was returned to the home. Although 
most clients are cared for in the home or in a nursing home, 
they can receive hospice care in a variety of settings (Hospice 
of the Plains, Inc., 2005).

Typically, to qualify for hospice care, Medicare or other 
insurance companies require that the individual be terminally 
ill, have a medical prognosis with a life expectancy of 6 months 
or less if the illness runs its normal course (eg,  end-stage chronic 
obstructive pulmonary disease or cancer), and no  longer wishes 
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to pursue aggressive treatment options.  However, Medicare 
and other payers will continue to reimburse for hospice care 
for extended periods as long as clients meet enrollment cri-
teria because, in some situations, prognosis can be extremely 
diffi cult to predict (Kilgore, 2008; Klimkiewicz, 2001; Roffi , 
2007).

Both palliative care and hospice care address issues 
related to the manifestations of suffering, including physical 
and emotional responses, pain, and the act of dying. Between 
the years 2000 and 2004, the number of hospital-owned pal-
liative care programs in the United States grew nearly 75%, 
from 632 to 1,102 (Schneider, 2007b). The American Nurses 
Credentialing Center (ANCC) and the National Board for Cer-
tifi cation of Hospice and Palliative Nurses (NBCHPN) offer 
certifi cation opportunities for nurses in home health and hos-
pice care. Both agencies have partnered to create an advanced 
practice palliative care nursing certifi cation. In addition, the 
American Board of Medical Specialties voted to approve hos-
pice and palliative medicine as a recognized subspecialty. Phy-
sicians in several specialties, including psychiatry, neurology, 
internal medicine, family medicine, pediatrics, surgery, emer-
gency medicine, and obstetrics and gynecology are now able 
to seek the certifi cation. In some institutions, palliative care 
consults are becoming as routine as infectious disease consults 
( Schneider, 2007b).

Manifestations of Suffering
Suffering has been described as a process or state of severe 
distress associated with injury or events that threaten the 
composure, integrity, and fulfi llment of our intentions. Mani-
festations of suffering may be behavioral (eg, withdrawal or 
avoidance of contact with family or caregiver), physical (eg, 
impaired sleep or fatigue), spiritual (eg, a sense of alienation 
or emptiness), or emotional (eg, anger or depression) (Nor-
lander, 2001; Rushton, 2001). The prevalence of depression 
among terminally ill clients ranges from 20% to 50%. Anxiety 
is less studied but apparently quite common, and as many as 
88% of clients develop delirium in the last several weeks of life 
( Sherman, 2007).

Norlander (2001) lists the several key concepts of  suffering 
that should be considered when assessing a client. Summa-
rized, they state the following:

Suffering involves physical, psychosocial, and spiritual • 
aspects.
Suffering should be assessed routinely when providing • 
care.
Not all suffering requires intervention.• 
Many interventions for suffering can be implemented by • 
nurses.
Members of the multidisciplinary treatment team can • 
often perform interventions.

After the nurse has identifi ed the source of the client’s suffer-
ing, a holistic plan of care can be implemented based on the 
client’s needs. Interventions may vary according to the type of 
distress the client is experiencing. (Chapters 9 and 10 address 

the nursing process.) Psychopharmacology is a powerful tool 
that needs to be applied judiciously (ie, address specifi c needs) 
when providing palliative care to clients who exhibit various 
manifestations of suffering such as anxiety, depression, or 
delirium (Sherman, 2007). Box 7-4 lists common responses 
associated with suffering at the end of life.

Pain
“The role of the nurse in pain management cannot be over-
emphasized. As skilled clinicians, we need to be competent 
in assessing pain and understanding the principles of pain 
management. As advocates, we need to work with physicians 
and other health team members to develop the most effective 
care plan for the patient. As guides, we need to work with 
the patient and family to fi nd the highest level of comfort” 
( Norlander, 2001, p. 20).

The Agency for Health Care Policy and Research (AHCPR; 
1994, p. 12) defi ned pain as “an unpleasant sensory and emo-
tional experience associated with actual or potential tissue 
damage or described in terms of such damage.” Box 7-5 lists 
the ABCDE mnemonic of pain assessment and management as 
stated by AHCPR.

In 1996, the WHO (1996) developed an Analgesic Ladder 
that outlines the principles of analgesic selection and titration 
as well as the use of adjunctive drug therapy to ease pain or 
to counteract adverse effects in the treatment of clients with 
cancer. For example, control of mild pain may be achieved 
with the use of a nonnarcotic analgesic. As the severity of pain 
increases, a narcotic analgesic would be administered. In the 
case of severe or persistent pain, a combination of medications 
such as an opioid and nonnarcotic analgesic or opioid and sali-
cylate would be used. Additional medication may be added to 

Common Responses Associated with 
 Suffering at End of Life

Behavioral: •  Avoidance, controlling, distancing
Emotional: •  Anger, anxiety, depression, emo-
tional outbursts, frustration, guilt, sarcasm, 
emotional withdrawal from family or friends
Physical: •  Fatigue, fl uctuation in vital signs, 
impaired sleep, impaired mental processes such 
as confusion or delirium, persistent physical 
symptoms such as pain, weight gain, or weight 
loss
Spiritual: •  Verbalization of a sense of hopeless-
ness, emptiness, or meaninglessness

Adapted from Kearney, M. (1996). Mortally wounded. New 
York, NY: Simon & Schuster; and Norlander, L. (2001). To 
comfort always: A nurse’s guide to end of life care. Washington, 
DC: American Nurses Publishing.

BOX 7.4
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relieve adverse effects secondary to the use of pain medication 
or to relieve clinical symptoms of anxiety or depression.

In 1991, the American Nurses Association issued a posi-
tion statement regarding the promotion of comfort and relief of 
pain in dying clients. It maintained that efforts to relieve pain 
and other symptoms in dying patients are the obligations of 
the nurse and may require increasing titration of medication 
to achieve adequate symptom control. Although such aggres-
sive measures may interfere with maintaining life and may 

hasten death, these nursing interventions are considered to be 
ethically justifi ed. The Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) recently issued pain treat-
ment standards mandating pain assessment in all hospitalized 
clients, including those in the psychiatric setting. These guide-
lines have helped to alleviate the fear prevalent among health 
care professionals that the use of analgesic or sedative medica-
tions will promote tolerance or addiction to pain medication, 
hasten death, or be viewed as an act of euthanasia.

The Act of Dying
“A recently published study found that persons who are terminally 
ill are able to discuss death, dying, and bereavement with their care-
givers with minimal stress” (Fink, 2005, p. 10). Although death 
is inevitable, clients do have a choice regarding the medical 
procedures, drugs, and nutritional or respiratory support that 
they can receive during the fi nal stage of life, referred to as 
the act of dying. Supporting Evidence for Practice 7-1 high-
lights a study on end-of-life ethical concerns. Bad deaths, those 
accompanied by unnecessary and severe suffering, are often 
the result of the clinician’s failure to follow recommended end-
of-life guidelines for the care of dying clients. Few clinicians 
outside of hospice and palliative care programs have the skills 
necessary to manage the dying process (LaDuke, 2001). Early 
recognition of impending death and the recognition of a cli-
ent’s life choices can lead to a good death.

Fink (2005) identifi es critical psychosocial and psychiat-
ric issues to be addressed as the client accepts the reality of 
death. They include the following: existential and spiritual 
concerns, making amends with family and friends, prepar-
ing ADs, leaving legacies and memories for children, planning 
custody arrangements for dependent children, differentiating 
grief from depression and treating each appropriately, material 

Providing Interventions for End-of-Life Ethical Concerns of Clients in the Psychiatric–Mental 
Health Clinical Setting

SUPPORTING EVIDENCE FOR PRACTICE 7.1

PROBLEM UNDER INVESTIGATION / Elders dis-
cuss ethical concerns related to aging and end-of-life 
issues

SUMMARY OF RESEARCH / Eighteen elders be-
tween the ages of 70 years and 92 years of age, ten of 
their children, and two of their grandchildren were in-
terviewed by a nurse researcher to explore end-of-life 
ethical concerns and how they and their family mem-
bers responded to the concerns. Ethical concerns in-
cluded issues such as personal health and caregiver 
burden; maintaining spirituality; ethnic identity; worry 
about the health of a loved one; concern about the 
loved one’s death; and facing death. Researchers 
concluded that most elders wanted to avoid pain and 

 discomfort, to avoid being a burden on their  families, 
and to achieve a natural, peaceful death. Family 
members described the importance of positive inter-
personal family relationships and the need to assist 
elders in resolving confl icts.

SUPPORT FOR PRACTICE / Planning of nursing 
interventions for ethical concerns and unresolved 
confl icts of elders and their family members should 
focus on the promotion of healthy and positive 
choices for quality-of-life and end-of-life decision-
making.

SOURCE: Cameron, M. D. (2002). Older persons’ ethical problems involv-
ing their health. Nursing Ethics, 9, 537–556.

ABCDE Mnemonic of Pain Management

A:  Ask about the client’s pain regularly and assess 
the pain systematically.

B:  Believe the client, family, and/or signifi cant other 
in their reports of pain and what relieves it.

C:  Choose pain-control options that are appropri-
ate for the client, family, or signifi cant other. 
Consider the setting in which the client is receiv-
ing care.

D:  Deliver nursing interventions in a timely, logical, 
and coordinated fashion.

E:  Empower the client, family, and/or signifi cant 
other. Enable client to control his or her course 
to the greatest extent possible.

BOX 7.5

SOURCE: Agency for Health Care Policy and Research. 
(1994). Management of cancer pain, clinical practice guideline 
number 6 (p. 24). Rockville, MD: Department of Health and 
Human Services.
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stress, sexual concerns, loss of physical function, and dealing 
with psychiatric symptoms and syndromes such as depression 
and anxiety (p. 10).

The act of dying is a very personal matter, and end-of-life 
care such as hospice offers a fi nal respite and a time for accep-
tance and peace for both the client and the client’s family or 
signifi cant other. Reaching out to families during this time is 
important but diffi cult. The main goals should be to provide 
encouragement and support. The caregiver should be clear and 
concise when answering questions, and should provide con-
tact information if additional grief support is needed (Cohen, 
2007; Klimkiewicz, 2001).

Holst (1984) created a list of needs experienced by dying 
persons and their survivors while they face confl icts and 
dilemmas during this critical time in their lives. These needs 
are summarized in Table 7-1.

Families and clients may grieve many losses before the dis-
ease fi nally takes life. Optimism, spontaneity, holidays, long-
range planning, dreams, retirement, and grandparenthood are 
just a few of the many losses experienced as a client and his or 
her family live with a terminal illness (Holst, 1984).

In 1975, The Dying Person’s Bill of Rights was devel-
oped (Box 7-6). Every nursing unit should have this bill of 
rights posted in a readily accessible area to remind members 
of the health care team about their responsibilities for provid-
ing holistic health care. If the nurse feels uncomfortable in 
planning care to meet these rights or needs, a team conference 
should be held to enlist suggestions or help from other mem-
bers of the team.

In 1997, there was a strong recommendation by the IOM 
that health care professionals commit to improving care for 
dying clients, especially symptom management. Since that 

time, many agencies within the U.S. Department of Health 
and Human Services are involved with research initiatives to 
improve end-of-life care. The funded studies include a wide 
range of populations and modalities. Clients with life-limiting 
conditions can benefi t from research developments as under-
standing of the unique aspects of end-of-life care improves 
(Knebel, 2002).

Despite an increased understanding of palliative and hos-
pice care, there are many obstacles or barriers that prevent cli-
ents from experiencing end-of-life care. Examples include the 
client’s fear of a painful death due to media focus on unusual 
cases; the client’s inability to confront death; limited availabil-
ity of palliative care services; increased reliance on informal 
caregiving; and fragmented, inadequate, or lack of insur-
ance coverage for end-of-life care (Meier, 2008). In addition, 
untreated psychiatric disorders result in decreased function-
ing, poor quality of life, and increased mortality. Unfortunately, 
psychiatrists often don’t recognize end-of-life symptoms in cli-
ents because they are focused on psychological symptoms and 
there is a lack of knowledge of palliative care, especially the use 
of pain medications (Dixon, 2007).

Spiritual Needs

One of the most important, but diffi cult, areas to assess when 
a client is dying is the realm of spirituality. Although hospice 
and most palliative care programs address the spiritual issues 
of dying clients and their families and/or signifi cant others, not 
all clients receive palliative or hospice care. Becoming familiar 
with the attitudes and requirements of various religious groups 
is crucial to addressing the spiritual needs of clients, families, 
and/or signifi cant others.

TABLE 7.1

Needs of Dying Persons and Survivors

Dying Person’s Needs Survivor’s Needs

Vent anger and frustration Provide a quality of life for the dying person while preparing for a 
life without that loved one

Share the knowledge that the end is near Be available to offer comfort and care even though the survivor 
feels like running away to escape the pain of death

Ensure the well-being of loved ones who will be left behind, 
because the person resents the fact that life will go on without 
him or her

Hope that the loved one will somehow live in spite of obvious 
deterioration and inability to function. At this time, the survivor 
may pray for the peace of death

Vent feelings or irritation at omissions or neglect, although the 
person feels guilty over the pain this causes

Vent feelings or irritation and guilt over the dying person’s 
demands and increased dependency needs

Remain as independent as possible, fearing he or she will become 
unlovable

Live and appreciate each day as one plans for a future without 
the loved one

Be normal and natural at a time when nothing appears to be nor-
mal or natural. The dying client generally experiences the fears 
of pain, loss of control, and dying alone. The client has a need to 
maintain security, self-confi dence, and dignity

Reassure the dying person that the survivor will “continue in 
his or her footsteps” by holding the family together, raising the 
children, or managing the business, while knowing that such talk 
about the future is painful to the dying client
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Clients may not verbalize their desire or need for  spiritual 
support to nursing staff. They often make a distinction between 
nurses as medical professionals and spiritual advisors or 
 counselors (eg, chaplains or clergy) as spiritual  professionals 
(Klimas & Montonye, 2006). Pumphrey (1977) discusses 
how clients search for an understanding listener and spiritual 
support by sending out feelers or making remarks such as 
“I haven’t gone to church much lately” or “My pastor is so busy, 
I hate to bother him while I’m in the hospital.” Nursing inter-
ventions begin with listening and acknowledging the  client’s 
 spirituality. Ideally, the nurse should be able to respond to each 

client’s spiritual needs as naturally as he or she responds to the 
 client’s physical needs. If addressing various spiritual concerns 
is uncomfortable, the nurse can suggest that the client talk 
to the hospital chaplain, the client’s own clergy, members of 
his or her congregation, or other clients with similar religious 
beliefs. If none of these options seems appropriate, the nurse 
can provide quiet time for private meditation or prayer (Cohen 
& Koenig, 2002).

Culture also can infl uence a client’s spiritual needs. 
Andrews and Hanson (2003) as well as Norlander (2001) dis-
cuss the assessment of spiritual needs in culturally diverse cli-
ents who are actively dying. Four areas to be explored include 
the environment, behavior, verbalization, and interpersonal 
relationships. For example, are religious objects visible? Does 
the client or family wear clothing that has religious signifi -
cance? Is a trained interpreter available? Are written resources 
available for the client or family in their own language? Is space 
available to accommodate extended families? Have nonrestric-
tive visiting hours been instituted? Has the family or client 
requested important rituals such as a traditional healing cer-
emony? Are special dietary requests made? Such observations 
enable the nurse to address spiritual needs of the client, family, 
and/or signifi cant other.

CHILDREN AND DEATH
Although children’s growth varies both physically and emo-
tionally, books that discuss children and the impact of dying 
outline general growth stages, citing the needs and understand-
ing of children in each phase of development.

Preschool children between the ages of 3 and 5 years have 
a fear of separation from their parents and are unable to think 
of death as a fi nal separation. They perceive death as a tempo-
rary trip to heaven or some other place in which the person 
still functions actively by eating, sleeping, and so forth. If a 
child displays guilt feelings because the child “wished some-
thing awful would happen when angry at mommy or daddy,” 
he or she needs to be told that wishes do not kill. Conversely, 
the well-adjusted child who appears to be brave and displays 
little emotion while appearing to accept a parent’s death should 
be seen by a professional counselor to ensure that no psycho-
logical problem is developing.

Children between the ages of 5 and 6 years see death as 
a reversible process that others experience, whereas children 
from 6 to 9 years of age begin to accept death as a fi nal state. 
Death is conceptualized as a destructive force, a frightening fi g-
ure, a bogey monster, or an angel of death who comes during 
the night “to get bad people.” Children of this age believe they 
will not die if they avoid the death fi gure.

By the age of 10 years, some children begin to realize 
that death is an inevitable state that all human beings experi-
ence because of an internal process. They also believe that the 
body of a dead person slowly rots until only bones remain as 
insects infest the coffi n and prey on the body. The child may 
 verbalize words such as afterlife, cremation, rebirth, and reunion 
at this age.

The Dying Person’s Bill of Rightsa

I have the right to

be treated as a living human being until I die;
maintain a sense of hopefulness, however chang-

ing its focus may be;
be cared for by those who can maintain a sense of 

hopefulness, however changing this might be;
express my feelings and emotions about my 

approaching death in my own way;
participate in decisions concerning my care;
expect continuing medical and nursing attention 

even though “cure” goals must be changed to 
“comfort” goals;

not die alone;
be free from pain;
have my questions answered honestly;
not be deceived;
have help from and for my family in accepting my 

death;
die in peace and with dignity;
retain my individuality and not be judged for my 

decisions, which may be contrary to beliefs of 
others;

discuss and enlarge my religious and/or spiritual 
experiences, whatever these may mean to oth-
ers;

expect that the sanctity of the human body will be 
respected after death; or

be cared for by caring, sensitive, knowledgeable 
people who will attempt to understand my 
needs and will be able to gain some satisfaction 
in helping me face my death.

BOX 7.6

aThe Dying Person’s Bill of Rights was created at a workshop 
on “The Terminally Ill Patient and the Helping Person” in 
Lansing, Michigan, sponsored by the Southwestern Michigan 
Inservice Education Council and conducted by Amelia J. 
 Barbus, Associate Professor of Nursing at Wayne State Univer-
sity in Detroit, Michigan.
From the American Journal of Nursing, January, 1975, p. 99.

Shives_Chap07.indd   80Shives_Chap07.indd   80 11/6/2010   12:43:25 PM11/6/2010   12:43:25 PM



CHAPTER 7    Loss, Grief, and End-of-Life Care 81

aware of this capability so that they do not misinterpret such 
behavior as disrespect or lack of love for the deceased person. 
In addition, as a child matures and his or her concept of death 
changes, the child may have to mourn a loss more than once. 
For example, a child may lose a parent while at the age where 
he or she believes that death is not permanent; thus, the child 
believes that he or she will see the parent again. However, after 
the child matures, he or she may mourn the loss again and in 
a new way.

Various studies have been performed to evaluate chil-
dren and their responses to death. Christ (2001) reports 
the fi ndings of a qualitative intervention study regard-
ing the understanding of death by 157 children ages 3 to 
17 years and their ability to mourn the death of a parent from 
cancer. According to Christ, most children and adolescents 
can adapt effectively to the death of a parent and even learn 
and grow from the experience; however, they cannot do it 
alone. The fi ndings of the study and developmental concep-
tions of death, behavioral responses, and interventions are 
 summarized in Table 7-2.

Adolescents are able to intellectualize their awareness 
of death, although they usually repress any feelings about 
their own death. Adolescents often hide the fact that they are 
mourning. They are inexperienced in coping with a stressor 
and may not shed tears or voice their emotions regarding 
their loss.

Children and adolescents are capable of feeling the great 
loss of a loved person one moment and yet becoming fully 
absorbed in something funny the next. Adults need to be 

SELFAWARENESS PROMPT
Refl ect on your personal ethnic and cultural 

background. How do you and your family view 
end-of-life care? Do you feel comfortable pro-
viding end-of-life care for clients whose cultural 
beliefs and practices may differ from yours? If not, 
what could you do to improve your comfort level?

TABLE 7.2

Research Results: Mourning the Death of a Parent from Cancer

Age Group Developmental Conceptions, Responses, and Interventions

Ages 3–5 years Children did not understand that death was permanent and irreversible.

Mourning was nonspecifi c and included behaviors such as irritability, toileting regression, nightmares, and somatic 
symptoms.

Play bereavement groups helped to improve communication and to decrease clinical symptoms.

Ages 6–8 years Children had diffi culty understanding the circumstances that led to the death of a parent. They focused on 
 themselves as the cause when something bad happened.

Mourning behaviors included joyful reminiscences of the parent, with sporadic crying and sadness. Children 
believed the parent was in a place such as heaven and were convinced that the deceased parent could see them and 
still care for them. Play bereavement groups, contact with peers with similar losses, reminiscences of parent, and 
rituals such as visiting the parent’s gravesite were considered to be therapeutic.

Ages 9–11 years Behaviors included spending time with peers and looking for ways to be helpful with caretaking functions.

Mourning included compartmentalization of their emotions, and intellectualization of their feelings by writing 
reports about cancer and treatment options.

Children responded favorably to encouragement of appropriate reminiscences of the deceased parent and structural 
family rituals.

Ages 12–14 years Behaviors included marked egocentrism (concern about self) and fl uctuating emotional responses and needs.

Mourning occurred in private areas such as their bedrooms; however, they did talk about dreams and speaking with 
the deceased parent.

Limit-setting and formal family reminiscence experiences enabled the children to express feelings that they avoided 
in informal discussions.

Ages 15–17 years Behaviors included the presence of anticipatory grief during the parent’s terminal illness. The teenagers 
 acknowledged that their family’s future would be changed.

Mourning symptoms for most of the teenagers were similar to those of adults but shorter in duration. Clinical 
 symptoms included lack of interest, sleeping problems, and inability to concentrate.

Sharing of grief experiences with their peers who had lost their parents to death or divorce appeared to be 
 benefi cial. The teens were encouraged to maintain independent functioning.

SOURCE: Christ, G. H. (2001). Facilitating mourning following parental death. Psychiatric Times, 18(9), 39–45.
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KEY CONCEPTS
The presence of a psychiatric disorder or medical illness can • 
affect quality of life and contribute to a loss. Loss has been 
described as a condition whereby an individual experiences 
deprivation of, or complete lack of, something that was previ-
ously present, such as a job, pet, home, personal item, or loved 
one. The individual may experience an actual loss, perceive 
that a loss has occurred, or anticipate that a loss will occur.
Grief is a normal, appropriate emotional response to an • 
external and consciously recognized loss. Anticipatory grief 
gives an individual, family, signifi cant other, or friends an 
opportunity to adjust to the reality of an expected loss or 
death and to complete unfi nished business such as saying 
“good-bye” or “I love you.” Failure to work through the grief 
process could result in unresolved or dysfunctional grief.
“End of life” refers to the fi nal weeks of life when death • 
is imminent. The Patient Self-Determination Act of 1990 
states that every competent individual has the right to 
make decisions about his or her health care. This includes 
the use of ADs such as the living will and durable health 
care power of attorney. These documents address the issues 
of CPR, life support, artifi cial nutrition and hydration, and 
emergency measures to treat end-stage diseases.
Acknowledging that our view of end-of-life care might dif-• 
fer from views held by our clients and their families or sig-
nifi cant others is important. Lack of knowledge  regarding 
the ethnicity, culture, and race of a client could have a 
profound effect on establishing trust with a client when 
planning end-of-life care.

Palliative care seeks to prevent, relieve, reduce, or soothe • 
the symptoms of disease or disorder without effecting a 
cure. Palliative care may be provided in the early stages 
of a chronic disease or terminal illness. Hospice care 
supports the client and family during the dying process 
(medical prognosis of 6 months or less) and the surviv-
ing family members through the process of bereavement. 
Both palliative care and hospice care address issues 
related to the manifestations of suffering including phys-
ical and emotional responses, pain, and the act of dying.
Not all clients receive palliative or hospice care. Nurses • 
need to familiarize themselves with the attitudes and 
requirements of various religious groups so that they can 
address the spiritual needs of their clients, families, and/ or 
signifi cant others.
The concept of death changes as children undergo various • 
developmental stages. Preschool children fear separation 
from their parents and are unable to think of death as a fi nal 
separation. Five- and 6-year-olds see death as a reversible 
process, whereas 6- to 9-year-olds begin to accept death as 
a fi nal state. By the age of 10 years, some children begin to 
realize that death is an inevitable state. Adolescents are able 
to intellectualize their awareness of death, although they 
usually repress any feelings about their own death.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Your best friend hasn’t been herself lately; in fact, you 
are becoming increasingly worried about her. It has been 
18 months since her father died of lung cancer. She is 
smoking more, missing class, and reacting angrily when 
questioned. You feel her grief is dysfunctional at this 
point. How might you help her?

 2. Mrs. Kessler, a 78-year-old widow, has been under your 
care for several days. She has openly spoken about her 
wishes for a dignifi ed death, with “none of that mechanical 
stuff.” You have just overheard her son and doctor plan-
ning additional surgery for her without her involvement in 
the decision. What action should you take and why?

Refl ection

A new neighbor tells you that his wife of 30 years was killed 
in an automobile accident 3 months ago, and he is having dif-
fi culty adjusting to living alone. Refl ect on the chapter open-
ing quote by Abraham Lincoln. How would you interpret the 
meaning of this quote? What signifi cance does it have in rela-
tion to the neighbor’s disclosure about the loss of his wife?

NCLEX-Style Questions

 1. When assessing a client experiencing dysfunctional grief, 
which of the following would the nurse expect to assess? 
Select all that apply.
a. changes in libido
b. acknowledgement of the loss
c. diminished ability to concentrate
d. extreme passive behavior

 2. A 27-year-old male client who recently lost his wife due 
to terminal cancer relates that he and his wife discussed 
her end-of-life wishes including her burial service. The 
client states that he is now unable to sleep; has a poor 
appetite; and feels sad even when in the company of 
their two children, ages 5 and 7 years. Which of the 
following responses to the death of his wife is the client 
 experiencing?
a. mourning
b. anger
c. acceptance
d. bereavement
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KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the meaning of the phrases continuum of care, 
case management, and managed care.

 2. Differentiate the roles of the utilization review nurse, 
quality assurance nurse, and discharge planner.

 3. Identify the implications of managed care for both 
 psychiatric clients and nurses.

 4. Construct the continuum of care available to a client with 
the diagnosis of major depression.

 5. Articulate how the components of community-based 
health care compare with those of community mental 
health.

 6. Identify the types of community mental health services 
that are available to psychiatric clients.

 7. Analyze the role of the community mental health nurse.
 8. Discuss the concept or model of medical home coalition.
 9. Describe the role of the nurse informaticist as it relates to 

continuum of care.

Continuum of Care

Continuum of care involves an integrated system of care that 

guides and tracks clients over time through a comprehensive array 

of health services spanning all levels of intensity of care.

—PUBMED.COM, 2009
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Communities provide different types of treatment programs 
and services for clients with illnesses, including psychiatric–
mental health disorders. A complete range of programs and 
services that treat the whole person from wellness to illness 
to recovery within the community is called the continuum of 
care. However, not every community has every type of service 
or program on the continuum.

The continuum of care is designed to meet the biopsy-
chosocial needs of a client at any given time. The delivery 
of such services has been referred to as community-based 
health care. Essential components of community-based 
care include enhancement of client self-care abilities; pre-
ventive care; planning care within the context of the client’s 
family, culture, and community; and collaboration among a 
diverse team of professionals (Fig. 8-1). Community mental 
health (discussed later in this chapter) is an example of 
one aspect of this integrated system that uses a variety of 
settings and disciplines to provide comprehensive, holistic 
health care.

This chapter focuses on the continuum of care available to 
clients as they progress from the most restrictive clinical setting 
(inpatient) to the least restrictive clinical setting in which they 
may reside. Trends affecting delivery of care, such as case man-
agement, managed care, prospective payment system (PPS), 
and the Mental Health Parity Act, are addressed. The concept 
and history of community mental health are also described 
extensively.

INPATIENT CARE
Acute care facilities including psychiatric hospitals and sub-
acute units are considered to be the most restrictive clinical set-
tings in which mental health services are available. Although 
long-term care (LTC) facilities provide 24-hour inpatient care, 
outpatient mental health services may be an option if a client 
is medically stable and able to be transported to a community 
center for psychiatric services.

Acute Care Facilities

The continuum of care begins in the acute care facility.  Examples 
of different acute care facilities in which psychiatric care may 
originate include the medical–psychiatric unit of a hospital, 
transitional-care hospital, freestanding psychiatric hospital, 
community-based psychiatric hospital, or forensic hospital.

As a result of the tremendous pressure being exerted on 
health care to control costs, the average length of client stay 
in a psychiatric hospital has been dramatically shortened from 
the standard of the last decade. In the past, it was not unusual 
for a client to remain hospitalized for several weeks or months 
until clinical symptoms were considered to be stabilized.

Because hospitalization length of stay has been limited, 
most clients undergo crisis stabilization and then are transi-
tioned or discharged to a less restrictive environment. To ease 
the transition, case management is used. Case management is 
a collaborative process that assesses, plans, implements, coordi-
nates, monitors, and evaluates the options and services required 
to meet an individual client’s health and human service needs. 
It is characterized by advocacy, communication, and resource 
management and promotes quality and cost-effective interven-
tions and outcomes (Nursing Spectrum, 2009). The nurse case 
manager coordinates the client’s continuum of care within the 
health care system and determines the providers of care for a 
particular condition—such as depression or schizophrenia—to 
ensure that the client gets proper treatment to maximize health 
and minimize hospitalization (American Nurses Credentialing 
Center, 2003). The nurse case manager, usually employed by a 
health care facility, may assume three different roles: utilization 
review nurse/manager, quality assurance nurse/manager, and 
discharge nurse/planner. In today’s health care climate, the utili-
zation review nurse is responsible for monitoring a  client’s care 
to ensure that it is appropriate and given in a timely manner. 
Utilization review nurses determine whether a client’s clinical 
symptoms meet the appropriate psychiatric or medical neces-
sity criteria or clinical guidelines, as developed by the insurance 
company or health care maintenance organization. If admis-
sion criteria for psychiatric hospitalization are met, a specifi c 
amount of time, such as 3 or 5 days, is approved or certifi ed 
by the insurance provider. If the client requires additional time, 
the attending clinician must request recertifi cation. The quality 
assurance nurse is accountable for the overall quality of care 
being delivered and often serves as a member of the risk man-
agement team, investigating any legal issues that may develop 
during the client’s hospitalization. The nurse who serves as a 
discharge planner coordinates all the facets of a  client’s admis-
sion and discharge. The discharge planner reviews the client’s 
current response to treatment, past medical history, and assesses 
what family or friend support is available once the client is ready 
to be discharged. Case management is also utilized to prevent 
hospitalization. For example, case managers coordinate or pro-
vide outpatient psychiatric, fi nancial, legal, and medical services 
to help a child, adolescent, or adult client live successfully at 
home and in the community (Shay, 2005; Sutor, 2007). 

Managed care has emerged as a fi nancing reality in health 
care as payers have developed strategies to  curtail costs and 

FIGURE 8-1 Continuum of care. Client being seen for 
follow-up in an outpatient mental health clinic.
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and drug rehabilitation programs, and prescription drugs. 
 Consequently, it is important that a client’s mental health ben-
efi ts be reviewed prior to discharge from an acute care facility 
to avoid denial of benefi ts for additional services such as con-
tinuum of care (Campbell, 2008).

The continuum of care may continue in subacute care 
units, transitional care units, assisted-living or skilled nursing 
facilities, or adult day care, or may be part of home health care, 
as depicted in Figure 8-2.

Subacute Care Units

According to 2005 data listed by the Centers for Disease Con-
trol and Prevention, psychoses is the fourth leading diagno-
sis for discharges from short-stay hospitals, preceded only 
by heart disease, hypertension, and diabetes (Elsevier Global 
Medical News, 2008). Therefore, hospitalized clients with psy-
chiatric problems may be transferred to subacute care units, 
which are generally located in LTC facilities. These units pro-
vide time-limited, goal-oriented care for clients who do not 
meet the criteria for continued hospitalization. For example, a 
client with the diagnosis of bipolar disorder (see Chapter 21) 
who is recovering from open reduction and internal fi xation of 
a fractured hip requires rehabilitation prior to weight bearing. 
Both medical and psychiatric needs can be met in the subacute 
care unit. Such units have also been referred to as postacute care 
units or “rehab units.”

Clinical nurse specialists, nurse practitioners, or psychi-
atric liaison nurses have been used in the subacute setting to 
ensure continuum of care while medical needs are addressed 
and to assist with discharge planning. Length of stay and ser-
vices provided are generally dictated by criteria developed by 
insurance providers or Medicare.

Nurses may be confronted with culture shock as they apply 
subacute care skills to clients. Endless paperwork, such as long 
assessment forms and documentation necessary to comply with 
various guidelines, rules, and regulations, can result in frustra-
tion. The psychosocial needs of clients may go unnoticed or 
unmet if task-oriented procedures take precedence.

Long-Term Care Facilities

Over the last decade, the LTC environment has changed rap-
idly due to the establishment of subacute and rehabilitation 
units within LTC facilities. The average client can be admit-
ted to the LTC facility for short-term rehabilitation, behavioral 
problems, some chronic care issues, or respite care. Today, 
most clients go home for services that were once provided in 
LTC facilities. As a result, the clients that are admitted to LTC 
facilities have more complex conditions or multiple problems. 
The prevalence of admitted clients with a dual medical and 
psychiatric disorder has increased as a result of these changes. 
Statistics indicate that as many as 70% of residents in LTC 
facilities have dementia or a dementia-related diagnosis. Fre-
quently seen comorbid psychiatric diagnoses include demen-
tia, delirium, organic anxiety disorder, mood disorder, and 
adjustment  disorder (Brunk, 2008).

improve the provision of care. The term covers a broad spec-
trum of arrangements for health care delivery and fi nancing 
such as preadmission certifi cation, concurrent review, and 
fi nancial incentives or penalties. Managed care is a system of 
managing and fi nancing health care delivery that is necessary, 
effi ciently provided, and appropriately priced (American Psychi-
atric Nurses Association, 2009). The per diem prospective pay-
ment system (PPS) by Medicare is a form of managed care. It 
governs payment for treatment by setting forth specifi c criteria. 
The per diem rate covers all costs related to services provided 
and is based on client need and resources used. For psychiat-
ric treatment, this system applies in general hospitals, subacute 
or transitional care units, LTC facilities, or psychiatric facilities 
where Medicare Part A hospital insurance is the payer. Medi-
care Part B medical insurance applies to outpatient treatment or 
consultant services and Medicare Part D applies to prescription 
drug coverage. Managed care is based on a health rather than an 
illness paradigm, increases client access to appropriate mental 
health services, and offers availability of a choice of providers 
based on the type of care required. It is a mix of clinical and 
fi nancial responsibilities that are intended to reduce costs and 
improve outcomes (American Psychiatric Nurses Association, 
2009; Joers, 2001; Patterson, 2002; Sutor, 2007).

Managed care nurses, not to be confused with nurse 
case managers, are employed by private insurance companies, 
including those approved by Medicare, to develop and imple-
ment wellness and prevention programs, disease management 
programs, quality management programs, and demand man-
agement programs. The managed care nurse is required to 
function in many different settings and roles. For example, in 
contrast to the traditional role of the nurse to provide direct 
patient care, the psychiatric–mental health managed care nurse 
may act as an advocate for clients enrolled in health care deliv-
ery systems, administer benefi ts within the confi nes of the 
health care delivery system, and provide customer service for 
all of the nurse’s encounters with members of the health care 
delivery system. By utilizing a self–health care approach, the 
goal of the client is to have a better understanding of matters 
relating to his/her health, to maintain a more active lifestyle, 
and to have mental well-being (American Board of Managed 
Care Nursing, 2009). As clients transition to less restrictive 
clinical settings, nurses are challenged to assess the client’s 
psychiatric and medical needs accurately while developing 
a therapeutic plan of care, all within a short period of time. 
Limited time also is available for client and family education. 
The plan of care must be reviewed by the multidisciplinary 
treatment team to ensure comprehensive care in the context 
of environmental, psychosocial, medical, fi nancial, and func-
tional issues after discharge. Where the client goes after leaving 
the psychiatric hospital depends on the care needed, available 
social support systems, and his or her insurance coverage. For 
instance, the client’s freedom to select a clinician or therapist 
may be limited because the insurance company or health care 
maintenance organization establishes working relationships 
and contracts with preferred providers. Limitations in mental 
health insurance benefi ts may also apply to partial hospital-
ization programs, emergency department visits, psychosocial 
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psychiatric disorders into LTC facilities. All nursing home 
applicants are required to be given a preadmission screen-
ing test, referred to as Level 1 Pre-Admission Screening 
and Annual Resident Review, to determine the presence 
or absence of a serious mental illness. If a client does meet 
the criteria for a serious mental illness (excluding dementia 
or organic brain disorders), state mental health authorities 
must provide mental health services or arrange for these 
services to be provided in the LTC facility. Mental health 
services may be provided in nursing home facilities by cli-
nicians who have a contractual agreement with the facility, 
unless the disorder requires specialized services such as 
 substance abuse  counseling, electroshock therapy, or intense 
individual or group psychotherapy.

In response to these guidelines, psychiatric and psy-
chological services are now provided in most LTC facilities. 

Clients with psychosocial needs may be admitted from 
a general hospital or from home, or they may be transferred 
from another LTC facility. Direct admissions may also occur 
from psychiatric hospitals or community mental health centers 
(CMHCs) after clinical symptoms are stabilized and continuum 
of care is necessary. For example, a 45-year-old female client 
with multiple sclerosis is admitted to a psychiatric facility to sta-
bilize clinical symptoms of schizophrenia, paranoid type. The 
Department of Children and Family Services requests protective 
services after psychiatric care because of inadequate living con-
ditions in her home. Discharge plans include placement in an 
LTC facility until alternate living conditions can be arranged.

Federal legislation and evolving regulations shape the 
delivery of services. The Nursing Home Reform Act of 
the Omnibus Budget Reconciliation Act of 1987 set forth 
 guidelines regarding the admission of persons who have 

Client with clinical symptoms
of major depression

Assessment

Poor response to
medication and

outpatient therapy
No Yes

Continue with present
level of care

Insurance company
notified. Meets admission
criteria for hospitalization

Hospitalized for crisis
stabilization and medical

evaluation

Discharge planning determines level of
community mental health services

Assisted-living
or skilled

nursing facility

Subacute
care unit

Aftercare or
rehabilitation
at community
mental health

Home
health care

Residential
treatment

center

Self-help
group or

other
resources

Adult day
care

FIGURE 8-2 Continuum of care 
 decision tree.
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Nurse practitioners working in collaboration with  physicians 
or  psychiatrists are reimbursed for services, which may include 
consultation or diagnostic interview, follow-up visits to moni-
tor response to medication, brief individual psychotherapy, 
full individual psychotherapy, group psychotherapy, family 
psychotherapy, and consultation with family and the medical 
staff. The clients most in need of admission into LTC facili-
ties often are those who also have the greatest need for psy-
chiatric services. Indications for a psychiatric consult in the 
LTC setting include recurrent depression, suicidal ideation or 
hopelessness, depression with psychotic features, aggressive 
behaviors with potential harm to staff or peers, refusal to eat 
or drink despite no obvious medical problem, and displays of 
acute or chronic psychosis, including paranoia, hallucinations, 
and personality changes (Brunk, 2008). Consults may also 
be requested, for example, for clients who exhibit anxiety or 
depression resulting from relocation or loss, delirium caused 
by adverse effects of medication or a medical problem (eg, a 
urinary tract infection), or behavioral disturbances as a result 
of an alteration in mental status. The attending clinician often 
requests a psychiatric consultation or evaluation to determine 
the cause of the change in mental status, mood, or behavior.

COMMUNITY MENTAL HEALTH
Community mental health can best be described as a move-
ment, an ideology, or a perspective that promotes early compre-
hensive mental health treatment in the community, accessible 
to all, including children, adolescents, the elderly, and individ-
uals with chronic mental illness. It derives its values, beliefs, 
knowledge, and practices from the behavioral and social sci-
ences (U.S. Department of Health and Human Services, 2009). 
According to the Surgeon General and community-based 
mental health studies, fewer than one half of children and 
youth meeting the diagnostic criteria for emotional or behav-
ioral problems have received community mental health care; 
therefore, multiple levels of intervention are central to a public 
health approach to mental health services (Imperio, 2001).

Mental health services provided in the community may 
include 24-hour-per-day emergency psychiatric care and crisis 
intervention, screening for clients being considered for invol-
untary admission to state mental health facilities, partial hos-
pitalization and day-treatment programs, case management, 
community-based residential treatment programs, aftercare 
and rehabilitation, consultation and support, and psychiatric 
home care. The primary goal of community mental health is to 
deliver comprehensive care by a professional multidisciplinary 
team using innovative treatment approaches (U.S. Department 
of Health and Human Services, 2009).

Historical Development of Community 
Mental Health

The community mental health movement, often consid-
ered to be the third revolution in psychiatry (after the men-
tal hygiene movement in 1908 and the development of 

 psychopharmacology in the 1950s), gained prominence in 
the early 1960s. Before this time, psychiatric treatment had 
occurred primarily in psychiatric institutions or psychiatric 
hospitals. Three very early community programs included a 
farm program established in New Hampshire in 1855, a cot-
tage plan in Illinois in 1877, and community boarding homes 
for clients who were discharged from state psychiatric hospi-
tals in Massachusetts in 1885. Although successful, these ini-
tial efforts were limited until after World War II, when social, 
economic, and political factors were favorable to stimulate the 
community mental health movement.

In 1946, the National Mental Health Act provided fund-
ing for states to develop mental health programs outside of 
state psychiatric hospitals. This act also provided funding for 
the establishment of the National Institute of Mental Health 
in 1949. Early in 1952, an international committee from the 
World Health Organization defi ned the components of com-
munity mental health as outpatient treatment, rehabilitation, 
and partial hospitalization. Later in the decade, state-funded 
and federally funded programs mandated the broadening of 
services to include 24-hour emergency walk-in services, com-
munity clinics for state hospital clients, traveling mental health 
clinics, community vocational rehabilitation programs, half-
way houses, and night and weekend hospitals.

In October 1963, U.S. President John F. Kennedy, who sup-
ported the improvement of mental health care, approved major 
legislation signifi cantly strengthening community mental health. 
This legislation, the Community Mental Health  Centers Act, 
authorized the nationwide development of CMHCs to be estab-
lished outside of hospitals in the least restrictive setting in the 
community. It was believed that these centers would provide 
more effective and comprehensive mental health treatment than 
the often remote, state-run hospitals that previously served as 
the primary setting for psychiatric client care. In conjunction 
with these congressional mandates, states began the massive 
process of deinstitutionalization, moving chronically men-
tally ill clients from the state psychiatric hospitals back to their 
homes or to community-supervised facilities. This movement, a 
controversial and much-debated social policy, occurred within 
the framework of the major and comprehensive social reforms 
of the 1960s. The federally funded CMHCs were also mandated 
to provide comprehensive services for this new population, 
some of whom had been in institutions for as long as 25 years.

The positive and negative effects of deinstitutionaliza-
tion continue to have a signifi cant infl uence in the fi eld of 
community mental health. Although state and federal gov-
ernments have not provided a fi nancial budget necessary to 
meet the needs of seriously ill psychiatric clients, some prog-
ress has been made toward the establishment of better mental 
health benefi ts for clients utilizing community mental health 
services. Signed into law September 26, 1996, the Men-
tal Health  Parity Act requires that annual or lifetime dollar 
limits on mental health benefi ts be no lower than any dollar 
limits for medical/surgical benefi ts offered by a group health 
plan or health insurer offering coverage connection with a 
group health plan. This act became effective January 1, 1998 
(U.S.  Department of Labor, 2009).

Shives_Chap08.indd   89Shives_Chap08.indd   89 11/6/2010   1:11:23 PM11/6/2010   1:11:23 PM



90 UNIT  II Special Issues Related to Psychiatric–Mental Health Nursing

As noted in Chapter 2, on April 29, 2002, the New Free-
dom Commission on Mental Health was formed as a result of 
an executive order by President George W. Bush. This com-
mission has been charged with studying the mental health 
system in the United States. Section 4 of the Executive Order 
states that “the Commission shall focus on community-level 
models of care that effi ciently coordinate the multiple health 
and human service providers and public and private payers 
involved in mental health treatment and delivery of services” 
(Bush, 2002). The goal of the Commission is to recommend 
improvements to the U.S. mental health service system both 
for adults with serious mental illness and for children with 
severe emotional disorders. Several creative community pro-
grams have been identifi ed and are listed in Table 8-1.

Types of Community Mental 
Health Services

Psychiatric Emergency Care
The Community Mental Health Centers Act of 1963 man-
dated that communities make the necessary provisions for 
psychiatric emergency care. It was believed that accessible 
emergency services were needed to provide crisis interven-
tion, to prevent unnecessary hospitalizations, and to attempt 
to decrease chronicity of and dependence on institutional 
care. At that same time, providing these critical support ser-
vices placed additional pressure on communities because of 
the increased population of chronically mentally ill clients 
residing outside institutions. Jails were often inappropriate, 
psychiatrists were either overburdened or uncooperative, 
and mental health centers operated only during regular busi-
ness hours.

Community mental health administrators and clinicians 
responded either by establishing an emergency clinic at the 
local mental health center or by contracting with a general 
hospital in the same community to provide emergency care 
on a 24-hour-per-day basis. Since that time, other methods of 
providing psychiatric emergency care have included the use of 
mobile crisis units and crisis residence units. Crisis residence 
units provide short-term (usually fewer than 15 days) crisis 
intervention and treatment. Clients receive 24-hour-per-day 
supervision.

Because of the psychiatric client’s increasing reliance on 
these emergency services in the last decade, hospitals have 
assumed a key role in providing and managing crisis inter-
vention and psychiatric emergency care. Hospitals often func-
tioned as the “revolving door” between clients and the mental 
health services network, focusing on crisis stabilization ser-
vices. People who use community-based emergency services 
most commonly tend to be young, unemployed veterans of 
the mental health system and either chronically mentally ill or 
chronic substance abusers.

The psychiatric emergency room is often located in a 
separate room or a specially allocated section of the hospital 
emergency department. The triage staff may include members 
of several psychiatric disciplines: psychiatric nurses, social 
workers, mental health counselors, and marriage and family 
therapists. The primary focus is on crisis stabilization through 
the therapeutic interview and immediate mobilization of 
 available community- and client-centered resources and sup-
port systems. A nurse practitioner or clinical nurse specialist 
may supervise the triage area. The nurse may have a collab-
orative agreement with a consulting psychiatrist to prescribe 
necessary psychotropic medication or to support admission to 

TABLE 8.1

Examples of Creative Community-Based Mental Health Programs

Type of Program Description of Program Goal of Program

Nurse–family partnership Located in 270 communities in 23 states; nurses visit 
high-risk pregnant women

Teach positive parenting and coping skills

School-based mental health Located in Dallas, Texas; formed by a school principal 
and physician; nurses and counselors visit students

Identify mental health problems of students
Tailor classroom activities to meet specifi c needs

Improving Mood & Provid-
ing Access to Collaborative 
Treatment (IMPACT)

Located in California; consists of a mental health 
professional and medical team

Identify depression in older adults

Care for the homeless Located in California Identify the homeless
Provide safe housing
Engage them in care

Suicide prevention Located in the U.S. Air Force Encourages personnel to seek help for emo-
tional pain and trauma
Provides education and training regarding stress 
management

SOURCE: Hoppel, A. M. (2003). Mental health system failing Americans, government report says. Clinician News, 7(2), 7–8.
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Residential Treatment Programs
Clients with a diagnosis of chronic schizophrenia, a severe 
affective disorder, borderline personality disorder, and mental 
retardation are viewed as individuals who benefi t from par-
ticipation in residential treatment programs. The goals of these 
programs are to improve self-esteem and social skills, promote 
independence, prevent isolation, and decrease hospitaliza-
tion. In many communities, residential placements are a key 
element in the services provided by CMHC advisory boards. 
Indeed, residential placements have become one of the lead-
ing areas of program expansion in the care of the psychiatric 
client. Numerous clients now are able to leave an LTC facility 
or psychiatric hospital for another structured living situation. 
Historically, the fi rst community program of this type, called 
Tueritian House, was established in New York City shortly 
after World War II. Today there are thousands of innovative 
residential treatment programs throughout the United States. 
Examples of such programs are included in Box 8-2.

Each type of residential treatment program offers different 
support services. The services provided include shelter, food, 
housekeeping, personal care and supervision, health care, 
individual or group counseling, vocational training or employ-
ment, and leisure and socialization opportunities. Staffi ng for 
these residential programs ranges from professional psychiat-
ric staff present at all times in the facility to provide support 
and supervision, to staff only on call for crisis intervention and 
stabilization. Continued research into these programs has led 
many community mental health experts to conclude that they 
are a successful means of therapeutic support and intervention 
and are particularly effective with the chronically mentally ill 
client.

Children or adolescents may benefi t from placement in 
therapeutic group homes or community residence programs. 
This setting usually includes 6 to 10 children or adolescents 
per home. The home may be linked with a day-treatment pro-
gram or specialized educational program. Family support ser-
vices such as parent training or a parent support group may 
also be offered.

a  psychiatric inpatient unit. The staff who provide these critical 
services must be knowledgeable and skillful in the areas of psy-
chiatric assessment, including the administration of a complete 
mental status examination; application of crisis intervention 
theories; individual and family counseling; and use of resources 
in the specifi c community that can provide emergency hous-
ing, fi nancial aid, and medical and psychiatric hospitalization.

Day-Treatment Programs
Day-treatment programs are also known as day hospital or 
partial hospitalization programs. The fi rst day-treatment pro-
gram in North America was established in Montreal, Canada, 
shortly after the end of World War II. Day-treatment programs 
are usually located in or near the CMHC or in an inpatient 
treatment facility such as a psychiatric hospital. The programs 
usually provide treatment for 30 to 90 days, operating for 6 to 
8 hours per day, 5 days a week. Most of these programs can 
accommodate up to 25 persons. These persons are not dys-
functional enough to require psychiatric hospitalization, but 
need more structured and intensive treatment than traditional 
outpatient services alone can provide. These programs gener-
ally provide all the treatment services of a psychiatric hospital, 
but the clients are able to go home each evening.

Day-treatment programs are usually supervised by a psy-
chiatrist and staffed by psychologists, social workers, psychiatric 
nurses, family therapists, activity therapists, and mental health 
counselors. Multidisciplinary assessments usually include a 
physical examination; a complete psychiatric evaluation; psy-
chological, educational, and nursing assessments; a substance 
abuse assessment; and a psychosocial history. A treatment 
plan, which is usually formulated within 10 days of admission 
to the program, is reviewed weekly by the multidisciplinary 
treatment team. Examples of day-treatment program interven-
tions are listed in Box 8-1.

Day-treatment programs have been successful, as evi-
denced by the increase in the number of programs in com-
munities. Clients participating in day-treatment programs have 
fewer hospitalizations, a decrease in psychiatric symptoms, 
more successful work experiences, and better overall social 
functioning in the community.

Examples of Day-Treatment Program 
 Interventions

Family therapy—multifamily groups •
Client and family education •
Individual therapy •
Group therapy •
Therapeutic education or vocational training •
Drug and alcohol education •
Recreational therapy •
Expressive therapies (eg, art, movement,  •
 psychodrama)

BOX 8.1 Examples of Residential Treatment Program

Group homes: •  Halfway houses, therapeutic com-
munity homes
Personal care homes: •  Boarding homes, congre-
gate care facilities, social rehabilitation residen-
tial programs
Foster homes: •  Domiciliary care, group foster 
homes, transitional care facilities
Satellite housing: •  Apartment clusters, transitional 
residences, independent living with aftercare 
support
Independent living: •  Lodgings, single-room occu-
pancy with therapeutic support

BOX 8.2

Shives_Chap08.indd   91Shives_Chap08.indd   91 11/6/2010   1:11:25 PM11/6/2010   1:11:25 PM



92 UNIT  II Special Issues Related to Psychiatric–Mental Health Nursing

 limitations that cause severe isolation and major depression. 
The second population is the chronically mentally ill who 
require long-term medication and ongoing supportive coun-
seling. Such clients are often diagnosed with schizophrenia, 
bipolar illness, depression, or a schizoaffective disorder. The 
third population consists of clients in need of crisis interven-
tion and short-term psychotherapy.

Aftercare and Rehabilitation
When clients are discharged from a psychiatric hospital, 
CMHCs provide support and rehabilitation for the client. Many 
of these clients require only minimal support, with weekly or 
biweekly individual or family therapy and medication evalua-
tion. Most of these clients, however, represent the chronically 
mentally ill population. They experience repeat hospitaliza-
tions and require diverse support functions from the treatment 
team at the CMHC. Therapeutic services provided by most 
CMHCs are highlighted in Box 8-3.

One of the most effective and novel approaches com-
munity mental health care providers use is the Programs for 
Assertive Community Treatment (PACT), also referred to 
as ACT. PACT is a service-delivery model that provides com-
prehensive, locally based treatment to clients with serious and 
persistent mental illnesses. Unlike other community-based 
programs, PACT is not a case-management program that con-
nects individuals to mental health, housing, or rehabilitation 
agencies or services. It provides highly individualized services 
directly to consumers. The key features include treatment of 
the psychiatric disorder (eg, psychopharmacology, individual 
supportive therapy, mobile crisis intervention), rehabilitation 
(eg, behaviorally oriented skill teaching, supported employ-
ment, support for resuming education), and support services 
(eg, legal and advocacy services, fi nancial support, transporta-
tion). This approach has been described as a hospital without 
walls. The goal of this integrated program is to help clients 
with schizophrenia and related disorders, such as depression 
or substance abuse, stay out of psychiatric hospitals and live 
independently. Available 24 hours a day, 7 days a week, the 
program provides professional staff to meet clients where they 
live and provide at-home support at whatever level is needed 
to solve any problem. PACT has signifi cantly reduced hospi-
tal admissions and improved both functioning and quality of 
life for those it serves (National Alliance for the Mentally Ill 
[NAMI], 2005).

Other community programs have developed and been 
successful. Warner-Robbins (2003) describes a community 
program in Oceanside, California, that helps incarcerated 
women transition from prison to society. Welcome Home 
Ministries began in 1996 as a result of the need to provide 
aftercare to released incarcerated clients who spoke of depri-
vation, poverty, emotional and physical abuse, drug addiction, 
and repeated incarceration. Volunteers visit clients in prison. 
Clients also are provided with transportation to a preferred 
destination when released from jail, and are given the oppor-
tunity to attend monthly meetings to support and encourage 
one another.

Psychiatric Home Care
With the increased emphasis on community mental health in 
the 1960s, programs were established to treat the psychiatric 
client at home with a visiting nurse providing care. An early 
project in Louisville, Kentucky, had clients with acute schizo-
phrenia living at home with their families. A public health nurse 
or a nurse from the local Visiting Nurses Association visited 
these clients at least weekly. The nurse’s role was to conduct 
a psychiatric assessment, dispense medication, and provide 
individual and family counseling. In addition, a psychiatrist 
evaluated the home client every few months.

During the 1970s, psychiatric home care programs declined 
as the focus increasingly centered on day-treatment and resi-
dential treatment programs. However, in the late 1980s, the 
concept of psychiatric home care was revitalized as community 
resources became scarcer. Psychiatric home care can fi ll the 
gap in the mental health continuum of care by providing nurs-
ing resources as adjunctive to outpatient treatment.

The advantages of home care are well known and include 
cost-effectiveness, client satisfaction, and decreased disrup-
tion of relationships with family and friends. Home care also 
presents a signifi cant opportunity for psychiatric nurses to pro-
mote client independence in the home environment by assess-
ing functional abilities or self-care tasks and incidental abilities 
such as medication management, housekeeping, and manag-
ing fi nances (Sanders, 2001).

The age of clients receiving psychiatric home care can 
vary. Any individual who has had a chronic psychiatric illness 
for at least 2 years may apply for Medicare or Medicaid health 
care coverage. Therefore, clients may be children, adolescents, 
adults, or elderly persons.

Independent psychiatric nurse practitioners who have con-
tracts with insurance companies or who are providers for Medi-
care and Medicaid can provide psychiatric services in the home 
environment. Medicare and Medicaid have made provisions to 
use a billing code that indicates that a house call was made.

The Health Care Financing Administration has established 
the following criteria for the provision of psychiatric home care 
services:

 1. A psychiatrist must certify that the client is homebound.
 2. The client must have a Diagnostic and Statistical Manual of 

Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) 
psychiatric diagnosis that is acute or an acute exacerba-
tion of a chronic illness.

 3. The client must require the specialized knowledge, skills, 
and abilities of a psychiatric registered nurse.

Richie and Lusky (1987) defi ne the major features of  psychiatric 
home care as the provision of comprehensive care, ongoing 
interdisciplinary collaboration, and accountability to client 
and community. They have identifi ed three major client popu-
lations that use this community service. The fi rst group is the 
elderly who do not have a history of chronic mental illness, but 
who are experiencing acute psychological and developmental 
problems. A common client in this group is an elderly per-
son who lives alone and is experiencing increasing  physical 
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time. As the  population for whom they care grows and ages 
with an increase in comorbid conditions, different skills 
may be needed or different roles may require emphasis. For 
example, the psychiatric nurse practicing in the community 
provides counseling, support, and coordination of care and 
health teaching. The role is comprehensive and challenging 
and requires adaptability and fl exibility considering each cli-
ent’s age, diagnosis, and spiritual, cultural, and legal issues. 
A nurse clinician with an advanced degree may function as 
a nurse–therapist employing individual, group, and family 
therapy. Prescriptive privileges may be allowed, depending on 
the state’s department of professional regulation. Many insur-
ance companies, as well as government-funded Medicare and 
Medicaid programs, approve reimbursement for psychiatric 
nursing services provided in the home, in LTC facilities, or in 
community-based mental health settings.

To emphasize the need for a clear theoretical framework for 
the practice of community mental health nursing, Dr. Jeanne 
Miller (1981) described two areas of concern to community 
mental health nurses. The fi rst concern was the attempt by 
nurses to improve the quality of direct client care through means 
such as primary nursing, psychiatric home care, and case man-
agement. At the same time, community mental health nurses 

Role of the Community Mental 
Health Nurse

Nurses play a major role in the provision of quality services 
to the psychiatric client in the community. Psychiatric nurses, 
along with other health care professionals, participated in the 
movement of the 1960s to deinstitutionalize and move signifi -
cant numbers of hospitalized patients back to the community. 
Nurses assumed positions in the newly established CMHCs 
and provided the necessary aftercare services. These early com-
munity projects encouraging the use of nurses were based on 
the belief that psychiatric nurses would provide optimal transi-
tion from the hospital to the community.

In the 1970s and 1980s, the role of the community 
mental health nurse expanded as nurses assumed key lead-
ership positions in all community programs, including day 
treatment, residential homes, community mental health 
prevention programs, and psychiatric home care programs. 
Today, community mental health nurses practice in a range 
of behavioral health care settings (eg, detoxifi cation centers 
or group homes for serious and persistently mentally ill cli-
ents) that can present challenges related to role competen-
cies and nursing preparation and to the allocation of their 

Medication: •  Psychotropic medication is generally 
regarded as essential in the treatment of chronically 
ill clients. The individual often continues this medi-
cation regimen after the acute symptoms have sub-
sided and he or she returns to the community. The 
CMHC psychiatrist or nurse practitioner is respon-
sible for conducting a full medication assessment 
and for supervising a safe and strategic medication 
care plan.
Individual and family therapy: •  In the last several 
years, many signifi cant developments have occurred 
in community-based family therapy with the psychi-
atric client. Family interventions focus on altering 
the emotional climate within the family and reduc-
ing stress. Signifi cant emphasis is placed on educat-
ing the family about the client’s illness and teaching 
more effective communication and problem-solving 
skills.
Crisis intervention:  • The psychiatric client in the 
community is vulnerable to stress and often lacks 
the self-care skills to cope with unexpected stress-
ful situations. CMHCs usually assume responsibil-
ity for 24-hour crisis intervention by contracting 
with hospital emergency rooms or by establishing 
their own hotline or psychiatric emergency room.

Social skills training: •  Many CMHC clients lack social 
skills and experience much diffi culty in maintaining 
good interpersonal relationships. In response to this 
need, many centers have established social skills 
training programs that use role-playing and individ-
ual and group therapy to teach interpersonal skills.
Medical care: •  Clients recently discharged from a 
psychiatric hospital may suffer from a signifi cant 
physical illness. Poor physical health is one of the 
most important factors affecting the recovery of 
psychiatric clients in the community. A comprehen-
sive treatment program at a CMHC should include 
a means of obtaining medical services for clients 
through contracting or referral. Laboratory service is 
also provided to monitor drug levels, liver profi les, 
electrolytes, and so forth.
Vocational training: •  Many clients also experience 
diffi culty in fi nding a suitable job. CMHCs offer pro-
grams that focus on honing job skills, improving 
interview techniques, writing résumés, fi lling out 
applications, and job searching. To be fully effective, 
these vocational rehabilitative programs should con-
tinue after the CMHC client obtains a job, because 
he or she will need continued skills training, sup-
port, and stress management.

BOX 8.3

Therapeutic Services Provided by Community Mental Health Centers (CMHCs)
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unresolved psychosomatic symptoms without evidence of 
physical illness, and phobias. Mental health services delivered 
in primary care settings, compared with many mental health 
settings, are more easily accessible, more easily reimbursed, 
and usually less expensive. Visiting a primary care setting elim-
inates the stigma of seeking mental health care in a segregated 
mental health site. The presence of mental health practitioners 
on site in the primary care setting has resulted in improved 
recognition and treatment of psychiatric disorders (Roberts, 
Robinson,  Stewart, & Wright, 2008).

In the primary care practice, the nurse practitioner can 
provide consultation, diagnostic evaluation, psychotherapy, 
and evaluation and management of psychotropic medication in 
the medical setting. The client receives comprehensive health 
care in a nonthreatening environment.

A new model or concept of client continuum of care known 
as the medical home coalition is gaining momentum nationwide. 
Viewed as an alternative to the current health care system 
of multiple provider networks, the principles of the medical 
home coalition model include providing all services each cli-
ent may need or, if necessary, making sure the client has access 
to care outside the practice. This model includes an ongoing 
relationship between a provider and client, around-the-clock 
access to medical/psychiatric consultation, respect for a client’s 
cultural and religious beliefs, and a comprehensive approach 
to care and coordination of care through providers and com-
munity services (Finkelstein, 2008; Fuchs, 2008).

A national initiative to create electronic medical records for 
all Americans by 2014 will streamline work fl ow across the con-
tinuum of care. All client information (eg, fi nancial, clinical, and 
operational) will be in one location. Organizations are contacting 
nurses to participate in a unique specialty role known as nursing 
informatics (see Chapter 2). The nurse informaticist may serve 
in several roles such as facilitator, educator, researcher, project 
manager, implementation specialist, or client safety expert. This 
emerging leadership role will help advance the continuum of 
care delivery invaluably in the years to come (Cato, 2007).

were becoming more concerned about societal and  community 
conditions that could contribute to health problems and to the 
needs of persons with mental illness. Miller further stated that 
community mental health nurses should continue to broaden 
their role to include a more holistic approach in the assess-
ment, planning, and implementation of community services. 
Being prepared to respond to the increasingly complex chal-
lenge of providing optimal mental health care by going beyond 
the traditional roles of psychiatric nursing also was important. 
Miller encouraged these specialized nurses to go beyond pro-
viding therapy and education, to include interventions that 
reduce vulnerability to mental illness and enhance strengths in 
the individual and the  community.

THE CONTINUUM OF CARE IN 
THE 21ST CENTURY
As a result of the increase in computer accessibility, a health 
care revolution has occurred on the World Wide Web. In the 
past, psychiatric–mental health Internet resources were limited 
to library holdings and journal abstracts. However, clinicians 
are now able to obtain practice updates, the most current jour-
nal summaries and publications, and continuing education 
credits online. Individuals are using the Internet to enhance 
their understanding of diseases and treatment.

Mental health care providers and consumers are venturing 
into more direct therapeutic resources on the Internet. Web 
sites provide resources similar to self-help groups. Chat rooms 
provide the client with the opportunity to access support 
groups online. Educational resources are readily accessible and 
can generally be downloaded at no charge. Medication infor-
mation and adverse-effect profi les (patient monographs) are 
available for client education.

A debate within the psychiatric community is expected regard-
ing the use of the Internet as a practice extender, or cybertherapy. 
Concern has been voiced that clients could develop a false sense 
that their psychiatric condition is improving. The real benefi cia-
ries of the Internet may be persons who do not qualify for thera-
peutic intervention but are motivated for treatment.

The continuum of care also extends into the primary care 
practice. Primary care practitioners and medical specialists often 
are expected to provide services to clients who seek mental 
health care or to clients who received limited psychiatric treat-
ment because of limited insurance coverage. Approximately 
25% of all clients in the primary care setting have a diagnosis 
of mood disorder and are treated by the primary care clinician. 
Frequent complaints by clients in the primary care setting also 
include anxiety, depression, chronic pain,  insomnia,  multiple 

SELFAWARENESS PROMPT
Concern has been raised regarding the 

use of the Internet as a resource for clients with 
 psychiatric–mental health issues. Do you believe 
that some clients would benefi t from this practice? If 
so, state two examples of the types of resources that 
you feel would be helpful to a client. If not, explain 
why Internet resources would not be  benefi cial.

KEY CONCEPTS
Trends such as case management, managed care, and • 
PPSs have affected the delivery of health care, including 
 psychiatric–mental health care, to children, adolescents, 
and adult clients during the last decade.

Nurses are challenged to accurately assess a client’s • 
 psychosocial and medical needs in a limited amount of 
time during transitions between levels of care.
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Care provided by community mental health services is • 
based on the client’s psychiatric and medical needs, avail-
able social support systems, and availability of reimburse-
ment for care.
The admission of psychiatric clients to LTC facilities is reg-• 
ulated by the Nursing Home Reform Act of the Omnibus 
Budget Reconciliation Act of 1987.
The components of community-based health care also • 
apply to community mental health services. These com-
ponents include enhancement of client self-care abilities; 
preventive care; planning care in the context of the client’s 
family, culture, and community; and collaboration among 
a diverse team of professionals.
The role of the community mental health nurse today is • 
comprehensive and challenging, requiring  adaptability 
and fl exibility. Various levels of care are provided, 

 depending on the nurse’s education and qualifi cations. The 
nurse is challenged to include interventions that reduce 
vulnerability to mental illness and enhance strengths in 
the  individual and the community.
The use of the Internet has been referred to as a practice • 
extender, because both clinicians and consumers of health 
care use online knowledge to enhance their understanding 
of diseases and treatment.
The role of the psychiatric–mental health nurse in con-• 
tinuum of care is expanding due to the emergence of 
integrated models of care in the primary care settings, 
the development of the medical home coalition, and the 
emerging speciality of the nurse informaticist.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Interview a local community mental health nurse about 
the system in which she or he works. Does the system 
support a continuum of care for clients with mental health 
disorders? Which mental health services, if any, have been 
negatively affected by managed care? Explain your answer.

 2. Visit a group home or personal care home in a local com-
munity. What support services, staffi ng, and therapeutic 
interventions are available? What are the strengths and 
weaknesses of this type of program? After assimilating 
this information, discuss how a group home might be 
accepted in the neighborhood where you live.

 3. Visit the Web site of a mental health support group on 
the Internet. What information is available? How would 
the nurse be able to use this information to benefi t his or 
her client?

Refl ection

Review the quote at the beginning of the chapter. Interview a 
client in your present clinical practice setting. Assess the client’s 
medical and mental health needs. What health care service(s) 
should be used to ensure an effective continuum of care for the 
client? Are such services available in the community? If not, 
what alternative interventions could be employed?

NCLEX-Style Questions

 1. Which of the following terms best refers to a nurse who 
is employed by a health care maintenance organization 
and determines if a client’s symptoms meet the appropri-
ate psychiatric or medical necessity criteria?
a. case manager
b. utilization review nurse

c. primary care nurse
d. community mental health nurse

 2. Which of the following refl ects most accurately the direct 
impact of managed care on psychiatric nursing care planning?
a. Assessing and planning for client care must occur in a 

short period of time.
b. Family members need to be intimately involved in 

planning care.
c. Clients require follow-up or provision for continuum 

of care.
d. All treatment team members should be involved with 

planning.
 3. The nurse–manager in a long-term care unit is talking 

with the family of a newly admitted client with a diagno-
sis of schizophrenia, paranoid type. The daughter voices 
concern that her father’s behavior seems worse since his 
admission. Which of the following is the best action the 
nurse can take?
a. explain that psychotropic medications can be adapted 

according to behavior
b. initiate treatment-team review of the client’s behavior 

since admission
c. explain that the transition is sometimes hard for 

the client and it is normal for short-term changes in 
behavior to occur

d. refer client’s daughter to the physician in charge of her 
father’s care

 4. A client with chronic schizophrenia is to be discharged 
from the psychiatric facility to a group home. This type 
of care is known as _________________.
a. crisis intervention
b. partial hospitalization program
c. residential treatment program
d. psychiatric home care
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96 UNIT  II Special Issues Related to Psychiatric–Mental Health Nursing

 5. The specialty of nurse informaticist serves which of the 
following roles on the care provider team?
a. educator
b. facilitator
c. researcher
d. project manager
e. implementation specialist
f. client safety expert

 6. When preparing a teaching plan for the family of a client 
who will be receiving psychiatric home care, which of the 

following would the nurse incorporate into the teaching 
plan? Select all that apply.
a. this type of care, although effective, can be costly
b. there is less disruption in the client’s relationship with 

family
c. the client’s level of independence is stressed as an 

important factor and thus encouraged
d. clients typically receive less satisfaction from this type 

of care
e. the client can engage in all types of recreational 

 community activities
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9Assessment of 
 Psychiatric–Mental 
Health Clients

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss the nursing process.
 2. Articulate the purpose of a comprehensive nursing 

assessment.
 3. Differentiate the purpose of a focused and a screening 

assessment.
 4. Understand the signifi cance of cultural competence 

 during the  assessment process.
 5. Recognize how disturbances in communication exhibited 

by a client can impair the assessment process.
 6. Describe the importance of differentiating among the six 

types of  delusions during the assessment process.
 7. Distinguish the fi ve types of hallucinations identifi ed in 

psychiatric  disorders.
 8. Illustrate the differences between obsessions and 

 compulsions.
 9. Discriminate levels of orientation and consciousness 

 during the  assessment process.
10. Refl ect on how information obtained during the 

 assessment process is transmitted to members of the 
health care team.

11. Formulate the criteria for documentation of assessment 
data.

The fi rst step in the nursing process, the assessment of the client, is 

crucial. Assess the client in a holistic way, integrating any relevant 

information about the client’s life, behavior, and feelings. Remember 

that the focus of care, beginning with the initial assessment, is 

toward the client’s optimum level of health and independence from 

the hospital.

SCHULTZ & VIDEBECK, 2009

9
UNIT III
Components of the Nurse–Client 
Relationship

Acute insomnia
Affect
Blocking
Circumstantiality
Clang association
Compulsions
Delusions
Depersonalization
Echolalia
Flight of ideas
Hallucinations
Illusion
Insight
Insomnia
Looseness of 

association

Memory
Mood
Mutism
Neologism
Neurovegetative 

changes
Nursing process
Obsessions
Perseveration
Primary insomnia
Secondary insomnia
Tangentiality
Verbigeration
Word salad

KEY TERMS
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100 UNIT  I I I Components of the Nurse–Client Relationship

The nursing process is a deliberate, six-step problem-solving 
approach to meeting the health care and nursing needs of 
 clients. It involves assessment (data collection), nursing diag-
nosis, outcome identifi cation, planning, implementation, and 
evaluation with subsequent modifi cations used as feedback 
mechanisms that promote the resolution of the nursing diag-
nosis. It is an integrated and client-centered process that serves 
as an organizational framework for the practice of nursing 
(Fig. 9-1) (Chamberlain, 2006; Schultz & Videbeck, 2009). 
The nursing process sets the practice of nursing in motion and 
serves as a monitor of quality nursing care. Nurses in all spe-
cialties practice the fi rst step, assessment. This chapter focuses 
specifi cally on the assessment of clients with psychiatric disor-
ders, including those clients who may have a coexisting medi-
cal diagnosis. The remaining fi ve steps of the nursing process 
are discussed in Chapter 10.

CLIENT ASSESSMENT
The assessment phase of the nursing process includes nurse–
client interaction during the collection of data about a per-
son (child, adolescent, adult, or older adult client), family, or 
group by the methods of observing, examining, and interview-
ing. The type of assessment that occurs depends on the client’s 

needs, presenting symptoms, and clinical setting. For example, 
an adolescent client who attempts suicide may be assessed in 
the emergency room, or an older adult may be assessed in a 
nursing home to rule out the presence of major depression 
secondary to a cerebral vascular accident.

Two types of data are collected during the assessment pro-
cess: objective and subjective. Objective data include informa-
tion to determine the client’s physical alterations, limits, and 
assets (Chamberlain, 2006). Objective data are tangible and 
measurable data collected during a physical examination by 
inspection, palpation, percussion, and auscultation. Objective 
data can also include observable client behavior such as crying 
or talking out loud when no one else is in the room. Labora-
tory results and vital signs also are examples of objective data. 
Subjective data are obtained as the client, family members, or 
signifi cant others provide information spontaneously during 
direct questioning or during the health history. One of the Joint 
Commission’s 2007 safety goals emphasizes active involvement 
of the client and family in the client’s care. During the assess-
ment, the nurse shows respect to families or signifi cant others, 
observes their roles and relationships with the client, and asks 
questions to obtain subjective data regarding family-centered 
care of the client (Cipriano, 2007). Subjective data includes any 
statements made by the client, for example, “I hate my life and 
I want to die,” and information collected during the review of 

STANDARD I
Assessment
(Collection of
health data)

STANDARD VI
Evaluation

(Evaluation of progress
in attaining expected

outcomes)

STANDARD II
Diagnosis

(Analysis of data to
determine diagnosis)

STANDARD III
Outcome Identification

(Identification of
expected outcomes)

STANDARD IV
Planning

(Development of a plan
of care to attain

expected outcomes)

STANDARD V
Implementation

(Implementation of
interventions identified

in the plan of care)

Client
Centered

FIGURE 9-1 Standards of care and the 
 nursing process: an integrated and client-
 centered framework.
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CHAPTER 9    Assessment of  Psychiatric–Mental Health Clients 101

help confi rm the diagnosis of a psychiatric disorder (Menaster, 
2004). For example, a screening assessment using the Abnor-
mal Involuntary Movement Scale could be utilized to evalu-
ate the frequency and severity of a client’s movement disorder 
during administration of neuroleptic medication to stabilize 
 clinical symptoms of schizophrenia.

During any assessment, the psychiatric–mental health 
nurse uses a psychosocial nursing history and assessment tool 
to obtain factual information, observe client appearance and 
behavior, and evaluate the client’s mental or cognitive status. 
A sample psychosocial nursing history and assessment form is 
shown in Figure 9-2. Examples of assessment tools or screen-
ing instruments used to diagnose specifi c psychiatric disorders 
are discussed in the appropriate chapters of Units VI and VII.

Cultural Competence During Assessment

According to the 2000 census, more than 6.8 million 
 Americans identifi ed themselves as multiracial such as White/
other, White/Native American, White/Asian, White/Black, 
Asian/other, Black/other, and three or more races. Cultural 
competence experts realize that nurses cannot learn the cus-
toms, languages, and specifi c beliefs of every client they see. 
But the psychiatric–mental health nurse must possess sensitiv-
ity, knowledge, and skills to provide care to culturally diverse 
groups of clients to avoid labeling persons as noncompliant, 
resistant to care, or abnormal. For example, the act of suicide 
is accepted in some cultures as a means to escape identifi able 
stressors such as marital discord, illness, criticism from others, 
and loneliness. Suicides are sometimes commemorated with 
death memorials (Andrews & Boyle, 2003, 2008).

Several client cultural assessment approaches, identifi ed by 
Andrews & Boyle (2008), Mackey-Padilla (2005), and  Kanigel 
(1999), can be used during the assessment and treatment of 
diverse client populations. These approaches are as follows:

 1. Assess and clarify the client’s cultural values, beliefs, and 
norms. Clarify the relationship between religious and 
spiritual issues as they relate to the client’s health care 
status.

 2. Assess the client’s degree of cultural assimilation/ 
acculturation.

 3. Assess the client’s perspective regarding feelings and 
symptoms. Questions would include “What do you call 
your illness?” “What do you think causes it?” and “How 
have you treated it?”

 4. Elicit the client’s expectations and ask what the client 
feels is important for the health care provider to know 
about the client’s biopsychosocial needs. Negotiate treat-
ment. Explain what assessment tools may be used. Ask 
the client whether there is a need to clarify any informa-
tion as the assessment process occurs.

 5. Learn how to work with interpreters. Using a family 
member as an interpreter is contraindicated because a 
family member may omit data or give erroneous infor-
mation. (According to the recent Health Insurance 
 Portability and Accountability Act privacy rules policy, 

past medical and psychiatric records. This type of data  collection 
involves interpretation of information by the nurse.

Types of Assessment

Three kinds of assessment exist: comprehensive, focused, and 
screening assessments. A comprehensive assessment includes 
data related to the client’s biologic, psychological, cultural, 
spiritual, and social needs. This type of assessment is generally 
completed in collaboration with other health care profession-
als such as a physician, psychologist, neurologist, and social 
worker. A physical examination is performed to rule out any 
physiologic causes of disorders such as anxiety, depression, or 
dementia. For example, more than 30% of clients with der-
matologic diseases have reported the presence of depressive 
and anxiety disorders. Neuroimaging has been included as 
part of a comprehensive assessment to avoid misdiagnosis or 
a serious delay in the diagnosis of some psychiatric disorders. 
It has been used to confi rm psychiatric diagnoses in clients 
who exhibited auditory hallucinations, symptoms of bipolar 
disorder, behavioral symptoms of acute-onset dementia, and 
atypical headache symptoms ( Johnson, 2005; Novick, 2004; 
Romano, 2004; Wright, 2005). Many psychiatric facilities 
require a comprehensive assessment, including medical clear-
ance, before or within 24 hours of admission to avoid medical 
emergencies in the psychiatric setting.

A focused assessment includes the collection of specifi c data 
regarding a particular problem as determined by the client, a 
family member, or a crisis situation (Carpenito-Moyet, 2008). 
For example, in the event of a suicide attempt, the nurse would 
assess the client’s mood, affect, and behavior. Data regarding 
the attempted suicide and any previous attempts of self-
 destructive behavior would also be collected (see Chapter 31).

A screening assessment includes the collection of predeter-
mined data, usually during initial contact, to determine how 
the client is functioning in various areas (Carpenito-Moyet, 
2008). Assessment or rating scales may be used to evaluate data 
regarding problems such as memory loss or insomnia or behav-
iors such as combativeness or impulsivity. Although a client’s 
history may remain stable, his or her mental status or behavior 
can change from day to day or hour to hour. The psychiatric 
mental status examination is one type of screening assessment 
that can be used in a variety of locations such as the emergency 
room, the physician’s offi ce, or an outpatient clinic. This assess-
ment provides a description of the client’s appearance, speech, 
mood, thinking, perceptions, sensorium, insight, and judgment 
(Sadock & Sadock, 2003). Other examples of screening assess-
ments or rating scales used to evaluate data regarding a particu-
lar problem or behavior include the Folstein Mini  Mental State 
Examination, Brief Psychiatric Rating Scale, Dementia Rating 
Scale, Drug Attitude Inventory (DAI-10), Impulsivity Scale, or 
the Hamilton Rating Scale for Depression.

Although rating scales provide useful symptom frequency 
and severity data, client reliability and credibility are reason-
able concerns. However, the rating scales can provide objec-
tive information about clients in a variety of situations and 
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102 UNIT  I I I Components of the Nurse–Client Relationship

 biopsychosocial needs of clients who have diffi culty 
 communicating in a second language.

Talking openly and communicating with the client can pro-
vide valuable information about compliance and behavior. 
Acknowledging that differences do exist is the most important 
thing that the psychiatric–mental health nurse can do. Refer to 
Chapter 4 for more detailed information about cultural compe-
tence of the psychiatric–mental health nurse.

the client must give permission to include a family 
 member or an interpreter in the interview; otherwise a 
breach of client confi dentiality could occur.)

 6. When using an interpreter, talk to the client rather than 
the interpreter. Observe the client’s eyes and face for 
nonverbal reactions.

 7. Seek collaboration with bilingual community resources, 
such as a social worker, for assistance in meeting 

Identifying data:  AJ is a 38-year-old recently widowed white female referred by Dr. S for a psychiatric evaluation.

Chief complaint:  Inability to sleep, loss of appetite, decreased concentration, and lack of motivation since the death of her
 husband last month. "My doctor tells me that I am depressed."

Presenting clinical symptoms:  Client presents with a flat affect, poor eye contact, and unkempt appearance. Speech is
 monotonous and difficult to hear. Exhibits blocking. Gait is slow and deliberate upon entering the room. Slouched
 posture is noted when seated. Responds to questions but does not initiate conversation. Denies any alteration in
 thought process such as delusions or hallucinations. Denies any self-destructive thoughts or plans.

Mental status and cognitive abilities:  Alert. Oriented to person, place, and time. Recent and remote memory are intact
 although blocking does occur at times. Object recall is delayed but correct. Admits to decreased attention
 span and concentration since the death of her husband. Judgment is appropriate. Insight is limited. She
 is unable to identify any positive coping skills or personal strengths.

Previous psychiatric history:  None. There is no family history of psychiatric illness.

Medical history including any medication taken: No known allergies. The results of the last complete physical examination,
 including laboratory test results and ECG, were within normal limits. She presently takes no medication and has
 not required any in the past except for over-the-counter medication for pain or cold. Both parents and two younger
 siblings are alive and well. There is no history of major illness, surgeries, or hospitalizations.

Psychosocial history:  AJ is a college graduate with a degree in accounting. She works part time. She has two children, a
 son 8 years of age and a daughter who is 6 years old. AJ is Protestant and is active in her religious community.
 Until the death of her husband, she played duplicate bridge and golfed with him twice a month. She is a
 nonsmoker, drinks socially, and has never taken illicit drugs. She has a good relationship with her parents and
 two siblings, who have been supportive during the illness and recent death of her husband.

Identified strengths:

 No physical problems
 Judgment, memory, and orientation intact
 Supportive family
 College graduate

 Active in religious community

FIGURE 9-2 Sample psychosocial nursing history and assessment form.
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CHAPTER 9    Assessment of  Psychiatric–Mental Health Clients 103

to describe an individual’s display of lack of emotion, interest, 
or  concern.

A lead question such as “What are you feeling?” may elicit 
such responses as “nervous,” “angry,” “frustrated,” “depressed,” 
or “confused.” Ask the person to describe the nervousness, 
anger, frustration, depression, or confusion. Is the person’s 
emotional response constant or does it fl uctuate during the 
assessment? When performing the interview, always record a 
verbatim reply to questions concerning the client’s mood and 
note whether an intense emotional response accompanies the 
discussion of specifi c topics. Affective responses may be appro-
priate, inappropriate, labile, blunted, restricted or constricted, 
or fl at. An emotional response out of proportion to a situation 
is considered inappropriate. The lack of an affective response 
to a very emotional event may also be considered inappropri-
ate, such as no display of emotion when discussing a close 
relative’s death or when discussing another traumatic event. 
Box 9-1 describes the various affective responses.

Under ordinary circumstances, a person’s affect varies 
according to the situation or subject under discussion. The 
person with emotional confl ict may have a persistent emotional 
reaction based on this confl ict. As the examiner or observer, 
identify the abnormal emotional reaction and explore its depth, 
intensity, and persistence. Such an inquiry could  prevent a 
person who is depressed from attempting suicide.

Behavior, Attitude, and Coping Patterns

Asking about suicidal risk, violent behavior, or substance abuse 
during client assessments is embarrassing for many nurses. 
Such embarrassment may result in the nurse’s judging a client 
or making assumptions about the client (Blair, 2005). Describe 
the client’s general behavior and attitude, ability to care for 

COLLECTION OF DATA
Beginning students will need to learn to determine whether data 
are signifi cant in basic functional patterns or needs. To recognize 
signifi cant data, the nurse must fi rst know what is expected or 
normal. (Carpenito-Moyet, 2008, p. 3).

Many data are collected by the psychiatric–mental health 
nurse during a comprehensive assessment, which may take 
place in a variety of settings such as the primary care set-
ting, general hospital, or psychiatric clinical setting. Spe-
cifi c questions or guidelines are at times included in the 
assessment to alert the nurse to information that could be 
overlooked or misinterpreted. Clients are often reluctant to 
discuss their mental or emotional problems because of the 
stigma that mental illness has historically carried. They may 
not have the self-awareness to realize that their emotional 
symptoms may play a role in their physical and general 
well-being.

Appearance

General appearance includes physical characteristics, appar-
ent age, peculiarity of dress, cleanliness, and use of cosmet-
ics. A  client’s general appearance, including facial expressions, 
is a  manner of nonverbal communication in which emotions, 
feelings, and moods are related. For example, people who are 
depressed often neglect their personal appearance, appear 
disheveled, and wear drab-looking clothes that are generally 
dark in color, refl ecting a depressed mood. The facial expres-
sion may appear sad, worried, tense, frightened, or distraught. 
Clients with mania may dress in bizarre or overly colorful out-
fi ts, wear heavy layers of cosmetics, and don several pieces of 
jewelry.

Affect or Emotional State

Affect is defi ned as an individual’s present emotional respon-
siveness. It is the observable manifestation of one’s emotions or 
feelings inferred from facial expressions (eg, anger, sadness, or 
happiness). For example, when complemented by his teacher 
a child smiles. He is expressing an affective or emotional 
response to the complement. (The terms affect and emotion are 
commonly used interchangeably.) Mood is a descriptive term 
that refers to the presence of pervasive and sustained emotions 
or feelings described by a person (Sadock & Sadock, 2003; 
Shahrokh & Hales, 2003). For example, a woman who cries 
frequently and says she misses her deceased husband who 
died last month is exhibiting a depressed mood. The rela-
tionship between one’s affect and mood is of particular sig-
nifi cance. The term congruent is used to describe consistency 
between a person’s affect and mood (eg, “The client’s affect is 
congruent with his mood.”). Conversely, affect can be widely 
divergent or incongruent from what one says or does. For 
example, a client may appear happy in the presence of fam-
ily members but, when alone, abuses alcohol in an attempt to 
alleviate a depressed mood. Apathy is a term that may be used 

Types of Affective Responses

Blunted affect: Severe reduction or limitation in 
the intensity of one’s affective responses to a 
 situation

Flat affect: Absence or near absence of any signs 
of affective responses, such as an immobile face 
and monotonous tone of voice when conversing 
with others

Inappropriate affect: Discordance or lack of har-
mony between one’s voice and movements with 
one’s speech or verbalized thoughts

Labile affect: Abnormal fl uctuation or variability 
of one’s expressions, such as repeated, rapid, or 
abrupt shifts

Restricted or constricted affect: A reduction in 
one’s expressive range and intensity of affective 
responses

BOX 9.1
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Does their conversation jump from one topic to another?• 
Do they stutter, lisp, or regress in their speech?• 
Do they exhibit any unusual personality traits or charac-• 
teristics that may interfere with their ability to socialize 
with others or adapt to hospitalization? For example, 
do they associate freely with others, or do they consider 
themselves “loners”? Do they appear aggressive or domi-
neering during the interview? Do they feel that people 
like them or reject them? How do they spend their 
personal time?
With what cultural group or groups do they identify?• 

During the assessment, it is desirable to obtain a verbatim 
sample of the stream of speech to illustrate psychopathologic 
disturbances. A review of data collection enables the nurse to 
integrate specifi c purposeful communication techniques dur-
ing interactions with the client. These techniques are chosen to 
meet the needs of the client and may be modifi ed based on their 
effectiveness during the nurse–client interaction (Schultz & 
Videbeck, 2009).

Impaired Communication
During assessment, clients may demonstrate impaired com-
munication. The following terminology defi ned by Shahrokh 
and Hales (2003) and Sadock and Sadock (2003) is commonly 
used to describe this impaired communication: blocking, 
circumstantiality, clang association, echolalia, fl ight of ideas, 
looseness of association, mutism, neologism, perseveration, 
tangentiality, verbigeration, and word salad.

Blocking. Blocking refers to a sudden stoppage in the spon-
taneous fl ow or stream of thinking or speaking for no appar-
ent external or environmental reason. Blocking may be due 
to preoccupation, delusional thoughts, or hallucinations. For 
example, while talking to the nurse, a client states, “My favorite 
restaurant is Chi-Chi’s. I like it because the atmosphere is so 
nice and the food is…” Blocking is most often found in clients 
with schizophrenia experiencing auditory hallucinations.

Circumstantiality. With circumstantiality, the person gives 
much unnecessary detail that delays meeting a goal or stating a 
point. For example, when asked to state her occupation, a cli-
ent may give a very detailed description of the type of work she 
did. This impairment is commonly found in clients with mania 
and those with some cognitive impairment disorders, such as 
the early stage of dementia or mild delirium. Individuals who 
use substances may also exhibit this pattern of speech.

Clang Association. Clang association is a type of think-
ing in which the sound of a word (eg, punning or rhyming) 
substitutes for logic during communication. For example, a 
client who was asked, “Would you like to go for a walk?” 
responded, “Talk helps a lot.” Individuals with a thought 
disorder such as schizophrenia or atypical psychosis exhibit 
clang association.

Echolalia. Echolalia is the parrot-like repetition of over-
heard words or phrases. Individuals with a developmental 
disorder, neurologic disorder, or schizophrenia may exhibit 

himself or herself, and observable psychomotor activity level. 
To avoid such mistakes when assessing clients’ behavior and 
attitude, consider the following factors:

Do they exhibit strange, threatening, suicidal, self-• 
 injurious, or violent behavior? Aggressive behavior may 
be displayed verbally or physically against self, objects, 
or other people. Are they making an effort to control 
their emotions?
Is there evidence of any unusual mannerisms or motor • 
activity, such as grimacing, tremors, tics, impaired gait, 
psychomotor retardation, or agitation? Do they pace 
excessively?
Do they appear friendly, embarrassed, evasive, fearful, • 
resentful, angry, negativistic, or impulsive? Their attitude 
toward the interviewer or other helping persons can 
facilitate or impair the assessment process.
Is behavior overactive or underactive? Is it purposeful, dis-• 
organized, or stereotyped? Are reactions fairly consistent?

If clients are in contact with reality and able to respond to such 
a question, ask them how they normally cope with a serious 
problem or with high levels of stress. Responses to this ques-
tion enable the nurse to assess clients’ present ability to cope 
and their judgment. Is there a support system in place? Are 
clients using medication, alcohol, or illicit drugs to cope? Their 
behavior may be the result of inadequate coping patterns or 
lack of a support system.

Clients experiencing paranoia or suspicion may isolate 
themselves, appear evasive during a conversation, and dem-
onstrate a negativistic attitude toward the nursing staff. Such 
activity is an attempt to protect oneself by maintaining control 
of a stressful environment. See Chapter 13 for additional infor-
mation regarding the assessment of clients who present with 
suicidal risks and violent behavior.

Communication and Social Skills

The client may hesitate to communicate with a complete 
stranger on the fi rst meeting unless the nurse is able to display 
empathy for the client’s distress and establish trust with the 
client. Consider the following factors while assessing clients’ 
ability to communicate and interact socially:

Do they speak coherently? Does the fl ow of speech seem • 
natural and logical, or is it illogical, vague, and loosely 
organized? Do they enunciate clearly?
Is the rate of speech slow, retarded, or rapid? Do they fail • 
to speak at all? Do they respond only when questioned?
Do clients whisper or speak softly, or do they speak • 
loudly or shout?
Is there a delay in answers or responses, or do clients • 
break off their conversation in the middle of a sentence 
and refuse to talk further?
Do they repeat certain words and phrases over and over?• 
Do they make up new words that have no meaning to • 
other people?
Is their language obscene?• 
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Tangentiality. Tangentiality is a disturbance in associative 
thought process or pattern of speech characterized by oblique, 
digressive, or irrelevant replies to questions. It occurs when a 
person responds to a question with a superfi cial reply that is 
appropriate to the general topic but does not specifi cally answer 
the question. For example, a client is asked if she has a good 
appetite. She responds that she usually eats when she is hungry. 
Clients experiencing thought disorders such as schizophrenia or 
organic brain disorders such as dementia exhibit tangentiality.

Verbigeration. Verbigeration describes the meaningless 
repetition of specifi c words or phrases (eg, “bad dog”). It is 
observed in clients with certain psychotic reactions or clients 
with cognitive impairment disorders.

Word Salad. Word salad is a disturbance in form of 
thought. The client’s speech contains a mixture of words and 
phrases that lack comprehensive meaning or logical coher-
ence. Clients with the diagnosis of dementia or schizophrenia 
exhibit word salad.

Content of Thought

In the psychiatric–mental health clinical setting, variations in 
thought content frequently are noted. These variations may 
include delusions, hallucinations, depersonalization, obses-
sions, and compulsions. Alterations in thought process can be 
related to a mood disorder (eg, depression) or to an organic 
condition (eg, dementia).

Delusions
Delusions are fi xed false beliefs not true to fact and not ordi-
narily accepted by other members of the person’s culture. They 
cannot be corrected by an appeal to the reason of the person 
experiencing them. Delusions occur in clients with various 
types of psychotic disorders, such as cognitive impairment 
disorder and schizophrenic disorder, and in clients with some 
affective disorders. Sadock and Sadock (2003) list 13 types of 
delusions. Table 9-1 describes the more frequently reported 
types of delusions.

 echolalia in a mocking or mumbling manner or with staccato 
intonation.

Flight of Ideas. Flight of ideas is characterized by overpro-
ductivity of talk and verbal skipping from one idea to another. 
Although talk is continuous, the ideas are fragmentary. Con-
nections between segments of speech often are determined by 
chance associations; for example, “I like the color blue. Do you 
ever feel blue? Feelings can change from day to day. The days 
are getting longer.” It is most commonly observed in clients 
with mania.

Looseness of Association. Looseness of association, syn-
onymous with the term derailment, is a disturbance of thinking 
shown by speech in which ideas shift from one unrelated or 
minimally unrelated subject to another. The individual speaks 
in complete sentences, but the relationship between sentences 
does not make sense; for example, “Mary went swimming. 
I like turkey.” Clients with impaired thought disorders such as 
schizophrenia, delusional disorder, or dementia exhibit loose-
ness of association.

Mutism. Mutism refers to the refusal to speak even though 
the person may give indications of being aware of the envi-
ronment. Mutism may occur due to conscious or unconscious 
reasons and is observed in clients with catatonic schizophrenic 
disorders, profound depressive disorders, and stupors of 
organic or psychogenic origin.

Neologism. Neologism describes the use of a new word or 
combination of several words coined or invented by a person 
and not readily understood by others; for example, “His phe-
nologs are in the dryer.” This impairment is found in clients 
with certain schizophrenic disorders.

Perseveration. With perseveration, the person emits the 
same verbal response (eg, “When do we eat?” or “I have to go 
to the bathroom”) to various questions. Perseveration is also 
defi ned as repetitive motor response to various stimuli. This 
impairment is found in clients experiencing some cognitive 
impairment disorders and clients experiencing catatonia.

TABLE 9.1

Types of Delusions Frequently Reported

Delusion Description

Delusion of reference 
or persecution

The client believes that he or she is the object of environmental attention or is or being singled out for 
harassment. “The police are watching my every move. They’re out to get me.”

Delusion of alien control The client believes his or her feelings, thoughts, impulses, or actions are controlled by an external source. 
“A spaceman sends me messages by TV and tells me what to do.”

Nihilistic delusion The client denies reality or existence of self, part of self, or some external object. “I have no head.”

Delusion of poverty The client is convinced that he or she is, or will be, bereft of all material possessions.

Delusion of grandeur A client experiences exaggerated ideas of his or her importance or identity. “I am Napoleon!” or “I am Jesus!”

Somatic delusion The client entertains false beliefs pertaining to body image or body function. The client actually believes 
that he or she has cancer, leprosy, or some other terminal illness.
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standards. For example, a client expresses the repetitive urge 
to gamble, although his wife has threatened to divorce him if 
he does not stop playing poker. If the person does not engage 
in the repetitive act, he or she usually experiences feelings of 
tension and anxiety. Compulsions are frequently seen in clients 
with anxiety, obsessive–compulsive disorder, or personality, 
body dysmorphic, eating, or autism spectrum disorders.

Orientation

During the assessment, clients are asked questions about their 
ability to grasp the signifi cance of their environment, an exist-
ing situation, or the clearness of conscious processes. In other 
words, are they oriented to person, place, and time? Do they 
know who they are, where they are, or what the date is?  Levels 
of orientation and consciousness are subdivided as follows: 
confusion, clouding of consciousness, stupor, delirium, and 
coma (Table 9-3).

Memory

Memory is the ability to recall past experiences. Typically, 
memory is categorized as recent and long-term memory. Recent 
memory is the ability to recall events in the immediate past and 
for up to 2 weeks previously. Long-term memory is the ability 
to recall remote past experiences such as the date and place 
of birth, names of schools attended, occupational history, and 
chronologic data relating to previous illnesses. Loss of recent 
memory may be seen in clients with dementia, delirium, or 
depression. Long-term memory loss usually is a result of a 
physiologic disorder resulting in brain dysfunction.

Memory defects may result from lack of attention, diffi -
culty with retention, diffi culty with recall, or any combination 
of these factors. Three disorders of memory include

hyperamnesia, or an abnormally pronounced memory;• 
amnesia, or loss of memory; and• 
paramnesia, or falsifi cation of memory.• 

Hallucinations and Illusions
Hallucinations are sensory perceptions that occur in the 
absence of an actual external stimulus. They may be auditory, 
visual, olfactory, gustatory, or tactile in nature (Table 9-2). Com-
mand hallucinations are false perceptions of orders that a person 
may feel obligated to obey or unable to resist. Hallucinations 
occur in clients with substance-related disorders, schizophre-
nia, and manic disorders. Illusion is a term used to describe 
the misperception of a real external stimulus such as noise or 
shadows. For example, a client with the diagnosis of dementia 
may misinterpret the sound of rustling leaves to be the sound 
of voices. It is not unusual for clients to experience illusions 
during the withdrawal from alcohol or other substances.

Depersonalization
Depersonalization refers to a feeling of unreality or strange-
ness concerning self, the environment, or both. For example, 
clients have described out-of-body sensations in which they 
view themselves from a few feet overhead. These people may 
feel they are “going crazy.” Causes of depersonalization include 
prolonged stress and psychological fatigue, as well as substance 
abuse. Clients with schizophrenia, bipolar disorders, and dep-
ersonalization disorders have described this feeling.

Obsessions
Obsessions are insistent thoughts, recognized as arising from 
the self. The client usually regards the obsessions as absurd and 
relatively meaningless. However, they persist despite his or her 
endeavors to be rid of them. Persons who experience obses-
sions generally describe them as “thoughts I can’t get rid of ” or 
by saying, “I can’t stop thinking of things… they keep going on 
in my mind over and over again.” Obsessions are typically seen 
in clients with anxiety (eg, obsessive–compulsive disorder).

Compulsions
Compulsions are insistent, repetitive, intrusive, and unwanted 
urges to perform an act contrary to one’s ordinary wishes or 

TABLE 9.2

Types of Hallucinations

Hallucination Example

Auditory hallucination AS tells you that he hears voices frequently while he sits quietly in his lounge chair. He states, “The 
voices tell me when to eat, dress, and go to bed each night!”

Visual hallucination Ninety-year-old EK describes seeing spiders and snakes on the ceiling of his room late one evening as 
you make rounds.

Olfactory hallucination AJ, a 65-year-old psychotic client, states that she smells “rotten garbage” in her bedroom, although 
there is no evidence of any foul-smelling material.

Gustatory (taste) hallucination MY, a young client with delirium, complains of a constant taste of salt water in her mouth.

Tactile hallucination NX, a middle-aged woman undergoing symptoms of alcohol withdrawal and delirium tremens, 
 complains of feeling “worms crawling all over [her] body.”
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 completed by both men and women, women share a greater 
variety of spiritual needs than men (Sweat, 2008). Religious 
and spiritual beliefs often play an important role in the lives 
of the elderly. Recent results from national polls showed that 
95% of clients aged 75 or older believe in God or a higher 
power, 80% belong to a religious organization, 75% say that 
spirituality is very important to them, and about 55% attend 
religious services at least weekly. Ignoring spiritual assess-
ment of clients, including those with serious and persistent 
mental illness, deprives clients of the opportunity to refl ect on 
the meaning of their suffering, to use their religious beliefs or 
spiritual practices as a means of coping with their illness, or to 
consider ways in which their beliefs might add to their suffer-
ing (Kehoe, 1999; Zoler, 2007).

Obtaining a spiritual history enables nurses to identify sig-
nifi cant spiritual practices that may infl uence care. For exam-
ple, a hospitalized client exhibiting spiritual anxiety verbalizes 
a need to connect with his or her own spiritual support sys-
tem before consenting to treatment. Nonjudgmental questions 
asked in a matter-of-fact fashion can focus on the religious 
background of the client, parents, spouse, or signifi cant other; 
the client’s current religious affi liation or important spiritual 
beliefs; whether the client is currently active in a religious com-
munity; whether religious beliefs serve as a coping mechanism; 
and to what extent religious or spiritual issues are pertinent 
to the client’s current situation (Larson, Larson, & Puchalski, 
2000; Schultz & Videbeck, 2009). Following are examples of 
questions listed by Eldridge (2007) to assess religious or spiri-
tual issues pertinent to the client’s current situation:

Could any of your spiritual beliefs or practices be affect-• 
ing your health?
Has being sick affected you spiritually?• 
Are you feeling spiritually troubled?• 
What helps you most when you feel spiritually troubled?• 
Do you want help with your spiritual needs?• 

Pamela G. Reed, Associate Dean of Academic Affairs at the 
University of Arizona has pioneered research on spirituality 
in nursing and has also researched the relationship between 

Intellectual Ability

Intellectual ability is an indication of a person’s ability to use 
facts comprehensively. During an assessment, a client may be 
asked general information such as the names of the last three 
presidents. He or she may also be asked to calculate simple 
mathematical problems and correctly estimate and form opin-
ions concerning objective matters. For example, the person 
may be asked a question such as, “What would you do if you 
found a wallet in front of your house?” The nurse evaluates 
reasoning ability and judgment by the response given. Abstract 
and concrete thinking abilities are evaluated by asking the cli-
ent to explain the meaning of proverbs such as “an eye for an 
eye and a tooth for a tooth.”

Insight Regarding Illness or Condition

Insight is defi ned as self-understanding or the extent of one’s 
understanding about the origin, nature, and mechanisms of 
one’s attitudes and behavior. Does the client consider himself 
or herself ill? Does the client understand what is happening? 
What is the client most concerned about now? Is the illness 
threatening to the client? What would the client like to change? 
Clients’ insights into their illnesses or conditions range from 
poor to good, depending on the degree of psychopathology 
present. Insightful clients are able to identify strengths and 
weaknesses that may affect their response to treatment.

Spirituality

Spiritual assessment should, at a minimum, determine the patient’s 
denomination, beliefs, and what spiritual practices are important 
to the patient. ( Joint Commission for the Accreditation of 
Healthcare Organizations, 2005).

Spirituality involves the client’s beliefs, values, and religious 
culture (see Chapter 4). Assessing spiritual needs of clients can 
be challenging. Some clients may not be able to identify or 
express their needs. Spiritual needs expressed by men  differ 
in comparison with women. According to a questionnaire 

TABLE 9.3

Levels of Orientation and Consciousness

Level Description

Confusion Disorientation to person, place, or time, characterized by bewilderment and complexity

Clouding of 
consciousness

Disturbance in perception or thought that is slight to moderate in degree, usually due to physical or chemical factors 
producing functional impairment of the cerebrum

Stupor A state in which the client does not react to or is unaware of his or her surroundings. The client may be motionless and 
mute, but conscious

Delirium Confusion accompanied by altered or fl uctuating consciousness. Disturbance in emotion, thought, and perception is 
moderate to severe. Usually associated with infections, toxic states, head trauma, and so forth

Coma Loss of consciousness
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Sexuality may be a factor having an impact on, effecting, or con-
tributing to psychiatric illness with a client for a number of rea-
sons. For example, a client may be impotent, may have lost a 
sexual partner, or may have been a victim of sexual abuse or a hate 
crime. An interviewer should be careful about using non–gender-
specifi c terms when asking about signifi cant others: use “partner” 
instead of assuming a heterosexual relationship, as clients may be 
hesitant in revealing their sexual history/ orientation if they feel 
they will be judged on their responses. The following questions 
may be helpful in initiating a discussion on the topic of sexuality:

Does the client express any concerns about sexual or • 
gender identity, activity, or function?

 spirituality and mental health problems in adults and elders. 
Her “Spiritual Perspective Scale” is widely used by researchers. 
The 10-item self-administered interview measures clients’ per-
spectives on the extent to which spirituality permeates their 
lives and their engagement in spiritually-related interactions 
(Nursingtheory.net, 2008). A sample spiritual needs assess-
ment is shown in Figure 9-3.

Sexuality

Sexuality depends on four interrelated psychosexual factors: sexual 
identity, gender identity, sexual orientation, and sexual behavior 
(Sadock & Sadock, 2003, p. 692).

Name:

Age:

Marital status:

Religious affiliation:

Name of local clergy contact:

Address of clergy:

Phone number of clergy:

Receptive to visits by parish, clergy, or laypersons:  Yes No

Name and address of congregation:

Should congregation be notified:  Yes No

Advance directives in place:  Yes No

Spiritual life review including description of higher power and coping skills:

Request for spiritual interventions:

 Inspirational matter or music
 Prayer or meditation
 Sacraments or anointing
 Scriptural ministry
 Last Rites

FIGURE 9-3 Spiritual needs assessment form.
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It is important that the nurse understands that sleep  patterns 
change throughout the life cycle. Newborns have many short 
periods of sleep for a total of approximately 16 to 20 hours 
of sleep per day. As children get older, sleep becomes more 
organized and extended during the night. Adolescents require 
9 to 10 hours of sleep; most adults need approximately 7 to 
9 hours of sleep; and the elderly tend to have a pattern of 
early rising and early sleep, interspersed with a nap, total-
ing approximately 6 hours per day (Redeker & Nadolski, 
2004).

The American Psychiatric Association categorizes sleep 
disorders as dyssomnias and parasomnias. Dyssomnias are dis-
orders in which a client has diffi culty with the amount, quality, 
or timing of sleep such as sleep apnea, insomnia, narcolepsy, 
and restless leg/periodic limb movement disorder. Parasomnias 
are unusual or abnormal behaviors that occur while sleep-
ing such as nightmares or sleepwalking. Insomnia, diffi culty 
 initiating or maintaining sleep, is a symptom with many dif-
ferent causes. It is 1.3 times more common in women than 
in men, and 1.5 times more common in the elderly than in 
persons younger than 65 years of age. The Sleep in America 
Poll, conducted in 2008 by the National Sleep Foundation 
(NSF, 2008), reported that about 65% of adults experienced 
one or more symptoms of insomnia at least a few nights per 
week, with 44% reporting this occurring every night or almost 
every night. Nearly 50% of the respondents stated they woke 
up feeling unrefreshed at least a few nights a week in the past 
month. In addition, approximately 8% of the respondents con-
sumed a “sleep aid” (eg, alcohol, beer, or wine) at least a few 
nights a week; 7% used over-the-counter or store-bought sleep 
aids; 3% used sleep medication prescribed by a doctor; and 
2%  utilized alternative therapy a few nights a week. Because 
insomnia often occurs in clients with psychiatric–mental health 
disorders, nurses must question the client about any sleep pat-
tern disturbance to plan appropriate measures. See Supporting 
Evidence for Practice 9-1.

Acute or primary insomnia refers to the inability to 
initiate or maintain sleep or nonrestorative sleep for at least 
1 month. It is often caused by emotional discomfort such as 
chronic stress, hyperarousal, poor sleep hygiene (drinking cof-
fee just prior to sleep), environmental noise, or jet lag. It is 
not caused by the direct physiologic effects of a substance or a 
general medical condition. Secondary insomnia is the inabil-
ity to initiate or maintain sleep or nonrestorative sleep due to 
a psychiatric disorder such as depression, anxiety, or schizo-
phrenia; general medical or neurologic disorders; pain; or sub-
stance abuse (Brown, 1999). The Epworth Sleepiness Scale is 
a simple questionnaire to assess clients who suffer from exces-
sive daytime sleepiness. The client rates the chances that he or 
she would doze off or fall asleep during eight different routine 
daytime situations (eg, sitting and reading, watching televi-
sion, or sitting and talking to someone). A total score of 10 or 
more suggests that the client may need further evaluation for 
an underlying sleep disorder. Chapter 12 contains additional 
information regarding the treatment of insomnia. See Box 9-2 
for a list of common sleep disorders.

When did these concerns begin?• 
Does the client prefer a male or female clinician to • 
 discuss these concerns?

The age and sex of the clinician may affect the responses given. 
For example, a 50-year-old male client may feel uncomfortable 
discussing issues related to sexuality with a nurse who appears 
to be the same age as his daughter. A female client with the 
clinical symptoms of depression may be reluctant to discuss 
sexual abuse with a male nurse. Obtaining a sexual history is 
discussed in detail in Chapter 26.

Neurovegetative Changes

Neurovegetative changes involve changes in psychophysi-
ologic functions such as sleep patterns, eating patterns, energy 
levels, sexual functioning, or bowel functioning. Persons with 
depression (see Chapter 21) usually complain of insomnia or 
hypersomnia, loss of appetite or increased appetite, loss of 
energy, decreased libido, and constipation, all signs of neu-
rovegetative changes. Persons who are diagnosed as psychotic 
may neglect their nutritional intake, appear fatigued, sleep 
excessively, and ignore elimination habits (sometimes to the 
point of developing a fecal impaction).

During the collection of data, specifi c questions are asked 
about the client’s appetite and eating pattern, energy level and 
ability to perform activities of daily living, sexual functioning 
(discussed earlier), bowel functioning or elimination patterns, 
and sleep pattern. Because sleep disturbances also can occur 
as a primary medical or psychiatric symptom, sleep pattern is 
addressed in the next section in more detail.

Sleep Pattern
Asking clients about their sleep patterns and any prob-
lems is an often-neglected but extremely important area 
to investigate. Sleep problems are highly prevalent, often 
persist over time, and often co-occur in adults with mental 
disorders. It has been estimated that as many as one third 
of clients seen in the primary care setting may experience 
occasional difficulties in sleeping, and 10% of those persons 
may have chronic sleep problems. Furthermore, children 
and adolescents with psychiatric disorders also have a high 
prevalence of sleep disturbances, women report more sleep 
problems than men, and insomnia is more severe in Afri-
can American adults than in White adults (Brown, 1999; 
Kelly, 2006; Stong, 2007). A simple yet valuable question 
to ask clients is, “Do you have difficulty sleeping at night or 
staying awake during the day?” If the client indicates that a 
sleep pattern disturbance exists, the following questions are 
suggested as part of a brief assessment of the client’s sleep 
history (Austin, 2008):

When did your sleep pattern change?• 
Have you had this problem before?• 
Do you have diffi culty falling asleep, staying asleep, or • 
waking very early in the morning?
How have you handled this problem in the past?• 
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surface and undermine the client’s ability to adapt to the envi-
ronment, adapt to changes brought about by the illness, or 
participate in the plan of care. In addition, clients with seri-
ous medical problems commonly present with clinical symp-
toms of a comorbid psychiatric–mental health  disorder such as 

MEDICAL ISSUES
All clients in a hospital setting experience increased physical 
stress and are under mental stress because of concern about 
their well-being. Unhealthy personality characteristics may 

Nursing Assessment and Interventions for Clients in the Psychiatric–Mental Health 
Setting Who Experience Insomnia

SUPPORTING EVIDENCE FOR PRACTICE 9.1

PROBLEM UNDER INVESTIGATION / Identifi cation 
and treatment of primary insomnia versus insomnia 
related to mental disorders

SUMMARY OF RESEARCH / Subjects included 216 
 clients between the ages of 14 and 89 years in fi ve 
 clinical sites. Sleep specialists evaluated each client. 
Results indicated that poor sleep hygiene and negative 
conditioning (eg, frustration related to sleeplessness and 
disproportionate concern about the inability to sleep) 
contributed to a diagnosis of primary insomnia. The 
presence of a psychiatric disorder (eg, anxiety disorder, 
psychotic disorder, adjustment disorder, and personality 
disorder) contributed more to the diagnosis of insom-
nia related to a mental disorder. However, psychiatric 
disorders (eg, mood disorder, personality disorder, and 
anxiety disorder) were also identifi ed as contributing to 
a diagnosis of primary insomnia in 77% of the cases. 
 Researchers concluded that behavioral treatment aimed 
at improving sleep hygiene habits and reducing nega-
tive conditioning behaviors, combined with pharmaco-
therapy, may be benefi cial for clients with insomnia.

SUPPORT FOR PRACTICE / Nursing-oriented in-
terventions to combat insomnia in the psychiatric–
mental health clinical setting generally focus on 
 nonpharmacologic approaches such as changes in 
daily and prebedtime routines. For example, a client 
with the diagnosis of depression may avoid daytime 
naps, eliminate stimulants such as caffeine, and avoid 
the use of alcohol after dinner, but go to bed early in 
the evening to avoid stress. However, going to bed 
earlier may not help, and the client may awaken ear-
lier in the morning and complain of fatigue through-
out the day.

Encouraging the client to keep a journal of daily 
activities and a sleep log will assist the nurse in eval-
uating the effectiveness of sleep hygiene changes 
and the need for medication to induce sleep due 
to primary insomnia or insomnia related to a mental 
disorder.

SOURCE: Nowell, P. D., et al. (1997, Oct.) Clinical factors contributing 
to the differential diagnosis of primary insomnia and insomnia related to 
mental disorders. American Journal of Psychiatry, 154(10), 1412–1426.

Insomnia: Diffi culty initiating or maintaining sleep
Jet lag: Sleepiness and alertness that occur at an 

inappropriate time of day relative to local time, 
occurring after repeated travel across more than 
one time zone

Narcolepsy: Overwhelming sleepiness in which the 
individual experiences irresistible attacks of refresh-
ing sleep, cataplexy (loss of muscle tone), and/or 
hallucinations or sleep paralysis at the beginning or 
end of sleep episodes

Nightmare disorder: Repeated awakenings from 
the major sleep period or naps with detailed recall 
of extended and extremely frightening dreams, 
usually involving threats to survival, security, or 
 self-esteem

Restless legs syndrome: Characterized by insomnia 
associated with crawling sensations of the lower 
extremities; frequently associated with medical con-
ditions such as arthritis or pregnancy

Sleep apnea: A breathing-related sleep disorder due 
to disrupted ventilation or airway obstruction in 
which the individual may experience a lack of air-
fl ow. The normal sleeping pattern is completely dis-
rupted several times throughout the night

Sleep terror disorder: Recurrent episodes of abrupt 
awakening from sleep usually accompanied by a 
panicky scream, intense fear, tachycardia, rapid 
breathing, and diaphoresis. The individual is unre-
sponsive to efforts of others to provide comfort and 
there is no detailed dream recall

BOX 9.2

Common Sleep Disorders
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delirium, dementia, or major depressive  disorder that require 
stabilization. In the past, psychiatric nurses were trained to 
assess clients for emotional and behavioral changes in the psy-
chiatric–mental health clinical setting, whereas other members 
of the multidisciplinary treatment team attended to medical 
issues. However, collaboration and communication among psy-
chiatric nurses, primary care providers, and other clinicians are 
becoming increasingly critical. For example, hypothyroidism 
or congestive heart failure can cause subtle or frank changes in 
energy, mood, anxiety level, or cognition. When clients exhibit 
such clinical symptoms, a psychiatric–mental health consult 
is generally requested. Furthermore, population studies have 
shown that clients with mood disorders are also likely to have 
an endocrine disorder such as hypothyroidism or diabetes 
mellitus or a cardiovascular disorder such as cardiomyopathy. 
Therefore, referral to the appropriate specialist may alleviate 
symptoms similar to those of depression, bipolar disorder, and 
anxiety disorders (Geracioti, 2006; Sadock & Sadock, 2005). 
Comorbid depression or anxiety with various major medical 
illnesses such as cardiovascular disease, stroke, or Parkinson’s 
disease can impede medical treatment and increase mortality 
if the clinical symptoms of the disorders are not identifi ed and 
treated (Ellen, 2001; Geracioti, 2006).

Pain

Pain, a major yet largely avoidable health problem, is consid-
ered a multidimensional experience that potentially affects 
the individual physically, emotionally, spiritually, and socially. 
Pain may be associated with a general medical condition 
(eg, cancer), psychological factors (eg, pain not accounted for 
by a medical or neurological condition), or it may be asso-
ciated with both psychological factors and a general  medical 
 condition (eg, associated with functional impairment and 
emotional distress). The Joint Commission on Accreditation of 
Healthcare Organizations has developed standards that create 
new expectations for the assessment and management of pain 
in accredited hospitals and other health care settings, includ-
ing behavioral health facilities. Clinicians are now expected to 
assess, record, and treat pain as routinely as they would for the 
other four vital signs.

A comprehensive pain assessment is key to proper treat-
ment and includes questions regarding intensity, location, 
duration, quality, alleviating and aggravating factors, and 
functionality. No biologic markers for the presence of pain 
exist; therefore, acute pain is assessed using a pain-intensity 
rating scale appropriate to the client’s age and ability to com-
municate. Several tools are available to assess chronic pain 
including the Brief Pain Inventory, the McGill Pain Question-
naire, and the Brief Pain Impact Questionnaire. Because pain 
interferes with sleep and sleeplessness aggravates pain and 
reduces coping ability, clients should be questioned about 
and monitored for nonrestorative sleep patterns. Information 
is also obtained regarding the client’s understanding of the 
pain problem, expectations regarding treatment, and goals for 
pain management (Battista & Reed, 2006; D’Arcy, 2008). This 

 baseline pain assessment is used for comparison with all future 
 assessments.

Self-report of pain is the most reliable and valid pain 
assessment tool. If the client is unable to communicate, data 
are obtained by observing behavior, obtaining proxy reports 
from family or signifi cant others, or by the documentation of 
physiological parameters (Dempsey, 2001).

Physiological Responses to Medication

Psychiatric–mental health nurses are also expected to be 
knowledgeable about the potential for adverse effects of vari-
ous medications that could precipitate a change in a client’s 
emotions, behavior, or mental status. For example, a client 
diagnosed with Parkinson’s disease and comorbid depression 
is placed on carbidopa (Sinemet) by his attending physician. 
Over the last 3 months, he has been seen twice a month by 
the psychiatric–mental health nurse for supportive therapy 
to discuss his adjustment to the changes in his  physical con-
dition and his relationship with his family. During a visit to 
the mental health clinic, the client complains that he has not 
felt right since he began taking the carbidopa. He reports 
that he has diffi culty concentrating, has strange and bizarre 
dreams, and states that his eyes are “playing tricks” on him. 
The psychiatric–mental health nurse recognizes that the 
potential adverse effects of his current drug therapy with car-
bidopa include central nervous system disturbances such as 
confusion, disorientation, or visual hallucinations. After reas-
sessing the client to rule out the clinical symptoms of major 
depression, the nurse educates the client about the potential 
adverse effects of carbidopa and advises the  client to contact 
his family doctor to discuss his physiological response to the 
medication.

Psychiatric–mental health nurses also must obtain accu-
rate information from clients about any medications that 
they are taking, whether by prescription or over the counter, 
to prevent the possibility of any drug–drug interactions or 
accidental overdose if the use of psychotropic medication is 
indicated. For example, what is the client’s knowledge of the 
dosage, effects, and adverse effects of present medications? Is 
the client able to grasp and follow prescription instructions? 
Does the client have any drug allergies? What, if any, psycho-
tropic medication has the client taken in the past and why it 
was discontinued? Chapter 16 presents a detailed  discussion 
of the pharmacokinetics and pharmacodynamics of drug 
therapy.

Supporters or Caregivers Assessment

Nurses need to know how to identify the primary caregiver, discern 
the level of strain caused by caregiving, and create a partnership 
with the caregiver to help ease the burden (Schumacher, Beck, & 
Marren, 2006, p. 40).

Informal supporters or caregivers (eg, spouse, parents, sig-
nificant other) of clients with the diagnosis of a psychiatric 
disorder may be prone to depression, anxiety, grief, fatigue, 
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of the client’s symptoms, behavior, treatment, and reactions. 
Moreover, documentation is recognized by legal authorities, 
who frequently use the information for testimony in court.

Documentation should adhere to specifi c criteria. Docu-
mentation should be as follows:

Objective:•  The nurse documents what the client says 
and does so by stating facts and quoting the client’s 
 conversation.
Descriptive:•  The nurse describes the client’s appearance, 
behavior, and conversation as seen and heard. Subjective 
statements such as “patient was depressed” should not be 
included, as they are subject to the interpretation of the 
interviewer. A more appropriate way to document this 
would be, “Patient stated, ‘I feel depressed’.”
Complete:•  All examinations, treatments, medications, 
therapies, nursing interventions, and the client’s reaction 
to each should be on the client’s chart. Samples of the 
 client’s writing or drawing should be included.
Legible:•  Documentation should be written legibly, using 
acceptable abbreviations only, and no erasures. Correct 
grammar and spelling are important, and complete sen-
tences should be used.
Dated:•  The day and time of each entry must be noted. 
For example, “MS was quiet and withdrawn all day 
today, 2/17; however, later in the evening at 9:15 PM, she 
began pacing the corridor and wringing her hands.” The 
nurse needs to state the time at which the client’s behav-
ior changed, as well as describe any pertinent situations 
that might be identifi ed as the cause of this behavioral 
change.
Logical:•  Documentation should be presented in logical 
sequence.
Signed:•  The form should be signed by the person making 
the entry.

Examples of Documentation

Nurses use various forms of documentation, including SOAP 
(subjective data, objective data, assessment, and plan of care) 
and DAP (objective and subjective data, assessment, and plan 
of care). Nursing documentation should refl ect the effective-
ness of treatment plans. Multidisciplinary progress notes have 
become more prevalent because they depict a chronologic 
picture of the client’s response to therapeutic  interventions 

changes in social relationships, or other issues. Such a role 
has been recognized as an activity with perceived benefits 
and burdens. Originally designed for use in long-term care, 
the Caregiver Strain Index is a tool that can be used in any 
clinical setting to identify individual supporters or caregiv-
ers of any age or families with potential caregiving con-
cerns. This 13-question tool measures strain related to care 
provision and focuses on the following domains: employ-
ment, financial, physical, social, and time. It effectively 
identifies individuals who may benefit from more in-depth 
assessment and follow-up. Additional information regard-
ing this tool can be obtained at http://www.hartfordign.org 
(Sullivan, 2004).

Schumacher, Beck, and Marren (2006) present an excel-
lent article regarding family caregivers. The article identifi es 
the “typical caregiver,” describes the primary and second-
ary roles of caregivers, addresses caregiving stress and sat-
isfaction, discusses health risks related to caregiving, and 
provides information regarding the development of a part-
nership between health care provider and caregiver. Family 
caregivers should not be allowed to “fail.” The nurse should 
be available to step in when assistance is needed and be pre-
pared to step back when the family’s support is suffi cient. 
Recognizing the importance of including supporters or care-
givers in the client’s plan of care, this text includes content 
such as transcultural considerations and client/family educa-
tion when appropriate.

DOCUMENTATION OF 
ASSESSMENT DATA
Assessment information is documented on the nursing 
admission–history form used by the specifi c psychiatric or 
mental health facility. The multidisciplinary team planning 
client treatment reviews this information, in conjunction with 
history and physical examination information, summary of 
social history, and summary of psychological testing. Nurses 
can provide invaluable information if they follow the crite-
ria of good documentation. Such information is signifi cant to 
the members of the interdisciplinary team, who use the data 
in planning treatment and disposition of clients, including 
transfer to another facility, follow-up care, or future admis-
sions. Thorough documentation clearly communicates nurs-
ing observations regarding client progress, lack of progress, 
or evidence of regression. The details of the client’s conduct, 
appearance, and attitude are signifi cant. Increased skill in 
observation and collection of data results in more concise and 
precise documentation.

Documentation is important for accreditation and 
 reimbursement purposes. Quality assurance and utilization 
review departments, accreditation bodies, and third-party 
payers utilize such information to determine quality of care, 
treatment options, continuum of care, and appropriate reim-
bursement (Schultz & Videbeck, 2009). Documentation is also 
important in research because it provides an accurate record 

SELFAWARENESS PROMPT
Review the chapter content that discusses 

collection of data related to a client’s spirituality 
and sexuality. Would you have diffi culty  collecting 
such data from a client of your age group or a 
 client of the opposite sex? Which client would you 
prefer to assess? Explain your answers.
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Problems identifi ed in the plan of care and addressed in 
documentation are entered in the column labeled “Problem 
 Number.” Both objective and subjective data are included at 
“data” (D). A summary of the client assessment is listed at “A” 
and the plan of care at “P.”

Date and Time
Problem 
Number

Name and 
Title Multidisciplinary Treatment Team Progress Notes

2/7/00 9:00 AM 1 J Smith, ARNP D: RK was eating breakfast at 8:00 AM when she began to per
spire profusely and stated, “I don’t know what’s wrong with 
me, but I feel jittery inside. I feel like something terrible is 
going to happen.” When asked to describe her feelings, RK 
replied, “I can’t. I just have an awful feeling inside.” Affect 
blunted. Pallor noted. Tearful during interaction. Minimal eye 
contact. Voice tremulous.

P = 120, R = 28, BP = 130/80. No signs of acute physical dis-
tress noted at this time.

A: Expressing fear of the unknown and inability to maintain con-
trol of her emotions. Recognizes she is experiencing symp-
toms of anxiety but is unable to use effective coping skills.

P: Encourage verbalization of feelings when able to interact/ 
communicate needs.

 Explore presence of positive coping skills.
 Administer prescribed antianxiety agent.
 Monitor response to medication.

2/7/00 2:00 PM 1 M Smith, LCSW D: RK attended group therapy from 1:00 PM to 2:00 PM

A: Informed members of group of incident that occurred at 9 AM 
today. Appeared calm. Good eye contact. Did not express 
fears.

P: Focus on present coping skills. Encourage attendance and 
 participation in group therapy on M-W-F.

NOTE: Problem no. 1 refers to the nursing diagnosis, Ineffective Individual Coping.

BOX 9.3

Example of DAP Nursing Progress Notes

implemented by various disciplines. Social workers, activity 
therapists, and occupational therapists often combine their 
progress notes with those written by the nursing staff in SAP 
and DAP form. An example of DAP documentation by mem-
bers of the multidisciplinary team is presented in Box 9-3. 

KEY CONCEPTS
The nursing process is a deliberate six-step problem-• 
 solving approach to meeting the health care and nursing 
needs of clients. It is an integrated and client-centered 
process that serves as an organizational framework for the 
practice of nursing.
The nurse collects both objective and subjective data during • 
the assessment. Objective data are collected by  inspection, 
palpation, percussion, and auscultation.  Subjective data 
are obtained through questioning,  interviewing, or review-
ing past medical records.

The nurse determines which of the three types of assess-• 
ment (comprehensive, focused, or screening) to use based 
on the client’s needs, presenting symptoms, and clinical 
setting.
The assessment of culturally diverse clients can be chal-• 
lenging to the nurse and requires an understanding of the 
client’s perspective regarding his or her illness.
During an assessment, the nurse explores the client’s abil-• 
ity to function biologically, behaviorally, cognitively, cul-
turally, psychologically, and spiritually.
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other issues and may benefi t from an assessment such as 
the Caregiver Strain Index.
Following the criteria for documentation of assessment • 
data provides pertinent information to be used during the 
development of a client’s plan of care.

For additional study materials, please refer to the  Student 
Resource DVD-ROM located in this  textbook.

Collaboration and communication among psychiatric nurses, • 
primary care providers, and other clinicians are becoming 
increasingly critical during the assessment of clients with 
comorbid psychiatric disorders and medical illnesses.
Informal supporters or caregivers (eg, spouse, parents, • 
signifi cant other) of clients may be prone to depression, 
anxiety, grief, fatigue, changes in social relationships, or 

Critical Thinking Questions

 1. While in the clinical setting, observe the general 
appearance (physical characteristics, facial expressions, 
apparent age, dress, hygiene, and use of cosmetics) 
of several clients. Record your assessments and then 
compare with the assessments written in the clients’ 
charts.

 2. As you assess Mr. Chan, you notice that he stops his 
answers in midsentence and also uses words that are 
unfamiliar to you. How would you continue your 
assessment to determine whether he is blocking and 
using neologisms, or if there is a cultural or language 
barrier?

 3. To assess how a client normally copes with a problem, 
it can be helpful to provide a scenario, ask the client to 
identify and talk through the problem, and then listen 
to the client’s problem-solving methods. (Such scenarios 
must be applicable to the individual client.) What kind 
of scenario might you provide to a 16-year-old male, a 
45-year-old worker who recently became unemployed, 
and a 76-year-old widow?

Refl ection

Review the quote at the beginning of the chapter and then com-
plete an assessment of a client in your clinical practice  setting. 
What information did you obtain? How was that information 
crucial to the client’s care?

NCLEX-Style Questions

 1. Which of the following questions would be most appro-
priate to use during the psychiatric admission assessment 
to obtain data about the client’s affect?
a. “What are you feeling?”
b. “Are you happy or sad?”
c. “You look upset; are you?”
d. “What brought you to the hospital?”

 2. Psychiatric clients often display diffi culty in 
 communicating. Which of the following are common 
forms of impaired communication?
a. blocking
b. Sadock
c. perseveration
d. looseness of association

 3. The nurse expects a client exhibiting fl ight of ideas to do 
which of the following?
a. make sudden stops in the fl ow of conversation
b. coin new words or combinations of several words
c. provide excessive detail that delays starting a point
d. talk excessively while frequently shifting from one 

idea to another
 4. A client tells the nurse that his body is made of wood and 

is quite heavy. The nurse interprets this as which of the 
following?
a. delusion
b. hallucination
c. depersonalization
d. obsession

 5. Which fi nding would lead the nurse to suspect that a 
female client has insight into the mental disorder she is 
experiencing?
a. demonstration of self-understanding related to the 

origin of behavior
b. verbalization of acceptance of her mental illness
c. placement of responsibility for problems on dysfunc-

tional family
d. suggestion that problems are related to a neurological 

condition
 6. Which of the following would the nurse assess as indica-

tive of neurovegetative changes? Select all that apply.
a. amnesia
b. fl at affect
c. insomnia
d. constipation
e. perseveration
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Actual nursing diagnosis
Clinical pathways
Concept mapping
Critical pathways
Cues
Decision trees
DSM-IV-TR
Evidence-based nursing practice
Expected outcomes
Inferences
Mnemonics
Nursing diagnosis
Risk nursing diagnosis
Standardized nursing plans of care
Syndrome nursing diagnosis
Wellness nursing diagnosis

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate the purpose of using a nursing diagnosis in the psychiatric–
mental health setting.

 2. Distinguish among the four types of nursing diagnoses.
 3. Explain the use of the phrase possible nursing diagnosis.
 4. Understand the rationale for using the Diagnostic and Statistical Manual 

of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) or the Psy-
chdynamic Diagnostic Manual (PDM) in the psychiatric–mental health 
setting.

 5. Describe the purpose of using mnemonics when  developing a plan of 
care.

 6. Discuss the rationale for using outcome identifi cation as part of the 
 nursing process.

 7. Compare and contrast the use of the following when developing a plan 
of care: concept mapping, clinical pathways, critical pathways, and 
evidence-based nursing practice.

 8. Construct a plan of care in the psychiatric setting.
 9. Interpret the nurse’s role when implementing nursing interventions.
10. Explain the rationale for the evaluation phase of the  nursing process.

Nursing Diagnosis, 
Outcome 
Identifi cation, 
Planning, Implementation, 
and Evaluation
Making accurate nursing diagnoses takes knowledge and practice. 

If the nurse uses a systematic approach to nursing diagnosis valida-

tion, then accuracy will increase. The process of making nursing 

diagnoses is diffi cult because nurses are attempting to diagnose 

human responses. Humans are unique, complex, and ever- changing; 

thus, attempts to classify these responses have been diffi cult.

—CARPENITO-MOYET, 2008

10
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118 UNIT  III Components of the Nurse–Client Relationship

As stated in Chapter 9, the nursing process consists of six steps 
and uses a problem-solving approach. The fi rst step, assess-
ment, has already been covered in detail. This chapter focuses 
on the remaining fi ve steps:

 1. Nursing diagnosis
 2. Outcome identifi cation
 3. Planning (formulation of a nursing plan of care)
 4. Implementation of nursing actions or interventions
 5. Evaluation of the client’s response to interventions

The nursing process is an ongoing, systematic series of actions, 
interactions, and transactions. The steps are interrelated, 
 interdependent, and recurrent.

NURSING DIAGNOSIS
The nursing diagnosis is a statement of an existing problem 
or a potential health problem that a nurse is both competent 
and licensed to treat. The North American Nursing Diagnosis 
Association (NANDA) defi nes a nursing diagnosis as a clinical 
judgment about individual, family, or community responses to 
actual or potential health problems or life processes. A nursing 
diagnosis provides the basis for selecting nursing interventions 
to achieve outcomes for which the nurse is accountable and 
communicates that information to the nursing staff.

The psychiatric–mental health nurse analyzes the assess-
ment data before determining which nursing diagnosis would 
be most appropriate. Analysis of the data involves differentiat-
ing cues from inferences, assuring validity, and determining 
how much data are needed. Cues are facts collected during 
the assessment process through interviewing, observing, exam-
ining, and reviewing the client medical record (eg, vital signs, 
feelings, laboratory results), whereas inferences are judgments 
(eg, decreased blood volume) that the nurse makes about cues 
(eg, rapid pulse, moist skin, pallor). The inferences that nurses 
make are only as valid as the data used (Carpenito-Moyet, 2008).

Data, when valid, can be assumed to be factual and true. 
Validation of data may occur by rechecking data collected, asking 
someone to analyze the data, comparing subjective and objective 
data, or asking the client to verify the data. To determine if a 
suffi cient number of valid cues are present to confi rm a nursing 
diagnosis, the nurse should consult a list of defi ning character-
istics for the diagnosis suspected. For example, defi ning char-
acteristics for acute pain may include communication of pain 
descriptors, altered ability to continue previous activities, or the 
presence of clenched jaws or fi sts (Carpenito-Moyet, 2008). 

Nursing diagnoses are not to be written in terms of cues, 
inferences, goals, client needs, or nursing needs. They differ 
from medical or psychiatric diagnoses. Medical or psychiatric 
diagnoses are used to categorize and describe specifi c medi-
cal or mental disorders, whereas nursing diagnoses address the 
client’s response to that specifi c problem, or how that problem 
affects the client’s daily functions (Schultz & Videbeck, 2009). 
Caution is advised regarding making legally inadvisable or 
judgmental statements as part of the nursing diagnosis. Finally, 
nursing diagnostic statements should not be stated or written 

to encourage negative responses by health care providers, the 
client, or the family.

Carpenito-Moyet (2008) classifi es nursing diagnoses into 
actual, risk, wellness, and syndrome diagnoses (Table 10-1).
An actual nursing diagnosis is based on the nurse’s clinical 
judgment on review of validated data, including the presence 
of defi ning characteristics. A risk nursing diagnosis is based 
on the nurse’s clinical judgment of the client’s degree of vulner-
ability to the development of a specifi c problem. A wellness 
nursing diagnosis focuses on clinical judgment about an indi-
vidual, group, or community transitioning from a specifi c level 
to a higher level of wellness. A syndrome nursing diagnosis 
refers to a cluster of actual or high-risk diagnoses that are pre-
dicted to be present because of a certain event or situation.

The nurse may elect to use the phrase possible nursing 
diagnosis (eg, Possible Activity Intolerance related to obe-
sity, Possible Loneliness related to hospitalization,  Possible 

TABLE 10.1

Classifi cations of Nursing Diagnoses

Classifi cation Examples

Actual Nursing 
Diagnoses

Acute Pain related to surgery as 
evidenced by…

Anxiety related to chemotherapy 
as evidenced by…

Sleep Deprivation related to acute 
pain as evidenced by…

Risk Nursing 
Diagnoses

Risk for Impaired Parenting 
related to divorce

Risk for Suicide related to depression

Risk for Posttrauma Syndrome 
related to auto accident

Wellness Nursing 
Diagnoses

Readiness for Enhanced Community 
Coping related to identifi ed support 
groups and role responsibilities

Readiness for Enhanced Spiritual 
Well-Being related to inner peace 
and identifi ed purpose to one’s life

Readiness for Enhanced Family 
Coping related to common identifi ed 
goals and open communication

Syndrome Nursing 
Diagnoses

Impaired Environmental Interpreta-
tion Syndrome related to disorienta-
tion and confusion

Rape-Trauma Syndrome related to 
sexual assault as evidenced by…

Relocation Stress Syndrome related 
to high degree of environmental 
change secondary to frequent moves
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 Noncompliance related to illiteracy) when a suspected 
problem requires additional data to confi rm a diagnosis; 
 however, it is not a type of diagnosis.

Diagnostic Systems

The NANDA diagnostic system was originally organized 
around nine human response patterns (Exchanging, Com-
municating, Relating, Valuing, Choosing, Moving, Perceiving, 
Knowing, and Feeling). In 2000, NANDA approved a new Tax-
onomy II, which addresses several domains (Health Promotion, 
Nutrition, Elimination, Activity/Rest, Perception/Cognition, 
Self- Perception, Role Relationships, Sexuality, Coping/Stress 
Tolerance, Life Principles, Comfort, and Growth/Development) 
and 167 nursing diagnoses. Nursing diagnoses continue to be 
developed and refi ned (North American Nursing Diagnosis 
Association [NANDA], 2006). A new edition of the premier 
taxonomy publication, NANDA-1 Nursing Diagnoses: Defi nitions 
and Classifi cation: 2009–2011 has been published. There are 
21 new diagnoses, 9 revised diagnoses, and additional chapters 
to provide insight on the use and applicability of nursing diag-
noses within nursing education, nursing informatics, nursing 
research, and nursing administration. More information regard-
ing this publication can be obtained at http://www.nanda.org.

The psychiatric–mental health nursing (PMHN) diagnos-
tic system is organized around eight human response processes 
(Activity, Cognition, Ecological, Emotional, Interpersonal, Per-
ception, Physiologic, and Valuation). The psychiatric nursing 
community has agreed to use the existing NANDA classifi ca-
tions until further integration of the two models occurs (Boyd, 
2002). Indeed, the American Nurses Association (ANA) Task 
Force continues to work on the development of a single 
 classifi cation system that will incorporate psychiatric nursing 
diagnoses. Box 10-1 lists nursing diagnoses commonly seen in 
the psychiatric–mental health clinical setting.

The following are two examples of NANDA nursing diag-
noses identifi ed by student nurses who assessed clients in the 
medical–psychiatric clinical setting:

 1. A 52-year-old male was diagnosed with acute heart 
failure and metabolic acidosis. This man’s chief com-
plaint was shortness of breath. History revealed two 
heart attacks, chronic constipation, and kyphosis. After 
completion of a psychosocial assessment, the student 
nurse analyzed the data, which included observations 
of clinical symptoms of anxiety and verifi cation of the 
client’s statements. The student nurse validated the 
data with the clinical instructor and consulted a list of 
defi ning characteristics for the diagnoses suspected. The 
student nurse then noted the following nursing diagnoses 
pertaining to psychosocial needs of the client:

Anxiety, moderate level, related to physical condition • 
and hospitalization as evidenced by tremulous voice, 
increased verbalization with pressured speech, trem-
ors of hands when speaking, and diaphoresis
Ineffective Coping related to separation from family and • 
home, change in physical status, and limited mobility

Examples of Nursing Diagnoses in 
 Psychiatric–Mental Health Nursing

Activity Intolerance •
Acute Confusion •
Anticipatory Grieving •
Anxiety •
Bathing/Hygiene Self-Care Defi cit •
Caregiver Role Strain •
Caregiver Role Strain, Risk for •
Chronic Pain •
Decisional Confl ict •
Defi cient Diversional Activity •
Defi cient Knowledge •
Delayed Growth and Development •
Disturbed Body Image •
Disturbed Sleep Pattern •
Dressing/Grooming Self-Care Defi cit •
Dysfunctional Grieving •
Fear •
Feeding Self-Care Defi cit •
Hopelessness •
Imbalanced Nutrition: Less Than Body  •
 Requirements
Impaired Adjustment •
Impaired Memory •
Impaired Parenting •
Impaired Social Interaction •
Impaired Verbal Communication •
Ineffective Coping •
Ineffective Health Maintenance •
Ineffective Role Performance •
Ineffective Sexuality Patterns •
Interrupted Family Processes •
Noncompliance •
Parental Role Confl ict •
Posttrauma Syndrome •
Powerlessness •
Relocation Stress Syndrome •
Risk for Injury •
Risk for Loneliness •
Risk for Other-Directed Violence •
Risk for Self-Directed Violence •
Social Isolation •
Spiritual Distress •
Toileting Self-Care Defi cit •

BOX 10.1

Disturbed Sleep Pattern related to anxiety secondary • 
to physical illness as evidenced by the inability to fall 
asleep
Ineffective Sexuality Patterns related to fear and • 
 anxiety about sexual functioning secondary to 
 physical illness
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120 UNIT  III Components of the Nurse–Client Relationship

 2. A 45-year-old female with chronic heart failure and 
 lymphoma was admitted for chemotherapy. Chief 
 complaints included shortness of breath, rapid weight 
loss, and fatigue. The student collected data regarding the 
client’s emotional response to her medical condition and 
her ability to cope with the diagnosis of a terminal condi-
tion. The student nurse then validated the psychosocial 
data with the head nurse and asked the client to verify 
her statements made during the assessment. After the 
defi ning characteristics for the nursing diagnoses were 
confi rmed, the following nursing diagnoses were made:

Anticipatory Grieving related to terminal condition as • 
evidenced by denial, anger, and the statement “I don’t 
have long to live”
Situational Low Self-Esteem due to alterations of body • 
image as evidenced by negative statements about self
Defensive Coping demonstrated by the increased use • 
of suppression, projection, dissociation, and denial
Anxiety, acute, related to illness, hospitalization, and sepa-• 
ration from spouse as evidenced by increased restlessness, 
rapid pulse, and increased questioning about illness

Diagnostic and Statistical Manual of Mental 
Disorders, 4th Edition, Text Revision 
(DSM-IV-TR)

As discussed in Chapter 2, Standard II of the Standards of Care 
states that the psychiatric–mental health nurse “analyzes the 
assessment data in determining nursing diagnoses” (American 
Nurses Association [ANA], 2000). Clinical nurse specialists, 
nurse practitioners, psychiatrists, psychologists, and licensed 
clinical social workers are often responsible for making a psy-
chiatric diagnosis when a psychiatric problem exists. To ensure 
consistency and commonality of language, the American Psy-
chiatric Association (APA; 2000) has published a multiaxial 
system of psychiatric disorder classifi cation, the Diagnostic and 
Statistical Manual of Mental Disorders, 4th Edition, Text Revision 
(DSM-IV-TR). This classifi cation is the accepted standard for 
identifying psychiatric disorders. Insurance companies require 
a diagnosis using the DSM-IV-TR for reimbursement. There are 
fi ve axes in the classifi cation system, as described briefl y in 
Box 10-2. Although student nurses and staff nurses do not use 
the DSM-IV-TR to diagnose clients, it can be a useful resource 
to describe or validate the characteristics of a specifi c psychiat-
ric disorder. Publication of DSM-V is expected in April or May 
of 2012.

The DSM-IV-TR is used by clinicians and researchers of 
many different disciplines in various settings. It also is used 
to identify and communicate accurate public health statistics 
(such as the prevalence of a specifi c psychiatric disorder in the 
general population including specifi c culture, age, and gender-
related statistics).

Just as the ANA and PMHN association have formed a task 
force to develop a single nursing classifi cation system, the APA 
has worked closely with the World Health Organization, devel-
opers of the International Statistical Classifi cation of Diseases 

and Related Health Problems (ICD-9-CM and ICD-10), to 
ensure that both systems are compatible and correspond more 
closely. For example, ICD codes are used for selected medical 
conditions and medication-induced disorders included in Axis 
III (General Medical Conditions) of the DSM-IV-TR multiaxial 
system.

Decision Trees for Differential Diagnoses
The DSM-IV-TR presents structured decision trees to help 
the clinician understand the organization and hierarchi-
cal structure of the DSM-IV-TR classifi cation. Each decision 
tree guides the clinician through a series of questions to rule 
in or rule out various disorders. Answers to these questions 
help the clinician determine whether or not various disorders 
can be ruled out. However, these questions are not meant to 
replace actual diagnostic criteria. Rather, they are to assist in 
the decision-making process. A decision tree has been devel-
oped for each of the following categories: disorders due to 
a general medical condition, substance-induced disorders, 
psychotic disorders, mood disorders, anxiety disorders, and 
somatoform disorders.

Psychodynamic Diagnostic Manual (PDM)

Developed by a Task Force comprised of fi ve major psychoana-
lytic organizations, the PDM, published in 2006, covers adults, 
children and adolescents, and infants, emphasizing individual 
variations as well as commonalities. The PDM was developed on 
the premise that a clinically useful classifi cation of mental health 
disorders must begin with an understanding of healthy men-
tal functioning. In the past two decades, mental disorders were 
defi ned on the basis of presenting symptoms and their patterns, 
with overall personality functioning and levels of adaptation play-
ing a minor role. The PDM focuses on the full range of mental 
functioning and complements the DSM-IV-TR. It systematically 
describes healthy and disordered personality functioning, indi-
vidual profi les of mental functioning (eg, patterns of relating, 
coping, and forming moral judgments), and symptom patterns, 
including differences in each client’s personal or subjective expe-
rience of his or her symptoms. The PDM involves the full range 
of human cognitive, emotional, and behavioral capacities and 
uses the following multidimensional approach: Dimension I: Per-
sonality Patterns and Disorders; Dimension II: Mental Function-
ing; and Dimension III: Manifest Symptoms and Concerns. The 
PDM promotes improvement in diagnosis and treatment of men-
tal health disorders (Psychodynamic Diagnostic Manual, 2006; 
 Sherman, 2006).

Mnemonics

Mnemonics (ie, memory aids such as abbreviations, rhymes, 
or visual cues that help individuals recall important lists) are 
frequently used to impart pertinent information during the 
development of psychiatric diagnosis and treatment. For exam-
ple, the mnemonic, FEVER (Fever, Encephalopathy, Vital sign 
instability, Elevated WBC/CPK, and Rigidity), may be used 
as an aid to diagnose the presence of  neuroleptic malignant 
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SELFAWARENESS PROMPT
Making accurate nursing diagnoses takes 

knowledge and practice. Do you have diffi culty 
differentiating one diagnosis (eg, Disturbed Sleep 
Pattern) from another (eg, Activity Intolerance)? 
What resources do you use? Do they present a 
systematic approach to the organization of data 
and formulation of a nursing diagnosis?

Axis I: Clinical Disorders and Other Conditions That 
May Be a Focus of Clinical Attention

Examples: 293.0: Delirium Due to a General  Medical 
Condition, 300.02: Generalized Anxiety Disorder, 
295.30: Schizophrenia, Paranoid Type, V15.81: 
Noncompliance with Treatment, V65.2: Malinger-
ing, 313.82: Identity Problem

Axis II: Personality Disorders and Mental Retardation

Examples: 301.83: Borderline Personality  Disorder, 
301.0: Paranoid Personality Disorder, 317: Mild Men-
tal Retardation, 318.2: Profound Mental  Retardation

Axis III: General Medical Conditions (with ICD-9-CM 
codes)

Examples: 850.9 (ICD-9-CM code): Concussion, 
333.1: Medication-Induced Postural Tremor, 428.0 
(ICD-9-CM code): Congestive Heart  Failure

Axis IV: Psychosocial and Environmental  Problems

This axis is for reporting psychosocial and envi-
ronmental problems that may affect the diagnosis, 
treatment, and prognosis of mental disorders. The 
problems are grouped into the following categories: 
primary support group, social environment, educa-
tional, occupational, housing, economic, access to 
health care services, interaction with the legal  system/

crime, and other psychosocial and environmental 
problems. Examples include a negative life event, 
an environmental diffi culty or defi ciency, inadequate 
social support, or interpersonal stress.

Axis V: Global Assessment of Functioning (GAF)

This axis is for reporting the clinician’s judgment 
of the individual’s overall level of functioning. It is 
useful in planning interventions and measuring out-
comes. The clinician is to consider the client’s psy-
chological, social, and occupational functioning on 
a hypothetical continuum of mental health–illness. 
Impairment in functioning due to physical or envi-
ronmental limitations is not to be considered. Fol-
lowing are two examples of the continuum coding 
scale of 0–100:

91–100: Superior functioning in a wide range of 
activities, life’s problems never seem to get out 
of hand, is sought out by others because of his or 
her many positive qualities. No symptoms. The cli-
ent’s functioning score should be rated between 91 
and 100.

41–50: Serious symptoms (eg, suicidal ideation, 
severe obsessional rituals, frequent shoplifting) or 
any serious impairment in social, occupational, or 
school functioning (eg, no friends, unable to keep a 
job). The client’s functioning score should be rated 
between 41 and 50.

BOX 10.2

DSM-IV-TR Multiaxial System

With permission from The American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed., text 
revision). Washington, DC: Author.

 syndrome (see Chapter 16), an adverse effect of medication. 
Most mnemonics used in medicine, nursing, and educa-
tion are word based (eg, acronyms, acrostics, or alphabetical 
sequences). They are effective because they link new data with 

previously learned information. Recollecting data or criteria is 
useful in the clinical setting, during research, and for insurance 
reimbursement (Caplan & Stern, 2008).

OUTCOME IDENTIFICATION
Expected outcomes, also referred to as outcome criteria, are 
measurable client-oriented goals that are realistic in relation 
to the client’s present and potential capabilities. They contain 
specifi c information or modifi ers and time factors or deadlines 
so that they can be evaluated and revised as the client pro-
gresses. When possible, the nurse, client, signifi cant others, 
and multidisciplinary team members work together to formu-
late these outcomes. Also, because the formulation of outcomes 
involves the client, the nurse and multidisciplinary team mem-
bers must understand the problems identifi ed by the client and 
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the  outcomes the client hopes to achieve. Expected outcomes 
serve as a record of change in the client’s health status (ANA, 
2000; Schultz & Videbeck, 2009).

Expected outcomes can be diffi cult to formulate. Clients 
with psychiatric–mental health disorders may engage in power 
struggles or focus on issues seemingly unrelated to identifi ed 
needs or existing problems. Haas, Sanyer, and White (2001) 
identify several types of client behavior that could impede the 
formulation of expected outcomes and affect the nursing plan 
of care. They include noncompliance, manipulation, demon-
stration of lack of trust, verbalization of multiple complaints, 
and increased dependency on caregivers.

Outcomes or measurable client-oriented goals are both 
short-term and long-term. They should be clearly stated by the 
nurse and should describe the expected end result of care. Out-
comes are the consequences of a treatment or an intervention.

The outcome statement should be directly related to the 
nursing diagnosis. For example, an appropriate outcome state-
ment for the nursing diagnosis of Defensive Coping would be: 
“The client will verbalize less defensive comments about the 
reality of his or her current illness (modifi er) to a staff member 
(modifi er) by a specifi c date (time factor).”

PLANNING
Once the various biopsychosocial needs of the client are identi-
fi ed, the next phase of the nursing process occurs. This phase 
involves developing a plan of care to guide therapeutic inter-
vention and achieve expected outcomes (Fig. 10-1). The use of 
resources, alternatives/options, referrals, groups, and consulta-
tions may be included in the plan of care to assist in treatment 
and recovery (Dixon, 2003).

Plan of Care
The plan of care, or nursing care plan, is individualized and 
identifi es priorities of care and proposed effective interventions. 
It includes client education to achieve the stated outcomes. Stat-
ing the rationale for the planning and  implementation of each 

nursing intervention is an effective way to help students 
 understand the development of the plan of care. The respon-
sibilities of the psychiatric–mental health nurse, client, and 
 multidisciplinary team members are indicated. Team members 
are allowed access to the plan of care when it is documented, 
modifying and updating the plan as necessary (ANA, 2000).

A key element of the plan of care is priority setting. Prior-
ity setting considers the urgency or seriousness of the problem 
or need and its impact on the client. Is there a threat to the 
client’s life, dignity, or integrity? Are there problems or needs 
that negatively affect the client? Do problems exist that affect 
normal growth and development? Maslow’s hierarchy of needs, 
discussed in Chapter 2, is commonly used as the guide for 
problem solving during the formulation of a plan of care. For 
instance, because of their urgency, physiologic needs such as 
the stabilization of a comorbid medical condition, as well as the 
need for safety and security, take precedence over  self-esteem 
and self-actualization needs.

Ideally, while goal setting, the nurse and client mutu-
ally discuss and state expected outcomes based on the nurs-
ing diagnosis. If the client is actively psychotic and unable to 
participate in the development of the plan of care, the mental 
health team formulates a plan for the client.

Remember the following general principles when writing 
plans of care:

Individualize or personalize the plan of care according to • 
the nursing diagnosis or problem list. Ask yourself, “If a 
person who knew nothing about the client reads the plan, 
what would this person learn about the client’s needs?”
Use simple, understandable language to communicate • 
information about the client’s care.
Be specifi c when stating nursing interventions. State the • 
rationale for each intervention.
Prioritize nursing care (eg, list nursing interventions • 
for risk for injury or risk of self-harm before those for 
 bathing/hygiene self-care defi cit)
State expected outcomes for each nursing diagnosis. If • 
appropriate, consider both short- and long-term goals.
Indicate the responsible party or discipline (eg, nursing, • 
activity therapy) for each nursing intervention.

Standardized nursing plans of care are often used in the 
clinical setting for specifi c nursing diagnoses such as Anxiety 
and Fear. These plans summarize current nursing practices 
and interventions for particular clients according to medical 
or nursing diagnoses. Expected outcomes are defi ned (Boyd, 
2002). Concept mapping, one alternative to the nursing plan 
of care, offers a method to represent assessment data visually 
and enhances critical thinking. It enables the nurse to syn-
thesize assessment data, develop comprehensive plans of care 
focusing on multiple problems, and effectively apply nursing 
care (Schuster, 2002). Detailed information regarding the step-
by-step development of concept mapping is presented by Glen-
don and Ulrich (2004). Clinical pathways map the sequence 
of the standards of care that are necessary to achieve desired 
outcomes for a specifi c disorder or condition (eg, pneumonia) 

FIGURE 10-1 Nurse developing a plan of care using 
 relevant client data.
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within a particular period of time. Bultema, Milliard, Getzfrid, 
Lerner, and Colone (1996) discuss the development and use 
of clinical pathways for clients with psychiatric–mental health 
disorders. An example of a clinical pathway for a client with 
depression is described in their article. Critical pathways are 
plans of care that contain interdisciplinary practice guidelines 
(eg, for bipolar disorder) with predetermined standards of care 
(Critical and Clinical Pathways, 2003).

Although clinical and critical pathways were developed 
to treat medical and surgical disorders or conditions, they are 
used to plan care for clients with comorbid medical and psy-
chiatric diagnoses. Daily fl owcharts are used to track a client’s 
clinical symptoms, nursing diagnoses, nursing interventions, 
and expected outcomes. Other members of the multidisci-
plinary treatment team can also track their interventions.

Managed care companies use standardized nursing plans 
of care and clinical pathways to balance quality of care and cost 
containment. Their intent is to avoid or limit what is perceived 
to be unnecessary treatment, such as the use of trade-name 
drugs instead of generic drugs, the request for repetitive labo-
ratory work, and the use of various therapies when the prog-
nosis of the client’s illness is limited or poor.

IMPLEMENTATION
During implementation, the nurse uses various skills to put 
the plan of care into action. Standard V of the Standards of 
Care describes interventions planned by the psychiatric– 
mental health nurse. These interventions are categorized based 
on the nurse’s level of education and certifi cation. Also called 
actions, approaches, nursing orders, or nursing prescriptions, 
interventions address specifi c problems and suggest possible 
solutions or alternatives that nurses use to meet client needs 
or to assist the client toward expected outcomes (Schultz & 
Videbeck, 2009). Evidence-based nursing practice is a term 
used to describe the process by which nurses make clinical 
decisions (eg, choose nursing interventions) using the best 
available research evidence, their clinical expertise, and client 
preferences. Several nursing journals provide evidence-based 
nursing research data, including Applied Nursing Research, Clin-
ical Nursing Research, Nursing Research, Evidence Based Nursing, 
and Annual Review of Nursing Research (University of Minne-
sota, 2005). The following is a list of interventions used by all 
nurses in the psychiatric–mental health clinical setting:

Counseling interventions to help the client improve or • 
regain coping abilities
Maintenance of a therapeutic environment or milieu• 
Structured interventions to foster self-care and mental • 
and physical well-being
Psychological and biologic interventions to restore the • 
client’s health and prevent future disability
Health education• 
Case management• 
Interventions to promote mental health and prevent • 
mental illness

The advanced practice psychiatric–mental health nurse  provides 
additional interventions. These include the following:

Individual, group, family, marital or couple, and child • 
psychotherapy
Psychopharmacological interventions• 
Consultation and liaison to enhance the abilities of other • 
clinicians to provide services for clients and effect change 
in the system.

During this stage of the nursing process, the nurse imple-
ments care based on nursing theory (see Chapter 3). The nurse 
coordinates activities of the client, family, signifi cant others, 
nursing team members, and other health team members. Spe-
cifi c nursing interventions are delegated to other members of 
the nursing team, as appropriate (ie, consider the capabili-
ties and limitations of the members of the team) (Chamber-
lain, 2006). The psychiatric–mental health nurse commonly 
faces numerous challenges in delivering care for clients in the 
 psychiatric–mental health setting. Signifi cant changes can 
occur in a client’s mood, affect, behavior, or cognition, often 
unexpectedly. Additionally, because of the client’s condition 
and psychiatric diagnosis, vigilance is needed to establish trust 
with the client, promote the client’s strengths, and set mutual 
goals with the client to promote wellness.

EVALUATION
The evaluation phase of the nursing process focuses on the 
client’s status, progress toward goal achievement, and ongo-
ing reevaluation of the care plan. Four possible outcomes may 
occur: (1) the client may respond favorably or as expected to 
nursing interventions; (2) short-term outcomes (goals) may be 
met but long-term goals may remain unmet; (3) the client may 
be unable to meet or achieve any outcomes (goals); or (4) new 
problems or needs may be identifi ed, requiring the nurse to 
modify or revise the plan of care. Continuous evaluation pro-
vides the means for maintaining the viability of the entire nurs-
ing process and for demonstrating accountability for the quality 
of nursing care rendered (Chamberlain, 2006). All members 
of the multidisciplinary treatment team, as well as the client, 
should be encouraged to provide feedback regarding the effec-
tiveness of the plan of care. As a result of the evaluation process, 
the care plan is maintained, modifi ed, or totally revised. A brief 
sample care plan for a client with the DSM-IV-TR diagnosis of 
insomnia is shown in Nursing Plan of Care 10-1.

SELFAWARENESS PROMPT
Refl ect on your ability to develop a plan of 

nursing care. What steps of the nursing process 
are most diffi cult for you to complete? Which are 
easiest? Why? What can you do to help improve 
your skills?
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KEY CONCEPTS
The nursing diagnosis is a clinical judgment based on • 
analysis of valid data. It provides the basis for selecting 
appropriate nursing interventions.
Actual, risk, and wellness nursing diagnoses are based on • 
the clinical judgment of the nurse. A syndrome nursing 
diagnosis is used in reference to a cluster of diagnoses that 
are predicted to be present because of a certain event or 
situation. Although the phrase possible nursing diagnosis is 

used when a diagnosis cannot be confi rmed, it is not a 
type of nursing diagnosis.
The NANDA approved a new Taxonomy II in the year • 
2000. It addresses several domains and includes 167 nurs-
ing diagnoses. The PMHN diagnostic system is organized 
around eight human responses. The PMHN community 
has agreed to use the existing NANDA classifi cations until 
further integration of the two models occurs.

NURSING PLAN OF CARE 10.1

THE CLIENT WITH INSOMNIA RELATED TO DEPRESSED MOOD

want to take any medication for insomnia or depression 
but that he was willing to try alternative measures to 
sleep better at night.

ASSESSMENT: Personal strengths: employed;  college 
graduate; motivated for treatment; good support 
 system; insightful

WEAKNESSES: None identifi ed

Jim, a 58-year-old White male, was seen by the nurse 
practitioner 2 weeks after the death of his wife. They had 
been married for 30 years and never had any children. 
Jim’s sister and brother-in-law suggested that he tell his 
primary clinician that he was having diffi culty adjusting 
to the death of his wife. During the visit, Jim confi ded in 
the nurse that he had not been sleeping well. His affect 
was blunted as he stated that he thought he would be 
the fi rst to die. He informed the nurse that he did not 

NURSING DIAGNOSIS: Disturbed Sleep Pattern related to depression as evidenced by diffi culty remaining 
asleep and statement by client that he is not sleeping well

OUTCOME: By the next visit, client will report that the time spent in sleeping has improved by 1 to 2 hours.

PLANNING/IMPLEMENTATION RATIONALE

Explore client’s present sleep habits. Clients who are depressed may sleep during the 
 daytime and require less sleep at night.

Assist the client to determine the desired amount of 
sleep each night including time to retire and time to 
rise. 

Establishing a routine sleep pattern promotes sleep 
hygiene and deters erratic sleep habits.

Provide client with educational material regarding 
positive behaviors to promote sleep, such as relax-
ation techniques, reading, warm bath, and so forth.

The client has the opportunity to try various 
 techniques to facilitate an effective sleep pattern.

Provide client with a sleep diary and ask the client to 
return in 7 days to evaluate his progress.

Keeping a sleep diary allows the client to identify 
any behaviors or stressors that may interfere with his 
sleep pattern.

EVALUATION: Client kept a sleep diary for 7 days. When he returned in 1 week for a follow-up visit, he stated 
that he was able to sleep 5 to 6 hours each night. He also stated that he was able to discuss his feelings with his 
sister and brother-in-law and had decided to attend grief counseling at their church.
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Clinical nurse specialists, nurse practitioners,  psychiatrists, • 
psychologists, and licensed clinical social workers use the 
DSM-IV-TR to make a psychiatric diagnosis when a psy-
chiatric problem exists.
Outcomes are measurable client-oriented short- or long-• 
term goals that are the expected consequences of a treat-
ment or intervention.
The plan of care must be individualized to meet the identi-• 
fi ed needs of the client, his/her family, and/or signifi cant 
other. The needs are prioritized according to urgency or 
seriousness of identifi ed problems.
Plans of care may be standardized to achieve desired • 
outcomes for medical, surgical, or psychiatric disorders. 
Concept mapping enables the nurse to synthesize assess-
ment data, develop comprehensive plans of care focus-
ing on multiple problems, and effectively apply nursing 
care. Clinical pathways map the sequence of the stan-

dards of care necessary to achieve desired outcomes for a 
 specifi c disorder or condition within a particular period of 
time. Critical pathways contain interdisciplinary practice 
 guidelines with predetermined standards of care.
Implementation of the nursing plan of care is guided • 
by nursing theory. Delivery of care can be challenging 
in the psychiatric clinical setting. The nurse may utilize 
evidence-based nursing practice to determine which nurs-
ing interventions would be the most effective for a specifi c 
nursing diagnosis.
Four possible outcomes of a plan of care may be identi-• 
fi ed during the evaluation process. Depending on these 
outcomes, the plan of care may be maintained, modifi ed, 
or totally revised.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Identify your own level of need attainment according 
to Maslow’s hierarchy of needs. Develop a care plan for 
yourself, being sure to include short- and long-term goals 
to promote your growth and development.

 2. Every time you take a report from Susan Fowler, RN, you 
fi nd that her care plans are incomplete and the  nursing 
actions do not seem appropriate for the clients as you 
assess them. What actions can you take to help the 
clients, Susan, and yourself?

 3. Using a clinical case with which you are familiar, prepare 
a 10-minute presentation that will help the members of 
a multidisciplinary treatment team to see the nursing 
process in action.

 4. Develop a plan of care for the client described in the fol-
lowing paragraph, focusing on the client’s emotional or 
psychosocial needs:

A 50-year-old man complains of chronic low back pain from 
degenerative disk disease and other somatic symptoms. He 
alleges that he is disabled and cannot work or pursue his 
hobbies because of his back pain. This person was divorced 
approximately 6 years ago at age 44 and described the divorce 
in great detail during his initial assessment. He refers to himself 
as a failure, stating, “I never could do anything well enough 
to please my father and then my marriage ended in divorce. 
Things never did go right for me. I don’t have any friends.” 
He states that he has diffi culty falling asleep at night, has lost 
18 pounds in the last year, and “does not feel like” eating. He has 
no social or civic involvements and alleges fi nancial problems 
because he is receiving only Social Security disability benefi ts 
of $637.00 per month. During the interview, his voice became 
tremulous as he discussed his divorce. He rubbed the arm of the 

chair incessantly, chain-smoked four cigarettes, and complained 
of headaches, dizziness, restlessness in his legs, and back pain.

Refl ection

The chapter opening quote states that making accurate nursing 
diagnoses takes knowledge and practice. As you developed the 
plan of care for the client listed in Question 4 of the Critical 
Thinking Questions, did you have any diffi culty arriving at a 
nursing diagnosis or diagnoses? How did you validate data? 
How did you classify your nursing diagnoses (eg, actual, risk, 
wellness, or syndrome diagnosis)?

NCLEX-Style Questions

 1. Assessment of a client reveals a long history of alcohol use. 
The client tells the nurse in the inpatient alcohol treatment 
unit, “I really don’t have a problem with  drinking because 
I drink only on weekends.” Which of the following nurs-
ing diagnoses classifi cation of  alcoholism fi ts best?
a. actual
b. risk
c. syndrome
d. familial

 2. Which of the following outcomes is most appropriate for 
the client with a nursing diagnosis of Social Isolation related 
to inability to trust as evidenced by withdrawal from others?
a. The client will ask the nurse for permission to be 

excused from activities.
b. The client will identify positive qualities in self and 

others.
c. The client will state that his or her level of trust in 

 others is improved.
d. The client will spend time with peers and staff 

 members in unit activities.
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 3. The multidisciplinary treatment team is developing a 
plan of care for a client who has been living on the streets 
for several years. The client has delusions and frequently 
responds to auditory hallucinations. Which of the 
 following client needs would be the priority?
a. self-preservation
b. feeling of belonging to society
c. self-actualization
d. physical safety

 4. The nurse reviews the psychiatric history of a client 
with the DSM-IV-TR diagnosis of Borderline Personal-
ity  Disorder. This diagnosis is coded on which of the 
 following diagnostic axes?
a. Axis I
b. Axis II
c. Axis III
d. Axis IV

 5. A client tells the nurse, “I never could do anything well 
enough to please my mother, and my wife never thought 

I’d amount to anything before she divorced me.” Which 
of the following would be the priority nursing diagnosis 
for this client?
a. Disturbed Thought Processes
b. Disturbed Body Image
c. Anxiety
d. Chronic Low Self-Esteem

 6. After presenting a class about nursing interventions 
applicable to all nurses in psychiatric–mental health 
clinical settings, which of the following, if stated by the 
group, would indicate to the presenter that the teaching 
was successful? Select all that apply.
a. counseling to improve client abilities
b. maintaining a therapeutic milieu
c. prescribing antipsychotic medications
d. providing group therapy
e. performing health education
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11

Comfort zones
Communication
Countertransference
Nonverbal communication
Parataxic distortion
Process recording
Professional boundaries
Social communication
Therapeutic communication
Therapeutic relationship
Transference
Verbal communication
Zones of distance awareness

KEY TERMS

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the process of communication.
 2. Distinguish the factors that infl uence communication.
 3. Describe the importance of assessing nonverbal 

 communication.
 4. Articulate the relationship between comfort zones and 

effective  communication skills.

Therapeutic 
 Communication 
and Relationships
Listen

When I ask you to listen to me and you start giving advice, you 

have not done what I asked.

When I ask you to listen to me and you begin to tell me why 

I shouldn’t feel that way, you are trampling on my feelings.

When I ask you to listen to me and you feel you have to do something 

to solve my problem, you have failed me, strange as that may seem.

Listen! All I asked was that you listen, not talk or do—just hear me.

And I can do for myself; I’m not helpless. Maybe discouraged and 

faltering, but not helpless.

When you do something for me that I can and need to do for 

myself, you contribute to my fear and weakness.

But, when you accept as a simple fact that I do feel what I feel, no 

matter how irrational, then I can quit trying to convince you and 

can get about the business of understanding what’s behind this 

irrational feeling.

And when that’s clear, the answers are obvious and I don’t need 

advice.

So, please listen and just hear me. And, if you want to talk, wait a 

minute for your turn; and I’ll listen for you.

—ANONYMOUS

11
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128 UNIT  III Components of the Nurse–Client Relationship

 5. Recognize factors that contribute to ineffective 
 communication.

 6. Compare and contrast social and therapeutic 
 communication.

 7. Formulate a list of therapeutic communication 
techniques.

 8. Demonstrate an understanding of the importance of 
 confi dentiality in the clinical setting.

 9. Develop a sample process recording in the clinical setting.

10. Construct a list of the essential conditions for a 
 therapeutic relationship as described by Carl 
Rogers.

11. Describe the six subroles of the psychiatric–mental 
health nurse identifi ed by Hildegard Peplau.

12. Discriminate the phases of a therapeutic one-to-one 
 relationship.

13. Articulate a list of potential boundary violations 
that may occur during a therapeutic relationship.

One of the most important facets of providing care for a  client 
is the establishment of a therapeutic relationship through com-
munication and interaction. Communication between two 
human beings can be diffi cult and challenging. When we com-
municate, we share signifi cant feelings with those to whom 
we are relating. If the interaction is soundly based in trust and 
facilitates growth, development, maturity, improved function-
ing, or improved coping, it is considered therapeutic (Rogers, 
1961; Schultz & Videbeck, 2009). This chapter discusses the 
psychiatric–mental health nurse’s ability to establish a thera-
peutic relationship with the client using a biopsychosocial 
approach.

COMMUNICATION
Communication is a key tool that the psychiatric–mental 
health nurse uses to elicit cooperation among clients during 
the  delivery of care. It is an integral part of socialization and 
imperative in establishing relationships. Communication 
refers to the giving and receiving of information involving 
three elements: the sender, the message, and the receiver. The 
sender prepares or creates a message when a need occurs and 
sends the message to a receiver or listener, who then decodes 
it. The receiver may then return a message or feedback to the 
initiator of the message.

Factors Infl uencing Communication

Communication is a learned process infl uenced by a person’s 
attitude, values, gender, sociocultural or ethnic background, 
past experiences, knowledge of subject matter, and ability to 
relate to others. Interpersonal perceptions also affect our abil-
ity to communicate because they infl uence the initiation and 
response of communication. Such perception occurs through 
the senses of sight, sound, touch, and smell. Environmental 
factors that infl uence communication include time, place, the 
number of people present, and the noise level (Fig. 11-1).

Attitude
Attitudes are points of view that are developed in various 
ways. They may be the result of interaction with the environ-
ment; assimilation of others’ attitudes; life experiences; intel-
lectual processes; or a traumatic experience. Attitudes can 

be described as accepting, caring, prejudiced, judgmental, 
and open or closed minded. An individual with a negative or 
closed-minded attitude may respond with, “It won’t work” or 
“It’s no use trying.” Conversely, the individual with a positive 
or open-minded attitude may state, “Why not try it? We have 
nothing to lose.”

Values
Values (ie, ideals, standards, or moral codes that deter-
mine what is right or important) infl uence communication. 
They are acquired through the process of socialization and 
interaction with others. Sensitivity to diverse value systems 
minimizes misunderstandings and misinterpretations. It is 
important not to impose one’s own value system on others 
when communicating or providing care (Milkanowicz & 
Shank, 2006).

Gender
Generalized communication differences exist among genders. 
For example, in health care settings, women verbally disclose 
more information about themselves than men do. They are 
often more adept at deciding nonverbal cues, recognizing faces, 
and expressing emotions through nonverbal means. They are 
also better suited than men to elicit information giving behav-
iors from their health care providers (Milkanowicz & Shank, 
2006).

Sociocultural or Ethnic Background
Communication is culture-bound in the sense that each culture 
teaches individuals how to communicate through language, 
clothing, jewelry, hand gestures, facial expression, and the uti-
lization of space. The complexities in communication between 
cultures are many, including nonverbal communication, pub-
lic bodily contact, eye contact, the use of silence in commu-
nication, and emotional expression (Milkanowicz & Shank, 
2006). Various cultures and ethnic groups display different 
communication patterns. For example, some people of French 
or Italian heritage often are gregarious and talkative, willing 
to share thoughts and feelings. Some people from Southeast 
Asian countries such as Thailand or Laos, who often are quiet 
and reserved, may appear stoic and reluctant to discuss per-
sonal feelings with persons outside their families. However, 
with our “cultural melting pot” society, variations do exist, 
so generalizations should not be made. Communication skill 
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involves the recognition that interactive mistakes may occur 
when  providing transcultural nursing care.

Past Experiences
Previous positive or negative experiences infl uence one’s ability 
to communicate. For example, teenagers who have been criti-
cized by parents whenever attempting to express any feelings 
may develop a disturbed self-concept and feel that their opin-
ions are not worthwhile. As a result, they may avoid interacting 
with others, become indecisive when asked to give an opinion, 
or agree with others to avoid what they perceive to be criticism 
or confrontation. Persons with a developmental disability or 
children may often try to give the expected “correct” response 
to get approval from the interviewer, although the answers may 
in fact not be true or representative of the actual situation.

Knowledge of Subject Matter
A person who is well educated or knowledgeable about certain 
topics may communicate with others at a high level of under-
standing. The receiver of the message may be unable to compre-
hend the message or may consider the sender to be a “know-it-all 
expert.” As a result of this misperception, the receiver, not want-
ing to appear ignorant, may neglect to ask questions or even 
nod in agreement and may not receive the correct information.

Ability to Relate to Others
Some people are “natural-born talkers” who claim to have 
“never met a stranger.” Others may possess an intuitive trait 

Knowledge of
subject matter
(eg, educated,

uncertain, illiterate)

Communication
between nurse

and client

Ability to relate
to others

(eg, gregarious, shy,
withdrawn, cautious)

Interpersonal
perceptions

(ie, how we perceive
others or assume
what they think)

Sociocultural
or

ethnic background
(eg, French, Italian,
Southeast Asian)

Past experiences
(eg, positive or

negative)

Environmental
factors

(eg, time, place,
presence of people,

noise level)

Attitude
(eg, caring, 

accepting, prejudiced,
judgmental,

open minded,
closed minded)

FIGURE 11-1 Factors infl uencing 
communication between nurse and client.

that enables them to say the right thing at the right time and 
relate well to people. “I feel so comfortable talking with her,” 
“She’s so easy to relate to,” and “I could talk to him for hours” are 
just a few comments made about people who have the ability 
to relate well with others. Such an ability can also be a learned 
process, the result of practicing effective  communicative skills 
over time.

Interpersonal Perceptions
Interpersonal perceptions are mental processes by which intel-
lectual, sensory, and emotional data are organized logically or 
meaningfully. They affect communication because individuals 
can look at the same object or image and see them differently. 
Therefore, when communicating with others, it is important to 
ask for feedback, compare perceptions, and reach a common 
denominator (Milkanowicz & Shank, 2006). Satir (1995) warns 
of looking without seeing, listening without hearing, touch-
ing without feeling, moving without awareness, and speaking 
without meaning. In other words, inattentiveness, disinterest, 
or lack of use of one’s senses during  communication can result 
in distorted perceptions of others.

Environmental Factors
Environmental factors such as time, place, number of people 
present, and noise level can infl uence communication. Timing 
is important during a conversation. Consider the child who 
has misbehaved and is told by his mother, “Just wait until your 
father gets home.” By the time the father does arrive home, 
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the child may not be able to relate to him regarding the inci-
dent that occurred earlier. Some people prefer to “buy time” 
to handle a situation involving a personal confrontation. They 
want time to think things over or “cool off.”

The place in which communication occurs, as well as the 
number of people present and noise level, has a defi nite infl u-
ence on interactions. A subway, crowded restaurant, or grocery 
store would not be a desirable place to conduct a disclosing, 
serious, or philosophic conversation.

Types of Communication

Communication is the process of conveying information ver-
bally, through the use of words, and nonverbally, through 
gestures or behaviors that accompany words. Nonverbal 
communication also can occur in the absence of spoken 
words.

Verbal Communication
An individual uses verbal communication to convey content 
such as ideas, thoughts, or concepts to one or more  listeners. 
Five levels of interpersonal, verbal communication were dis-
cussed in Chapter 2. Open, honest communication occurs in 
therapeutic relationships when the content of verbal commu-
nication is congruent with the speaker’s nonverbal behavior 
(ie, when words match gestures and behaviors). To effectively 
use verbal communication, one must use the spoken word as 
a communication tool while being mindful of its potential to 
affect outcomes. Verbal communication allows us to present 
ourselves to each other, using words to convey the most com-
plex dimensions of ourselves—aspects that are not obvious 
from appearance or action (Frazier, 2001).

Nonverbal Communication
As presented in Chapter 9, clients may reveal their emotions, 
feelings, and mood through their general appearance or their 
behavior, termed nonverbal communication. Nonverbal 
communication is said to refl ect a more accurate description of 
one’s true feelings because people have less control over non-
verbal reactions. Vocal cues, gestures, physical appearance, dis-
tance or spatial territory, position or posture, touch, and facial 
expressions are nonverbal communication techniques used in 
the psychiatric–mental health clinical setting.

Vocal Cues
Pausing or hesitating while conversing, talking in a tense or 
fl at tone, or speaking tremulously are vocal cues that can agree 
with or contradict a client’s verbal message. Speaking softly 
may indicate a concern for another, whereas speaking loudly 
may be the result of feelings of anger or hostility. For example, 
a person who is admitted to the hospital for emergency surgery 
may speak softly but tremulously, stating, “I’m okay. I just want 
to get better and go home as soon as possible.” The nonverbal 
cues should indicate to the nurse that the client is not okay and 
the client’s feelings need to be explored.

BOX 19.1

Four Zones of Distance Awareness or Spatial 
Territory

Intimate zone: Body contact such as touching, 
hugging, and wrestling

Personal zone: 1½–4 feet; “arm’s length”; some 
body contact such as holding hands; therapeutic 
communication occurs in this zone

Social zone: 1–12 feet; formal business; social 
 discourse

Public zone: 12–25 feet: no physical contact; 
 minimal eye contact; people remain strangers

BOX 11.1

Gestures
Pointing, fi nger tapping, winking, hand clapping, eyebrow raising, 
palm rubbing, hand wringing, and beard stroking are examples of 
nonverbal gestures that communicate various thoughts and feel-
ings. They may betray feelings of insecurity, anxiety, apprehen-
sion, power, enthusiasm, eagerness, or genuine interest.

Physical Appearance
People who are depressed may pay little attention to their 
appearance. They may appear unkempt and unconsciously 
don dark-colored clothing, refl ecting their depressed feelings. 
Persons who are confused or disoriented may forget to put 
on items of clothing, put them on inside out, or dress inap-
propriately. Weight gain or weight loss also may be a form of 
nonverbal communication. People who exhibit either may be 
experiencing a low self-concept or feelings of anxiety, depres-
sion, or loneliness. The client with mania may dress in brightly 
colored clothes with several items of jewelry and excessive 
makeup. People with a positive self-concept may communi-
cate such a feeling by appearing neat, clean, and well dressed.

Distance or Spatial Territory
Adult, middle-class Americans commonly use four zones of 
distance awareness (Hall, 1990). These four zones include 
the intimate, personal, social, and public zones (Box 11-1). 
Actions that involve touching another body, such as lovemak-
ing and wrestling, occur in the intimate zone. The personal 
zone refers to an arm’s length distance of approximately 1½ to 
4 feet. Physical contact, such as hand holding, still can occur 
in this zone. This is the zone in which therapeutic communi-
cation occurs. The social zone, in which formal business and 
social discourse occurs, occupies a space of 4 to 12 feet. The 
public zone, in which no physical contact and little eye con-
tact occurs, ranges from 12 to 25 feet. People who maintain 
 communication in this zone remain strangers.

Position or Posture
The position one assumes can designate authority, cowardice, 
boredom, or indifference. For example, a nurse standing at the 
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foot of a client’s bed with arms folded across chest gives the 
impression that the nurse is in charge of any interaction that 
may occur. A nurse slumped in a chair, doodling on a pad, 
gives the appearance of boredom. Conversely, a nurse sitting in 
a chair, leaning forward slightly, and maintaining eye contact 
with a client gives the impression that the nurse is interested in 
what the client says or does (Fig. 11-2).

Touch
Reactions to touch depend on age, sex, cultural background, 
interpretation of the gesture, and appropriateness of the touch. 
The nurse should always exercise caution when touching peo-
ple. For example, hand shaking, hugging, holding hands, and 
kissing typically denote positive feelings for another person. 
The  client with depression or who is grieving may respond 
to touch as a gesture of concern, whereas the client who is 
sexually promiscuous may consider touching an invitation to 
sexual advances. A child suffering from abuse may recoil from 
the nurse’s attempt to comfort, whereas a person who is dying 
may be comforted by the presence of a nurse sitting by the 
bedside silently holding his or her hand. A psychotic client 
may misinterpret touch as a threat or an attack and may react 
accordingly.

Facial Expression
A blank stare, startled expression, sneer, grimace, and broad 
smile are examples of facial expressions denoting one’s inner-
most feelings. For example, the client with depression seldom 
smiles. Clients experiencing dementia often present with appre-
hensive expressions because of confusion and disorientation. 
Clients experiencing pain may grimace if they do not receive 
pain medication or other interventions to reduce their pain.

SOCIAL AND THERAPEUTIC 
COMMUNICATION
Two types of communication—social and therapeutic—may 
occur when the nurse works with clients or families who seek 

help for physical or emotional needs. Social communication 
occurs daily as the nurse greets the client and passes the time 
of day with what is referred to as “small talk.” Comments such 
as “Good morning. It’s a beautiful day out,” “How are your 
 children?” and “Have you heard any good jokes lately?” are 
examples of socializing. During a therapeutic communica-
tion, the nurse helps or encourages the client to communi-
cate perceptions, fears, anxieties, frustrations, expectations, 
and increased dependency needs. “You look upset. Would you 
like to share your feelings with someone?” “I’ll sit with you 
until the pain medication takes effect,” and “No, it’s true that 
I don’t know what it is like to lose a husband, but I would 
think it would be one of the most painful experiences one 
might have,” are just a few examples of therapeutic communi-
cation with clients.

Table 11-1 compares social and therapeutic communica-
tion as discussed by Purtilo and Haddad (2002). Purtilo also 
recommends the following approaches and techniques for 
nurses participating in a therapeutic interaction:

Translate any technical information into layperson’s • 
terms.
Clarify and restate any instructions or information given. • 
Clients usually do not ask doctors or nurses to repeat 
themselves.
Display a caring attitude.• 
Exercise effective listening.• 
Do not overload the listener with information.• 

Additional therapeutic communication techniques, and exam-
ples of how a nurse might use them in conversation with a 
client, are provided in Table 11-2.

Confi dentiality During Communication

Client confi dentiality is important during nurse–client com-
munication because, as discussed in Chapter 5, the client has 
a right to privacy. All information concerning the client is con-
sidered personal property and is not to be discussed with other 
clients or outside the hospital setting. When discussing a client 
(eg, during a preclinical or postclinical conference), the client’s 
name and any descriptive information that might identify him 
or her should not be mentioned. Nurses may fi nd it neces-
sary to reassure a client that confi dentiality will be maintained 
except when the information may be harmful to the client or 
others and except when the client threatens self-harm. One 
way to convey this is simply to state, “Only information that 
will be helpful in assisting you toward recovery will be pro-
vided to others on the staff.” The nurse has an obligation to 
share such information with the nursing staff or with the cli-
ent’s doctor. Also, family members should be told that permis-
sion must be obtained from clients 18 years of age and older 
before the attending physician, social worker, or other mem-
bers of the health care team can discuss the client’s progress 
with them. If the client is younger than 18 years of age, the 
consent of the legal guardian is required before information 
can be released.

FIGURE 11-2 Nurse communicating at eye level with a client.
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TABLE 11.2

Therapeutic Communication Techniques

Techniques Examples

Using silence Nodding while attempting to maintain eye contact

Accepting Yes. That must have been diffi cult for you.

Giving recognition or acknowledging I noticed that you’ve made your bed.

Offering self I’ll walk with you.

Giving broad openings or asking open-ended questions Is there something you’d like to do?

Offering general leads or door-openers Go on.

You were saying…

Placing the event in time or in sequence When did your nervousness begin?

What occurred just before that?

Making observations I notice that you’re trembling.

You appear to be angry.

Encouraging description of perceptions What does the voice seem to be saying?

How do you feel when you take your medication?

TABLE 11.1

Social Versus Therapeutic Communication

Social Therapeutic

Social communication may be referred to as doing a favor for 
another person, such as lending someone money, taking food 
to a housebound elderly couple, or giving advice to a young 
girl who has just broken her engagement.

Therapeutic communication promotes the functional use of one’s 
latent inner resources. Encouraging verbalization of feelings after 
the death of one’s child or exploring ways to cope with increased 
stress are examples of therapeutic helping.

A personal or intimate relationship occurs. A personal, but not intimate, relationship occurs.

The identifi cation of needs may not occur. Needs are identifi ed by the client with the help of the nurse if 
necessary.

Personal goals may or may not be discussed. Personal goals are set by the client.

Constructive or destructive dependency may occur. Constructive dependency, interdependency, and independence are 
promoted.

A variety of resources may be used during socialization. Specialized professional skills are used while employing nursing 
interventions.

SOURCE: Adapted from Purtilo, R., & Haddad, A. M. (2002). Health professionals and patient interaction (2nd ed.). Philadelphia, PA: W.B. Saunders.

Effective Therapeutic Communication

To become more effective therapeutic communicators, nurses 
sometimes must stretch beyond their comfort zones when 
interacting with clients. Comfort zones encompass the way we 
dress and what we can and cannot do, and have a direct effect 
on the way we deal with people (Powell, 1995). For example, 

the communication comfort zone of a student nurse may be 
limited to interacting with peers or instructors in the classroom 
or in postclinical conference. Interacting with a mentally ill cli-
ent on a psychiatric unit might require the student to stretch 
beyond his or her comfort zone. Box 11-2 provides some 
guidelines for establishing broader comfort zones for effective 
therapeutic communication.

Shives_Chap11.indd   132Shives_Chap11.indd   132 11/6/2010   2:41:25 PM11/6/2010   2:41:25 PM



CHAPTER 11    Therapeutic  Communication and Relationships 133

Table 11.2 Therapeutic Communication Techniques (Continued)

Encouraging comparison Has this ever happened before?

What does this resemble?

Restating Client: I can’t sleep. I stay awake all night.

Nurse: You can’t sleep at night.

Refl ecting Client: I think I should take my medication.

Nurse: You think you should take your medication?

Focusing on specifi cs This topic seems worth discussing in more depth. Give me an 
example of what you mean.

Exploring Tell me more about your job.

Would you describe your responsibilities?

Giving information or informing His name is…

I’m going with you to the beauty shop.

Seeking clarifi cation or clarifying I’m not sure that I understand what you are trying to say.

Please give me more information.

Presenting reality or confronting I see no elephant in the room.

This is a hospital, not a hotel.

Voicing doubt I fi nd that hard to believe.

Did it happen just as you said?

Encouraging evaluation or evaluating Describe how you feel about taking your medication.

Does participating in group therapy enable you to discuss your 
 feelings?

Attempting to translate into feelings or verbalizing the 
implied

Client: I’m empty.

Nurse: Are you suggesting that you feel useless?

Suggesting collaboration Perhaps you and your doctor can discuss your home visits and 
 discover what produces your anxiety.

Summarizing During the past hour we talked about your plans for the future. 
They include…

Encouraging formulation of a plan of action If this situation occurs again, what options would you have?

Asking direct questions How does your wife feel about your hospitalization?

Ineffective Therapeutic Communication

Despite the nurse’s attempt to use effective therapeutic com-
munication skills, problems or stalls may occur. Unrealistic 
 expectations of the client or nurse, or the maladaptive use 
of defense mechanisms (see Chapter 2) by the client, can 
affect the communication process. Other causes of ineffective 
 therapeutic communication include the following:

Failure to listen:•  Some individuals are doers rather than 
listeners, focusing on task-oriented nursing instead 
of therapeutic communication. Such behavior conveys 
the message of boredom or minimizes one’s value. Also, 
the client may not hear the message sent, for example 
because of stress, anxiety, fear, denial, or anger.

Confl icting verbal and nonverbal messages:•  Ambivalence 
on the part of the sender may confuse the receiver, who 
senses confl icting signals that cause doubts about the 
helping person’s interest in him or her.
A judgmental attitude:•  Judgmental attitudes negate self-
worth and promote dependency. Someone who displays 
prejudice or a judgmental attitude when relating to 
others may never really get to know the person. A sensi-
tive person may pick up on judgmental attitudes and 
refuse to relate to others, thinking that all people are 
 judgmental.
Misunderstanding because of multiple meanings of Eng-• 
lish words: The sender should select words that are not 
 confusing in meaning. Consider the word “therapy.” 
It may mean treatment of a disease, rehabilitation, or 
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if the client receives no positive feedback during nurse–
client interactions. Encouraging problem solving and 
 decision making by the client is more  constructive.
Disagreement with or criticism of a person who is seeking • 
support: Disagreeing denies a client the right to think 
and feel or to express oneself. Criticizing or belittling 
a client may result in the development of a low self-
concept because the client believes his or her thoughts 
and feelings are unimportant. Such negative feedback can 
interfere with the client’s ability to cope with stressors. 
Any hope of establishing a therapeutic relationship is lost 
if this occurs. The person may feel unsupported and may 
not risk divulging further information about himself/ 
herself, for fear of more ridicule.
The inability to receive information because of a • 
preoccupied or impaired thought process: The receiver 
may be prepared to hear a message different from the 

 counseling. The sender needs to specify what meaning he 
or she intends.
False reassurance: • False reassurance negates fears and 
 feelings. Clichés such as “Everything will be okay” 
or “Don’t worry, the doctor will make you well” are 
 examples of false reassurance. No one can predict or 
guarantee the outcome of a situation. There are too many 
variables, such as a person who desires to maintain a sick 
role, nonsupportive families, or an illness that is irrevers-
ible (eg, cancer or multiple sclerosis). Clients who receive 
false reassurance quickly learn not to trust people if they 
do not respond to treatment as predicted.
Giving of advice: • Giving of advice may facilitate dependency 
and may also cause the client to feel inadequate because 
she or he is not given the opportunity to make choices 
pertaining to personal care. Feelings of dependency and 
inadequacy may then impair therapeutic communication 

BOX 11.2

Guidelines for Establishing Broader Comfort Zones for Effective Therapeutic Communication

Know yourself: •  What motivates your interest in 
helping others? Identify your emotional needs so 
that they do not interfere with the ability to relate to 
others. Be aware of any mood swings that you may 
exhibit. Clients are sensitive to the emotions and 
reactions of helping persons. One student stated 
that at the beginning of a therapeutic interaction, 
“Mr. Williams asked me what was wrong today. 
I tried not to show that I had a  headache. He said 
I wasn’t my usual cheery self. I’m surprised he real-
ized I wasn’t feeling up to par.”
Be honest with your feelings: •  Do not wear a mask 
to protect yourself or avoid contact with others. 
Your body language, gestures, and tone of voice 
can reveal your true feelings or reactions to client 
behavior. Your nonverbal communication may con-
tradict your spoken words if you are not honest with 
the client. For example, nurses working with cancer 
clients often fi nd it diffi cult relating to terminally ill 
persons. They may avoid contact as much as pos-
sible, so that their emotions are not revealed to the 
clients when they are asked questions such as, “Will 
I be getting better?” “Is it cancer?” or “Am I going 
to die?” It is okay to cry with a terminally ill client 
who is emotionally upset or depressed.
Be secure in your ability to relate to people: •  
Do not allow the behavior of others to threaten 
or intimidate you. Remember that all behavior has 
meaning. Ask yourself, “What is the client trying to 
communicate?”
Be sensitive to the needs of others: •  Listen atten-
tively by maintaining eye contact, focusing your 
attention on the speaker, and assuming a personal 

distance of 1 ½–4 feet. Use tact and diplomacy while 
conversing with others.
Be consistent: •  To encourage the development of 
client trust, be consistent in what you say and do.
Recognize symptoms of anxiety: •  Recognizing 
anxiety when it appears in yourself and those with 
whom you relate is important. Anxiety impairs com-
munication if the person is unable to concentrate or 
express feelings (see Chapters 19 and 20 for more 
information).
Watch your nonverbal reactions:  • Be aware of your 
body language because it emphasizes and modifi es 
verbal messages. Use gestures cautiously to empha-
size meanings, reactions, or emotions.
Use words carefully: •  When relating to others, try to 
use the following words cautiously: I, you, they, it, 
but, yes, no, always, never, should, and ought. Satir 
(1995) refers to these words as “powerful words” 
that may be used thoughtlessly, appear to be accu-
sations, be easily misunderstood, cause confusion 
or ambivalence, or imply stupidity.
Recognize differences: •  The fact that people may 
have cultural, personality, or age differences or have 
 confl icting loyalties can impair communication.
Recognize and evaluate your own actions and  •
responses: When you converse with someone, 
are you open or closed minded, cooperative or 
uncooperative, supportive or nonsupportive? Are 
you available when needed, or do you tend to put 
someone on hold if you are busy? Instead of cutting 
a conversation short in the middle of a self-disclos-
ing interaction, refer the client to someone who can 
be supportive regarding the issue at hand.
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one sent. Someone who is preoccupied with thoughts 
is not as receptive to messages as a person with a clear 
mind. Impaired thought processes, such as delusions or 
 hallucinations, also interfere with communication. 
A person who hears voices saying that she or he is being 
poisoned may not be receptive to a nurse’s request to 
take medication.
Changing of the subject if one becomes uncomfortable • 
with the topic being discussed: The nurse may feel 
 uncomfortable with a topic, have diffi culty respond-
ing to the client’s comments, and change the topic to 
one that is not relevant. For example, during a physical 
 examination, a young female client confi des in the nurse 
that she is unable to have oral sex with her husband. The 
nurse feels uncomfortable with the topic of oral sex and 
tells the client that she wants to take her vital signs before 
her laboratory work is drawn, thus cutting off communi-
cation. Such a response puts the nurse in charge of what 
is being discussed and minimizes the importance of the 
client’s statements.
Disapproving of or rejecting information: • Disapproving of 
or rejecting information provided by a client implies that 
the information is being ignored and the client’s problems 
are of little or no signifi cance.

THE ONE-TO-ONE 
NURSE–CLIENT THERAPEUTIC 
RELATIONSHIP

The work of psychiatric-mental health registered nurses is 
accomplished through the nurse-client relationship, therapeu-
tic intervention skills, and professional attributes. These attri-
butes include but are not limited to self awareness, empathy 
and moral integrity, which enable psychiatric-mental health 
nurses to practice the artful use of therapeutic relationships.

—(American Nurses  Association [ANA], 2007, p. 18).

A therapeutic relationship is a planned and goal-directed 
communication process between a nurse and a client for 
the purpose of providing care to the client and the client’s 
family or signifi cant others. An understanding of the factors 
 infl uencing communication, realization of the importance 
of nonverbal communication, development of effective com-
munication skills, recognition of the causes of ineffective 
 communication, and ability to participate in a therapeutic 

communication  process provide the foundation for developing 
a therapeutic relationship with a client.

During the therapeutic relationship, clients might distort 
their perceptions of others. Therefore, they may relate to the 
nurse not on the basis of the nurse’s realistic attributes, but wholly 
or chiefl y on the basis of interpersonal relationships with impor-
tant fi gures (such as parent, sibling, employer) in the client’s life. 
For example, a client exhibits the same attitudes and behav-
iors toward a male nurse that she originally displayed toward 
her estranged husband before their separation. This behavior 
is referred to as transference or parataxic distortion (Yalom, 
1995). Countertransference occurs when the nurse responds 
unrealistically to the client’s behavior or interaction. Both can 
interfere with the development of a therapeutic relationship.

Conditions Essential for a Therapeutic 
Relationship

According to Rogers (1961), eight conditions are essential for a 
therapeutic relationship to occur. They include the following:

Empathy:•  Empathy is the nurse’s ability to zero in on the 
feelings of another person or to “walk in another’s shoes” 
without losing one’s own identity. Empathy contains no 
elements of condolence, agreement, or pity.
Respect:•  The nurse considers the client to be deserving 
of high regard.
Genuineness:•  The nurse is sincere, honest, and authentic 
when interacting with the client.
Self-disclosure:•  The nurse shares appropriate attitudes, 
feelings, and beliefs and serves as a role model to the 
client (but does not force his or her opinions on the 
 client).
Concreteness and specifi city:•  The nurse identifi es the 
 client’s feelings by skillful listening and maintains a 
 realistic, not theoretical, response to clinical 
symptoms.
Confrontation:•  The nurse uses an accepting, gentle 
 manner after having established a good rapport with 
the client. The use of confrontation is limited to situa-
tions where the nurse–client relationship is well estab-
lished and can tolerate this strong method, which may 
 otherwise be considered threatening by the client.
Immediacy of relationship: • The nurse shares spontaneous 
feelings when he or she believes the client will benefi t 
from such a discussion.
Client self-exploration:•  The nurse encourages the client 
to learn positive adaptive or coping skills.

Boundaries of Therapeutic Relationships

The foundation of a nurse–client therapeutic relationship is 
based on trust and respect for the dignity and worth of the 
 client. Professional boundaries are limits that protect the 
space between the professional nurse’s power and the cli-
ent’s vulnerability in a therapeutic relationship. They separate 
 therapeutic behavior of the registered nurse from any behavior 

SELFAWARENESS PROMPT
Refl ect on your ability to communicate with 

clients. What comfort zone do you assume? Why? 
Do you fi nd yourself resorting to any nonverbal 
behavior? Describe the behavior. What purpose 
does this behavior serve? Does it have a negative 
or positive impact on your communication skills? 
Explain your answer.
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that, well intentioned or not, could diminish the benefi t of care 
to clients, families, signifi cant others, or communities. Further-
more, professional boundaries provide security, order, and safe 
 connections based on client need (Peterson, 1992; Waite, 2004). 
Boundary crossings are brief excursions across boundaries that 
may be inadvertent, thoughtless, or even purposeful if done to 
meet a special therapeutic need. For example, a nurse may plan 
the care of other clients around the “special needs” of a male cli-
ent. Such a boundary crossing may be a brief excursion across 
a personal boundary or lead to a boundary violation of nurse–
client intimacy. A boundary violation occurs when the nurse uses 
the nurse–client relationship to gratify emotional, fi nancial, or 
sexual needs. Consequently, the relationship between the nurse 
and male client becomes unacceptable with infringement on 
the client’s therapeutic needs or basic rights (Bensing, 2007; 
Marshall, Teston, & Myers, 2008; National Council of State 
Boards of Nursing, 2007). The nurse is responsible for main-
taining professional boundaries; to act as a client advocate; and 
to intervene, when appropriate, to prevent or stop boundary 
violations (Nurses Board of South Australia, 2002). Examples 
of professional boundary violations are included in Box 11-3.

Roles of the Psychiatric–Mental Health 
Nurse in a Therapeutic Relationship

According to psychiatrist Harry Stack Sullivan (1968), all 
personal growth, personal damage, and regression, as well 
as personal healing, are a result of our relationships with 
others. Peplau (1952) incorporated Sullivan’s concepts of 
 interpersonal relationships into her interpersonal theory, part 
of which describes the subroles of the psychiatric nurse. The 
six subroles of the psychiatric nurse during a therapeutic rela-
tionship are as follows:

Nurse–teacher: The nurse–teacher educates clients about • 
specifi c illnesses and medication prescribed to promote 
stabilization of their condition.

Examples of Professional Boundary Violations

Keeping secrets with a client •
Spending free time with a client •
Sharing personal, intimate information with a  •
 client
Discussing work concerns with a client •
Displaying favoritism toward one client at the  •
expense of others
Socializing with a client during an ongoing  •
 therapeutic relationship
Allowing a client to perform personal tasks for  •
nursing personnel
Giving personalized gifts to a client •
Receiving personalized gifts from a client or his  •
or her family member or signifi cant other

BOX 11.3

Mother surrogate: The nurturing needs of clients who are • 
unable to carry out simple tasks are met by the subrole 
of the mother surrogate.
Technical nurse: The technical nurse usually com-• 
pletes vital signs checks, medical or surgical treatment 
 procedures, administration of medication, and physical 
 assessment.
Nurse–manager: The nurse–manager is responsible for • 
creating a therapeutic environment in which clients feel 
safe and accepted.
Socializing agent: Social skills, such as interacting with • 
others in a group setting, are promoted by the nurse who 
acts as a socializing agent.
Counselor or nurse–therapist: The counselor or nurse–• 
therapist uses therapeutic skills to help clients identify 
and deal with stressors or problems that have resulted in 
dysfunctional coping.

The nurse can assume any of these roles at various times  during 
the nurse–client relationship.

Phases of a Therapeutic Relationship

As part of her interpersonal theory, Peplau (1952) described the 
phases, also referred to as stages, of one-to-one nurse– client thera-
peutic relationships established in psychiatric–mental health nurs-
ing, applicable for use in both inpatient and outpatient settings. 
Such relationships can be divided into three phases: initiating or 
orienting, working, and terminating. Each phase is associated 
with specifi c therapeutic tasks or goals to be accomplished.

Initiating or Orienting Phase
The fi rst step of the therapeutic relationship is called the ini-
tiating or orienting phase. During this phase, the nurse sets 
the stage for a one-to-one relationship by becoming acquainted 
with the client. The nurse also begins the assessment process. 
The nurse and client may experience anxiety with this fi rst 
meeting. When initiating the relationship, a comment such as 
“Sometimes it’s hard to talk to a stranger” may be an effective 
starting point for a discussion.

Communication styles of the nurse and client are explored 
to facilitate rapport and open communication as the client 
begins to share feelings and confl icts. The client must feel 
accepted as she or he begins to develop trust with the nurse. 
This feeling of acceptance and trust should set the pace of the 
relationship. The client is a unique person who is ill and who 
may be experiencing feelings of loneliness, fear, anger, disgust, 
despair, or rejection. As a client, the person seeks comfort 

SELFAWARENESS PROMPT
Review the examples of professional  boundary 

violations in Box 11-3. Can you think of any other 
examples to add to the list? Select three violations 
from the list and explain how each violation could 
affect your therapeutic relationship with a client.
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and help in handling stressors. In doing so, the client accepts 
another’s assistance in problem solving or goal setting. Thera-
peutic tasks accomplished by the psychiatric–mental health 
nurse during the initiating phase include

 1. building trust and rapport by demonstrating acceptance;
 2. establishing a therapeutic environment, ensuring safety 

and privacy;
 3. establishing a mode of communication acceptable to both 

client and nurse;
 4. initiating a therapeutic contract by establishing a time, 

place, and duration for each meeting, as well as the 
length of time the relationship will be in effect; and

 5. assessing the client’s needs, coping strategies, defense 
mechanisms, strengths and weaknesses.

Working Phase
The second phase of the therapeutic relationship is known 
as the working (or middle) phase. The client begins to relax, 
trusts the nurse, and is able to discuss mutually agreed-on 
goals with the nurse as the assessment process continues and 
a plan of care develops. Perceptions of reality, coping mecha-
nisms, and support systems are identifi ed at this time. Alter-
nate behaviors and techniques are explored to replace those 
that are maladaptive. The nurse and client discuss the meaning 
behind such behavior, as well as any reactions by the nurse 
such as fear, intimidation, embarrassment, or anger. During 
the working phase, the client focuses on unpleasant, painful 
aspects of life while the nurse provides support. Therapeutic 
tasks accomplished by the psychiatric–mental health nurse 
during the working phase include

 1. exploring client’s perception of reality and providing 
constructive feedback;

 2. helping client develop positive coping behaviors;
 3. identifying available support systems;
 4. promoting a positive self-concept by focusing on what 

the client can do and not what the client cannot do;
 5. encouraging verbalization of feelings;
 6. promoting client independence by teaching new skills;
 7. developing a plan of action with realistic goals;
 8. implementing the plan of action; and
 9. evaluating the results of the plan of action.

Terminating Phase
The fi nal step of the therapeutic relationship is the terminating 
phase. The nurse terminates the relationship when the mutu-
ally agreed-on goals are reached, the client is transferred or 
discharged, or the nurse has fi nished the clinical rotation. The 
nurse discusses the termination phase with the client, encour-
ages the client to identify the progress that the client has made, 
and explores the necessity of any referrals that may be of bene-
fi t to the client. As separation occurs, clients commonly exhibit 
regressive behavior, demonstrate hostility, or experience sad-
ness. The client may attempt to prolong the relationship as clin-
ical symptoms of separation anxiety are experienced. However, 
termination needs to occur if a therapeutic r elationship is to be 
a complete process. Preparation for termination  actually begins 

during the initiating phase. Mutually accepted goals resulting 
in the termination of a therapeutic relationship include the cli-
ent’s ability to

 1. provide self-care and maintain his or her environment;
 2. demonstrate independence and work interdependently 

with others;
 3. cope positively when experiencing feelings such as 

 anxiety, anger, or hostility;
 4. demonstrate emotional stability; and
 5. identify the progress the client has made.

Utilizing Therapeutic Interactions 
with Diffi cult Clients

Dealing with clients who are angry, manipulative, suspicious, 
demanding, or uncooperative or who display escalating behav-
ior is a part of the job that all nurses must endure at one time or 
another. Confl ict may occur when the client believes that his or 
her wants, intentions, or needs are not respected or addressed 
in the plan of care. McCabe-Maucher (2005), a nurse and 
licensed psychotherapist, discusses several useful communica-
tion strategies that the student can use when interacting with 
clients who display diffi cult behaviors during an interaction. 
Summarized, they state that the nurse

 1. shouldn’t take the client’s words personally. The client is 
probably not angry with the nurse but rather reacting to 
a stressful situation.

 2. should validate the client’s emotions. Acknowledging the 
client’s feelings can have a calming effect on his or her 
tirade.

 3. speak slowly in a soft, low voice. Humans tend to mirror 
one another’s behavior.

 4. maintain a safe physical distance from the client. 
 Advancing in the direction of the client may be viewed as 
provocative and can instigate unpredictable behavior.

 5. ask simple questions such as “How can I help you?” Such 
an approach may diffuse a tense situation.

 6. appear confi dent and speak in a fi rm yet amicable tone to 
maintain control of the situation. Don’t hesitate to ask for 
assistance from other personnel.

 7. be familiar with the facility’s emergency plan and do not 
hesitate to employ it if the situation warrants serious action.

Graber and Mitcham (2002) interviewed several nurses in a 
study, Spirituality in the Lives of Compassionate Clinicians 
Working in Hospitals, funded by the Fetzer Institute. One aim 
of the study, considered to be the most important one, was 
to determine how the most caring and compassionate nurses 
and other clinicians communicated with hospitalized clients, 
including diffi cult patients. Graber and Mitcham concluded 
that nurses who were sensitive to the needs of the clients, 
displayed confi dence and empathy, and demonstrated a high 
degree of emotional intelligence were able to interact therapeu-
tically with the clients. Therapeutic interactions and interven-
tions for clients who exhibit diffi cult behavior are addressed in 
several of the disorder chapters.
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Client’s initials:
Age:
Nursing diagnosis:
Goal of interaction: State your goal.
Description of environment: Give a visual descrip-

tion of the setting in which the conversation took 
place, including noise level and odors.

Appearance of the client: Give a description of 
the client’s physical appearance.

Verbal communication: State the communica-
tion verbatim, including what the client states 
and your responses. List in sequential order and 
identify therapeutic and nontherapeutic tech-
niques used during the conversation. Identify any 
defense mechanisms used by the client.

Nonverbal communication: Include your thoughts 
and feelings, as well as any facial expressions, 
 gestures, position changes, or changes in eye 
 contact, voice quality, and voice tone by the client 
or yourself.

Evaluation of interaction: Discuss whether the 
goal was met. What changes would you make, if 
any, after  evaluating this interaction?

BOX 11.4

Process Recording Format

Process Recording

A process recording is a tool used in various formats to 
 analyze nurse–client communication. The tool, which focuses 
on verbal and nonverbal communication, is used to teach 
observation and communication skills to student nurses in the 
clinical setting. It guides the student in the development of 
self-awareness of the impact of one’s own behaviors on a cli-
ent, encourages the student to explore a variety of strategies to 
accomplish stated communication goals, enables the student 
to become more objective in the processing of client messages, 
and provides the student with a comparative record of progress 
in the development of communication skills (Ohlone College, 
2008). Student–client role-play situations are one method used 
to familiarize students with the process recording. Interview 
guidelines may be given, explaining how to intervene with a 
client who gets up and leaves during an interview; what to do 
if another client interrupts the interaction; what to do if a cli-
ent asks the student to keep a secret; and why a student should 
not write the interactions verbatim during the interview. The 
process recording format displayed in Box 11-4 has been used 
successfully in an associate’s degree program. Box 11-5 contains 
an example of a process recording by a  second-year  associate’s 
degree student during her clinical rotation on a medical fl oor 
in a general hospital. Although the client in this scenario was 
diagnosed as having acute low back pain, the staff had observed 
symptoms of anxiety and suggested that the student and client 
would both benefi t from the assignment.

KEY CONCEPTS
Communication is a learned process infl uenced by a • 
 variety of factors.
Nonverbal communication refl ects a more accurate • 
description of emotions, feelings, and mood because 
 people have less control over nonverbal reactions.
Communication is described as social or therapeutic • 
depending on what occurs between the client and nurse. 
Therapeutic communication promotes the functional use 
of one’s latent inner resources, whereas social communica-
tion occurs on a superfi cial level.
Information concerning a client is considered to be the • 
personal property of the client and is to be kept confi den-
tial, unless the client threatens self-harm or the informa-
tion presented by the client poses a threat to the safety of 
the client or others.
Individual comfort zones directly affect the way people • 
relate to others, possibly limiting one’s ability to be an 
effective communicator.
Ineffective therapeutic communication or stalls can occur • 
as a result of several factors including, but not limited to, 
unrealistic expectations of the client and nurse, the pres-
ence of impaired cognition, or the maladaptive use of 
defense mechanisms.

The psychiatric–mental health nurse is responsible for • 
maintaining professional boundaries with the client during 
a therapeutic relationship and for intervening, when appro-
priate, to prevent or to stop actual boundary  violations.
Peplau described six subroles assumed by the  psychiatric– • 
mental health nurse during a therapeutic relationship, 
depending on the needs of the client: teacher, mother sur-
rogate, technical nurse, manager, socializing agent, and 
counselor or nurse–therapist.
Three phases of a therapeutic relationship were identifi ed by • 
Peplau: the initiating or orienting phase, during which the 
nurse assesses the client and initiates a relationship; the work-
ing phase, during  which trust develops as the assessment 
process continues and a plan of care is developed; and the 
terminating phase that occurs when mutually agreed-on goals 
are reached or termination is necessary for other reasons.
The process recording is used in the clinical setting as • 
a teaching tool. Nonverbal and verbal communication, 
defense mechanisms, and therapeutic techniques are doc-
umented by the student nurse, who, with the  instructor, 
analyzes the nurse–client interaction.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Client’s initials: JW
Age: 33
Nursing diagnosis: Anxiety related to hospitalization, limited mobility, and pain
Goal of interaction: To explore coping skills to reduce anxiety
Description of environment: A private room at the end of the corridor with no offensive odors or disturbing 

noises. The room was rather bare, with no evidence of get-well cards, pictures, or plants. The lights were turned 
off and the curtains were drawn.

Appearance of client: The client was dressed in a hospital gown and was found lying with his back to the door 
as I entered the room.

Student Client Interpretation

“Good morning. My name is…. 
I will be your nurse for this morn-
ing.” (Smiling; speaking softly; 
gazing directly at JW while walk-
ing to the side of the bed.)
a. Giving recognition
b. Giving information
c. Offering self

“Oh. How long will you be here?” 
(Turns over in bed and briefl y gazes 
at me with a blank facial expres-
sion; speaks in a low voice.)

Client doesn’t want to be 
 bothered.

Client may be in pain.
Client is uncertain about my 

capabilities.

“I’ll be here until 1:30. I understand 
you are having back pain. Could 
you describe the pain to me?”
a. Giving information
b.  Encouraging description of 

 perception

“It started as I moved a chair in my 
living room.” (Maintains eye con-
tact and grimaces as he moves.)

Client appears to have diffi culty 
with mobility.

Client may not wish to interact 
at this time.

“Tell me about the pain.” (Main-
taining eye contact while sitting 
in chair beside his bed.)
a. Exploring
b. Active listening

“It’s a sharp, stabbing pain that 
occurs whenever I move from side 
to side or try to get up and walk.” 
(Facial expression is more relaxed 
with less grimacing.)

“It also bothers me when I have a lot on 
my mind, like problems at home.”

“I’ve never had a back injury.”
“My doctor told me I should see a 

counselor because it could be due 
to my nerves.”

Client is responding to individual 
 attention.

Client is beginning to disclose 
his feelings.

“How do you feel about your doc-
tor’s recommendation?” (Main-
taining eye contact; sitting.)
a.  Encouraging description of 

perceptions

“I guess he knows what he is doing.” 
(Breaks eye contact; fi ngers sheets 
nervously.)

Client is becoming uncomfortable 
with the conversation.

“Perhaps you and the counselor 
can discover the cause of your 
back pain?

Then you’ll be able to prevent 
future hospitalizations.”
a. Suggesting collaboration

“I hope so. I can’t afford to miss 
any more work.” (Became more 
relaxed. Eye contact improved.)

Client appears to be relieved that 
he will be able to discuss his 
feelings with a counselor and 
possibly avoid hospitalization in 
the future.

Evaluation: JW is willing to undergo counseling at the suggestion of his family doctor to identify the cause of 
recurrent back pain. I feel that this interaction was effective because it showed JW that I cared about him as a 
person and displayed an active interest in his physical condition.

BOX 11.5

Example of Process Recording
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Critical Thinking Questions

 1. Imagine that you enter a client’s room and fi nd her  
crying quietly. She looks up and tells you that her doctor 
has just announced that she needs surgery. Construct an 
imaginary conversation in which you encourage her to 
explore her fears, anxieties, and feelings, using Purtilo’s 
and Rogers’ essentials of therapeutic communication.

 2. Discuss with other nurses the three phases of the one-
to-one nurse–client relationship described by Peplau. 
Ask them to share experiences with clients in which they 
have and have not been able to accomplish the appro-
priate goals of each phase. Analyze these therapeutic 
interactions and refl ect on strategies for improving them.

 3. After studying your own use of therapeutic techniques, 
you realize that you are reluctant to give information and 
ask direct questions. How would you go about improving 
your use of these techniques?

Refl ection

Refl ect on the quote at the beginning of the chapter. Do any of 
the statements apply to you? If so, which ones? What actions 
can you take to improve your listening skills?

NCLEX-Style Questions

 1. While assessing a client, the nurse pays close attention to 
nonverbal communication based on an understanding of 
which of the following?
a. Clients have a tendency to tell the nurse what is 

expected.
b. Nonverbal communication may more accurately 

refl ect the client’s feelings than his or her verbal com-
munication does.

c. Nonverbal communication provides the nurse with a 
complete assessment.

d. Verbal communication may be misinterpreted and not 
understood.

 2. During a discussion in group therapy, the nurse says to 
the client “I’m sure you’ll do the right thing.” Which of 
the following provides the best analysis of the nurse’s 
response to the client?
a. The response allows the client to move toward 

 independence.
b. Such a response gives the nurse more time to think 

about the situation.

c. The response provides the client with support and 
encouragement.

d. This type of response represents an example of false 
reassurance.

 3. The client states, “I’m not sure what to do. What do 
you think would be best?” The nurse refrains from 
giving advice for which of the following 
reasons?
a. Advice is more appropriate if it comes from the 

 physician.
b. The client is testing the nurse’s ability as a helping 

person.
c. The nurse may not be aware of the client’s options.
d. It is more useful to encourage the client’s own 

attempts at problem solving.
 4. During the initial phase of the nurse–client relationship, 

which of the following should occur?
a. encouraging verbalization of feelings
b. establishing therapeutic contract
c. exploring alternate behaviors
d. evaluating plan of action

 5. Which of the following best describes the nurse– 
manager’s role in the clinical environment?
a. educates clients about specifi c illnesses and 

medication prescribed to promote stabilization of their 
condition

b. nurtures the needs of clients who are unable to carry 
out simple tasks

c. responsible for creating a therapeutic environment in 
which clients feel safe and accepted

d. uses therapeutic skills to help clients identify and 
deal with stressors or problems that have resulted in 
dysfunctional coping.

 6. When reviewing a student’s process recording, the 
instructor evaluates the interaction for the use of 
 therapeutic techniques. Which of the following 
 statements refl ects the use of therapeutic communication 
techniques? Select all that apply.
a. “You really should stop smoking all the time.”
b. “I notice that you are trembling.”
c. “You seem to be angry right now.”
d. “Don’t worry, the doctors know what to do.”
e. “If you’re Superman, go ahead and fl y away.”
f. “Would you describe how you take your 

 medications?”

Shives_Chap11.indd   140Shives_Chap11.indd   140 11/6/2010   2:45:20 PM11/6/2010   2:45:20 PM



CHAPTER 11    Therapeutic  Communication and Relationships 141

REFERENCES
American Nurses Association. (2007). Psychiatric-mental health  nursing: 

Scope and standards of practice. Silver Springs, MD: Nursebooks.
org.

Bensing, K. (2007). Within boundaries. ADVANCE for Nurses, 8(15), 
15–19.

Frazier, L. (2001). Getting your word’s worth: The spoken word as 
a health intervention. ADVANCE for Nurse Practitioners, 9(5), 
73–77.

Graber, D. R., & Mitcham, M. (2002). Caring and communication. 
ADVANCE for Nurses, 3(23), 19–20.

Hall, E. (1990). The hidden dimension. New York, NY: Doubleday.
Marshall, R. M., Teston, K., & Myers, W. C. (2008). Psychiatrist/

patient boundaries: When it’s OK to stretch the line. Current 
 Psychiatry, 7(8), 53–56, 61–62.

McCabe-Maucher, A. (2005). Managing angry patients. ADVANCE 
Online Editions for Nurses. Retrieved January 7, 2005, from http://
nursing.advanceweb.com/common/Editorial

Milkanowicz, C., & Shank, S. L. (2006). Communication strategies. 
Florida Nurse CE, Catalog 37 PTN, 66–77.

National Council of State Boards of Nursing. (2007). A nurse’s 
guide to the importance of appropriate professional boundar-
ies. Retrieved February 21, 2009, from https://www.ncsbn.org/ 
Professional_Boundaries_2007_web.pdf

Nurses Board of South Australia. (2002). Standard for therapeutic 
relationships and professional boundaries. Retrieved August 1, 
2005, from http://www.nursesboard.sa.gov.au/word/standards_
ther_rel_prof_boundaries.doc

SUGGESTED READINGS
Barzoloski-O’Connor, B. (2009). Forbidden territory in the therapeutic 

relationship. Nursing Spectrum. Retrieved February 21, 2009, from 
http://nsweb.nursingspectrum.com/articles/sexualboundaries.htm

Carpenito-Moyet, L. J. (2008). Handbook of nursing diagnosis (12th  ed.). 
Philadelphia, PA: Lippincott Williams & Wilkins.

College of Association of Registered Nurses of Alberta. (2009). Pro-
fessional boundaries for registered nurses: Guidelines for the 
nurse-client relationship. Retrieved February 21, 2009, from 

Ohlone College. (2008). Process recording. Retrieved  February 20, 
2009, from http://www.ohlone.edu/instr/nursing/docs/ handbook- 
nursingstudentpart3.pdf

Peplau, H. (1952). Interpersonal relations in nursing. New York, NY: 
Putnam.

Peterson, M. (1992). At personal risk: Boundary violations in 
 professional-client relationships. New York, NY: W. W. Norton and 
Company.

Powell, J. (1995). Will the real me please stand up? 25 guidelines for good 
communication. Allen, TX: Resources for Christian Living.

Purtilo, R., & Haddad, A. M. (2002). Health professionals/patient 
 interaction (2nd ed.). Philadelphia, PA: W. B. Saunders.

Rogers, C. (1961). On becoming a person. Boston, MA: Houghton 
 Miffl in.

Satir, V. (1995). Making contact. Berkeley, CA: Celestial Arts.
Schultz, J. M., & Videbeck, S. L. (2009). Lippincott’s manual of psy-

chiatric nursing care plans (8th ed.). Philadelphia, PA: Lippincott 
Williams & Wilkins.

Sullivan, H. S. (1968). The interpersonal theory of psychiatry. New York, 
NY: W. W. Norton & Co.

Yalom, I. D. (1995). The theory and practice of group psychotherapy. 
New York, NY: Basic Books.

Waite, R. (2004). Maintaining boundaries. ADVANCE for Nurses, 
5(14), 25–26.

http://www.nurses.ab/ca/pdf/Professional%20Boundaries%20
Guidelines.pdf

Neal, K. (2009). Chapter 5: Nurse-patient relationships. Retrieved 
February 21, 2009, from http://www.nursing-practice.co.uk/
docs/newch5.pdf

Peternelj-Taylor, C. (2002). Professional boundaries. A matter of ther-
apeutic integrity. Journal of Psychosocial Nursing Mental Health 
Services, 40(4), 22–29.

Shives_Chap11.indd   141Shives_Chap11.indd   141 11/6/2010   2:46:35 PM11/6/2010   2:46:35 PM

http://nursing.advanceweb.com/common/Editorial
http://nursing.advanceweb.com/common/Editorial
https://www.ncsbn.org/Professional_Boundaries_2007_web.pdf
http://www.nursesboard.sa.gov.au/word/standards_ther_rel_prof_boundaries.doc
http://nsweb.nursingspectrum.com/articles/sexualboundaries.htm
http://www.ohlone.edu/instr/nursing/docs/ handbooknursingstudentpart3.pdf
http://www.nurses.ab/ca/pdf/Professional%20Boundaries%20Guidelines.pdf
http://www.nursing-practice.co.uk/docs/newch5.pdf
https://www.ncsbn.org/Professional_Boundaries_2007_web.pdf
http://www.nursesboard.sa.gov.au/word/standards_ther_rel_prof_boundaries.doc
http://www.ohlone.edu/instr/nursing/docs/ handbooknursingstudentpart3.pdf
http://www.nurses.ab/ca/pdf/Professional%20Boundaries%20Guidelines.pdf
http://www.nursing-practice.co.uk/docs/newch5.pdf


Shives_Chap11.indd   142Shives_Chap11.indd   142 11/6/2010   2:46:35 PM11/6/2010   2:46:35 PM



143

Activities of daily living
Assertiveness training
Aversion therapy
Behavior therapy
Cognitive–behavior therapy
Flooding
Implosive therapy
Limit-setting
Milieu therapy
Nurse-led psychotherapy 

interventions
Pavlov’s Theory of Conditioning
Protective nursing care
Skinner’s Theory of Operant 

Conditioning
Sleep pattern disturbance
Systematic desensitization
Therapeutic lifestyle change (TLC) 

counseling
Therapeutic milieu
Ward Atmosphere Scale (WAS)

KEY TERMS

The Therapeutic 
Milieu

The therapeutic milieu is an environment that is structured 

and maintained as an ideal, dynamic setting in which to work 

with  clients. This milieu includes safe physical surroundings, all 

 treatment team members, and other clients.

—SCHULTZ & VIDEBECK, 2009

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the concepts of milieu therapy.
 2. Articulate the standards for a therapeutic milieu or environment as set 

forth by Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO).

 3. Describe the components of the therapeutic milieu or environment.
 4. Identify participants in the therapeutic milieu or environment.
 5. Discuss the role of the psychiatric–mental health nurse in the therapeutic 

milieu or environment.
 6. Formulate a list of educational strategies to promote client education.
 7. Explain the importance of providing interventions to meet a client’s spiri-

tual needs.
 8. Create a list of nursing interventions to promote an optimal balance of 

rest and activity.
 9. Articulate the rationale for pain management in the  therapeutic milieu or 

environment.
 10. Explain the rationale for the use of seclusion and restraints.
 11. Recognize examples of behavior therapy techniques.
 12. Distinguish clients who would benefi t from participation in occupa-

tional, educational, art, music, or recreational therapy.

1212
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144 UNIT  III Components of the Nurse-Client Relationship

Milieu therapy refers to socioenvironmental therapy that 
is structured and maintained as an ideal, dynamic setting in 
which to work with clients. The attitudes and behavior of the 
staff in a treatment service and the activities prescribed for the 
client are determined by the client’s emotional and interper-
sonal needs. The predominant goal is the client’s health, not 
merely the diminution or absence of disease process (Shah-
rokh & Hales, 2003; Schultz & Videbeck, 2009). The environ-
ment in which the treatment service is delivered is referred to 
as the therapeutic milieu. It is structured to control, stabilize, 
and improve problematic emotions and behavior and enables 
the client to use problem-solving skills to cope with self, oth-
ers, and environmental stressors. Milieu therapy promotes 
empowerment through personal growth and client interac-
tions. The focus is on social relationships as well as occupa-
tional and recreational activities. Deinstitutionalization, the use 
of psychotropic agents, respect for client rights, creation of the 
multidisciplinary treatment team, and the use of therapeutic 
groups have contributed to the development of a therapeutic 
milieu or environment for individuals with psychiatric–mental 
health disorders.

This chapter describes the development of the therapeutic 
milieu, including the criteria for establishing it. It also high-
lights the components involved including the participants and 
specifi c interventions used in a therapeutic milieu. Finally, 
the chapter discusses the need for evaluating the therapeutic 
milieu to determine its effectiveness for psychiatric–mental 
health disorders.

DEVELOPMENT OF THE 
THERAPEUTIC MILIEU
As noted in the opening quote for this chapter, therapeutic 
milieu refers to an environment that is structured to provide 
clients with the opportunity to interact with staff and other 
clients. It developed as a result of Henry Stack Sullivan’s 
belief that interactions among clients are benefi cial because 
clients have the opportunity to practice interpersonal rela-
tionship skills, provide feedback to peers about behav-
ior, and work together to develop problem-solving skills 
(Sullivan, 1968).

A therapeutic milieu can exist in a variety of settings. Cli-
ents with psychiatric–mental health disorders may be treated 
in the hospital, the community, at home, or in private practice 
of a counselor or therapist.

The term therapeutic milieu has often been used inter-
changeably with therapeutic environment. It has also been used 
to describe contemporary treatment settings in which the 
biopsychosocial needs of individuals such as the terminally or 
chronically ill, victims of abuse, children with medical prob-
lems, and elderly clients are met. Examples include hospice 
programs, safe houses, Ronald McDonald Houses, halfway 
houses, geriatric residential treatment centers, and respite pro-
grams. Each of these programs provide  individualized milieu 
therapy for clients and their families and/or signifi cant others.

Regardless of the therapeutic milieu setting, certain 
criteria must be met to help clients develop a sense of self-
esteem and personal worth, feel secure, establish trust, 
improve their ability to relate to others, and return to the 
community. The JCAHO has set forth a comprehensive list 
of standards as a guide in the development of a therapeutic 
milieu. These standards serve as criteria for JCAHO accredi-
tation surveys. These standards are refl ected in the criteria 
listed in Box 12-1.

Criteria for Establishing a Therapeutic Milieu

The therapeutic milieu should

be purposeful and planned to provide safety  •
from physical danger and emotional trauma. 
It should have furniture to facilitate a homelike 
atmosphere. Provisions for privacy and physical 
needs are necessary.
promote interaction and communication among  •
clients and personnel and provide safety from 
emotional trauma.
provide a testing ground for new patterns of  •
behavior while clients take responsibility for their 
actions. Behavioral expectations—including the 
existing rules, regulations, and policies—should 
be explained to clients.
provide for consistent limit-setting. This criterion  •
refl ects aspects of a democratic society. All clients 
are treated as equally as possible with respect to 
restrictions, rules, and policies.
encourage participation in group activities and  •
free-fl owing communication in which clients are 
free to express themselves in a socially accept-
able  manner.
provide for client respect and dignity. Adult– •
adult interactions should prevail when appropri-
ate, promoting equal status among the parties 
involved, exchange of interpersonal information, 
and avoidance of any “power plays.” Clients 
should be encouraged to use personal resources 
to resolve problems or confl icts.
convey an attitude of overall acceptance and  •
optimism. Confl ict among staff members must be 
handled and resolved in some manner to main-
tain a therapeutic milieu. Clients are perceptive 
of such reactions and may feel that they are the 
cause of confl icts among personnel.
allow for continual assessment and evaluation of  •
clients’ progress, with modifi cations in treatment 
and nursing interventions as needed.

BOX 12.1
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COMPONENTS OF A 
THERAPEUTIC MILIEU
Today, as noted earlier in the text, inpatient stays are often 
limited to crisis stabilization unless a client has a diagnosis of 
serious and persistent mental illness (Chapter 35) and do not 
allow clients time to develop meaningful relationships. As a 
result of this change in the health care environment and health 
care delivery system, psychiatric nursing is moving toward 
noninstitutional care with an emphasis on outpatient functions 
and small treatment units. The components of a therapeutic 
milieu that were originally provided in psychiatric institutions 
have been incorporated into community mental health settings 
(Chapter 8). This movement has resulted in nurses working 
collaboratively and cooperatively with clients, clients’ families, 
each other, and other health care providers in order to provide 
safe, competent, ethical care that will benefi t clients. Collabo-
ration is also needed to ensure the client’s need for accessible, 
affordable health care is met.

Participants in the Therapeutic Milieu

Members of several disciplines collaborate in the promotion 
of a therapeutic milieu. Referred to as the psychiatric multidis-
ciplinary treatment team, members include psychiatric–mental 
health nurses; licensed practical nurses with psychiatric–men-
tal health nursing education, psychiatric nurse assistants or 
technicians; psychiatrists; clinical psychologists; psychiatric 
social workers; occupational, educational, art, musical, psy-
chodrama, recreational, play, pet, and speech therapists; chap-
lains; dietitians; and auxiliary personnel. Table 12-1 presents a 
summary of these roles. The psychiatric–mental health nurse 

assumes responsibility for the management and coordination 
of activities in the milieu. Due to budgetary constraints, the 
occupational therapist or the recreational therapist often may 
serve as the music and art therapist, especially in smaller, pri-
vately owned, or community-based hospitals.

The multidisciplinary treatment team participates in regu-
larly scheduled meetings to allow team members to discuss the 
client’s progress and to review the client’s individualized plan of 
care. Clients and their family members, signifi cant others, and 
support persons are invited to participate in these meetings 
(Fig. 12-1). Treatment methods have evolved from passive, iso-
lated ones to methods that emphasize interaction and coopera-
tion. Clients and their families or signifi cant others who attend 
the meetings are able to participate in planning and problem-
solving. Their input is encouraged as clients develop positive 
coping skills and are empowered to demonstrate accountabil-
ity and responsibility in interdependent relationships.

Interventions Used in the Therapeutic Milieu

Various interventions can be used in the therapeutic milieu in 
either the inpatient or outpatient setting. Interventions that meet 
the basic needs of the client in the psychiatric–mental health 
setting are addressed here. Interactive therapies such as crisis 
intervention, individual and group therapy, and family therapy, 
as well as special treatment modalities such as psychopharma-
cology, electroconvulsive therapy, and alternative therapies, are 
discussed in Chapters 13 through 18 of this text.

Client Education
Client education, also referred to as sharing information, 
promotes self-care and independence, prevents complica-
tions, and reduces recidivism and hospital readmissions. 

TABLE 12.1

Multidisciplinary Treatment Team

Discipline Description

Psychiatric nurse A registered nurse specializing in psychiatric nursing by employing theories of human behavior and 
the therapeutic use of self. Gives holistic nursing care by assessing the client’s mental, psychological, 
and social status. Provides a safe environment, works with clients dealing with everyday problems, 
provides leadership, and assumes the role of client advocate.

Nurses with master’s degree, clinical specialty, or certifi cation in psychiatric–mental health nurs-
ing; conducts individual, family, or group therapy. In certain states, the nurse  practitioner is granted 
prescriptive privileges.

Psychiatric nurse assistant or 
technician

High school graduate who receives in-service education pertaining to the job description. Assists the 
mental health team in maintaining a therapeutic environment, providing care, and supervising client 
activities.

Psychiatrist Licensed physician with at least 3 years of residency training in psychiatry, including 2 years of 
clinical psychiatric practice. Conducts therapy sessions and serves as leader of the multidisciplinary 
treatment team. Prescribes medication and somatic treatment. Specializes in the diagnosis, treatment, 
and prevention of mental and emotional disorders.
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Table 12.1 Multidisciplinary Treatment Team (Continued)

Discipline Description

Clinical psychologist Person with doctoral degree in clinical psychology, who is licensed by state law and a psychology 
internship (supervised work experience). Provides a wide range of services, from diagnostic test-
ing, interpretation, evaluation, and consultation to research. May treat clients individually or in a 
group therapy setting.

Psychiatric social worker College graduate with a baccalaureate, master’s, or doctoral degree. Uses community resources 
and adaptive capacities of individuals and groups to facilitate positive interactions with the 
environment. Conducts the intake interview; family assessment; individual, family, and group 
therapy; discharge planning; and community referrals.

Occupational therapist College graduate with a baccalaureate or master’s degree in occupational therapy. Uses creative 
techniques and purposeful activities, as well as therapeutic relationship, to alter the course of 
an illness. Assists with discharge planning and rehabilitation, focusing on vocational skills and 
activities of daily living to raise self-esteem and promote independence.

Educational therapist College graduate who specializes in educational therapy. Determines effective instructional meth-
ods, assessing the person’s capabilities and selecting specialized programs to promote these capa-
bilities. May include remedial classes, special education for “maladjusted’’ children, or continuing 
education for hospitalized students with emotional or behavioral problems (eg, anorexia nervosa, 
depression, or substance abuse).

Art therapist College graduate with a master’s degree and specialized training in art therapy. Encourages spon-
taneous creative artwork to express feelings of emotional confl icts. Assists the client in analyzing 
expressive work. Uses basic child psychiatry to diagnose and treat emotional or behavioral prob-
lems. Attention is paid to the use of colors as well as symbolic or real-life fi gures and settings.

Musical therapist College graduate with a master’s degree and training in music therapy. Focuses on the expression 
of self through music such as singing, dancing, playing an instrument, or composing songs and 
writing lyrics. Music therapy promotes improvement in memory, attention span, and concentra-
tion and provides an opportunity for one to take pride in one’s achievement.

Psychodrama therapist College graduate with advanced degree and training in group therapy. This therapy is also 
referred to as role-playing therapy. People are encouraged to act out their emotional problems 
through dramatization and role playing. This type of therapy is excellent for children, adoles-
cents, and people with marital or family problems. The therapist helps the people to explore past, 
present, and potential experiences through role-play and assists group members in developing 
spontaneity and successful interactional tools. The audience may participate by making com-
ments about and interpretations of the people acting.

Recreational or activity therapist College graduate with a baccalaureate or master’s degree and training in recreational or activ-
ity therapy. Focuses on remotivation of clients by directing their attention outside themselves to 
relieve preoccupation with personal thoughts, feelings, and attitudes. Clients learn to cope with 
stress through activity. Activities are planned to meet specifi c needs and encourage the develop-
ment of leisure-time activities or hobbies. Recreational therapy is especially useful with those 
people who have diffi culty relating to others (eg, the regressed, withdrawn, or immobilized per-
son). Examples of recreational activities include group bowling, picnics, sing-alongs, and bingo.

Play therapist A psychiatrist, licensed psychologist, psychiatric nurse, psychiatric social worker, or other person 
trained in counseling. A play therapist observes the behavior, affect, and conversation of a child 
who plays in a protected environment with minimal distractions, using games or toys provided 
by the therapist. The therapist tries to gain insight into the child’s thoughts, feelings, or fantasies 
and helps the child to understand and work through emotional confl icts.

Pet therapist Also referred to as an animal-assisted therapist. A trained practitioner with experience with 
animal behavior. Provides animal-assisted visitation and animal-assisted therapy. Uses certifi ed 
therapy animals to visit clients and families at the bedside or in a common waiting area. Provides 
therapy on a one-to-one basis. The goals of animal-assisted therapy include the reduction of 
stress; improvement in emotional well-being, self-concept, and social interaction; and behavior 
modifi cation.
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Table 12.1 Multidisciplinary Treatment Team (Continued)

Discipline Description

Speech therapist College graduate with a master’s degree and training in speech therapy. Speech therapists assess 
and treat disturbed children or people who have developmental language disorders involving 
nonverbal comprehension, verbal comprehension, and verbal expression. Failure to develop 
language may occur as a result of deafness, severe mental disability, gross sensory deprivation, 
institutionalization (eg, an orphanage), or an abnormality of the central nervous system. The 
speech therapist may work with a neurologist or otologist in such cases.

Chaplain College graduate with theological or seminary education. Identifi es the spiritual needs of the 
client and support persons and provides spiritual comfort as needed. If appropriately trained, a 
chaplain may act as a counselor. The chaplain may attend the intake interview and staff meetings 
to provide input about the client as well as to plan holistic health care.

Dietitian or clinical nutritionist Person with graduate-level education in the fi eld of nutrition. The dietitian serves as a resource 
person to the multidisciplinary treatment team as well as a nutritional counselor for clients with 
eating disorders, such as anorexia nervosa, bulimia, pica, and rumination.

Auxiliary personnel Volunteers, housekeepers, and clerical help who come in contact with clients. Such persons 
receive in-service training on how to deal with psychiatric emergencies as well as how to interact 
therapeutically with clients.

 Clients’  knowledge of the disease process varies, as does their 
 understanding of the treatment rationale and the ramifi cations 
of noncompliance. While some clients are attentive to every 
detail of their medical care, many others are at the opposite 
end of the spectrum. Although today’s clients want to be well-
informed consumers of health care, the nurse is often chal-
lenged in the role of teacher or educator by barriers such as 
lack of educational resources, limited time spent with the cli-
ent, the client’s lack of education to comprehend information, 
language or cultural differences between the client and nurse, 
and the client’s physical or emotional disabilities.

According to the 2003 National Adult Literacy Survey 
conducted by the Department of Education’s National Center 
for Education Statistics, approximately 40 million adults in the 
United States can’t understand written materials because of 
limited or low literacy. There has been no signifi cant change in 
prose or document literacy since the survey conducted in 1992. 

Older adults and members of inner-city minority groups are 
twice as likely to have poor reading abilities compared with the 
general population. However, despite these statistics,  written 
patient education materials provided by health care facili-
ties continue to be a primary source of information for many 
 clients. Therefore, educational material should contain familiar 
words and short sentences and defi ne any essential medical or 
psychiatric terminology in simple language (National Center 
for Education Statistics, 2003). The nurse should also con-
sider the client’s cultural and ethnic identity when developing 
 educational material.

Before initiating client education, the nurse assesses what 
the client already knows and what his or her knowledge defi -
cits are. The nurse also assesses whether the client is accessible 
and amenable to teaching and can follow instructions before 
initiating a learning/teaching/information session. Clients gen-
erally fall into four different educational categories: deniers, 
minimizers, accepters, and controllers. Deniers believe there 
is no problem. Minimizers prefer to simplify everything and 
diminish the health impact of their behavior. Accepters attri-
bute their health condition to a power outside of their control 
and feel powerless to affect the outcome of their future. These 
three categories require specifi c tactics to help clients become 
more compliant with treatment. Controllers are detail-oriented 
and organized. They conscientiously follow treatment regi-
mens (Andal, 2006). If the client is not ready or open at the 
time, then the nurse is wasting his or her time.

The following is a list of educational strategies the nurse 
can use to promote client education after the client is ready to 
learn or to share information:

Prioritize the client’s needs and focus on everyday issues • 
(eg, safety vs. nutritional needs).FIGURE 12-1 Multidisciplinary team meeting.
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Present specifi c information (eg, “Let’s discuss what you • 
should do when you experience what you describe as 
panic attacks.”).
Use simple language and avoid speaking in a monotone.• 
Utilize different educational approaches depending on • 
the client’s ability to relate to the written word, video or 
audio presentations, or ability to use the Internet.
Involve the client’s family members and support persons • 
in the educational process.
Educate and reinforce information while providing care.• 

Client educational group sessions are also an important 
 intervention for clients who are typically admitted to a psychi-
atric facility to stabilize their symptoms until they are cleared for 
outpatient treatment. Nurses can address issues such as medi-
cation management, drug and alcohol abuse, stress, diet and 
exercise, and smoking (Sherman, 2003). Topics such as anger 
management, interventions for hallucinations or delusions, 
and the benefi ts of attending rehabilitation meetings are also 
included in client education. (Nursing interventions including 
client education regarding these various topics are discussed in 
the various disorder chapters in Units VI and VII.)

Sherman (2003) describes a unique group approach to cli-
ent education, the News Hour. Clients are encouraged to talk 
about whatever interests them within a certain timeframe or 
allotted time period. Each client takes a turn, and this allows 
for exchange and sharing of thoughts. The purpose of this 
therapeutic intervention is to help clients improve their social 
skills, focus on others, and realize that they can effect change 
themselves if they stay informed.

Spiritual Interventions
Criteria for establishing a therapeutic milieu state that the staff 
should convey an overall acceptance of clients. According to 
the American Nurses Association’s (ANA) Code of Ethics for 
Nurses—Provisions (ANA, 2001), nurses must ensure human 
dignity for all clients regardless of differences in religion or 
spiritual beliefs. Because the nurse provides care for clients 
of different cultural and ethnic backgrounds, issues related to 
spirituality may be overlooked or misunderstood. As noted 
in Chapter 4, it is imperative that the nurse understands the 
 concept of spirituality and the client’s religious affi liation.

The psychiatric–mental health nurse plays a key role in 
planning interventions to meet the spiritual needs of a client. 
The client’s initial assessment should include spiritual values 
and the client’s existing religious support system (see  Chapter 9 
for a sample spiritual needs assessment). Various tools may be 
used to assess the client’s spirituality. Sumner (1998) identi-
fi es additional instruments used to measure spiritual perspec-
tive; these include Reed’s Spiritual Perspective Scale, Ellison’s 
Spiritual Well-Being Scale, and Elkin’s Spiritual Orientation 
Inventory. However, the nurse may encounter barriers related 
to specifi c spiritual beliefs of clients when providing appropri-
ate care. These barriers may include the following:

Disease is a divine punishment or test of faith.• 
Modern science is the result of “false teachings.”• 

Drugs or medication are not an acceptable intervention.• 
Psychiatric–mental health nursing does not respect • 
 certain restrictions (eg, dietary, clothing, activities).
The nurse does not understand the client’s spiritual or • 
religious beliefs.

When barriers are encountered, the psychiatric–mental health 
nurse has the option of enlisting the help of members of the 
multidisciplinary treatment team, members of the client’s fam-
ily, or the client’s spiritual advisor to determine appropriate 
interventions.

Some religious groups condemn modern scientifi c prac-
tice, whereas others support medicine in general. Therefore, 
the psychiatric–mental health nurse needs to be familiar with 
the attitudes and requirements of different religious groups. 
After the nurse has established a therapeutic relationship with 
a client, the nurse should inform the multidisciplinary treat-
ment team of the client’s spiritual and religious needs. As a plan 
of care is developed, the help of other personnel identifi ed by 
the client may be elicited to provide spiritual support. Spiritual 
support interventions may include communicating acceptance 
of and respect for the client’s spiritual beliefs and practices, 
acknowledging importance of spiritual needs, maintaining 
diet with religious restrictions when not detrimental to health, 
providing privacy and quiet as needed for ritual or devotional 
practices, praying or meditating with the client, instilling 
hope, and collaborating with the client’s spiritual counselor 
( Carpenito-Moyet, 2008; Kearns, 2002; Sumner, 1998).

Personal and Sleep Hygiene Management
Some clients cannot manage self-care activities such as personal 
hygiene or may report sleep disturbances because of clinical 
symptoms or as a result of adverse effects of medication therapy.

Nurses use the phrase activities of daily living (ADL) to 
describe the client’s ability to provide self-care; that is, feed, 
bathe, dress, and toilet himself or herself. Factors such as 
regression, excessive ritualistic behavior, acute confusion or 
cognitive defi cits, pain, decreased motivation, fatigue, psycho-
sis, anxiety, or depression may alter the client’s ability to per-
form self-care, contributing to self-care defi cit. For example, 
an individual with depression may neglect personal hygiene, 
dress in a slovenly manner, and exhibit a poor appetite. Nurs-
ing interventions would focus on promoting participation in 
bathing, dressing, and eating; encouraging independence; 
praising involvement; and exploring the client’s feelings about 
the need for assistance. The presence of perceptual, visual, 
hearing, cognitive, or physical defi cits determines the interven-
tions the nursing staff uses; however, the nurse should avoid 
increasing the client’s dependency by doing for the client what 
he or she has demonstrated the ability to do independently 
(Carpenito-Moyet, 2008).

Clients in psychiatric–mental health settings frequently 
describe sleep pattern disturbances. A sleep diary can be a 
useful tool in determining a client’s sleep pattern. Figure 12-2 
depicts a 2-week sleep diary commonly used to determine a 
client’s current sleep effi ciency. Various nursing interventions 
are helpful in promoting an optimal balance of rest and activity. 
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A treatment-selection decision tree to promote sleep hygiene is 
shown in Figure 12-3.

Interventions are aimed at client education, behavioral 
change, and self-effi cacy, allowing the client to regain a  feeling 
of control over his or her sleep (Zunkel, 2005). They are based 
on the client’s inability to fall asleep or to stay asleep. Generic 
or nonpharmacologic interventions include reducing noise, 
avoiding napping during the day, avoiding using the bed and 
bedroom for activities other than sleep, avoiding caffeinated 
beverages after midafternoon, limiting fl uid intake after din-
ner to avoid nocturia, avoiding exercise before bedtime, estab-
lishing a relaxing routine before bedtime, establishing regular 
bedtime routines, and maintaining a regular rise time in the 
morning regardless of sleep duration the previous night. Phar-
macologic treatment options include sedating antidepressants, 
nonbenzodiazepine hypnotics, and antihistamine drugs. Sleep 
agents may also include melatonin or over-the-counter herbal 
preparations (eg, herbal teas). Homeopathic remedies and aro-
matherapy are also used to treat sleep disorders (Morin, 2008). 
(Chapter 16 discusses the use of antianxiety and hypnotic 
agents. Chapter 18 discusses the use of complementary and 
alternative medicine to induce sleep.)

In cases when interventions for the treatment of insomnia 
are unsuccessful, or other serious sleep problems seem proba-
ble, formal workup in a sleep lab is recommended. Candidates 
for such a workup include clients with daytime sleepiness, 

excessive snoring, unusual limb movements such as restless legs 
syndrome or periodic limb movement disorder, or morbidly 
obese individuals. Diagnostic tests include objective polysom-
nographic testing (ie, the monitoring of multiple electro-
physiological parameters, including  electroencephalographic, 
electrooculographic, and electromyographic activity), oral 
or nasal airfl ow, respiratory effort, chest and abdominal wall 
movement, and oxyhemoglobin saturation. Actigraphy is a 
nonintrusive test used to study sleep–wake patterns and cir-
cadian rhythms by assessing movement of the wrist (Zunkel, 
2005).

Pain Management
Sleep and pain problems are among the most common com-
plaints in our society, so it is not surprising that these condi-
tions frequently coincide in the same individual.

Examples of pain experienced by clients in the therapeu-
tic milieu include headache (eg, migraine, cluster), back pain 
(eg, acute or chronic), arthritis, and fi bromyalgia. Clients who 
are prescribed antipsychotic medication may develop adverse 
effects that also produce discomfort or pain (Moldofsky, 
2004).

The JCAHO standards of care for pain management 
apply to all clinical settings, including psychiatric–mental 
health settings. The goal of pain management is to reduce or 
eliminate pain or make the pain more manageable. According 

Date

EXAMPLE

NIGHT 1

NIGHT 2

NIGHT 3

NIGHT 4

NIGHT 5

NIGHT 6

NIGHT 7

NIGHT 8

NIGHT 9

NIGHT 10

NIGHT 11

NIGHT 12

NIGHT 13

NIGHT 14

1. Answer the questions in the shaded areas.
2. Draw a line through the times you were asleep.
3. Put down (  ) arrows at the times you went to bed
    and up (  ) arrows at the times you got up.

(Each tick mark represents 1 hour)

Rate
your

quality
of

sleep*

Rate
your

level of
daytime
alertness

I took a nap
(If yes,

indicate time of
nap and length.

If no, leave blank.)

Rate
your

mood
today

9:00   10:00   11:00   12:00   1:00   2:00   3:00   4:00   5:00   6:00   7:00   8:00   9:00
PM PM PM AM AM AM AM AM AM AM AM AM AM

1 2 4:00 PM 45 min 2

(1-3) (1-3) (1-3)Time Length

*1=poor; 2=fair; 3=good

FIGURE 12-2 Sleep diary. (Adapted from Searle, J. (1994). A to Zzzz. Easy steps to help you sleep. 
Chicago, IL: Author.)
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to McCaffery and Pasero (1999), nonpharmacologic methods 
of pain management can diminish the emotional components 
of pain, strengthen coping abilities, give clients a sense of 
control, contribute to pain relief, decrease fatigue, and pro-
mote sleep. Nursing interventions focus on acknowledg-
ing the presence of pain, listening attentively to the client’s 
description of pain, providing pain management educa-
tion to establish a comfort-function goal of pain relief, and 
providing noninvasive pain- relief measures (eg, cognitive– 
behavioral  interventions, support groups, relaxation tech-
niques,  meditation).

As noted in Chapter 7, the World Health  Organization 
Analgesic Ladder may be followed to effectively manage pain. 
For example, nonsteroidal anti-infl ammatory drugs are effective 
in the treatment of a variety of acute and chronic  conditions. 
Effective treatment of migraine or cluster  headaches may 
require as many as three medications to manage acute epi-
sodes, to manage breakthrough or residual pain, and to serve 
as a daily preventive medication. Individuals with persistent 
moderate to severe pain, such as neuropathic pain or fi bromy-
algia, may require around-the-clock analgesia or muscle relax-
ants. Opiates, dopaminergic drugs, or anticonvulsants may be 

Sleep hygiene

Do you have more
trouble staying asleep?

Do you have more
trouble falling asleep?

Do you feel
awake as soon as
you get into bed?

Do you feel
physically tense

and anxious at bedtime?

Is your mind
racing?

• Limit time spent
   in bed to normal
   sleep hours

• Use bed and
   bedroom for
   sleep only

• If unable to fall
   asleep, leave
   bedroom to
   read, watch TV,
   etc.

• Avoid use of
   caffeine,
   nicotine, and
   alcohol; avoid
   eating a heavy
   meal near
   bedtime

• Learn/use
   relaxation
   techniques or
   exercises to
   reduce
   muscular
   tension

• Avoid use of
   caffeine

• Reduce
   unwanted noise
   or light in
   bedroom

• Interrupt
   unpleasant
   thoughts by
   telling yourself
   to stop thinking
   such thoughts

• Inhale deeply
   and exhale
   slowly

• Count
   backwards from
   100 - 0

• Create a
   relaxing picture
   in your mind

• Use bed
   exclusively for
   sleep

• Leave bedroom
   to perform
   activities if
   unable to sleep

FIGURE 12-3 Treatment  selection decision tree to promote sleep hygiene. (Adapted from Searle, J. (1994). A to Zzzz. Easy 
steps to help you sleep. Chicago, IL: Author.)
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required to minimize pain in clients with restless legs syndrome 
(Glassroth, 2004; Moldofsky, 2004; Pasero & McCaffery, 2004; 
see Chapter 16 for additional information).

If the plan for pain management is unsuccessful, a pain 
evaluation referral to a pain management clinic is considered 
to determine the cause and appropriate effective treatment of 
the client’s pain (see Chapter 20). Such referrals are made by 
the attending clinician if approval is granted by the client’s 
insurance carrier.

Protective Care
The potential for violence is inherent in any psychiatric– mental 
health setting. According to JCAHO standards, the milieu 
should be purposeful and planned to provide safety, a testing 
ground for new patterns of behavior, and consistency when 
setting limits. Protective nursing care of the psychiatric– 
mental health client focuses on providing observation and care 
so that the client does not injure himself or herself, injure oth-
ers, or become injured when around other clients. The client 
must be supervised to prevent use of poor judgment, loss of 
self-respect, destruction of property, embarrassment of others, 
or leaving of the clinical setting without permission.

At times, it is necessary to prevent clients from harming 
themselves or others. The stabilization of clients with danger-
ous behavior requires the fl exible use of seclusion and restraints, 
restricted to situations in which there is an emergency situa-
tion resulting in extreme danger to the client or others in the 
 environment.

In 1992, the Food and Drug Administration issued a safety 
alert regarding restraint-related deaths and injuries. It cited a 
list of guidelines for the correct use of appropriate mechani-
cal and physical restraints and also promoted restraint-free 
care when possible. Other regulatory agencies such as the 
National Alliance for the Mentally Ill, the Health Care Financ-
ing Administration, and JCAHO have also addressed the issue 
of safety during the use of seclusion and mechanical or physi-
cal restraints (Hamilton, 2001; Rogers & Bocchino, 1999).

Following is a summary of the Joint Commission Behav-
ioral Health Care Restraint and Seclusion Standards that apply 
to all behavioral health settings in which restraint and seclu-
sion is used (eg, free-standing psychiatric hospitals, psychiat-
ric units in general hospitals, and residential treatment centers 
that are owned by the hospital.):

 1. If the facility uses accreditation for deemed status 
 purposes, the physician or other licensed independent 
practitioner (LIP) must perform a face-to-face assess-
ment of the client within the fi rst hour after emergency 
 application of restraint or seclusion. An initial order is 
good for 4 hours.

 2. After the fi rst 4-hour order expires, a qualifi ed RN or 
other qualifi ed staff member reevaluates the client’s need 
for continuation of restraint or seclusion.

 3. If restraint or seclusion is still deemed clinically neces-
sary, the LIP is notifi ed, and a written or verbal order is 
given for an additional 4 hours.

 4. Following the 8-hour period that the client has been in 
restraint or seclusion, the LIP conducts another in-person 
reevaluation of continued need for restraint or seclusion. 
If necessary, a third 4-hour order is written.

 5. This cycle would continue as long as the client requires 
restraint or seclusion.

 6. If a client who is in restraints requires continuous, 
uninterrupted monitoring to ensure safety, the in-person 
observer must have direct eye contact with the client. 
This can occur through a window or doorway if the 
client is capable of violent behavior or becomes agitated 
when staff members are present.

 7. If a client who is in seclusion requires continuous, 
uninterrupted monitoring to ensure safety, the in-person 
observation can progress to audio and visual monitoring 
after the fi rst hour in seclusion.

In addition to the above standards, nursing interventions are 
provided to assess and assist the client with signs of injury 
associated with the application of restraint and seclusion, 
nutrition and hydration, circulation and range of motion in 
extremities, vital signs, hygiene and elimination, physical and 
psychological status and comfort, and readiness for discontin-
uation of restraint and seclusion. Not all of the interventions 
may be necessary. Also, visual checks can be done when and if 
the client is too agitated to approach (JCAHO, 2009).

The issue of seclusion and restraints reached national 
prominence in 1998 after a series in the Hartford Courant 
documented 142 client deaths associated with restraint use 
over a 10-year period (Zwillich, 1999). Such tragic and pre-
ventable deaths have led federal legislative representatives to 
present bills restricting the use of seclusion and restraints. In 
November 1999, the Senate passed legislation limiting the use 
of seclusion and restraints in federally funded health care facili-
ties (Sharfstein, 1999; Zwillich, 1999). This legislation, sub-
sequently passed by the House of Representatives, also forces 
hospitals and psychiatric treatment facilities to report all deaths 
that occur while clients are in restraints.

In January 2003, the American Psychiatric Nurses Associa-
tion announced a collaborative publication with the American 
Psychiatric Association and the National Association of Pub-
lic Health Systems with support from the American Hospital 
Association Section for Psychiatric and Substance Abuse Ser-
vices titled Learning From Each Other: Success Stories and Ideas 
for Reducing Restraint/Seclusion in Behavioral Health. The docu-
ment provides ideas on leadership, staff education, assessment, 
treatment planning, documentation, milieu management, and 
debriefi ng. It includes a list of resources, publications, and an 
appendix of forms, assessment tools, and checklists. The com-
plete text of the publication is available free at the Web sites of 
the sponsoring organizations.

The use of seclusion and restraints is discussed in more 
detail in Chapter 31. Specifi c nursing interventions regarding 
restraints and seclusion are also discussed in chapters focusing 
on clinical symptoms such as agitation, disorientation, confu-
sion, and psychotic behavior.
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Nurse-Led Psychotherapy Interventions
Psychiatric–mental health advanced practice registered nurses 
provide nurse-led psychotherapy interventions in the thera-
peutic milieu such as individual therapy, group therapy, marital 
or couple therapy, and family therapy (see Chapters 14 and 15). 
This treatment approach is intended to alleviate emotional dis-
tress or symptoms, to reverse or change maladaptive behaviors, 
and to facilitate personal growth and development (ANA, 2007).

Behavior Therapy
Behavior therapy is a mode of treatment that focuses on mod-
ifying observable and, at least in principle, quantifi able behav-
ior by means of systematic manipulation of the environment 
and variables thought to be functionally related to the behavior 
(Shahrokh & Hales, 2003). Behavior therapy can be used in 
two different ways to help clients. First, it aims to eliminate 
certain clinical symptoms exhibited by clients with a history 
of alcohol dependence, phobias, or eating disorders, and tem-
per tantrums and bedwetting in children. Second, behavior 
therapy is also used to develop desirable behavior. Behaviorists 
believe that problem behaviors are learned and therefore can 
be eliminated or replaced by desirable behaviors through new 
learning experiences.

General principles of behavior therapy as identifi ed by 
Rowe (1989) include the following:

Faulty learning can result in psychiatric disorders.• 
Behavior is modifi ed through the application of • 
 principles of learning.
Maladaptive behavior is considered to be defi cient or • 
excessive; thus, behavior therapy seeks to promote 
appropriate behavior or decrease or eliminate the fre-
quency, duration, or place of occurrence of inappropriate 
behavior.
One’s social environment is a source of stimuli that sup-• 
port symptoms; therefore, it also can support changes in 
behavior through appropriate treatment measures.

The stress of hospitalization, unexpected medical procedures, 
unfamiliar hospital routines, and restricted freedom can pre-
cipitate a variety of behavioral responses in clients that can 
impair the nurse–client relationship. For example, the client 
may receive inadequate care because the nurse feels uncom-
fortable, afraid, angry, or intimidated by the client’s psychiatric 
diagnosis or presenting clinical symptoms. Behaviors such as 
noncompliance, manipulation, aggression, and violence are 
generally treated with behavior therapy.

Behavior therapy techniques include behavior  modifi cation 
and systematic desensitization, aversion therapy, cognitive–
behavior therapy, assertiveness training, implosive therapy, and 
limit-setting.

Behavior Modifi cation
Three models of learning theory are used in behavior modifi ca-
tion. Pavlov’s Theory of Conditioning states that a stimulus 
elicits a response (eg, a red, ripe apple stimulates one’s salivary 
glands). Skinner’s Theory of Operant Conditioning states 

that the results of a person’s behavior determine whether the 
behavior will recur in the future. For example, permitting a 
child to stay home from school because he did not fi nish his 
homework assignment leads to further episodes of homework 
not being completed, whereas sending the child to school and 
having him face the consequences of incomplete homework 
diminishes the behavior. Therapeutic lifestyle change (TLC) 
counseling is an important behavior modifi cation tool used 
in clinical practice. Similar to the Stages of Change Model, 
TLC counseling utilizes motivational behavioral techniques to 
implement necessary lifestyle changes of clients with chronic 
conditions or illnesses. It is indicated as secondary prevention 
and management for many medical and psychiatric diagnoses 
such as substance abuse, nicotine abuse, and obesity result-
ing from overeating or sedentary lifestyle. Clients participate 
in one or more monthly sessions of high-intensity behavioral 
counseling for at least 3 months. It is often recommended 
before pharmacologic intervention and continued even after 
medication is prescribed (Mackey, 2004). The application of 
the Stages of Change Model is discussed in Chapter 25.

Systematic desensitization is based on Pavlov’s theory. 
This behavior therapy eliminates the client’s fears or anxieties by 
stressing relaxation techniques that inhibit anxious responses. 
Clients are taught ways to relax as they vividly imagine a fear. 
For example, a mail carrier is intensely afraid of dogs because 
one bit him. He is taught relaxation techniques, and then is 
asked to visualize a dog several yards away. He is instructed 
to imagine himself walking toward the dog, and whenever he 
becomes anxious, he is instructed to divert his attention by 
using a relaxation technique. This imagined role-playing situ-
ation continues until the man no longer experiences anxiety. 
The next step involves slowly approaching a live dog while 
using relaxation techniques to decrease anxiety. Therapy is 
successful if the client loses his intense fear of dogs.

In operant conditioning, good behavior is rewarded with 
physical reinforcers (eg, food) or social reinforcers (eg, approval, 
tokens of exchange); the reinforcers are withheld if maladap-
tive behavior occurs. Such rewards generally encourage posi-
tive or good behavior, bringing about a change in  attitudes and 
feelings. Operant conditioning has been successful in teaching 
language to autistic children, teaching ADL and social skills to 
cognitively disabled children and adults, and teaching social 
skills to regressed psychotic clients.

SELFAWARENESS PROMPT
Evaluate your competence in educating 

 clients, addressing spiritual needs, promot-
ing  personal and sleep hygiene, using pain 
 management interventions, and providing 
 protective care to clients in the clinical setting. 
Identify your strengths and weaknesses. Do you 
need to improve any competencies? What actions 
can you take to improve your competencies?
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Aversion Therapy
Aversion therapy uses unpleasant or noxious stimuli to change 
inappropriate behavior. The stimulus may be a chemical, such 
as disulfi ram (Antabuse) or apomorphine, used to treat alco-
holics; electrical, such as a pad-and-buzzer apparatus, used to 
treat children who have urinary incontinence while sleeping; or 
visual, such as fi lms of an auto accident shown to drivers who 
are arrested for speeding or for driving while under the infl uence 
of alcohol or drugs. Aversion therapy has been used in the treat-
ment of alcoholism and compulsive unacceptable or criminal 
social behavior. This therapy is controversial for many reasons 
because the form of stimuli used does not always lead to the 
expected response and can sometimes be positively reinforcing. 
Aversion therapy has been used with good effect in some cultures 
in the treatment of opioid addicts (Sadock & Sadock, 2003).

Cognitive–Behavior Therapy
Cognitive–behavior therapy uses confrontation as a means 
of helping clients restructure irrational beliefs and behavior. In 
other words, the therapist confronts the client with a specifi c 
irrational thought process and helps the client rearrange mal-
adaptive thinking, perceptions, or attitudes. Thus, by changing 
thoughts, a person can change feelings and behavior. Cogni-
tive–behavior therapy is considered a choice of treatment for 
depression and adjustment diffi culties. Rational emotive therapy 
is a type of cognitive therapy that employs the release of con-
trolled emotions or spiritual experiences as primary vehicles to 
promote inner growth and achieve self-actualization. Members 
of a cognitive therapy group share details of personal events in 
a spontaneous manner (Shahrokh & Hales, 2003).

Assertiveness Training
During assertiveness training, clients are taught how to relate 
appropriately to others using frank, honest, and direct expres-
sions, whether these are positive or negative in nature. The 
person voices opinions openly and honestly without feeling 
guilty. One is encouraged not to be afraid to show an appro-
priate response, negative or positive, to an idea or suggestion. 
Many people hold back their feelings, being unable to say how 
they feel. Others may show inconsiderate aggression and disre-
spect for the rights of others. Assertiveness training teaches one 
to ask for what is wanted, to take a position on various issues, 
and to initiate specifi c action to obtain what one wants while 
respecting the rights of others. Such training is benefi cial to 
both mentally ill and mentally healthy persons.

Implosive Therapy
Implosive therapy, or fl ooding, is the opposite of systematic 
desensitization. Persons are exposed to intense forms of anxi-
ety producers, either in imagination or in real life. Flooding 
is based on the premise that escaping from anxiety-provoking 
experiences reinforces the anxiety through conditioning. Clients 
are encouraged to face feared situations. Flooding is continued 
until the stimuli no longer produce disabling anxiety. Although 
implosive therapy is used in the treatment of phobias and other 
problems causing maladaptive anxiety, many clients refuse 
fl ooding because of the psychological discomfort involved 

(Sadock & Sadock, 2003). Virtual reality is another example of 
this type of therapy used to treat clients with phobias.

Limit-Setting
Limit-setting is an important aspect of the therapeutic milieu. 
Limits reduce anxiety, minimize manipulation, provide a 
framework for client functioning, and enable a client to learn 
to make requests. Eventually, the client learns to control her or 
his own behavior.

The fi rst step in limit-setting is to give advanced warning 
of the limit and the consequences that will follow if the client 
does not adhere to the limit. Choices are provided whenever 
possible because they allow the client a chance to participate 
in the limit-setting. For example, the nurse tells a 17-year-old 
client with substance abuse that he is to keep his room orderly, 
practice good personal hygiene, and attend therapy sessions 
twice a week. If he does not follow these rules or regulations, 
he must forfeit one or more of his privileges. However, he will 
be allowed to state his feelings about the limits and to decide 
which of his privileges will be discontinued temporarily.

The consequence of limit-setting should not provide a 
secondary gain (eg, individual attention) or lower self-esteem. 
The consequence should occur immediately after the client has 
exceeded the limit. Consistency must occur with all personnel 
on all shifts to contribute to a person’s security and to convey 
to the client that someone cares.

Adjunctive or Management Therapy
Occupational, art, music, psychodrama, recreational, play, pet, 
speech, and nutritional therapies all have psychotherapeutic val-
ues and are called adjunctive or management therapy. The pur-
pose of these therapies is to promote personal change, to develop 
responsibility and accountability, to express creative needs, and 
to express feelings or confl icts that the client is unable to express 
verbally (see Table 12-1). The psychiatric–mental health nurse 
practitioner may refer a client to a specifi c therapist when a spe-
cifi c need or problem is identifi ed. Referrals may also occur dur-
ing the multidisciplinary treatment team meetings.

In Shape
Kenneth Jue, a social worker in charge of a large community 
services agency in Keene, New Hampshire, developed an inno-
vative therapeutic milieu program, In Shape, to improve the 
well-being and quality of life for clients with serious and per-
sistent mental illness. After some research, Jue learned that 
the life span of mentally ill clients was 10 to 20 years shorter 
than that of non–mentally ill individuals. Health problems 
contributing to their early deaths, including diabetes and 
heart disease, were often related to obesity, an adverse effect 
of  psychotropic  medication. The program has been so suc-
cessful that it is funded, in part, by the Robert Wood Johnson 
Foundation, local United Way, New Hampshire Endowment 
for Health, Monadnock Family Services, as well as smaller 
foundations. Examples of In Shape programs include smoking 
cessation, nutrition, weight loss, and exercise such as swim-
ming, water aerobics, or racquetball. Experts view In Shape 
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as a model to improve both the lives and life spans of mil-
lions of people with mental illness (Jue, 2009; Mehren, 2004). 
This successful pilot program in Keene, New Hampshire, now 
offers services to more than 300 individuals in the surrounding 
35 towns. Additional information regarding project details is 
available by contacting  Kenneth Jue at kjue@mfs.org.

EVALUATION OF THE 
THERAPEUTIC MILIEU
The therapeutic milieu requires periodic evaluation to deter-
mine its effectiveness. The Ward Atmosphere Scale (WAS) 
is an instrument that can be used to evaluate the effectiveness 
of a therapeutic milieu by contrasting client and staff views, 
comparing actual and preferred programs, planning and moni-
toring changes in treatment programs, and promoting program 

SELFAWARENESS PROMPT
Which type of behavior therapy do you think 

would be the hardest for you to implement when 
caring for a client in your age group: behavior mod-
ifi cation, assertiveness training, or limit- setting? 
Why? What resources or experiences do you think 
would help you to improve your  ability to imple-
ment this specifi c behavioral therapy intervention?

Critical Thinking Questions

 1. Consider the WAS subscales identifi ed in the text as you 
evaluate the area of your current clinical assignment. 
How many of the 10 subscales are evident on this unit? 

What are your recommendations for improvement? How 
might you implement these recommendations?

 2. Although assertiveness training is listed as a treatment 
modality under behavior therapy, it is also a useful 
method of communication for nurses. Explore assertive 

improvements. It encourages staff involvement in program 
planning and design (Moos, 2009). The WAS consists of 
10 subscales. Each subscale is rated by staff and clients to 
provide information regarding what actually exists and what 
should exist in a therapeutic milieu. Subscale items focus on

 1. staff control of rules, schedules, and client behavior;
 2. program clarity of day-to-day routine;
 3. measurement of client involvement in social functioning, 

attitudes, and general enthusiasm;
 4. practical preparation of the client for discharge and tran-

sition into the community;
 5. supportive atmosphere of staff, doctors, and peers toward 

clients;
 6. degree of spontaneity in the environment that allows the 

client to express feelings freely;
 7. promotion of responsibility, self-direction, and indepen-

dence, as well as staff response to client suggestions or 
criticisms;

 8. order and organization of the unit, including staff and 
client responses;

 9. encouragement of verbalization of personal problems by 
clients; and

 10. encouragement of verbalization of feelings such as 
anger, and the channeling of feelings into appropriate 
behavior.

This instrument is appropriate for evaluating therapeutic mili-
eus in inpatient settings, partial hospitalization programs, 
day-treatment centers, and community-based mental health 
programs.

KEY CONCEPTS
The therapeutic milieu, also called the therapeutic environ-• 
ment, is designed to meet the emotional and interpersonal 
needs of clients, help them control problematic behavior, 
and assist them in the development of coping skills.
Standards have been set forth by the JCAHO as a guide in • 
developing a therapeutic milieu.
The multidisciplinary psychiatric treatment team is com-• 
posed of members from several disciplines who discuss 
each client’s progress and review each client’s individu-
alized plan of care. The psychiatric–mental health nurse 
manages and coordinates activities in the milieu.
Interventions in the milieu focus on client education, spiri-• 
tual needs, personal and sleep hygiene, pain  management, 

protective care, behavior therapy, and adjunctive or man-
agement therapies.
Adjunctive or management therapies are also provided to • 
promote personal change, to develop responsibility and 
accountability, to express creative needs, and to express feel-
ings or confl icts that the client is unable to express  verbally.
The WAS is an instrument that can be used to evaluate the • 
effectiveness of a therapeutic milieu in inpatient settings, 
partial hospitalization programs, day-treatment centers, 
and community-based mental health programs.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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communication—assess your communication skills and 
identify strategies for improving your own assertiveness. 
Discuss how assertive behavior can help the nursing 
profession to come into its own.

Refl ection

Review the quote at the beginning of the chapter and then 
interview three members of the staff who work with clients 
in your current clinical area (the staff members may represent 
different disciplines such as nursing, social services, or occupa-
tional therapy). Ask each of them to describe his or her percep-
tions of a therapeutic milieu. Do they have similar perceptions? 
If not, how do their perceptions differ?

NCLEX-Style Questions

 1. The nurse is leading a group therapy session as part of 
the milieu therapy. During the session, the client has the 
freedom to do which of the following?
a. express feelings in a socially acceptable manner
b. select daily schedule based on personal preferences
c. revise rules according to individual needs
d. vote on policies and procedures of the unit

 2. An adolescent client tells the evening-shift nurse that the 
day-shift nurse promised that she could stay up late to 
watch a special television program. No specifi c  instructions/
alterations have been indicated anywhere on the patient’s 
chart regarding this issue. The evening nurse does which of 
the following to maintain the therapeutic milieu?
a. allows the client to stay up late to promote staff unity
b. encourages client to express feelings about staff 

 disagreement on this issue
c. maintains the same rules for all clients, therefore 

refusing client request
d. uses staying up late as a reward for this client’s good 

behaviors

 3. A 34-year-old female client with a dissociative disorder 
refuses to bathe or change her clothes. Which of the 
following interventions is congruent with the role of the 
nurse as a mother surrogate?
a. allow the client to make decisions about hygiene
b. assist client to bathe and change clothes
c. encourage family member to talk to client
d. put client in private room to avoid offending others

 4. The nurse assesses all of the following factors in a 
56-year-old Asian American male complaining of 
 insomnia. Which of the following does the nurse 
 encourage the client to modify?
a. drinking coffee before midday
b. going to bed at the same time each night
c. exercising 2 hours before bedtime
d. reducing noise at bedtime

 5. The use of virtual reality to treat a client’s phobic 
response can be catergorized as which of the following 
types of therapy or training? Select all that apply.
a. assertiveness training
b. aversion therapy
c. implosive therapy
d. behavior modifi cation

 6. The nurse–manager is preparing an orientation program 
for a group of new staff members at a community mental 
health center. As part of the program, the nurse–manager 
will be describing the therapeutic milieu. Which of the 
following would the nurse include? Select all that apply.
a. use of a multidisciplinary treatment team
b. participation of client’s family and support persons
c. use of limit-setting
d. employment of behavioral interventions
e. education of the client and family
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UNIT IV
Interactive Therapies

Crisis and 
Disaster Intervention

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Understand the terms crisis and disaster.
 2. Discuss the characteristics of a crisis.
 3. Recognize the phases of a crisis.
 4. Distinguish the fi ve periods of the disaster recovery process.
 5. Articulate how the following balancing factors can infl uence the devel-

opment of a crisis: realistic perception of the event, adequate situational 
support, and adequate defense and/or coping mechanisms.

 6. Compare and contrast crisis intervention and disaster mental health 
nursing.

 7. Interpret the goals of crisis intervention.
 8. Analyze the role of the psychiatric–mental health nurse in crisis 

 intervention and disaster nursing.
 9. Apply the steps of crisis intervention.
 10. Explain the issue of legal immunity for the crisis worker.

KEY TERMS
Crisis
Crisis forensics
Crisis intervention
Crisis response team
Crisis situations
Disaster
Disaster intervention
Disaster mental health nursing
Disaster response team
Maturational crisis
Paradigm of balancing factors
Situational crisis

Any serious interruption in the steady state or equilibrium of a 

person, family, or group is considered a crisis. A crisis is a state 

of emotional turmoil. It is also considered an emotionally signifi -

cant event which acts as a turning point for better or worse in a 

person’s life.

—MITCHELL & RESNIK, 1981
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CRISES
Most people exist in a state of equilibrium, despite the  occurrence 
of crisis situations. That is, their everyday lives contain some 
degree of harmony in their thoughts, wishes, feelings, and physi-
cal needs. This existence generally remains intact unless there is 
a serious interruption or disturbance of one’s biologic, psycho-
logical, spiritual, or social integrity. As undue stress occurs, one’s 
equilibrium can be affected, and one may lose control of feel-
ings and thoughts, thus experiencing an extreme state of emo-
tional turmoil. When this occurs, one may be experiencing a 
crisis. Individuals respond to crisis in different ways. Table 13-1 
summarizes two types of common responses to a crisis, 
 high- anxiety–emotional shock and stunned–inactive response.

Types of Crises

A crisis can be situational or maturational. A situational crisis 
refers to an extraordinarily stressful event such as domestic vio-
lence or “beltway sniper” incidents that affects an individual or 
family regardless of age, socioeconomic status, or sociocultural 
status. A situational crisis can be personal or public (ie, affect 
an entire community). Examples of events that can precipitate a 
personal situational crisis include economic diffi culty, medical or 
psychiatric illness, rape, child abuse or neglect, divorce, or death 
of a loved one due to a terminal illness. Examples of disasters 
that can precipitate a public situational crisis include workplace 
violence, school violence, hurricane, tornado, or tsunami.

Crisis and disaster intervention are important concepts for 
health care professionals in various settings because a natural 
disaster, violent community event, or act of terrorism can be 
seen as a life-changing event, both in terms of actual changes 
(eg, loss of loved one or personal property), or less-concrete 
changes (eg, loss of sense of security) (Schultz & Videbeck, 
2009). For example, Hurricane Katrina devastated the Gulf 
Coast in August, 2005, causing at least 1,300 deaths and 
 billions of dollars in property damage as well as enormous 
emotional and psychological toll. Approximately half a million 
people were affected by the hurricane, many of whom needed 
some form of mental health intervention to cope with their 
multiple losses.

On December 26, 2004, the world’s most powerful earth-
quake in >40 years struck deep under the Indian Ocean in 
South Asia, triggering massive tsunamis that obliterated seaside 
communities and holiday resorts, killing tens of thousands of 
people in a dozen countries. The psychological effects of this 
natural disaster included feelings of despair, anxiety, and fear 
for safety and security.

In October 2002, the “beltway sniper” killed several 
individuals in Maryland, Virginia, and Washington, Dis-
trict of Columbia. Residents of these areas responded to this 
stressful situation by discontinuing their daily routines such 
as grocery shopping, going to gas stations, eating at restau-
rants, attending outdoor activities, and taking their children 
to school. Numerous outdoor events were cancelled. Public 
schools maintained a lock-down mode and later cancelled 
classes.

On September 11, 2001, the hijacking of commercial air-
planes and subsequent terrorist attacks on the World Trade 
Center and Pentagon left many Americans feeling numb, 
frightened, angry, and profoundly sad. The number of indi-
viduals classifi ed as missing or dead was high, businesses were 
destroyed, and many individuals stated that they would never 
fl y again.

The news media refer to such natural or man-made 
events as disasters or calamitous events that occur sud-
denly or within a short period of time; often without warn-
ing, and cause major destruction of property, infrastructure, 
and human life. Disasters or traumatic events often precipi-
tate crisis situations, conditions or periods of emotional 
instability that can result in a psychiatric disorder. A crisis 
situation can also threaten the safety, integrity, or reputa-
tion of an individual or members of the community. Among 
those most influenced are survivors or witnesses of the 
events and those whose friends, family, and acquaintances 
were survivors or victims. To promote recovery from such 
situations, it is extremely important to provide crisis or 
disaster intervention. This chapter focuses on the different 
aspects of crisis, including examples of precipitating events, 
and the major interventions used to control or resolve a 
crisis situation. Information regarding disaster interven-
tion and nursing care is included where appropriate. The 
legal implications associated with crisis situation and crisis 
and disaster intervention for children/adolescents also are 
 highlighted.

TABLE 13.1

Two Common Responses to a Crisis

Type of Response Clinical Symptoms

High-anxiety–emotional 
shock

Hyperactivity

Loud screaming or crying

Wringing of the hands

Rapid speech

Increased respirations

Flushed face

Nausea/vomiting

Emotionally out of control

Stunned–inactive 
response

Inactivity

Aimless wandering

Pale appearance

Rapid pulse, low blood pressure

Cold, clammy skin

Diaphoresis

Nausea/vomiting

Syncope (fainting)
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toward a  solution concerning their son’s illness with or without 
 intervention from others, they are in the resolution phase of a 
crisis. If they are able to resume normal activities while living 
through their son’s hospitalization and illness, they are in the 
postcrisis phase. The experience of a crisis and passage through 
the phases may result in permanent emotional injury or it may 
make the young parents feel a stronger bond with each other 
and their son, depending on their ability to cope. These phases 
are described further in Table 13-2.

Paradigm of Balancing Factors

Various factors can infl uence an individual’s ability to resolve 
a crisis. Aguilera (1997) describes a paradigm of balancing 
factors that determine the resolution of a crisis. These factors, 
which can affect an individual’s return to equilibrium, are (1) 
realistic perception of an event, (2) adequate situational sup-
port, and (3) adequate defense or coping mechanisms to help 
resolve a problem. Figure 13-1 incorporates Aguilera’s para-
digm, depicting a comparison of what could happen in the 
presence or absence of adequate balancing factors during a 
stressful situation, specifi cally, that of the young parents whose 
son has cancer.

Additional factors may infl uence the development of a 
 crisis. These factors include the person’s physical and  emotional 
status, previous experience with similar situations, and cultural 
infl uences.

Realistic Perception
A realistic perception occurs when a person is able to distinguish 
the relationship between an event and feelings of stress. For 
example, a 45-year-old executive recognizes the fact that her 
company is on the verge of bankruptcy because of ineffi cient 
projected fi nancial planning by the board of trustees. Although 
she realizes the seriousness of the situation and feels stress, she 
does not place the blame on herself and view herself as a fail-
ure. Her perception, rather than the actual event, determines 
her reaction to the situation.

Situational Supports
Situational supports refer to the resources available in the per-
son’s environment. Consider the example of the  45-year-old 
executive. The executive may discuss the situation with 
a financial consultant, a lawyer, or the firm’s accountant. 
Such persons available in the environment are considered 
to be situational supports because they reflect appraisals of 
one’s intrinsic and extrinsic values. Support by these people 
may prevent a state of disequilibrium and crisis from occur-
ring. When emotional or environmental support systems 
such as family or friends are not as readily available, a per-
son is more likely to define the event as more overwhelm-
ing or hazardous, thus increasing his or her  vulnerability 
to  crisis.

Defense Mechanisms
Defense or coping mechanisms are those methods usually used 
by the individual, when dealing with anxiety or stress, to 

A maturational crisis, on the other hand, is an experi-
ence—such as puberty, adolescence, young adulthood, marriage, 
or the aging process—in which one’s lifestyle is continually sub-
ject to change. These are the normal processes of growth and 
development that evolve over an extended period and require 
a person to make some type of change. Another example of a 
maturational crisis is retirement, in which a person faces the 
loss of a peer group as well as loss of a status identity.

Characteristics of a Crisis

A crisis usually occurs suddenly, when a person, family, or 
group is inadequately prepared to handle the event or situation. 
Normal coping methods fail, tension rises, and feelings of anxi-
ety, fear, guilt, anger, shame, and helplessness may occur. Most 
crises, unless the result of a natural or man-made disaster, are 
generally short in duration, lasting 24 to 36 hours. Crises rarely 
last longer than 4 to 6 weeks, whereas the period of recovery 
from a disaster such as a hurricane may involve several years. 
A crisis situation can cause increased psychological vulner-
ability, resulting in potentially dangerous, self-destructive, or 
socially unacceptable behavior (ie, a psychiatric emergency), 
or it can provide an opportunity for personal growth. The out-
come of a crisis situation depends on, among other factors, the 
availability of appropriate help (Mitchell & Resnik, 1981).

Phases of a Crisis

Research involving crisis has led to the identifi cation of specifi c 
stages or phases associated with it. Most individuals consider 
Lindemann (1965) to be the father of crisis theory. His theory 
evolved from the study of grief responses in families of victims 
of the Coconut Grove nightclub fi re in Boston in 1943. After 
World War II, Caplan (1964) contributed to the concept of 
crisis theory while working with immigrant mothers and chil-
dren. Each described stages or phases of a crisis. Generally, 
theorists describe fi ve stages or phases of a crisis:

 1. Precrisis
 2. Impact
 3. Crisis
 4. Resolution
 5. Postcrisis

The general state of equilibrium in which a person is able to 
cope with everyday stress is called the precrisis phase. When 
a stressful event occurs, the person is said to be experienc-
ing the impact phase. This phase occurs when, for example, a 
pediatrician tells a young couple that their 5-year-old son has 
inoperable cancer. After the shock is over, the young parents 
become acutely aware of their son’s critical illness and poor 
prognosis. This is an extraordinarily stressful event, threaten-
ing their child’s life and their integrity as a family. With this 
realization, they are now in the crisis phase. They may expe-
rience continuing confusion, anxiety, and disorganization 
because they feel helpless and are unable to cope with their 
son’s physical  condition. When the young parents are able to 
regain control of their emotions, handle the situation, and work 
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early developmental stages and, if found effective in maintain-
ing emotional stability, will become a part of a person’s lifestyle 
in dealing with daily stress. The person who has met develop-
mental tasks and achieved a level of personal maturity usually 
adapts more readily in a crisis. Recall the example of the execu-
tive. She may cope by burying herself in her work, calling an 
emergency meeting of the board of trustees to discuss the situ-
ation or withdrawing from the  situation.

reduce tension in diffi cult situations (see Chapter 2).  Common 
defense mechanisms utilized during a crisis generally include 
denial, rationalization, identifi cation, regression, or repression. 
Behavioral responses such as refusal to face reality, intellectu-
alization about why the situation occurred, productive worry-
ing about how to deal with the crisis,  grieving over perceived 
losses, social withdrawal, or agitation may be exhibited by 
victims during a crisis. Coping mechanisms are used during 

TABLE 13.2

Phases of a Crisis

Phases Description

1. Precrisis State of equilibrium or well-being

2.  Initial impact or shock 
occurs (may last a few 
hours to a few days).

High level of stress

Inability to reason logically

Inability to apply problem-solving behavior

Inability to function socially

Helplessness

Anxiety

Confusion

Chaos

Possible panic

3.  Crisis occurs (may last a 
brief or prolonged period 
of time).

Inability to cope results in attempts to redefi ne the problem, avoid the problem, or withdraw 
from  reality.

Ineffective, disorganized behavior interferes with daily living.

Denial of problem.

Rationalization about cause of the situation.

Projection of feelings of inadequacy onto others.

4.  Recoil, acknowledg-
ment, or beginning of 
 resolution occurs.

Acknowledges reality of the situation.

Attempts to use problem-solving approach by trial and error.

Tension and anxiety resurface as reality is faced.

Feelings of depression, self-hate, and low self-esteem may occur.

Resolution, adaptation, 
and change continues.

Occurs when the person perceives the crisis situation in a positive way.

Successful problem-solving occurs.

Anxiety lessens.

Self-esteem rises.

Social role is resumed.

5. Postcrisis begins May be at a higher level of maturity and adaptation due to acquisition of new positive coping skills, or 
may function at a restricted level in one or all spheres of the personality due to denial, repression, or 
ineffective mastery of coping and problem-solving skills.

Persons who cope ineffectively may express open hostility, exhibit signs of depression, or abuse alcohol, 
drugs, or food.

Symptoms of neurosis, psychosis, chronic physical disability, or socially maladjusted behavior may occur.
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a person’s life goals are obstructed and usual  problem-solving 
methods fail. The client is called on to be active in all steps of 
the crisis intervention process, including clarifying the prob-
lem, verbalizing feelings, identifying goals and options for 
reaching goals, and deciding on a plan. Crisis intervention can 
occur in many settings: the home, emergency department (ED), 
industrial dispensary, classroom, surgical intensive care unit, or 

CRISIS AND DISASTER 
INTERVENTION
Crisis intervention is an active but temporary entry into the life 
situation of an individual, a family, or a group during a period of 
stress (eg, divorce, rape, or natural disaster;  Mitchell & Resnik, 
1981). It is an attempt to resolve an immediate crisis when 

State of equilibrium

Description of crisis
Stressful event: A young couple is told that their son has inoperable cancer.

State of disequilibrium occurs: The impact of their son's illness results in feelings
of increased anxiety, tension, and helplessness. They experience a threatened loss:

their son's life.

Need to restore equilibrium: Parents recognize the need to decrease feelings of
anxiety, tension, and helplessness so that they can handle their own feelings

and their son's illness.

Balancing factors present Disturbance in one or more
balancing factor

Realistic perception of the event:
 Prognosis of illness is poor
 because the cancer
 is inoperable.

Adequate situational support:
 Receive support of pastor,
 parents, and close friends.

Adequate defense and/or coping skills:
 Able to discuss their feelings
 and thoughts with each other,
 family members, and friends.

Resolution of problem: Able to apply
 problem-solving process
Decide to:
• Stay with their son and make the most
   of their time together as a family
• Provide the best medical care possible
   to keep their son comfortable
Anxiety lessens after the problem-solving 
 process applied.
Able to carry on with routine daily
 activities while son is 
 hospitalized.

Crisis resolving: Achieving equilibrium.

Distorted perception of the event:
 Question seriousness of illness

Inadequate situational support: No
 religious affiliation; decline help
 from the hospital chaplain;
 poor interpersonal relationship
 with both sets of parents; no
 close friends to turn to for help.

Inadequate defense and/or coping
 skills: Unable to communicate
 openly with each other; each
 blames the other for not
 recognizing signs of their son's
 illness earlier.

Problem unresolved: Uncertain what
 to do about son's illness;
 confusion, anxiety, and feelings
 of helplessness persist. Usual
 coping mechanisms do not
 alleviate the fear of a threatened
 loss. They avoid reality with
 overactivity.

Crisis not resolving: Experiencing
 severe or extraordinary stress
 that is precipitated by son's
 illness.FIGURE 13-1 Crisis situation paradigm.
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witnesses and/or survivors who have been traumatized by 
experiences such as a death, a serious injury, or a violent crime 
(National Organization for Victim Assistance, 2005). Disaster 
response teams consist of trained professional individuals who 
provide a combination of  physical, psychological, and emotional 
support for victims of natural or man-made disasters.

The National Center for Disaster Preparedness, founded in 
2003 by Irwin Redlener, MD, is an academically based resource 
center dedicated to the study, analysis, and enhancement of the 
nation’s ability to prepare for, respond to, and recover from major 
disasters, including terrorism. It has trained over 15,000 indi-
viduals to be disaster responders. Responder support may begin 
while the disaster is in progress and continue for a period of time 
until recovery is deemed adequate or completed (National Center 
for Disaster Preparedness, 2009; University of Hyogo, 2005).

Critical incident stress debriefi ng (CISD) is an example of an 
intervention offered by mental health professionals usually within 
days after a crisis or disaster. CISD is designed to prevent pro-
tracted, incapacitating distress and consists of four components:

Educating individuals about stress and how to cope with it• 
Informing individuals that stress reactions are normal• 
Assisting individuals during the processing and sharing • 
of their emotions
Providing information about and opportunity for further • 
intervention, if needed

During a 3- to 4-hour session, participants are asked to describe 
the stressor, provide a factual account of the event, and then 
describe their thoughts during the incident. Emotional reac-
tions to the event are shared and the facilitator normalizes 
these reactions (Gray, Litz, & Papa, 2006).

The Role of the Psychiatric–Mental Health 
Nurse or Nurse Practitioner During a 
Crisis or Disaster

The most essential element of psychiatric–mental health inter-
vention during a crisis or disaster is the ability of the nurse to 
provide emotional support while assessing the individual’s emo-
tional and physical needs and enlisting his or her cooperation.

Whittlesey, Vinekar, and Tucker (1999) discuss the role of 
the psychiatric–mental health nurse or practitioner in crisis situ-
ations, emphasizing the educational preparation of the nurse, 
because most practitioners have little experience dealing with 
individual or community crises or disasters. Quantitative survey 
research by Tichy, Bond, Beckstrand, and Heise (2009) rein-
forces this information. Their fi ndings indicate that disaster pre-
paredness core competencies developed by various groups (eg, 
physicians, RNs, advanced practice nurses, physician assistants, 
clinical psychologists, and social workers) are not fully consis-
tent in content, have no overriding supervision, and are diffi cult 
to enforce. Furthermore, although some disaster competencies 
have been established for registered nurses, disaster core com-
petencies for nurse practitioners are largely nonexistent.

From 2006 to 2007, a series of policy conferences were 
convened by the American Nurses Association to identify 

psychiatric unit. The generic approach focuses on a particular 
kind of crisis by directly encouraging adaptive behavior and 
providing general support, environmental manipulation, and 
anticipatory guidance. The individual approach focuses on the 
present, shows little or no concern for the developmental past, 
and places an emphasis on the immediate causes of disequilib-
rium. It can be used as secondary or tertiary prevention and 
can be effective in preventing future crises.

The goals of crisis intervention are

to decrease emotional stress and protect the client from • 
additional stress;
to assist the client in organizing and mobilizing resources • 
or support systems to meet unique needs and reach a 
solution for the particular situation or circumstance that 
precipitated the crisis, ultimately enabling the individual 
to understand the relationship of past life experiences to 
current stress, prevent hospitalization, reduce the risk 
of chronic maladaptation, and promote adaptive family 
dynamics; and
to return the client to a precrisis or higher level of • 
 functioning.

Disaster intervention involves the provision of postdisaster 
support services during the early phase of a disaster. Disaster 
mental health nursing includes the application of the nursing 
process to meet the biopsychosocial needs of victims and com-
munities as they experience different periods of the recovery 
process. A brief summary of the transitional periods and nurs-
ing interventions provided follows:

 1. Heroic period immediately after the disaster, when 
 victims take action to protect lives and properties. 
 Victims may require medical care as well as crisis inter-
vention to meet their immediate biopsychosocial needs.

 2. Honeymoon period 4 weeks to 6 months after the disas-
ter, when victims develop a strong sense of unity through 
shared experiences of a catastrophic disaster. Clients may 
require interventions for clinical symptoms of psychiatric 
disorders such as anxiety, posttraumatic stress disorder 
(PTSD), or unresolved grief.

 3. Period of disillusionment that may last up to 2 years after 
the disaster. Clients may require psychosocial interven-
tions if patience is exhausted; dissatisfaction, frustration, 
anger, or violence occurs; or clinical symptoms of disor-
ders such as depression or alcoholism evolve.

 4. Period of reconstruction that may last for several years. 
Nurses may utilize interventions such as empowerment 
techniques to help victims regain self-confi dence and cour-
age toward restoring their lives (University of Hyogo, 2005).

The psychiatric–mental health nurse may be a member of a crisis 
or disaster response team. Crisis response teams are groups of 
trained professionals, typically including mental health special-
ists, victim advocates, public safety individuals, and members of 
the clergy, among others who volunteer their services. They are 
on call to provide immediate, short-term, on-scene crisis inter-
vention, emotional support, and referrals to families,  neighbors, 
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to interventions and may require an extended amount of 
time to resolve issues. A multidisciplinary approach may 
 facilitate  resolution because it provides support and a learning 
 opportunity for both client and nurse.

The process of crisis intervention contains four steps: 
assessment, planning of therapeutic intervention, implementa-
tion of therapeutic intervention, and resolution of the crisis with 
anticipatory planning and evaluation (Aguilera, 1997). When 
working with a maturational crisis (also referred to as a devel-
opmental or internal crisis) or a situational crisis (also referred 
to as an accidental or external crisis), the crisis worker should be 
aware of the following usual occurrences (Lego, 1984)

Most crises occur suddenly, without warning; therefore, • 
there is inadequate prior preparation to handle such a 
situation.
The client in crisis may perceive the crisis to be life • 
threatening.
There is a decrease or loss of communication with • 
 signifi cant others.
Some displacement from familiar surroundings or signifi -• 
cant others occurs.
All crises have an aspect of an actual or perceived loss • 
involving a person, object, idea, or hope.

Assessment
Assessment of a client during crisis intervention depends on 
several factors, such as the severity of the crisis situation, the 
client’s perception of the crisis, and the accurate interpretation 
of data to formulate a nursing diagnosis.

Determining Crisis Severity. The fi rst factor in the 
assessment process is to determine the severity of the crisis 
situation and to identify the degree of disruption the client is 
experiencing. Is the individual anxious, depressed, fearful, con-
fused, disoriented, suicidal, or homicidal? Is the crisis a result of 
an interpersonal or intrapersonal issue? Does the crisis involve 
one person, several people, or a community? Is this a criminal 
situation with actual or potential harm or lethality? Individuals 
who are isolated, are dependent, were previously traumatized, 
and have physical or mental disorders are considered to be at 
risk for a high degree of disruption. In addition, the effects of 
a crisis on children can be compounded if adults express great 
fear and anger around them, thus being insensitive to children’s 
insecurities or needs. Recognizing the magnitude of physical, 
emotional, social, and spiritual components of a crisis is essen-
tial to helping clients, as well as to intervening so that additional 
complications do not develop (Davidhizar & Shearer, 2002).

When the nurse assesses the dangerousness of a client’s 
behavior toward self or others, the term crisis forensics 
is used. The word forensics is used because the nurse has a 
responsibility toward society, the liberty interest of the client, 
and the legal regulation of psychiatry, all of which are operat-
ing in a crisis mode (Saunders, 2000).

Assessing Client’s Perception. The second factor invol ves 
assessing the client’s perception of the event. Two major approaches 

 signifi cant policy questions and develop strategies to guide 
health care professionals providing care in altered conditions. 
Feedback from participants was incorporated into a fi nal 
 document, Adapting Standards of Care Under Extreme Conditions: 
 Guidance for Professionals During Disasters, Pandemics, and Other 
Extreme Emergencies. Published in March, 2008, the document 
addresses ethical principles in emergency care and emergency 
preparedness competencies for clinicians (Wiseman, 2007).

The nurse must understand the effects of severe stress on 
the average person. Indeed, clients are vulnerable to permanent 
damage as a result of exposure to continued stress. Clinicians 
may develop trauma symptoms as a result of secondary expo-
sure. They may experience “compassion fatigue,” that is, feel 
emotionally drained even as they experience a heightened level 
of physiologic arousal. Thus, secondary exposure can lead to an 
extreme reaction, such as the development of PTSD (Catherall, 
2005). A practical guide for nurse  responders, Behavioral First 
Aid: Managing Emotions During Emergencies, includes informa-
tion and advice on managing emotions during both medical 
and behavioral/psychiatric emergencies or crises. More infor-
mation about the author, Virginia J. Duffy, PhD, RN, and the 
book can be found at www.behavioralfi rstaid.com.

Preparation for intervening during crisis or disaster situ-
ations takes on various forms. Role-play exercises, focusing 
on the possible emotional responses of both client and nurse 
during a specifi c crisis situation or disaster, are one example. 
Preparation also includes attending educational seminars to 
develop crisis intervention techniques to assist victims expe-
riencing denial, anger, remorse, or grief and guide the victim 
toward the resolution phase of the crisis. For example, the 
Crisis Prevention Institute (CPI) provides a training program, 
Nonviolent Crisis Intervention, an innovative, holistic system 
for defusing and safely managing anxious, hostile, violent or 
physically aggressive behavior, while still protecting the thera-
peutic relationships with clients. The program is known world-
wide for its behavior management practices and is recognized 
as the international standard for crisis prevention and interven-
tion (CPI, 2009). In addition, the National Nurse Emergency 
Preparedness Initiative’s online course, “Nurses on the Front 
Line: Responding to Emergencies and Disasters,” is a highly 
interactive Web-based course aimed at nurses in all inpatient 
and outpatient settings. The curriculum details the nurse’s 
role and responsibilities during various disasters (eg, chemi-
cal,  biological, radiologic, nuclear, and explosive events). The 
course is available at http://www.nnepi.org (Stokowski, 2009).

The nurse’s attitude may affect the outcome of the client’s 
response during intervention. For example, the nurse may 
give the impression that a particular situation is not a crisis, 
whereas the client thinks that it is the worst thing that could 
happen. Here, the nurse’s attitude blocks good communication 
and effective crisis intervention.

Steps in Crisis Intervention

Crisis intervention is not to be confused with traditional psy-
chotherapy. Clients may need to address issues quickly but 
may not tolerate frequent sessions. They may not respond 
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Implementation of Therapeutic Interventions
Therapeutic intervention depends on preexisting skills, the 
creativity and fl exibility of the nurse, and the rapidity of the 
person’s response. The nurse helps the person establish an 
intellectual understanding of the crisis by noting the relation-
ship between the precipitating factor and the crisis. He or 
she also helps the client explore coping mechanisms, remem-
ber or recreate successful coping devices used in the past, 
or devise new coping skills. Reducing immobility caused by 
anxiety and encouraging verbalization of feelings is an imme-
diate goal of the nurse. Medication may be required to stabi-
lize clinical symptoms of anxiety or depression if the client 
does not initially respond to therapeutic interventions. (See 
Chapter 16 for additional information regarding psychophar-
macology.) An attempt is also made to establish new support-
ive and meaningful relationships and experiences, reopening 
the person’s social world. The therapeutic techniques com-
monly used by nurses performing crisis intervention are listed 
in Box 13-1.

Resolution
During resolution, anticipatory planning and evaluation occur. 
Reassessment is crucial to ascertain that the intervention is 

may be used: symptom-focused and  constructivist self-develop-
ment theory (CSDT). The symptom- focused approach focuses 
on the emotions of the client, whereas the CSDT focuses on one’s 
relationship with oneself and one’s  relationship with others.

Rosenbloom (1999) compares the symptom-focused 
approach of crisis intervention to the CSDT of McCann and 
Pearlman (1990). According to McCann and Pearlman, a symp-
tom-focused approach concentrating on the emotions of the cli-
ent does not adequately explore the root causes of trauma. That 
is, some individuals are unaware of the signifi cance of the event 
in their lives. Are the client’s perceptions realistic or distorted? 
Does the client see the situation as a threat to self-esteem, well-
being, intimacy, self-control, or ability to trust? As a result of 
any misperceptions about the severity of the crisis event, the 
client in crisis may be misdiagnosed and receive inappropri-
ate treatment. With CSDT, identifying a threat can help clients 
connect to their experiences on an emotional level and make 
sense of their feelings. Examining symptoms does not neces-
sarily help clients understand what is particularly distressing 
or destabilizing them. Also using CSDT, attention is given to 
present coping skills and the availability of support systems on 
which the individual can rely for continued  support.

Formulating Nursing Diagnoses. Formulating nursing 
diagnoses is the third factor in the assessment of a client in 
crisis. Examples of nursing diagnoses for clients experiencing a 
crisis may include the following:

Anxiety• 
Fear• 
Ineffective Coping• 
Impaired Verbal Communication• 
Risk for Injury• 
Dysfunctional Grieving• 
Disabled Family Coping• 
Posttrauma Response• 

Planning of Therapeutic Intervention
With information gained through the assessment process and 
the formulation of one or more nursing diagnoses, several 
specifi c interventions are proposed. Connoly and Chandler 
(1997) state that individuals must learn to ask for help and 
realize the potential for growth during a crisis situation. They 
should be involved in the choice of alternate coping methods 
and encouraged to make as many arrangements as possible by 
themselves. If signifi cant others are involved, their needs and 
reactions must also be considered. The nurse should identify 
strengths and resources of all persons providing support.

SELFAWARENESS PROMPT
Have you ever experienced a crisis situation? If 

so, describe how you reacted. What effects did you 
experience? Was the crisis resolved within a short 
period of time? How was it resolved? What did you 
learn from this personal experience?

Commonly Used Therapeutic Techniques 
in Crisis Intervention

Displaying acceptance and concern and attempt- •
ing to establish a positive relationship
Encouraging the client to discuss present feel- •
ings, such as denial, guilt, grief, or anger
Helping the client to confront the reality of the crisis  •
by gaining an intellectual—as well as emotional—
understanding of the situation; not encouraging 
the person to focus on all the  implications of the 
crisis at once
Explaining that the client’s emotions are a normal  •
reaction to the crisis
Avoiding false reassurance •
Clarifying fantasies; contrasting them with facts •
Not encouraging the client to place the blame for  •
the crisis on others because such encouragement 
prevents the client from facing the truth, reduces 
the client’s motivation to take responsibility for 
behavior, and impedes or discourages adapta-
tion during the crisis
Setting limits on destructive behavior •
Emphasizing the client’s responsibility for behav- •
ior and decisions
Assisting the client in seeking help with the activi- •
ties of daily living until resolution occurs
Evaluating and modifying nursing interventions  •
as necessary

BOX 13.1
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6 weeks. This type of counseling is considered the preferred 
method of crisis intervention for children and adolescents.

Suicide prevention and crisis intervention counseling cen-
ters provide telephone hotlines on a 24-hour basis (Fig. 13-2). 
Volunteers who have had intensive training in telephone inter-
viewing and counseling, and can give the person in crisis imme-
diate help, usually staff such hotlines.

Mental health crisis intervention services are often hospi-
tal based or tied to community mental health centers. Mobile 
crisis response units provide services to the homebound, older 
adult clients, or individuals who live in rural areas. Behav-
ioral outreach programs designed to provide on-site crisis 
intervention services to persons with serious and persistent 
 mental  illness residing in rural communities have been known 
to reduce psychiatric hospitalizations by approximately 60% 
(Crisis Intervention Network, 2001; Hennepin County Medi-
cal Center, 2005). Interventions for victims of abuse or violence 
are included in Chapter 33. Box 13-2 lists some examples of 
the different types of crisis centers.

Legal Aspects of Crisis Intervention*

Since 1980, the CPI has trained >5 million human service pro-
fessionals (eg, police offi cers, emergency medical personnel) in 
the technique of nonviolent crisis intervention. As noted ear-
lier, participants are trained to recognize an individual in crisis 
and prevent an emotionally or physically threatening situation 
from escalating out of control. Crisis intervention  training helps 
eliminate staff confusion, develops self-confi dence among staff, 
and promotes teamwork (CPI, 2009).

Most people are not required by law to help a person in 
crisis. However, certain individuals such as police offi cers, 
fi refi ghters, and emergency medical personnel are legally 

reducing tension and anxiety successfully rather than produc-
ing negative effects. Reinforcement is provided whenever nec-
essary while the crisis work is reviewed and accomplishments 
of the client are emphasized. Assistance is given to formulate 
realistic plans for the future, and the client is given the oppor-
tunity to discuss how present experiences may help in coping 
with future crises.

Crisis Intervention Modes

The steps in crisis intervention presented in the preceding 
paragraphs usually are evident during individual crisis coun-
seling. Clients also may elect to participate in a crisis group that 
resolves various crises through use of the group process (seen 
in self-awareness groups, personal growth groups, or short-
term group therapy). Such groups generally meet for four to 
six sessions. They provide support and encouragement to per-
sons who depend on others for much of their sense of personal 
fulfi llment and achievement. Family crisis counseling includes 
the entire family during sessions and lasts approximately 

A B

FIGURE 13-2 Client 
(A) calls a 24-hour telephone 
crisis hotline worker (B).

Examples of Centers That Provide Crisis 
 Intervention

Children’s Protective Services
Domestic Violence Crisis Center
Kids-in-Crisis Center
Life Crisis Center
Parents-in-Crisis Center
Rape Crisis Center
Sexual Assault Crisis Center
Suicide Crisis Center
Youth Crisis Center
Workplace Crisis Center

BOX 13.2

*The following information is a summary of simple, broad statements regard-

ing the legal aspects of crisis intervention and in no way is intended to provide 

legal counsel. The intent of the author is to inform the nurse of the potential 

for legal liabilities.
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personality growth and development (see Chapter 24). Assess-
ment focuses on psychosocial abilities, specifi cally intellec-
tual, emotional, and social development (Mitchell & Resnik, 
1981).

Common Reactions of a Child or Adolescent 
in Crisis
A child or adolescent in crisis presents a complex challenge. 
Depending upon the age of a child, individual needs and 
responses may differ with the same crisis events. Among the 
many events that produce a crisis state in a child or adolescent’s 
life, injury, illness, and death are considered to be the most 
disruptive (Mitchell & Resnik, 1981).

It is natural for a child or adolescent to fi rst experience 
denial that the crisis situation really happened. When the child 
or adolescent does respond, clinical symptoms are usually cor-
related to developmental stages. Clinical symptoms commonly 
exhibited include

excessive fears, worries, self-blame, or guilt;• 
irritability, anger, or sadness;• 
sleep disturbances or nightmares;• 
weight problems resulting from loss of appetite or • 
overeating;
agitation or restlessness;• 
somatic complaints such as headaches or stomachaches;• 
behavioral regression or aggression; and• 
poor concentration and loss of interest in school or • 
activities.

These symptoms may range from mild to severe. A child or 
adolescent who is in crisis should be encouraged to process 
emotions or reactions within 24 to 36 hours after the traumatic 
event to prevent the development of PTSD.

Interventions for a Child or Adolescent 
in Crisis or During a Disaster

The major functions of crisis or disaster intervention for a child 
or adolescent are to

provide safety and security including freedom from fears • 
and terrors associated with the crisis or disaster;
provide an opportunity for bonding with a profes-• 
sional who displays an atmosphere of open acceptance, 
encourages verbalization of feelings and emotions, and 
assists the child or adolescent in practicing coping and 
 communication skills;

 responsible to provide help. In certain states, doctors and 
nurses are also expected to intervene during an emergency 
or crisis situation. Generally, these individuals are legally pro-
tected as long as they provide reasonable and prudent care 
according to a set of previously established criteria and thus do 
not hesitate to aid people who need their help. (See Doctrine 
of Charitable Immunity in Chapter 5.)

The criteria or standards of care for a person providing 
crisis intervention state that the person who begins to inter-
vene in a crisis is obligated to continue the intervention unless 
a more qualifi ed person relieves him or her. Discontinuing care 
constitutes abandonment, and the caregiver is liable for any 
damages suffered as a result of the abandonment. Any unau-
thorized or unnecessary discussion of the crisis incident by 
the person intervening is considered a breach of confi denti-
ality. Touching a crisis victim without the victim’s permission 
could result in a charge of battery. However, permission can be 
obtained verbally or by nonverbal actions that express a desire 
for help. Consent also can be implied. Implied consent is per-
mission to care for an unconscious crisis victim to preserve life 
or prevent further injury. Therefore, “failure to act in a crisis 
carries a greater legal liability than acting in favor of the treat-
ment” (Mitchell & Resnik, 1981, p. 34).

In cases where a client is injured by the actions of a crisis 
worker, negligence may be charged. However, the client must 
prove that the worker acted with a blatant disregard for the stan-
dard of care. Usually, the charge is dropped if the caregiver can 
prove that he or she acted in a prudent and reasonable manner.

CRISIS AND DISASTER 
INTERVENTION FOR CHILDREN 
AND ADOLESCENTS
Childhood and adolescent development can be signifi cantly 
altered as a consequence of exposure to a disaster or a crisis. 
The entire family is affected. Trauma can change the way chil-
dren view their world. Assumptions about safety and security 
are challenged. Their reactions will depend upon the severity 
of the trauma, their personality, the way they cope with stress, 
and the availability of support. It is not uncommon for children 
to regress both behaviorally and academically after a trauma. 
The emotional responses of adolescents mirror those of adults. 
However, differences include profound changes in their atti-
tudes toward life and their future. These attitudes often trigger 
risk-taking behaviors that, if prolonged, can have secondary 
effects such as sleep disturbances, poor school performance, 
and lowered self-esteem. Follow-up must be conducted to 
assess the long-term mental health outcomes and the long-term 
need for mental health services (Bensing, 2003; Moon, 2006).

Assessment of Children and Adolescents 
During a Crisis or Disaster

To assess a child or adolescent during a crisis or disaster, the 
nurse needs to have a working knowledge of the theories of 

SELFAWARENESS PROMPT
Refl ect on your ability to interact with clients 

in a crisis. Are you able to present a mature, non-
judgmental attitude? Are you able to maintain a 
calm approach? Do you have a need to rescue 
others? What preparation do you feel would 
improve your ability to be a crisis clinician?
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provide stabilization services that will assist a child or • 
adolescent in the return to a precrisis or predisaster level 
of functioning;
assist the child or adolescent and his or her family • 
 members in resolving issues or situations associated with 
the crisis or disaster; and
provide linkages with community services to facilitate • 
aftercare to process trauma and prevent the development 
of PTSD.

Resolution of a Child’s or Adolescent’s 
Response to a Crisis or Disaster

Resolution of response to a crisis or disaster may occur in a 
child’s or adolescent’s home or school or in the community. 

Disaster and crisis response teams, also referred to as mobile 
acute crisis teams, are available 24 hours a day, 7 days a week 
and provide counseling in homes and schools. Family mem-
bers, teachers, and other concerned adults are encouraged to 
actively participate in the resolution of a crisis situation. Emer-
gency shelters or safe houses are provided at confi dential loca-
tions to provide for basic needs of a child who is the victim 
of domestic violence. Outreach programs provide individual 
support and crisis counseling to a child or adolescent expe-
riencing diffi culty at home and school because of domestic 
violence issues. Most survivors of crisis or disaster respond 
to the restoration of conditions of safety and predictability to 
facilitate natural recovery (Crossroads, 2003; Life Skills, 2003; 
Mitchell & Resnik, 1981; Moon, 2006; Stong, 2006; Wheeler 
Clinic, 2003).

Critical Thinking Questions

 1. You have just completed the most diffi cult examination 
of your nursing education. A classmate has been strug-
gling with her grades and is sure she has been unsuc-
cessful. As you listen to her, you realize her perception is 

distorted and she is exhibiting inadequate coping skills. 
How might you help her use balancing factors to prevent 
her from having a crisis?

 2. Interview a family member about a family crisis (eg, a 
death, an illness, an injury, or a divorce). Analyze how 

KEY CONCEPTS
A crisis situation such as divorce, rape, or a man-made • 
or natural disaster can interrupt or disturb one’s biologic, 
psychological, spiritual, or social integrity and may affect 
an individual, family, or community.
There are two types of crises: a situational crisis, which • 
refers to an extraordinary stressful event; and a matura-
tional crisis, which can occur as one’s lifestyle is continu-
ally subject to change. Disasters such as a hurricane or 
tornado are classifi ed as situational crises.
The onset of a crisis usually occurs suddenly, when normal • 
coping methods fail, tensions rise, and emotional feelings 
such as fear, anxiety, or helplessness occur.
The individual in crisis generally experiences fi ve phases: • 
precrisis, impact, crisis, resolution, and postcrisis.
Aguilera has described a paradigm of balancing factors. • 
Balancing factors include realistic perception of an event, 
adequate situational support, and adequate defense or 
coping mechanisms to help resolve a problem. Assessment 
of these factors is important during crisis intervention.
Crisis intervention is an active but temporary entry into • 
the life situation of an individual, a family, or a group dur-
ing a period of stress. It is an attempt to resolve an imme-
diate crisis. Disaster intervention involves the provision of 
postdisaster support services during the early phase of a 
disaster. Disaster mental health nursing includes the appli-
cation of the nursing process to victims and communities 
as they experience the following transitional periods during 

the recovery process: heroic period, honeymoon period, 
period of disillusionment, and period of  reconstruction.
The nurse clinician or practitioner who assists in crisis • 
interventions should not confuse crisis intervention with 
traditional psychotherapy. A multidisciplinary approach 
may facilitate resolution of crisis.
Crisis intervention consists of assessment, planning thera-• 
peutic intervention, implementation of intervention tech-
niques, and resolution of crisis with anticipatory planning 
for the future.
Crisis intervention modes include counseling of individuals, • 
groups, or families; telephone hotlines; mental health cri-
sis intervention services; mobile crisis or disaster response 
units; and outreach programs in rural communities.
Legal aspects of crisis intervention focus on which personnel • 
are expected to assist in crisis situations; when legal  immunity 
is granted; when the obligation to continue crisis interven-
tion is expected; and when negligence may be charged.
The focus of assessment of a child or adolescent in cri-• 
sis or disaster centers is on the child’s or adolescent’s 
psychosocial abilities, specifi cally his or her intellectual, 
emotional, and social development. Reactions to interven-
tions depend upon the severity of the trauma, the child’s 
or adolescent’s personality and ability to cope with stress, 
and the availability of support.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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the family went through the phases of crisis. Did 
some family members come to resolution and others 
remain in crisis longer? What is the difference in the 
 coping abilities of those different family members? 
What does this tell you about your family’s ability to 
handle crises?

 3. Create a fact sheet about the legal aspects of crisis inter-
vention in your state. Prepare a 15-minute presentation 
and share the information you researched with your 
classmates.

Refl ection

Crisis can be a turning point for better or for worse in a 
 person’s life. Review the quote at the beginning of the chapter 
and, applying this quote, cite at least three ways divorce can 
be a turning point in the life of a middle-aged woman who has 
been physically and emotionally abused by her husband for 
several years. State the rationale for your answers.

NCLEX-Style Questions

 1. A client who informs the nurse that she has recently 
fi led for divorce complains of feeling confused, helpless, 
and disorganized for the last 2 days. The nurse identifi es 
that the client is in the initial impact of the crisis phase. 
Which of the following best describes the initial impact?
a. state of equilibrium or well-being
b. inability to apply problem-solving behavior
c. rationalization about cause of the situation
d. feelings of depression, self-hate, and low self-esteem

 2. A retired couple recently moved to a new state and is 
now away from their children. The husband is admitted 
to the critical care unit after an acute myocardial infarc-
tion. The wife verbalizes feelings of being overwhelmed 
by anxiety and of being alone. Which factor would the 
nurse identify as having a major impact on the crisis situ-
ation experienced by the wife?
a. environment of the critical care unit
b. fact of her husband’s illness and fear of his death
c. loss of environmental supports
d. poor coping mechanisms

 3. A 75-year-old White female client is admitted to the 
nursing home for rehabilitation after surgery to repair 

a fractured hip. The client is fearful that she will not 
be able to return to her previous independent lifestyle. 
Which intervention would be the priority?
a. collaborating with the physical therapist to motivate 

the client
b. encouraging the client to verbalize feelings and 

thoughts about the current situation rather than to 
internalize her feelings

c. providing reassurance that the situation will work out 
okay and to be strong

d. teaching the client about various community supports 
available

 4. A client comes to the ED after being sexually assaulted. 
She is fearful and crying. Which intervention would be 
the best initially?
a. assessing whether a supportive relative or friend can 

come to the ED
b. completing the rape crisis protocol for the physical 

examination
c. conveying an attitude of acceptance and concern to 

establish trust
d. referring client to a rape crisis support group for 

immediate counseling
 5. A client who has recently lost her husband to cancer 

states that she has attempted to use problem-solving 
approaches by trial and error to see if she can begin to 
“feel again.” She is exhibiting which phase of a crisis?
a. postcrisis
b. recoil or beginning resolution
c. shock
d. precrisis

 6. A woman is brought to an emergency shelter that 
has been set up for the victims of a recent category 4 
 hurricane. She has numerous cuts and bruises on her 
arms and legs. During the assessment the client reports 
that her home was severely damaged. “I just moved here 
6 months ago and now everything I had is basically gone. 
What am I going to do?” The nurse interprets the severity 
of the client’s crisis, classifying it as_______________.
a. Class 1
b. Class 3
c. Class 5
d. Class 6
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Behavior therapy
Brief cognitive therapy
Brief interpersonal psychotherapy
Cognitive–behavioral therapy
Counseling
Countertransference
Dialectic behavioral therapy
E-therapy
Individual psychotherapy
Parataxis
Psychoanalysis
Psychotherapy
Resistance
Split-treatment psychotherapy
Transference

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Recognize the terms transference, countertransference, resistance, and 
parataxis.

 2. Compare and contrast the principles of individual  psychotherapy for 
children, adolescents, and adults.

 3. Explain the qualifi cations of a nurse–therapist.
 4. Articulate the role of the nurse as counselor.
 5. Formulate a list of some alternate approaches to  conventional psycho-

therapy.
 6. Discuss the rationale for the use of split-treatment  psychotherapy.

Individual 
Psychotherapy

The goal of individual therapy is to alleviate patients’ emotional 

diffi culties in living and the elimination of symptomatology.

—FROMM-REICHMANN, 1960

1414
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who wishes to relieve symptoms, resolve problems in living, 
or seek personal growth enters into a contract to interact in a 
prescribed way with the psychotherapist (Shahrokh & Hales, 
2003). Counseling is a specifi c, time-limited interaction of a 
nurse with a client, family, or group experiencing immediate or 
ongoing diffi culties related to their health or well-being. The 
diffi culty is investigated using a problem-solving approach for 
the purpose of understanding the experience and integrating 
it with other life experiences. Other qualifi ed professionals, 
such as licensed mental health counselors or licensed clinical 
social workers, may offer guidance or assist the client in view-
ing options to problems that are discussed by the client in the 
context of the nurse–client relationship (ANA, 2007). The psy-
chiatric–mental health nurse must understand these dynam-
ics while using counseling interventions or providing care to 
clients involved in psychotherapy. Chapter 3 focused on the 
development of theory-based psychiatric nursing practice and 
the various roles the nurse serves, including those of therapist 
and counselor. This chapter focuses on the application of indi-
vidual therapy and counseling as they relate to the psychologi-
cal needs of clients, including children and adolescents. Family, 
couple, and group therapy are addressed in Chapter 15.

INDIVIDUAL PSYCHOTHERAPY
The principles of psychotherapy are based in part on the 
application of concepts by Freud and Sullivan. (Box 14-1 
summarizes the major schools of psychotherapy.) The psycho-
therapeutic process is designed to bring about understanding 
of and insight into the historical and dynamic factors that may 
be unknown to the client and that are among the causes of the 
mental disturbance for which the client seeks help (Fromm-
Reichmann, 1960). Simply put, the main purpose of individ-
ual psychotherapy is to gain control of one’s life.

Individual psychotherapy is a confi dential relationship 
between client and therapist that may occur in the therapist’s 
offi ce, outpatient clinic, or mental hospital. Gender is an impor-
tant and surprisingly neglected variable in the understanding 
and practice of psychotherapy. Gender can infl uence the cli-
ent’s choice of therapist, the “fi t” between therapist and client, 
the sequence and content of the clinical material presented, 
the diagnosis, and the length and outcome of treatment. Age, 
race, culture, life experiences, and other variables also play an 
important role in the development of a therapeutic relation-
ship between client and therapist.

There are three phases of individual psychotherapy: 
introductory, working, and termination. Collaborative ther-
apy begins with a genuinely interested dialogue about what 
prompted the client’s need for psychotherapy. During the 
introductory phase, the therapist and client establish bound-
aries of the relationship. The client’s problems are noted, pres-
ent coping skills are identifi ed, strengths and attributes are 
explored, and open communication is established. Resistant 
or hostile clients may be diffi cult to engage in psychotherapy; 
therefore, time is spent exploring their ideas on how, when, 

Psychotherapy has been referred to as the treatment of  emotional 
and personality problems and disorders by psychological means. 
Various psychotherapeutic approaches (also referred to as psy-
chodynamic therapies) are used to help the client gain insight 
into true feelings or internal confl icts, relieve symptoms, or 
resolve problems to help the client become a mature, satisfi ed, 
and independent person. An important factor common to each 
psychotherapeutic approach is the client–therapist relationship 
with its interpersonal experiences (Kolb, 1982).

Sigmund Freud (1856–1939) introduced the concept of 
psychoanalysis, the original talking therapy, which involved 
analyzing the root causes of behavior and feeling by exploring 
the unconscious mind and the conscious mind’s relation to it. 
He was the fi rst to understand and describe the psychothera-
peutic process as an interpersonal experience between client 
and therapist. He thought that our relationships with other peo-
ple, including clients, are patterned by early infant and child-
hood relationships with signifi cant people in our environment. 
These patterns of relationships are repeated later in our lives 
and may interfere with client–therapist relationships because 
of transference, or the client’s unconscious assignment to the 
therapist of feelings and attitudes originally associated with 
important fi gures in his or her early life. It is not necessarily 
the truth about a signifi cant past relationship but rather how 
the client relates to someone in the present as if that person 
was a signifi cant individual from the past. Transference, which 
exists in all human relationships, can be positive (affectionate) 
or negative (hostile). The therapist, in turn, may exhibit coun-
tertransference, or an emotional reaction to the client based 
on the therapist’s unconscious needs and confl icts. For exam-
ple, uncooperative clients and those perceived as “diffi cult” 
are particularly likely to evoke negative countertransference in 
the therapist. Such a response could interfere with therapeu-
tic interventions during the course of treatment. Resistance, 
the conscious or unconscious psychological defense against 
bringing repressed thoughts into conscious awareness, may 
also occur and interfere with the client’s ability to benefi t from 
psychotherapy. Examples of resistance include remaining silent 
for a long period of time, being late for a therapy session, or 
missing appointments (Muskin & Epstein, 2009; Sadock & 
Sadock, 2008; Shahrokh & Hales, 2003).

Harry Stack Sullivan, a psychiatrist and psychoanalyst 
known for his research on the psychotherapy of schizophre-
nia and for his view of complex interpersonal relationships 
as the basis of personality development, introduced the term 
parataxis. It refers to the presence of distorted perception or 
judgment exhibited by the client during therapy. Parataxis 
is thought to be the result of earlier experiences in interper-
sonal relationships and occurs as a defense against anxiety 
( Fromm-Reichmann, 1960; Shahrokh & Hales, 2003).

According to the American Nurses Association (ANA; 
2007), various forms of psychotherapy may be performed by 
the psychiatric–mental health advanced practice registered 
nurse (APRN-PMH). Psychotherapy may also be performed 
by licensed clinical social workers, clinical psychologists, and 
psychiatrists. Psychotherapy is a process in which a person 
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maturation, and improve the client’s ability to perform or act 
appropriately. These goals are achieved by

establishing a therapeutic relationship with the client;• 
providing an opportunity for the client to release tension • 
as problems are discussed;
assisting the client in gaining insight about the problem;• 
providing the opportunity to practice new skills;• 
reinforcing appropriate behavior as it occurs; and• 
providing consistent emotional support.• 

If a client is also receiving medication prescribed to stabilize 
clinical symptoms of a psychiatric disorder (eg, anxiety, depres-
sion), the therapist may elect to discuss the effi cacy of the medi-
cation with the client during a therapy session. Some therapists 
prefer to treat medication management as a separate entity.

Modes of Individual Psychotherapy

In the past, individual psychotherapy typically involved long-
term therapy. However, the advent of managed care has had a 
profound impact on the practice of psychotherapy. To reduce 
costs, clients who rely on psychiatric–mental health care ben-
efi ts are limited to short-term or brief therapy. Brief therapy is 
defi ned in terms of the number of sessions (generally not >15) 
or in terms of specifi ed objectives that are usually goal-oriented, 
active, focused, and directed toward a specifi c problem or symp-
tom (Shahrokh & Hales, 2003). Supportive psychotherapy is 
a term used to describe conversational style psychotherapy in 
which consistency, support from others, and a hopeful attitude 
are used to contain and sustain the client through crisis periods 
and encourage small gains over time. Therapeutic goals focus 
on reducing client anxiety, enhancing self-esteem, and bolster-
ing coping skills. Supportive-expressive psychotherapy is a form of 
short-term psychodynamic therapy utilized to help clients gain 
insight, explore the unconscious, interpret defenses, and identify 
and work through interpersonal relationship issues (Battaglia, 
2007). The conventional intensive individual therapies of the 
past, such as psychoanalysis and uncovering therapy, are being 
replaced with brief cognitive therapy, behavior therapy, cognitive–
behavioral therapy (CBT), and brief interpersonal psychotherapy 
(BIPT). A summary of these more commonly used therapies is 
presented in this chapter. Additionally, Table 14-1 summarizes 
the other modes of individual psychotherapy such as psycho-
analysis, uncovering therapy, hypnotherapy, reality therapy, and 
 rational–emotive therapy, as well the interventions utilized by the 
nurse– therapist.

Brief Cognitive Therapy

Brief cognitive therapy uses a time-limited, goal-oriented, 
problem-solving, here-and-now approach. The therapist 
assumes an active role while working with individuals to solve 
present-day problems by identifying distorted thinking that 
causes emotional discomfort, exploring alternate behaviors, 
and creating change. There is little emphasis on the cause 
of the problem. Rather, the client and therapist explore why 

and where they feel they can achieve what is most important 
to them. The working phase occurs when the therapist and 
client focus on the client’s problems and reach an understand-
ing of why the problems have occurred. The client’s goals (ie, 
What does the client want most?) are merged with assessed 
needs (ie, What does the clinical assessment indicate the cli-
ent needs?) to develop a treatment plan and organize treat-
ment priorities. Ideally, the termination phase occurs when 
the client has achieved maximum benefi t of therapy. How-
ever, termination may occur at any time during the sessions if 
the client is resistant to treatment or relocation occurs (Lego, 
1996; Mee-Lee, 2007).

The goals o f individual psychotherapy are to alleviate 
the client’s discomfort or pain, alter character structure and 
strengthen the client’s ego, promote emotional and  interpersonal 

Schools of Psychotherapy

I. Reconstructive psychotherapy: focuses on emo-
tional and cognitive restructuring of self.

A. Psychoanalysis (Sigmund Freud): may 
require several years of therapy and focuses 
on all aspects of the client’s life

B. Modifi cations of psychoanalysis: analytic 
play therapy (Anna Freud), character anal-
ysis (Wilhelm Reich), cognitive analysis 
(Jean Piaget), existential analysis (Ludwig 
Binswanger), and transactional analysis (Eric 
Berne)

C. Group approaches: psychodrama (J. L. 
Moreno), psychoanalysis in groups (Alex-
ander Wolf), and orthodox psychoanalysis 
(S R. Slavson)

II. Reeducative therapy: focuses on the explora-
tion of new ways of perceiving and behaving 
(individual or group). Examples include client-
 centered therapy (Carl Rogers), behavior ther-
apy (Ivan Pavlov, B. E. Skinner, and J. B. Watson), 
and cognitive–behavior therapy (Aaron Beck).

III. Supportive therapy: focuses on the reinforce-
ment of the client’s self-esteem, ability to adapt, 
and sense of emotional well-being. Therapy 
may occur over a brief period or intermittently 
for years (individual or group). Examples include 
brief cognitive therapy, brief solution-focused 
therapy, bereavement therapy, and adaptations 
of the more coventional modes of therapy.

BOX 14.1

Edgerton, J. E. & Campbell, R. J. (Eds.). (2003). American 
psychiatric glossary (7th ed.). Washington, DC: American 
Psychiatric Press, Inc; Kolb, L. C. (1982). Modern clinical 
psychiatry (10th ed.). Philadelphia, PA: W. B. Saunders; and 
Lego, S. (1996). Psychiatric nursing: A comprehensive reference 
(2nd ed.). Philadelphia, PA: Lippincott-Raven.
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present thinking is causing the client distress. Candidates for 
this mode of therapy are described as educated, verbal, and 
psychologically minded. They are free of borderline personal-
ity characteristics (see Chapter 24), do not exhibit psychotic 
symptoms, and often present with depressed mood, anxiety, 
or anger problems (Sadock & Sadock, 2008; Schuyler, 2003). 
Couples and families may also benefi t from this therapy. 
Box 14-2 describes the basic principles of brief cognitive 
therapy.

Behavior Therapy

Behavior therapy focuses on modifying overt symptoms with-
out regard to the client’s private experience or inner confl icts. 
It is based on the assumption that behaviors or responses 
are learned and may be relearned. Used by behaviorists Pav-
lov, Watson, and Skinner, this therapy has been effective in 
the treatment of phobias, eating disorders, substance abuse, 
schizophrenia, sexual dysfunction, chronic nightmares, and 
some personality disorders. Chapter 12 provides a detailed 
discussion of various types of behavior therapy.

The role of the therapist is to help the client analyze 
behavior, defi ne problems, and select goals. Techniques 
include  limit-setting, promoting positive adaptive behaviors, 
discouraging the use of maladaptive behaviors, promoting 
assertiveness, and assisting the client in exploring new ways of 
adjusting to the environment. Techniques such as assertiveness 
training, desensitization, role-playing, and self-management 
training may be used to achieve desired behaviors.

Basic Principles of Brief Cognitive Therapy

Humans are information-processing organisms,  •
taking in data and generating appraisals.
Feelings and behavior are infl uenced in the here- •
and-now by thoughts.
Humans are capable of altering their thinking by  •
dealing with conscious processes.
Complicated problems do not require compli- •
cated solutions.
Early learning lays down cognitive distortions by  •
role modeling, feedback, culture, and early experi-
ence.
Psychotherapy is an active collaborative venture  •
between therapist and client.
The therapist co-creates the problem with the  •
 client.
Psychotherapy harnesses the client’s problem- •
solving skills.
The focus of cognitive therapy is on the here- •
and-now.
Change can occur without directly dealing with  •
transference.

BOX 14.2

Schuyler, D. (2003). A practical guide to cognitive therapy. 
New York, NY: W. W. Norton.

TABLE 14.1

Modes of Individual Psychotherapy

Mode Summary Interventions by the Nurse–Therapist

Psychoanalysis Lengthy, 3–5 years; client talks in an 
 uncontrolled, spontaneous manner of “free 
association” about anxieties, fears, and 
 childhood images.

Explores repressed feelings by interpreting dreams,  emotions, and 
behavior.

Encourages a reliving experience to deal with once-fearful experiences.

Uncovering 
therapy

Uncovering of confl icts, mainly unconscious Assists client in exploring insight to work through confl ict.

Hypnotherapy Adjunct to therapy to effect behavioral change 
and relaxation, control attitudes, and uncover 
repressed feelings or thoughts

Hypnotizes client.

Encourages discussion of emotional confl icts.

Reality therapy Based on premise that persons who are men-
tally unhealthy are irresponsible, cannot meet 
all of their basic needs, and refuse to face reality

Rejects unrealistic behavior displayed by client.

Assists the client in assuming responsibility for actions and in 
making value judgments.

Rational–emotive 
therapy

A form of experiential therapy based on the 
premise that behavior is controlled by values 
and beliefs

Applies learning principles to question illogical thinking.
Promotes problem-solving abilities, social skills, and  assertiveness.

Techniques: visual imagery, role-playing, modeling,  behavior 
reversal, thought stopping, self-assessment,  self-monitoring, and 
assertiveness training
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Four problem areas commonly associated with depression 
and anxiety respond to BIPT. These include grief related to loss 
by death or separation, ongoing interpersonal confl ict, social 
role change requiring adaptation, and long-standing interper-
sonal problems of loneliness or isolation (MacKenzie, 1997; 
Swartz, et al., 2004). Currently, when psychopharmacology 
(if indicated) is combined with BIPT, recidivism or recurrence 
of psychiatric disorders is dramatically reduced.

Split-Treatment Psychotherapy
Split-treatment psychotherapy, also referred to as dual treat-
ment, triangulated treatment, or medication backup, involves 
a protocol between a nurse–therapist who provides psycho-
therapy and a psychiatrist or nurse practitioner who provides 
pharmacotherapy for the client. Clients with the diagnosis of 
a mood disorder, dual diagnosis, psychotic disorder, or men-
tal retardation are often seen in split-treatment psychotherapy. 
Therapists who specialize in certain treatment approaches such 
as cognitive or behavioral therapy often request that medication 
be prescribed by another clinician. Today, the combination of 
pharmacotherapy and psychotherapy is the most widely used 
treatment modality for a broad range of psychiatric disorders. 
Many clinicians believe that it is also far more effi cacious and 
benefi cial than either modality used alone. This type of therapy 
is deeply rooted and widely practiced in places such as com-
munity mental health centers because of the increasing pres-
sure from managed care organizations and third-party payers 
(Balon & Riba, 2001; Riba & Balon, 2005).

INDIVIDUAL THERAPY WITH 
CHILDREN AND ADOLESCENTS
The need for psychotherapy for a child or adolescent is based 
upon such factors as the client’s current problem, life history, 
level of development, ability to cooperate in treatment, and 
what interventions are most likely to help with the present-
ing concerns. Psychotherapy is often used in combination with 
other interventions such as the administration of medication, 
use of behavior management, or cooperative work with the 
school. The therapist must have an understanding of the nor-
mal development for a child or adolescent of any given age 
as well as an understanding of the individual’s life story. Indi-
vidual psychotherapy focuses on improving the client’s adap-
tive skills in and outside the family setting (American Academy 
of Child & Adolescent Psychiatry, 2005; Sadock & Sadock, 
2008).

The relationship that develops between the therapist and 
client is very important. Most pediatric or adolescent clients do 
not voluntarily seek treatment; they are referred to treatment 
because of a disturbance noted by a family member, teacher, 
or pediatrician. If the client feels comfortable, safe, and under-
stood, it is much easier to express his or her thoughts and 
 feelings.

Psychotherapy provides emotional support, helps the 
 client resolve confl icts with people, helps the client understand 
problems and feelings, and assists the client in trying out new 

Cognitive–Behavioral Therapy
Cognitive–behavioral therapy (CBT) is a structured, collab-
orative, goal-oriented psychotherapy that focuses on current 
symptoms and teaches specifi c skills and strategies for man-
aging them. CBT combines the individual goals of cognitive 
therapy and behavioral therapy. It integrates the cognitive 
restructuring approach of cognitive therapy with the behav-
ioral modifi cation techniques of behavioral therapy. Cognitive 
techniques teach ways to alter unhealthy and often inaccurate 
thinking patterns, beliefs, and attitudes that are tied to bad 
feelings and maladaptive behaviors. The therapist works with 
the client to identify both the thoughts and the behaviors that 
are causing distress and to change those thoughts in order to 
readjust the behavior. Examples of techniques used to help 
clients uncover and examine their thoughts and change their 
behaviors may include role-playing to elicit automatic thoughts 
and to learn new behaviors, behavioral homework assignments 
(eg, scheduling activities and reviewing them with the thera-
pist), conditioning (eg, the use of reinforcement to encourage 
a specifi c behavior), and validity testing (eg, the therapist asks 
the client to produce evidence that a fundamental belief is true 
and does not require change or modifi cation). Diversion tech-
niques (eg, physical activity, social contact, or visual imagery) 
are useful in helping clients through diffi cult times. CBT can 
be employed in any situation in which there is a pattern of 
unwanted behavior accompanied by distress and impairment. 
It is recommended as a treatment option for several psychiat-
ric disorders such as affective disorders, personality disorders, 
anxiety disorders, or substance-related disorders. It is also 
frequently used as a tool to deal with clients who experience 
chronic pain (Sadock & Sadock, 2008; Smith, 2005).

Solution-focused brief therapy is a new and increasingly used 
therapeutic approach similar to CBT. It focuses on helping cli-
ents construct solutions rather than solve problems, noting that 
change occurs all the time and individuals are capable of adapt-
ing and effecting change. The premise is that following a six-step 
process will enable the client to fi nd quick solutions to whatever 
problems he or she may be facing. Although it is generally lim-
ited to 3 to 8 weeks in length, it can be used over a longer period 
of time (All About Counseling.com, 2005; Coan, 2005).

Brief Interpersonal Psychotherapy
Brief interpersonal psychotherapy (BIPT) is a semistruc-
tured, psychodynamically time-limited model of psychother-
apy. It is an adaptation of the interpersonal model used by 
Peplau, Horney, Fromm, and Sullivan and is designed for use 
in a 3- to 4-month framework. (See  Chapter 3 for a discussion 
of Peplau’s Interpersonal Theory.)

Assessment focuses on an interpersonal inventory of 
the client’s relationships with members of his or her family 
of origin. Data collected establishes the overall relationship 
competency of the client and the client’s level of satisfaction 
with his or her environment. The therapist reinforces the 
client’s self- esteem; employs a conversational, goal-focused 
approach; reinforces and supports the positive use of defense 
 mechanisms or coping skills; and avoids the use of transfer-
ence and  countertransference.
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solutions to old problems. Parents may be involved in varying 
degrees depending upon the age of the client and the nature of 
the identifi ed confl ict or disturbance. The therapist acts as an 
advocate and may be called upon to make recommendations 
that affect various aspects of the client’s life (American Academy 
of Child & Adolescent Psychiatry, 2005; Sadock & Sadock, 
2008). Individual psychotherapy for children and adolescents, 
including techniques utilized to help a child express emotions, 
fears, or concerns, is addressed in Chapter 29.

COUNSELING
The psychiatric nurse uses counseling interventions to assist 
clients in improving or regaining their previous coping abili-
ties, fostering mental health, and preventing mental illness and 
disability. Counseling promotes the client’s personal and social 
integration; reinforces healthy behaviors and interactive pat-
terns, and helps the client modify or discontinue unhealthy 
ones (ANA, 2007). Counseling interventions may occur in a 
variety of settings and may include the following:

Communication and interviewing techniques• 
Problem-solving skills• 
Crisis intervention• 
Stress management• 
Relaxation techniques• 
Assertiveness training• 
Confl ict resolution• 
Behavior modifi cation• 

Counseling is an important intervention during one-to-one 
interactions with clients or during the presentation of psycho-
education groups, medication groups, and discharge planning 
groups. Clients and their family members and signifi cant oth-
ers are given an opportunity to verbalize any concerns they 
may have. The counselor provides reassurance and clarifi ca-
tion as the need arises. Reassurance helps the client regain 
self-confi dence and decreases feelings of guilt, anxiety, or fear. 
Clarifi cation helps the client gain a clearer picture of reality 
by understanding feelings and behavior. Explaining to a client 
with depression that the symptoms he or she is experiencing 
are related to a chemical imbalance in the brain that can be 
helped by antidepressant medication is an example of clarifi ca-
tion of reality. Chapter 12 discusses the nurse’s role as a coun-
selor when providing client education, addressing spiritual 
needs, promoting personal and sleep hygiene, providing pain 
management, providing protective care, using behavioral ther-
apy, and assisting with adjunctive or management therapies.

ALTERNATE APPROACHES 
TO PSYCHOTHERAPY
Online psychotherapy, or e-therapy, is a viable alternative 
source for help when traditional psychotherapy is not acces-
sible. It is effective and private, and is conducted by skilled, 
qualifi ed, ethical professionals. For some individuals, it may be 

the only way they are willing to obtain help from a professional 
therapist. One online service, Therapy 4 Life (http://www. 
therapy4life.com/), provides therapists for individual therapy, 
couples therapy, guided imagery, clinical hypnosis, metaphysi-
cal or spiritual therapy, and holistic healing.

Other alternatives to psychotherapy currently being used 
can be identifi ed by a review of the literature. Many of these 
approaches relate to the therapist’s use of technology and the 
Internet. For example, in England, a psychiatrist conducts psy-
chotherapy with a client in New York by way of cyberspace. At 
Massachusetts General Hospital in Boston, a Psychiatric Tele-
Consultation Unit provides electronic consultation to  primary 
care physicians while the client is still in the offi ce. In Mon-
tana, a psychiatrist uses telepsychiatry or video equipment 
and appropriate computer software to conduct “med checks,” 
consultations, evaluation and treatment planning, and brief 
short-term psychotherapy for a largely refractory population of 
clients who are scattered over hundreds of miles. Videophone 
psychotherapy has been used with clients who received bone 
marrow transplants that required up to 2 months of isolation 
in a hospital room.

Modifi cations also have been made in the use of psycho-
therapy. Modifi ed life review therapy, cognitive therapy, and 
insight-oriented therapy are being used to treat older adult 
clients with major depression (Finkelstein, 1999). Dialectic 
behavioral therapy (DBT), developed by Marsha Linehan, 
PhD, at the University of Washington for chronically suicidal 
individuals suffering from borderline personality disorders, is 
a comprehensive psychosocial treatment modality that blends 
together the most effective interventions in cognitive–behavior 
therapy and balances them with treatment strategies that focus 
on acceptance and validation. Candidates for DBT include indi-
viduals with bipolar disorder, depressed older adults, suicidal 
and nonsuicidal adolescents, incarcerated men and women, and 
couples and families where one member has bipolar  disorder. 
The ultimate goal of DBT is to aid clients in their efforts to build 
a life worth living (Chapman, 2008; Salters-Pedneault, 2008). 
Linehan received the 1999 research award given by the New 
York City–based American Foundation for Suicide Prevention.

Grills (Rudderow, 1999) uses motivational interviewing to 
encourage clients with destructive behaviors (eg, alcohol or 
drug abuse) to express reasons for concern and to present their 
own arguments for change. Grills claims that this approach 
works because it brings with it a certain attitude about people, 
the healing process, behavioral change, and an appreciation of 
the role clients play in the healing process.

SELFAWARENESS PROMPT
Identify your personal strengths and weak-

nesses. What changes need to occur to meet 
the criteria of nurse–therapist as described in 
the American Nurses Association Standards of 
 Practice?
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TRANSCULTURAL 
PSYCHOTHERAPY
Transcultural psychotherapy is essential in a society in which 
ethnic subcultures continue to grow. Although western soci-
ety exhibits an increased awareness of transpersonal and tran-
scultural signifi cance in psychotherapy, the cultural context in 
which it is embedded is not usually taken into account. When 
the psychotherapeutic process is applied to individuals of dif-
ferent ethnic and cultural backgrounds, the understanding of 
ethical, theoretical, and practical issues as well as the mean-
ing and symbolism of material revealed in therapy become 

vital (Carter & Rashidi, 2004; Korn, 2009). As a result of 
 demographic shifts and movements of larger numbers of peo-
ple into different cultural settings, many subcultures remain 
underserved in terms of psychiatric–mental health care. The 
obstacles to psychiatric–mental health care are fi nancial as well 
as cultural, including language barriers and lack of knowledge 
(see Chapter 4 for more information). Because it is not always 
possible to match client and therapist ethnically, therapists are 
responsible for developing cultural competency (i.e., under-
stand therapeutic interventions from cultural and anthro-
pological perspectives) to provide care for those of different 
ethnic and racial backgrounds (Korn, 2009).

Critical Thinking Questions

 1. Review the modes of individual psychotherapy listed in 
Table 14-1. Identify which mode(s) you believe would 
be most appropriate for a 24-year-old female client who 
is exhibiting clinical symptoms of depression secondary 
to the death of her fi ancé. Explain the rationale for your 
selection of each mode.

 2. Develop a 15-minute presentation comparing and 
 contrasting the role of the nurse–therapist and the 

 psychiatric nurse using counseling interventions. 
Share the presentation with your classmates.

 3. Construct an educational tool describing alternative 
approaches to psychotherapy identifi ed in this chapter. 
Interview at least three nursing staff members to deter-
mine whether they believe alternative approaches are 
viable sources for help when traditional psychotherapy is 
not accessible.

KEY CONCEPTS
Psychotherapy is a process in which a person enters into a • 
contract with a therapist to gain insight, to relieve symptoms, 
to resolve problems in living, or to seek personal growth.
During psychotherapy, the client may exhibit behaviors • 
such as transference, resistance, or parataxis. The therapist 
may exhibit countertransference. Any of these behaviors can 
interfere with therapeutic interventions during  treatment.
Three phases occur during individual psychotherapy. Dur-• 
ing the introductory phase, the therapist and client estab-
lish boundaries, gather information regarding the client’s 
problems and coping skills, and explore client attributes 
and strengths. Open communication is also established. 
During the working phase, the client and therapist focus 
on the client’s problems and their causes. Termination gen-
erally occurs when the client has reached maximum ben-
efi t from therapy; however, termination may also occur 
due to resistance to treatment or relocation.
Cost containment by managed care companies has had an • 
effect on the practice of psychotherapy, promoting short-term, 
brief psychotherapy. Conventional intensive psychotherapies 
have been replaced by brief cognitive therapy, behavior ther-
apy, CBT, BIPT, and split-treatment psychotherapy.
Psychotherapy also helps children and adolescents in a • 
variety of ways. They receive emotional support, resolve 
confl icts with people, understand feelings and problems, 
and try out new solutions to old problems.

Psychotherapy may be performed by the psychiatric– • 
mental health advanced practice registered nurse. Exam-
ples of counseling interventions used by the psychiatric 
nurse in a variety of settings include crisis intervention, 
stress management, and confl ict resolution.
Counseling is a form of supportive psychotherapy per-• 
formed by nurses in the clinical setting to assist clients in 
improving or regaining previous coping abilities, fostering 
mental health, and preventing mental illness or disabil-
ity. Counseling can occur during one-to-one interactions 
with clients or during the presentation of various groups 
to address identifi ed needs.
Creative alternate approaches to psychotherapy have • 
occurred as a result of technological advances: cyberspace 
therapy, telepsychiatry, and videophone psychotherapy. 
Modifi cations have also occurred in the use of psycho-
therapy to treat the older adult, chronically suicidal clients 
with borderline personality disorders, and clients with 
destructive behaviors such as alcohol or drug abuse.
Competence in transcultural therapy is essential to pro-• 
vide services to individuals of different ethnic and racial 
backgrounds.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Refl ection
Refl ect on the chapter opening quote about the goal of individual 
therapy. Articulate how split-treatment psychotherapy achieves 
this goal. Identify clients who might benefi t from split-treatment 
psychotherapy. Explain the rationale for your selection.

NCLEX-Style Questions

 1. A therapist is working with a client and is experiencing 
anxiety and agitation comparable to the client. Which of 
the following best describes the therapist’s reaction?
a. transference
b. parataxis
c. psychoanalysis
d. countertransference

 2. In the clinical situation, nurses serve a wide variety of 
roles. Which example best illustrates the role of the nurse 
as a counselor?
a. assigning responsibilities for running a community 

meeting to several clients
b. conducting a thorough nursing admission assessment 

for a client
c. clarifying reasons for admission with a client having 

poor reality testing
d. teaching a small group about the use of antidepressant 

medications

 3. During which phase of individual therapy would the 
nurse expect problems to be noted and present coping 
skills?
a. introductory phase
b. working phase
c. orientation phase
d. termination phase

 4. Which therapy would the nurse identify as being used 
when a semistructured, psychodynamically time-limited 
model of psychotherapy is employed to treat problems 
such as grief, loneliness, or isolation?
a. bereavement therapy
b. uncovering therapy
c. brief interpersonal therapy
d. cognitive therapy

 5. Therapists have a wide variety of approaches to treat-
ment. Occasionally they will take an active role to foster 
problem-solving in the client. Which of the following 
modes of the individual and active psychotherapy focus 
on the here and now with little emphasis on the cause of 
the problem?
a. brief cognitive therapy
b. cognitive-behavioral therapy
c. solution-focused therapy
d. brief interpersonal therapy
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Autocratic group leader
Brief couples therapy
Closed groups
Contextual therapy
Couples therapy
Democratic group leader
Dysfunctional families
Families
Family therapy
Group therapy
Healthy functioning family
Laissez-faire group leader
Marital-relations therapy
Object-relations therapy
Open groups

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Describe at least three alternatives to the traditional nuclear family.
 2. Articulate the developmental stages of the family according to Duvall’s 

theory of the family life cycle.
 3. Compare and contrast characteristics of functional and dysfunctional families.
 4. Explain the development of couples, family, and group therapy.
 5. Understand the purpose of couples, family, and group therapy.
 6. Analyze four different modes of family therapy, stating the role of the 

therapist in each mode.
 7. Distinguish the goals of couples and family therapy.
 8. Develop a couple or family assessment guide.
 9. Formulate a list of the common nursing diagnoses applicable to families 

participating in family therapy.
10. Create a genogram and explain its usefulness in family therapy.
11. Recognize the advantages of group therapy.
12. Identify at least six factors considered to be essential components 

of group therapy.
13. Construct the stages of group development in group therapy.
14. Compare and contrast the nurse–therapist’s role in couple, family, 

and group therapy.

The phenomena of emotional bonding, role enactment, communica-

tion, sexuality, and the broader system that provides the context for a 

relationship become the focus of couple therapy when confl ict occurs.

—CHISHOLM, 1996

Interest in the family of the psychiatric patient has blended over 

the years to interest in the family as the psychiatric patient. This 

conceptual focus on the family as a whole instead of one individual 

member is the key element of the family therapy approach.

—JONES, 1980

Groups are a crucial part of life experience for people …. They 

constitute a potent force for the prevention and remediation of 

personal and social problems.

—BRILL, LEVINE, & BRILL, 2004

Family, Couples,
and Group Therapy
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Families are groups of individuals who interact, support, and 
infl uence each other in performing basic functions. They are an 
integral part of society, bound together by intense and long-lasting 
ties of past experience, social roles, mutual support, and expecta-
tions. The family constitutes an interactive milieu in which the 
exchange of information among individual members continually 
occurs. The term couple is used to describe two adults who have 
a close or intimate relationship. They may be heterosexual or 
homosexual, single, married, or in a same-sex union. The term 
group is used to describe at least three individuals who gather 
together to share or discuss common problems or concerns.

This chapter focuses on the application of couples, family, 
and group therapy as they relate to the psychosocial needs of 
clients, families, or signifi cant others. The role of the nurse–
therapist is also discussed.

OVERVIEW OF FAMILIES
Families have undergone many changes in the last 50 years. 
Various lifestyles and arrangements have emerged. Historically, 
“family” referred to the traditional nuclear family, that of father, 
mother, and children. Today, alternatives to this traditional 
nuclear family include single-parent households, blended fami-
lies involving the remarriage of one parent to someone who may 
or may not have children, extended families that include the 
presence of other relatives, and cohabitation between nonmar-
ried persons. Families may consist of married or nonmarried, 
homosexual or heterosexual couples and may include children.

All family members infl uence one another as they interact 
and support each other in performing basic functions neces-
sary for the family’s well-being. As women continue to join 
the workforce in greater numbers, changes occur in child care, 
childrearing practices, and role sharing. In a dual-career fam-
ily in which both husband and wife work, the husband must 
assume some roles that mothers and wives traditionally per-
formed. These changes in the traditional nuclear family have 
made it necessary for parents to teach their children new skills 
to help them cope in today’s society.

The family also infl uences personal development. In the 
family setting, members learn how to relate to and com-
municate with others. If the family has a positive infl uence 
on its members, they will develop a sense of self-worth and 
positive self-esteem, ultimately becoming productive mem-
bers of society. Conversely, poor parenting skills, ineffective 
role-modeling, and the inability of parents to communicate 
effectively may have negative infl uences on family members. 
As a result of these negative infl uences, family members often 
have diffi culty adjusting to the expectations of society.

The Family Life Cycle

The family is a developing system that must progress in the 
proper manner for healthy child development. According to 
Duvall’s (1984) theory, there are predictable, successive stages 
of growth and development in the life cycle of every family. 
Each stage is characterized by specifi c tasks to be achieved. 
These family developmental tasks refer to growth respon-
sibilities achieved by a family as a unit and by individual 

 developmental requisites. However, individual developmental 
needs and family tasks may not always agree, possibly leading 
to confl ict and resulting in poor interpersonal relationships, 
the development of individual emotional problems, or a fam-
ily crisis. Duvall identifi ed eight stages of the family life cycle. 
Table 15-1 summarizes each of Duvall’s eight stages, including 
the age and school placement of the oldest child, which affects 
the responsibilities of the family members. An understanding 
of these stages provides the nurse with guidelines for analyz-
ing family growth and health promotion needs and the ability 
to provide therapeutic intervention when confl ict arises.

Healthy Functioning Families

Finding research on the so-called normal family is diffi cult, 
although much is published about dysfunctional or patho-
genic families. However, healthy families demonstrate specifi c 
 characteristics:

The ability to communicate thoughts and feelings• 
Parental guidance in determining the functioning level of • 
the total family

In addition, the healthy family expects interactions among its 
members to be unreserved, honest, attentive, and protective, 
whereas interactions in the unhealthy family tend to be reserved, 
guarded, or antagonistic (Goldenberg &  Goldenberg, 2003).

In the healthy functioning family, no single member domi-
nates or controls another. Instead, there is a respect for the indi-
viduation of other family members and their points of view and 
opinions, even if the differences lead to  confrontation or alterca-
tion. Family members participate in activities together, unlike 
 members of dysfunctional families, who tend to be isolated 
from one another, possibly trying to control  others in the family. 
Although power is found in healthy families in the parent coali-
tion (union or alliance), it is not used in an authoritarian manner. 
Children are allowed to express opinions, negotiations are worked 
out, and power struggles do not ensue. Good communication pat-
terns are paramount (Goldenberg & Goldenberg, 2003).

A healthy functioning family encourages personal auton-
omy and independence among its members, but individual-
ity is not obscured. Family members are able to adapt to the 
changes that occur with normal growth and development and 
to cope with separation and loss.

In a healthy functioning family, each family member 
typically progresses through specifi c stages of development, 
which include bonding, independence, separation, and 
individuation. Ego boundaries are clearly developed. By the 
time members reach adolescence, they begin to function 
more  independently. Increased independence requires an 
adjustment in the  relationship of all family members. How-
ever, family  members should not function so independently 
of each other that the family system is impaired or the rights 
of individual family members are violated. Otherwise, dis-
tress in the  family can result. Other problems that may cause 
distress include marital disharmony, differing childrearing 
techniques, and the acute physical or emotional illness of a 
member. See Supporting  Evidence for Practice 15-1 for an 
overview of the effect of cardiac disease on the family.
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TABLE 15.1

Duvall’s Eight Stages of the Family Life Cycle

Stage Description of Family Tasks

I.  Beginning families (no chil-
dren; commitment to each 
other; referred to as a couple)

Establishing a mutually satisfying marriage by learning to live together and to provide for each 
other’s personality needs

Relating harmoniously to three families: each respective family and the one being created by marriage

Family planning: whether to have children and when

Developing a satisfactory sexual and marital role adjustment

II.  Early childbearing (begins 
with birth of the fi rst child 
and continues until the 
infant is 30 months old)

Developing a stable family unit with new parent roles

Reconciling confl icting developmental tasks of various family members

Jointly facilitating developmental needs of family members to strengthen each other and the family unit

Accepting the new child’s personality

III.  Families with preschool 
children (fi rst-born child 
2½ years old; continues 
until age 5)

Exploring of environment by children

Establishing privacy, housing, and adequate space

Having husband–father become more involved in household responsibilities 

Developing of preschooler to a more mature role and assuming responsibilities for self-care

Socializing of children such as attending school, church, and sports

Integrating of new family members (second or third child)

Separating from children as they enter school

IV.  Families with school-aged 
children (fi rstborn child 
aged 6–13)

Promoting school achievement of children

Maintaining a satisfying marital  relationship, because this is a period when it diminishes

Promoting open communication in the family

Accepting adolescence

V. Families with teenagers Maintaining a satisfying marital relationship while handling parental  responsibilities 

Maintaining open communication between generations

Maintaining family ethical and moral standards by the parents while the  teenagers search for their 
own beliefs and values 

Allowing children to  experiment with independence

VI.  Launching-center fami-
lies (covers the fi rst child 
through last child leaving 
home)

Expanding the family circle to include new members by marriage

Accepting the new couple’s own lifestyle and values

Devoting time to other activities and relationships by the parents

Reestablishing the wife and husband roles as the children achieve independent roles 

Assisting aging and ill parents of the husband and wife

VII.  Families of middle years 
(“empty nest” period 
through retirement)

Maintaining a sense of well-being psychologically and physiologically by living in a healthy  environment

Attaining and enjoying a career or other creative accomplishments by cultivating leisure-time 
 activities and interests 

Sustaining satisfying and  meaningful relationships with aging parents and children

Strengthening the marital relationship

VIII.  Families in retirement and 
old age (begins with retire-
ment of one or both spouses, 
continues through loss of one 
spouse, and terminates with 
death of the other spouse)

Maintaining satisfying living arrangements 

Maintaining marital relationships

Adjusting to a reduced income

Adjusting to the loss of a spouse
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Dysfunctional Families

Like mental health and mental illness, family functioning occurs 
on a continuum. Healthy families can become dysfunctional 
under stress when issues of power persist and go unresolved; 
no identifi ed leader or parent helps take control and establish 
some sense of order. Instead, the family experiences chaos, which 
results from leadership that may be changing from one member 
to another over short periods. Control or power is attempted 
through intimidation instead of open communication and nego-
tiation. The lack of leadership sometimes makes it diffi cult to 
determine who fulfi lls the parental role and who fulfi lls the child’s 
role. This confusion encourages dependency, not autonomy, and 
individuation is not enhanced. In contrast, the sharing of simi-
lar thoughts and feelings among all family members is viewed as 
family closeness rather than a loss of autonomy (Goldenberg & 
Goldenberg, 2003).

In dysfunctional families, communication is not open, 
direct, or honest; usually, it is confusing to other family 
members. Little warmth is demonstrated. All these experi-
ences tend to undermine each member’s individual thoughts, 
feelings, needs, and emotions so that they are regarded as 
unimportant or unacceptable. Also, in dysfunctional fami-
lies, children and adults may perform roles that are inap-
propriate to their age, sex, or personality. For example, the 
mother of a 7-year-old daughter and a 3-year-old son may 
expect the daughter to take care of the son and help prepare 
meals. This expectation can create distress in the daughter 
because of the amount of responsibility being placed on her 
and because she is being forced to fulfi ll the role of a mother. 
If such expectations persist, it could result in a dysfunctional 
family system.

Culturally Diverse Families

Culture infl uences family functioning in many ways, including 
choosing mates, household and family structure, family obli-
gations, and rules governing inheritance. Established cultural 
traditions give families a sense of stability and support from 
which members draw comfort, guidance, and a means of cop-
ing with the problems of life (Andrews & Boyle, 2008). The 
ability to communicate through the use of the same language 
is necessary if one is to understand cultural diversity. Duvall’s 
stages of the family life cycle do not apply to all cultures 
because of differences in family and kinship systems, social 
life, political systems, language and traditions, religion, health 
beliefs and practices, and cultural norms. It is imperative for 
the nurse–therapist to consider these differences when assess-
ing family members for therapy to avoid labeling a family as 
dysfunctional because of cultural differences.

HISTORY OF FAMILY 
AND COUPLES THERAPY
The origins of family and couples therapy are vague. The begin-
ning of family interventions can be traced to the child-guidance 
and marriage counseling movements in early 1900s. Sigmund 
Freud was among the fi rst to include a parent in the psychother-
apy of a child. In the 1950s, psychotherapists began looking not 
only at individuals with problems but also at the pattern of rela-
tionships that corresponded with family or couple problems. 
These psychotherapists included Murray Bowen, Nathan Ack-
erman, Salvador Minuchin, Jay Haley, and Virginia Satir. They 
began changing their approach from treating only the individual 

Adaptations by Client and Family During Illness

SUPPORTING EVIDENCE FOR PRACTICE 15.1

PROBLEM UNDER INVESTIGATION / The effects 
of a medical diagnosis—coronary artery disease—on 
the life of a client and the client’s family

SUMMARY OF RESEARCH / A literature review of 13
research studies published between the years of 
1982 and 2000 focused on family adaptation and 
 interventions after a cardiac event. Research revealed 
that certain themes prevailed within the family unit, 
including increased anxiety, fear, and mood distur-
bances; changes in family roles and functioning; and 
struggles to reduce lifestyle risk factors. Interventions 
for the clients and families included support groups 
to provide them with information about coronary 
artery disease; decrease isolation and anxiety; and 
share problems, experiences, and solutions. Although 
individual outcomes such as increased self-esteem, 

 increased self-effi cacy, and lowered anxiety occurred, 
family outcomes were mostly unaffected. Researchers 
concluded that family functioning during the acute 
and recovery phases of coronary artery disease in-
volves many complex issues, and families may require 
interventions of greater intensity and longer duration.

SUPPORT FOR PRACTICE / Recognizing the effect 
of any serious illness on family functioning is a key 
nursing responsibility. Nursing interventions for  clients 
with serious medical conditions such as coronary 
 artery disease should address family adaptations and 
role changes during the acute and recovery phases.

SOURCE: Van Horn, E., Fleury, J., & Moore, S. (2002). Family interven-
tions during the trajectory of recovery from cardiac event: An integrative 
literature review. Heart & Lung, 31, 186–198.
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to including the family or couple, to help increase therapeutic 
effectiveness. This change in therapeutic approach was based 
on the belief that until the pattern of the family or couple was 
changed, the individual’s behavior would remain fi xed.

This approach corresponds with another method: viewing 
the family as a system of relationships, such as that between 
brother and sister or mother and daughter. Each member of 
the family must be able to communicate in a productive and 
healthy way with other members in the system. If there is a 
breakdown in the system, all members are affected. Thus, a 
change or disruption in one family member affects the family 
system and all its members.

When a disruption occurs, members may participate in 
individual, family, couples, or group therapy. Individual ther-
apy was addressed in Chapter 14. Following is a discussion of 
family, couples, and group therapy.

FAMILY THERAPY
Family therapy is a type of psychotherapy that helps family 
members gain insight into problems, improve communication, 
resolve confl icts, and improve functioning of individual mem-
bers as well as the family as a whole. Indications for family 
therapy include family dysfunction; a major stressful or disrup-
tive life event; continuing, demanding circumstances that lead 
to  inappropriate adjustments; an identifi ed symptomatic client 
(eg, alcohol or drug misuse); a family member diagnosed with 
a mental disorder (eg, schizophrenia); or a thoroughly disor-
ganized family. Issues such as dysfunction or the acting out 
of a child, marital confl ict, inadequate parenting skills, family 
health problems (eg, parent or child with diagnosis of cancer), 
work stress, fi nancial problems, or intergenerational relation-
ship problems can be improved through family therapy. The 
client in family therapy is considered the family system as a 
whole, rather than any individual member (Mayo Clinic Staff, 
2009; Nursing Reviews, 2009).

Family therapy differs from individual therapy. Family 
therapy assumes that outside or external infl uences play a 
major role in personality development and the regulation of 
members’ lives. In individual therapy, however, it is believed 
that internal or intrapsychic thoughts, feelings, and con-
fl icts are the major components of personality development 
( Goldenberg & Goldenberg, 2003).

Traditionally, in family therapy, the person who seeks treat-
ment is considered the client. If the problem is primarily within 
the individual and he or she is motivated to change, individual 
treatment can be helpful and can improve behavior. If the client’s 
behavior is symptomatic of a dysfunctional family system, how-
ever, improvement may not be as signifi cant or last as long. Some 
family therapists believe that if one individual in a family system 
changes self-functioning, this will eventually have an impact on 
the functioning of the family, and positive changes will occur 
in the entire system. Other family therapists believe that if the 
person who is symptomatic improves, regression to old patterns 
of behavior or to other dysfunctional behaviors can occur if the 
family has not changed also. In some situations, family members 

who are resistant to change become more dysfunctional as the 
person who seeks treatment responds favorably to therapy.

As the family works through problems, each individual 
member’s role(s) should become clear. Sometimes scapegoating 
occurs. The family needs to maintain a “sick” person in the 
family, or a scapegoat, to aid in denying the family pathology. 
Once the family is able to perceive this scapegoating, family 
therapy focuses on family problems instead of on the individ-
ual who was the scapegoat (Cohen & Lipkin, 1979).

Approaches to Family Therapy

Jones (1980) and Sadock and Sadock (2008) describe several 
orientations or approaches to family therapy. A brief descrip-
tion of the more common approaches follows.

Integrative Approach
The integrative approach to family therapy focuses on both 
the biological and psychosocial components of a problem or 
disorder. Nathan Ackerman, a trained psychoanalyst, consid-
ered by some to be the grandfather of family therapy, used the 
integrative approach, including both individual and family 
as a cluster. He focused on family values. Ackerman believed 
in interlocking pathology, which occurs when an individual’s 
problems are entwined into a neurotic interaction with the 
family and social environment.

Therapists using the integrative approach consider the 
interactions between the person and his or her social environ-
ment and give equal weight to the internal and external infl u-
ences. The family needs to share concern for each member’s 
welfare. A problem arises when interpersonal confl ict is inter-
nalized by the client and it becomes an intrapersonal confl ict. 
The overall goals of therapy are to identify and remove the 
pathogenic or intrapersonal confl ict, improve communication 
and problem-solving, help spouses achieve greater differentia-
tion of self, and promote more healthy relationships within the 
family (Bying-Hall & Campbell, 2007; Jones, 1980; Sadock & 
Sadock, 2008). For example, a family of fi ve is having  fi nancial 
diffi culty resulting from poor money management. The 
 husband internalizes blame because he is the primary wage 
earner and head of the household; thus he develops the intrap-
ersonal confl ict of guilt. During family therapy, the wife and 
children admit to excessive spending and the husband’s intrap-
ersonal confl ict of guilt is resolved.

Psychoanalytic Approach
Therapists using the psychoanalytic approach base many of 
their views on Freud’s work, believing that family members 
are affected by each member’s psychological makeup. Indi-
vidual behaviors are regulated by the family’s feedback sys-
tem. Problems arise when there is an internalization process 
or introjection of parental fi gures. For example, unresolved 
confl icts between fi rst- and second-generation family mem-
bers are internalized (lived out) or projected onto family 
members in current marital or parental relationships.  Simply 
stated, a 40-year-old woman who observed her mother’s 
 diffi culty  relating to a rigid husband has diffi culty relating to 
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her  husband when he  disciplines their teenage children. She 
has unconsciously incorporated or internalized an aspect of 
her mother’s personality into her own.

Psychoanalytic therapy is intensive over a long period and 
focuses on cognitive, affective, and behavioral components of 
family interaction. One goal is to guide the family members 
who exhibit pathology into clarifying old misunderstandings 
and misinterpretations between themselves and parents and 
members of the family of origin and establishing an adult-
to-adult relationship ( Jones, 1980; Sadock & Sadock, 2008).

Bowen Approach
Murray Bowen’s approach has the most comprehensive view 
of human behavior and human problems of any model of 
family therapy. Bowen views the family as consisting of both 
emotional and relational systems. Bowen believed that an indi-
vidual’s behavior is a response to the functioning of the family 
system as a whole (Bowen, 1994; Family Therapy, 2009).

One concept from Bowen’s theoretical approach is the 
differentiation of self-concept. This refers to the degree that 
an individual is able to distinguish between the feeling pro-
cess and the intellectual process in oneself, thereby making 
life decisions based on thinking rather than on feeling. Other 
concepts include the identifi cation of emotional triangles 
or three-person interactions in a family, the importance of 
 intergenerational family history in understanding dysfunction, 
and the role of anxiety on functioning of the individual and 
the family. Dysfunction in the family is related to the method 
in which families as a whole respond to anxiety. Processes that 
can be used to handle anxiety include projection to a child, 
confl ict between spouses, and dysfunction in an individual 
spouse.

Therapy using this approach focuses on guiding one or 
more family members to become a more solid, defi ned self in 
the face of emotional forces created by marriage, children, or 
the family of origin. Ultimately, the result is to gain the clarity 
and conviction to carry through one’s own positions, such as a 
parent, spouse, or dependent child (Titleman, 1998).

Structural Approach
Structural family therapists, like the well-known Salvador 
Minuchin, view the family as a system of individuals that 
exists as a subset of larger social systems (ie, communities 
and organizations) and contains smaller social subsystems 
within its boundaries. The family develops a set of invisible 
rules and laws that evolve over time and are understood by 
all family members. A hierarchical system or structure devel-
ops in the family. Problems arise if family boundaries become 
enmeshed (tangled with no clear individual roles) or disen-
gaged (individual detaches self from the family). Problems 
also arise when a family cannot cope with change ( Jones, 
1980; Kafka, 2008).

The structural therapist observes the activities and func-
tions of family members. Therapy is short term and action ori-
ented, with the focus on changing the family organization and 
its social context. A holistic view of the family is  developed, 

focusing on infl uences that family members have on one 
another. Guidance is given toward developing clear boundar-
ies for individual members and changing the family’s structural 
pattern (Kafka, 2008; Sadock & Sadock, 2008).

Interactional or Strategic Approach
The interactional or strategic approach, pioneered by Virginia 
Satir and Jay Haley, uses communication theory as the foun-
dation. In this approach, the therapist studies the interactions 
between and among family members, recognizing that change 
in one family member occurs in relation to change in another 
family member. Family members develop a calibration or rat-
ing and feedback system so that homeostasis is maintained. 
Interactionists agree with structuralists that a set of invis-
ible laws emerges in the family relationship and that prob-
lems arise if these family rules are ambiguous. When power 
struggles develop in a family, strategies employed to control 
the situation may provoke symptoms. These symptoms are 
interpersonal, with at least one family member contribut-
ing to the dysfunction of another ( Jones, 1980; Sadock & 
Sadock, 2008).

Therapy is based on the concept of homeostasis. Accord-
ing to this concept, as one member gains insight and becomes 
better, another family member may become worse. Commu-
nication is considered the basis for all behavior. Therapy deals 
with the interpersonal relationships among all family members 
and focuses on why the family is in therapy and what changes 
each member expects. The family thus helps set goals for the 
treatment approach.

Social Network or Systemic Approach
Some therapists believe that the family operates as a social net-
work. They believe that healing comes from social relation-
ships. Problems ensue if the family social network loses its 
ability to recover quickly from illness or change. A systems 
approach is used, but is not clearly defi ned. The growth model 
is used to understand emotional diffi culties that arise during 
different stages of development.

Therapy emphasizes the natural healing powers of the 
family. It involves bringing several people together as a social 
network. For the fi rst few meetings, this may encompass peo-
ple who are outside of the family but who have similar ideals 
and goals. Family members are helped to set goals for optimal 
outcomes or solving of problems ( Jones, 1980).

Behaviorist Approach
Behaviorists believe that the family is a system of interlocking 
behaviors in that one type of behavior causes another. They 
deny internal motivating forces but believe that individuals 
react to external factors and infl uences. The individual learns 
that he or she obtains satisfaction or rewards from  certain 
responses of other individuals. Behavior is thus learned. Prob-
lems arise when maladaptive behavior is learned and rein-
forced by family members, who respond either positively or 
negatively. Sometimes a particular behavior is exhibited to gain 
attention.
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Therapy includes interpreting family members’ behav-
ior but not necessarily changing it. However, restructuring 
interpersonal environments may bring about change. Thus, 
therapy is based on an awareness process as well as on 
behavioral change. Therapeutic approaches using principles 
of social learning theory are taught. Approaches are direct 
and clearly stated. In an effort to bring about change, posi-
tive reinforcement is given for desired behavior. The family is 
involved in goal setting for desired outcomes, and a contract 
may be established for this purpose ( Jones, 1980; Sadock & 
Sadock, 2008).

Establishing Goals of Family Therapy

When meeting with a family or identifi ed client in a family, 
assessing the family’s beliefs, values, and power structure, as well 
as the family’s immediate problem, is important. In  addition, 
the therapist needs to have insight into her or his own value 
system so as not to infl uence the assessment or the direction 
of treatment. What the family identifi es as problems may not 
be what the therapist identifi es as problems, because of differ-
ences in values, culture, and socioeconomic class. Goals may 
need to be modifi ed according to the family’s value system. 
The therapist also focuses the work on the problems that the 
family identifi es, and explains to the dysfunctional family why 
the therapist sees the problems differently. The family, not the 
therapist, should provide the information for and determine 
the direction of change when goals are being set. Each fam-
ily member should state her or his goals and the outcomes 
expected from the therapy. If the therapist and family are from 
similar backgrounds, the problems identifi ed and the methods 
of resolving them tend to be more similar.

A major goal of family therapy is to facilitate positive 
changes in the family by resolving identifi ed problems or dif-
fi culties. Other goals include fostering open communication of 
thoughts and feelings, teaching the members to accept anoth-
er’s handicaps and differences without blaming and scape-
goating, developing strategies for avoidance of confl icts, and 
promoting optimal functioning in interdependent roles. The 
therapist needs to assess the roles each family member fulfi lls 
and determine whether these roles are rigid or infl exible. In 
addition, the therapist needs to function as a role model, dem-
onstrating how to deal with confl icts. Developing contracts for 
the family members may be useful in goal setting (eg, keeping 
a room clean, having fewer quarrels, paying more attention to 
the needs of other family members).

Initially, the therapist determines which family members 
need to participate or continue in family therapy and how the 
problems of the identifi ed client(s) interlock with the relation-
ships of other family members. This interlocking relationship 
may need to be modifi ed. Finally, the therapist helps family 
members take a realistic view of their relationships with one 
another and the overall effect of their behavior on each other.

Stages of Family Therapy

The three main stages of family therapy are the initial interview, 
the intervention or working phase, and the termination phase.

Initial Interview
Usually, a family therapist is contacted by telephone by the 
identifi ed client or by another family member regarding 
the identifi ed client. The caller expresses concern regarding 
the problem or symptom(s), and the family therapist sets up 
an appointment for an initial interview with the family. Most 
therapists ask all family members to be present at this time. 
Later, the therapist may decide that not all members need to be 
present at the family sessions (eg, very young children may be 
excluded). The information gleaned from all family members 
at the initial interview can be invaluable during later sessions.

During the initial interview, some therapists gather data 
regarding family history; other therapists focus on the present 
functioning of the family (Goldenberg & Goldenberg, 2003). 
Confi dentiality laws prohibit family involvement without the 
client’s consent. An outline of a family assessment guide that 
can be used to obtain information during the initial interview 
is shown in Box 15-1.

SELFAWARENESS PROMPT
Refl ect on your relationship with members of 

your family of origin. Do the members encourage 
personal autonomy and independence? Do any 
problems exist in the family unit? What interven-
tions would you suggest to promote a healthy, 
functional family?

Family Assessment Guide

 I. Construction of a family genogram
 II.  Description of the family in relation to the 

 community, focusing on ethnicity, socioeco-
nomic class, educational level, and religion

 III.  Description of presenting problems, focusing 
on each family member’s perception of the 
identifi ed problems

 IV.  Identifi cation of communication patterns focus-
ing on who speaks to whom, tone of voice, 
emotional climate, and manner by which emo-
tions are expressed

 V.  Identifi cation of roles of family members as 
supportive, antagonistic, critical, scapegoat, 
rescuer, or victim. Are there family coalitions, 
pairings, triangles, or splits?

 VI.  Developmental history of the family in  general 
and of the presenting problems

 VII.  Family’s expectations of therapy

BOX 15.1
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If a certain family member is reluctant to come in for 
the initial interview, it may be helpful if the therapist states 
the rationale for seeing all family members at that time. For 
example, the therapist could state that the problem affects all 
members of the family and that it is important to attend. The 
therapist can explain that therapy will not be effective without 
that member’s attendance and input.

During the initial interview, the therapist facilitates the 
process of determining which problems the family has identi-
fi ed as needing attention. This process occurs in stages and 
includes the following:

Engagement stage• : The family meets and is put at ease by 
the therapist.
Assessment stage• : Problems that concern the family are 
identifi ed.
Exploration stage• : The therapist and the family explore 
additional problems that may have a bearing on present 
family concerns.
Goal-setting stage• : The therapist synthesizes all the infor-
mation, and the family members state what they would 
like to see changed.

Termination stage• : The initial interview ends, an appoint-
ment is set for the next session, and it is determined 
which family members need to attend (Haley, 1991).

During the initial interview, the therapist assesses and synthe-
sizes all the information the family has provided and formu-
lates ideas or interventions for bringing about positive changes 
to resolve the identifi ed problems. Box 15-2 describes nursing 
diagnoses specifi c for families.

Intervention or Working Phase
The goal of the intervention phase is to help the family accept 
and adjust to change (Goldenberg & Goldenberg, 2003). 
During this phase, the therapist identifi es the strengths and 
problems of the family. The therapist determines which of 
these strengths are present in the family seeking help, because 
strengths are useful in helping the family remain stable when 
other relationships seem threatened by change. Twelve family 
strengths, identifi ed by Otto (1963), are the ability to

 1. provide for the physical, emotional, and spiritual needs 
of each family member;

 2. be sensitive to the needs of family members;
 3. communicate feelings, emotions, beliefs, and values 

effectively;
 4. provide support, security, and encouragement to enhance 

creativity and independence;
 5. initiate and maintain growth-producing relationships 

within and without the family system;
 6. maintain and create constructive and responsible com-

munity relationships in the neighborhood, school, town, 
and local and state governments;

Compromised Family Coping: The supportive family 
member or close friend provides insuffi cient, inef-
fective, or compromised support, comfort, assis-
tance, or encouragement needed by the client 
experiencing a health challenge.

Disabled Family Coping: The family demonstrates, 
or is at risk to demonstrate, destructive behav-
ior in response to an inability to manage internal 
or  external stressors due to inadequate physical, 
 psychological, or cognitive resources.

Readiness for Enhanced Family Coping: A family 
member involved with the individual’s health chal-
lenge demonstrates effective management of adap-
tive tasks to promote enhanced health and growth 
in relation to the client and in regard to self.

Interrupted Family Processes: The state in which a 
normally supportive family experiences, or is at risk 

to experience, a stressor that challenges effective 
functioning ability of the family.

Dysfunctional Family Processes: Alcoholism: The 
psychosocial, spiritual, economic, and physiologic 
functions of the family members and system are 
disorganized because of alcohol abuse by a family 
member.

Parental Role Confl ict: A parent or primary care-
giver experiences or perceives a change in role in 
response to external factors such as illness, separa-
tion, divorce, and so forth.

Impaired Parenting: One or more of the primary 
caregivers demonstrate real or potential inability to 
provide a constructive environment to nurture the 
growth and development of a child or children.

Examples of Nursing Diagnoses for Families

BOX 15.2

Adapted from Carpenito-Moyet, L. J. (2008). Handbook of nursing diagnosis (12th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.

SELFAWARENESS PROMPT
Review Otto’s 12 family strengths. Identify 

which, if any, of these strengths are lacking within 
your family of origin. Does the absence of these 
strengths have a negative impact on the family 
unit? Explain your response.
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 7. grow with and through children;
 8. help oneself and accept help when appropriate;
 9. perform family roles fl exibly;
10. show mutual respect for the individuation and indepen-

dence of each family member;
11. use a crisis as a means of growth; and
12. have a concern for family unity and loyalty and for coop-

eration among family members.

During the intervention or working phase, families do a 
lot of work, and the therapist participates in the therapeutic 
process. Usually, family sessions occur once a week for approx-
imately 1 hour. Some family members may be motivated to 
participate to help the identifi ed client; other members may 
be reluctant to participate because of fears of having family 
secrets revealed. It is unusual for all family members to be will-
ing and eager to participate in family therapy sessions. The 
therapist can ask all members their view of the problem, what 
they would like to see changed, and their thoughts and feelings 
about other members of the family. Through this technique, 
the therapist can learn a great deal about the problems and 
confl icts that are occurring in the family system ( Goldenberg & 
Goldenberg, 2003).

Soon, the family members begin to recognize that the 
therapist’s role is to clarify and interpret communication as well 
as to offer suggestions and guidance. The therapist does not 
assume the role of a parent, child, or arbitrator. The therapist 
facilitates open, honest communication among family mem-
bers. Learning appropriate methods of expressing themselves 
may cause some stress in family members, especially if there 
have been hostility, angry outbursts, or little communication. 
Also, some sessions—particularly those dealing with confl icts 
and altercations—may make family members feel uncomfort-
able. As therapy continues, family members begin to realize 
that relationships can change. They recognize that roles do not 
have to be fi xed and rigid; they may change as personal growth 
occurs in the family. Family members become more autono-
mous as positive changes such as open communication and 
alterations in behavior (ie, interdependent roles) occur. They 
also recognize that change is equal in all family members. It 
is important that the family members are satisfi ed with their 
new level of functioning before terminating therapy (Wright & 
Leahey, 2005).

Termination Phase
Sometimes, families want to terminate the sessions prema-
turely. They may indicate this desire through their behavior. 
For instance, family members may begin to be late or not 
show up for scheduled appointments, or all members may 
not continue to participate, as agreed in the initial  interview. 
Such behavior may occur if the family perceives that a 
 certain type of change is threatening to the family’s pres-
ent functioning. At this point, the therapist needs to review 
the identifi ed problems with the family and renegotiate the 
contract and number of family sessions. This review is help-
ful in recognizing problems that remain and goals that have 
been met.

If the family has achieved the goals and the  identified 
specific problems have been resolved, then it is time to 
 initiate the termination phase. However, the therapist 
should remember that no family terminates therapy with-
out experiencing some problems. Also, some family mem-
bers may be somewhat reluctant to terminate the sessions 
because they fear that dysfunctional behaviors may recur 
or because they have become dependent on the therapist. 
Nevertheless, termination should take place. By the time of 
termination, typically, the family has learned how to solve 
its own problems in a healthy manner, has developed its 
own internal support system, and has learned to communi-
cate openly, honestly, and directly. Power has been appro-
priately assigned and redistributed, and family members are 
able to work out and resolve problems at home without the 
therapist’s help or interventions. The original problems or 
symptoms have been alleviated, and it is time for termina-
tion of family therapy sessions (Goldenberg & Goldenberg, 
2003).

There are times when it is appropriate for nurses to seek 
the input of additional resources when problems are com-
plex. For example, a referral may be made to family support 
groups such as Parents Anonymous, Tough love, or Families 
Anonymous. Nurses need to have an extensive knowledge of 
professional resources within the community to refer families 
for additional support (Wright & Leahey, 2005).

The Nurse–Therapist’s Role 
in Family Therapy

The clinical nurse specialist or nurse practitioner with a 
 graduate degree in psychiatric–mental health nursing can 
function in many highly skilled roles, one of which is serving 
as a family therapist (Cain, 1986).

Involving the family when one of its members becomes 
ill is not new to nursing. During the initial assessment, 
regardless of the illness, nurses obtain information about the 
client’s family members, including grandparents, aunts, and 
uncles. Nurses also include family members in health edu-
cation and teaching. However, viewing the family as a spe-
cialty, in and of itself, is relatively new for psychiatric–mental 
health nurses.

Nurses functioning in the role of family therapists con-
duct family assessments, participate in family teaching and 
education, and provide family therapy (Cain, 1986). The 
nurse– family therapist obtains a detailed family history of 
at least three generations to gain information regarding how 
the family has functioned in the past and how it is currently 
 functioning.

One assessment tool that nurses can use in determining 
the family’s constellation of members is a genogram (Fig. 15-1), 
a diagram of family-member relationships, usually over three 
generations. The genogram is simple to use and can provide a 
great deal of information about the family.

In a genogram, the names of family members are placed on 
horizontal lines to indicate separate generations. Vertical lines 
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denote any children. The children are ranked from oldest to 
youngest, going from left to right. The symbols used to depict 
each family member are usually squares for males and circles 
for females. Inside the square or circle is the family member’s 
name and age. Outside of the symbols, pertinent information 
can be written, such as cancer, stroke, depression, workaholic, and 
so on. Other symbols can be used to denote marriage, death, 
adoption, divorce, separation, miscarriage, abortion, or twins 
(Wright & Leahey, 2005).

This simple and easy-to-use tool can provide valuable 
information in one perusal. A family is often interested in 
doing a genogram because it gives them a diagram of family 
relationships, including signifi cant information. The genogram 
also is useful in teaching the family members about family sys-
tems. Family members need to begin to understand the roles 
they fi ll and how their roles infl uence the family system. After 
they realize that roles are learned and that they can choose to 
alter their roles, change can occur. At that point, the family can 
begin to work on its problems (Cain, 1986).

COUPLES THERAPY
Couples therapy, an intervention involving two  individuals 
sharing a common relationship (a married or nonmarried, 
homosexual or heterosexual pair), is a way of resolving ten-
sion or confl ict in a relationship. When two people enter into 
a relationship, they each bring a set of beliefs about love, inti-
macy, gender roles, sexuality, and marriage. These beliefs deter-
mine the nature and quality of their relationship, the kind of 
problems they will have, and how they will go about resolving 
them.

Most couples seek therapy to resolve troublesome behav-
ior and/or dysfunctional interaction problems within their 
relationship. Problems may arise at any time during the devel-
opment of a couple’s relationship, as each person attempts to 
maintain independence while attempting to experience mutual 
growth and fulfi llment as part of a couple.

Couples therapy may be indicated for several reasons. 
These include, but are not limited to, the presence of a  crisis 

S

D

M

Key:

Male

Female

Marriage

Death

Adoption

Miscarriage
or abortion

Marital separation

Divorce

Twins

Conflict with
family member

Grand-
parents

CHF Leukemia

1915-
2001

1910-
1981

1911-
1985

1915-
1979

CVA
History of anxiety

Heart attack

Parents

Children

2/8/33

4/9/60 3/8/62 3/8/62

7/6/34
Divorced 1980

Alcoholic
Retired salesman

School teacher
 (substitute)
History of migraines
 and depression
Adopted at age 6 mo

M M

History of substance
 abuse
Compulsive gambler
Unemployed
Lives with father

Share an apartment with mother
Enrolled in graduate school
Studying computer science
 and technology
Good relationship with family members

FIGURE 15-1 Sample three-generation genogram.
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such as a job loss; medical or mental illness, or death;  emotional 
tension and the inability to communicate needs; lack of trust; 
sexual dissatisfaction or diffi culty; disagreement regarding how 
children or adolescents should be disciplined; or stress related 
to  providing care for dependent elderly parents (Chisholm, 
1996).

Traditionally, men are more reluctant to take on the cli-
ent role. Their help-seeking is often tentative and complicated 
by confl icting motives. Therapists may not fully understand 
the male experience, the connection between men’s problem-
atic behaviors, and their psychic pain. Brooks (1998) believes 
that therapists can provide successful couples therapy if they 
incorporate the following core elements into their therapeutic 
approach with male clients:

Anticipate resistance and articulate the benefi ts of • 
therapy.
Promote a positive experience during the initial meet-• 
ing by neither shaming the male client nor excusing his 
resistance.
Offer hope that the therapy will be benefi cial.• 
Highlight the male client’s more positive characteristics.• 
Urge male clients to see themselves as products, and some-• 
times victims, of their upbringing in a “gendered” culture.
Accept male clients where they are and gradually shape • 
their therapy behavior.

Types of Couples Therapy

Several types of therapy are available to couples. They dif-
fer according to the chosen model or philosophy behind 
the therapy. Examples of commonly used strategies include 
marital-relations therapy, contextual therapy, and object-
relations therapy. Marital-relations therapy (also referred to 
as conjoint therapy) is the most common treatment method 
in couples therapy. It is a form of psychotherapy designed to 
modify the interactions of two individuals who are in confl ict 
with each other over social, emotional, sexual, or economic 
issues. Co-therapy with therapists of both sexes is recom-
mended because this approach prevents one partner from 
feeling overwhelmed when confronted by two members of 
the opposite sex. Contextual therapy is a nondirective form 
of couples therapy that addresses changes or imbalances in 
giving and taking or entitlement and fulfi llment that occur 
within the relationship over time. Through promotion of 
mutual responsibility, understanding, and trust, contextual 
therapy fosters a dialogue between couples, thus reestablish-
ing the integrity of the couple’s interpersonal relationships. 
Object-relations therapy is a psychodynamic approach to 
resolve self-destructive patterns of relationships with people 
or objects such as food or alcohol. This model proposes that 
there is a complementary personality fi t between couples 
that is unconscious and fulfi lls certain needs. It supports the 
thought that a “mothering fi gure” is the central motivation for 
selection and attachment of a mate, repressing portions of per-
sonality that were not well developed. This repression causes 
relationship diffi culties (Chisholm, 1996; Helm, Wynne, & 

Simon, 1985; Klee, 2002; Sadock & Sadock, 2008). The term 
combined therapy refers to the use of the preceding therapies 
concurrently or in combination. For example, a partner or 
couple may begin treatment with an object-relations thera-
pist, continue in therapy with a marital-relations therapist, 
and terminate therapy after contextual therapy (Sadock & 
Sadock, 2008).

Another type of couples therapy is brief couples ther-
apy as described by Papp (1997). This therapy is based on 
understanding each partner’s belief systems and how these sys-
tems interlock to govern their lives and relationships. Beliefs 
determine the nature and quality of relationships, the kind of 
problems a couple will have, and how the couple will resolve 
problems.

When beliefs are acted on over time, they form themes, 
or highly charged emotional issues, that dominate a relation-
ship. Recurring confl icts may occur as a result of such issues. 
Techniques that can be used to understand and change dys-
functional relationships of couples include

understanding what each person wants changed and in • 
what way he or she would like to change it;
understanding each person’s perception of solutions and • 
how he or she intends to bring this about;
looking for the constraints that stand in the way of • 
 bringing about a desired solution;
exploring three-generational and cultural sources of • 
beliefs and constraints, and placing them in their context 
by tracing them to their source in family of origin or 
culture;
challenging the constraints by introducing an alternate • 
way of perceiving or reacting to a specifi c situation;
exploring the motivating force that would help the • 
couple work toward their desired goal;
identifying hidden qualities or values that can be defi ned • 
as positive and expanding on them;
identifying a negative central theme that can be changed • 
into one that is more constructive; and
asking future-oriented questions, such as “How would • 
you like your relationship to be different?”

Couple Assessment

Chapter 9 discusses the assessment process. However,  couple 
assessment takes this step a bit further by including the 
 collection of more comprehensive data about physical or men-
tal illness in either or both partners, diffi culties in interpersonal 
and/or sexual relationship of the couple, and identifi cation of 
any developmental issues either partner may be experiencing. 
A family assessment guide, described later in this  chapter in 
the section on family therapy, is a useful tool to gather data 
because couples with children are infl uenced by family life 
cycle changes. In addition, the developmental demands of chil-
dren can strain the relationship of partners (Chisholm, 1996). 
Collection of these data leads to the identifi cation of nursing 
diagnoses. Examples of nursing diagnoses specifi c to couples 
are highlighted in Box 15-3.
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Goals of Couples Therapy

The main goal of couples therapy is to resolve problems and 
confl icts (eg, troublesome behavior and dysfunctional  patterns) 
that couples are unable to handle themselves. Goals may 
include the establishment of trust and loyalty, enhancement 
of sexual intimacy, improvement in listening and expressive 
skills, and the establishment of empathy for each individual. 
Couples therapy is considered successful when stated goals 
are met, couples are satisfi ed with the outcome even if termi-
nation of the relationship occurs, and each partner is able to 
generalize growth to other relationships (Chisholm, 1996).

The Nurse–Therapist’s Role in Couples 
Therapy

The certifi ed clinical nurse specialist or advanced nurse prac-
titioner with a graduate degree in psychiatric–mental health 
nursing has received supervised clinical experience and has 
extensive knowledge and skills in providing psychotherapy. 
The nurse–therapist’s role in couples therapy is to assist cli-
ents in dealing constructively with thoughts, emotions, and 
behaviors. Part of the nurse–therapist’s role in couples therapy 
is to persuade each partner in the relationship to take respon-
sibility in understanding the psychodynamic makeup of the 
 personality. Emphasis is placed on each person’s accountabil-
ity for the effects of behavior on his or her own life, the life 
of the partner, and the lives of others in the environment. 
Attempts are made to alleviate the disturbances, to reverse or 
change maladaptive patterns of behavior, and to encourage 
personality growth and development. Couples therapy does 
not guarantee the maintenance of the relationship. In some 
instances the partners are in a nonviable union that should be 
dissolved (Sadock & Sadock, 2008). Table 15-2 describes the 
issues or indications for and the therapist’s interventions in 
marital-relations, contextual, and object-relations therapies.

GROUP THERAPY
Group therapy is a method of therapeutic intervention 
based on the exploration and analysis of both internal 
(emotional) and external (environmental) conflicts and 
the group process (Lego, 1996). It is an identifiable  system 
consisting of at least three people who share a common 
goal (Nudelman, 1986). Yalom (2005), considered to be a 
leading practitioner in the field of group therapy, believes 
that therapy groups are composed of many forms, with the 
major emphasis on the importance of the “here-and-now” 
experience.

Group therapy as a treatment method has long been 
effective in resolving psychiatric problems. In the early 1900s, 
Dr. Joseph Pratt, a physician practicing in Massachusetts, ini-
tially treated tuberculosis patients individually. Gradually, he 
began to meet with them weekly in small groups to educate 
them about their chronic disease, to help alleviate feelings 
of depression and hopelessness, and to provide support and 
encouragement to follow through with their treatment regi-
men. In 1919, Dr. Cody Marsh, a psychiatrist and ordained 
minister, became the fi rst practitioner to apply Dr. Pratt’s theo-
ries to the treatment of institutionalized psychiatric patients. 
Shortly thereafter, Dr. Jacob Mareno, a Viennese psychiatrist, 
was credited with fi rst defi ning the term “group therapy.” Dur-
ing the 1930s, many psychologists and psychiatrists became 
interested in group therapy and began to explore its use in 
practice. During World War II, group therapy experienced 
signifi cant growth, providing optimal treatment for both mili-
tary and civilian populations. In the 1950s and 1960s, thera-
pists expanded the traditional psychoanalytic approach and 
became creative in employing various types of groups, such as 
encounter groups, sensitivity-training groups, and self-growth 
and development groups. Later, social workers, family coun-
selors, nurses, and other professionals began the practice of 
group therapy.

BOX 15.3

Adapted from Carpenito-Moyet, L. J. (2008). Handbook of nursing diagnosis (12th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.

Caregiver Role Strain: The 60-year-old daughter 
and son-in-law of a man with the diagnosis of heart 
 failure verbalize the presence of emotional and 
social burdens related to 24-hour responsibilities.

Decisional Confl ict: One of the partners in a couple 
verbalizes uncertainty about whether to continue in 
the relationship because of the lack of emotional 
and fi nancial support by the other partner.

Impaired Communication: The male partner of a 
 client describes the inability to communicate with 

his partner who exhibits disordered, unrealistic 
thinking at times.

Powerlessness: A husband verbalizes a perceived 
lack of personal control over fi nances related to his 
wife’s inability to manage money.

Risk for Loneliness: The female partner of a couple 
verbalizes loneliness related to frequent separation 
from her partner, who works long hours and travels 
frequently.

Examples of Nursing Diagnoses for Couples
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Group therapy has several advantages including the  following:

Decreased isolation and dependence• 
Opportunities for helping others• 
Interpersonal learning and development of coping skills• 
Decreased transference to the therapist while developing • 
the ability to listen to other group members

Groups can be a valuable treatment element, encourag-
ing members to use one another’s assets to foster their own 
growth. Members of the group become more aware of self, 
learn what behaviors are more acceptable, develop therapeu-
tic and supportive relationships, and improve communication 
 (Nudelman, 1986).

Characteristics of Group Therapy

Group therapy differs from individual therapy in that it is more 
effective for treating problems with interpersonal relationships. 
It offers multiple relationships to assist the individual in growth 
and problem solving. It also allows psychiatric clients a greater 
opportunity for reality testing and experiencing mutual con-
cern and support. However, members of groups may feel more 
vulnerable, frightened, and at risk than clients participating in 
individual therapy. Moreover, the transference process may be 
less obvious and overlooked by the nurse–therapist.

Certain essential elements are common to all types of 
group therapy. Yalom (2005) has identifi ed 11 essential ele-
ments of group therapy:

 1. Instillation of hope is the fi rst and often most important 
factor. Clients participating in the group experience often 
feel demoralized and helpless. Not only is hope required to 

keep the client in therapy, but faith in a treatment modality 
can in itself be therapeutic. Clients should be encouraged 
to believe that they can fi nd help and support in the group 
and that it is realistic to expect that problems will eventu-
ally be resolved.

 2. Universality can be defi ned as the sense of realizing that 
one is not completely alone in any situation. Group mem-
bers often identify this factor as a major reason for seeking 
group therapy. During the sessions, members are encour-
aged to express complex, often very negative feelings in 
the hope that they will experience understanding and 
support from others with similar thoughts and feelings.

 3. The imparting of information includes both didactic 
instruction and direct advice, and refers to the imparting 
of specifi c educational information plus the sharing of 
advice and guidance among members. The transmission 
of this information also indicates to each member the 
others’ concern and trust.

 4. Altruism in therapy groups benefi ts members through 
the act of giving to others. Clients have the experience 
of learning to help others, and in the process they begin 
to feel better about themselves. Both the group therapist 
and the members can offer invaluable support, insight, 
and reassurance while allowing themselves to gain 
 self-knowledge and growth.

 5. The corrective recapitulation of the primary fam-
ily group allows members in the group to correct 
some of the perceptions and feelings associated with 
 unsatisfactory  experiences they have had with their 
family. The  participants receive feedback as they dis-
cuss and relive early familial confl icts and experience 

TABLE 15.2

Types of Couple Therapy

Therapy Issues Interventions by Nurse–Therapist

Marital-relations therapy Negative interactions

Confl icts in problem solving

Inability to communicate 

Sexual dysfunction

Encourages partners to identify their own behavior.

Provides communication and problem- solving training.

Encourages imaging and fantasy exercises related to 
sexual dysfunction.

Contextual therapy Power struggles

Abuse of child or spouse

Infi delity

Impaired development as a couple

Parental confl ict

Directs concern toward issues involving both partners.

May include children. Focuses on trust, loyalty, 
and fairness to reduce power struggles and parental 
 confl ict.

Object-relations therapy Complaint by child or adolescent

Poor self-esteem

Recurrent dissatisfaction with partner or spouse

Escalating interactions and emotional patterns

Refl ects position of partners.

Focuses on empathy, anger control,  vulnerability, and 
misperceptions.

Chisholm, M. M. (1996). Couple therapy. In S. Lego (Ed.), Psychiatric nursing: A comprehensive reference (2nd ed., pp. 53–60). Philadelphia, PA: Lippincott-Raven Publishers.
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 corrective responses. Family roles are explored, and mem-
bers are encouraged to resolve unfi nished family business.

 6. The development of socializing techniques is essential in the 
group as members are given the opportunity to learn and 
test new social skills. Members also receive information 
about maladaptive social behaviors.

 7. Imitative behavior refers to the process in which members 
observe and model their behaviors after one another. 
Imitation is an acknowledged therapeutic force; a healthy 
group environment provides valuable opportunities for 
experimenting with desired changes and behaviors.

 8. Interpersonal learning includes the gaining of insight, the 
development of an understanding of a transference rela-
tionship, the experience of correcting emotional thoughts 
and behaviors, and the importance of learning about 
oneself in relation to others.

 9. Group cohesiveness is the development of a strong sense 
of group membership and alliance. The concept of 
cohesiveness refers to the degree to which a group func-
tions as a supportive problem-solving unit. Ideally, each 
member feels acceptance and approval from all others 
in the group. This factor is essential in ensuring optimal 
individual and group growth.

10. Catharsis, similar to group cohesiveness, involves mem-
bers relating to one another through the verbal expres-
sion of positive and negative feelings.

11. Existential factors that are constantly operating in the 
group make up the fi nal component. These intangible 
issues encourage each group member to accept the moti-
vating idea that he or she is ultimately responsible for his 
or her own life choices and actions.

Other theorists view group therapy somewhat differently. Tay-
lor (1982) states that members of a group refl ect persons in 
the larger society and that group conditions replicate reality. 
Within this structure, group participants present their con-
cerns and problems; in return, they receive direct feedback and 
resolutions. Sadock and Sadock (2008) view the key elements 
of group therapy as involving the expression of feelings, the 
group atmosphere, the various types of member participation, 
and the skill and expertise of the group leader.

Types of Therapy Groups

A wide variety of therapy groups that use the major  theoretical 
frameworks can exist. Typically, therapy groups may be open 
or closed. Open groups do not have established boundar-
ies; members may join and leave the group at different times. 
Group cohesion and leadership stability are identifi ed as major 
elements. Closed groups have a set membership, a specifi c 
time frame, or both of these components. Specifi c member-
ship may address the needs of a particular kind of client, 
such as a group of female college students who are bulimic 
or an aftercare group for previously hospitalized  clients. Most 
closed groups require members to start the group at the same 
time and then terminate the group after a predetermined 
length of time. Both open and closed therapy groups are used 

 extensively in inpatient and outpatient  treatment settings 
(Lego, 1996).

Group therapy may be provided using various models. 
Five models of group therapy ranging on a continuum from 
 supportive to psychoanalytic group therapy are commonly 
described (Marram, 1978):

 1. Support groups focus on increasing the members’ adapta-
tion, self-esteem, and sense of emotional well-being.

 2. Reeducation and remotivation groups (often very benefi cial 
for psychiatric clients who are withdrawn or socially 
 isolated) attempt to increase communication and inter-
action among members to foster more acceptable and 
appropriate behaviors.

 3. Problem-solving therapy groups focus on the resolution of 
specifi c problems that clients have identifi ed.

 4. Insight without reconstruction groups emphasize interper-
sonal communication by group leaders while working 
on effecting change by increasing the members’ cognitive 
and emotional understanding of their problems.

 5. Personality reconstruction groups use psychoanalytic 
theory and encourage the members to explore former 
relationships and problems and their impact on the 
present.

Establishment of a Group

Typically, group therapy participants are selected on the basis 
of personal treatment philosophies and individual client needs. 
In addition, the desired size of the group (usually no larger 
than 10 members), diagnosis of participants, age, gender, intel-
lectual level, verbal or communication skills, motivation, and 
social skills are important. During the selection process, a deci-
sion is made regarding whether the group will be homogenous 
or heterogeneous in nature. For example, a group focusing on 
 women’s issues, such as single parenting, may not be thera-
peutic for adolescents, women in their 70s, or male clients. 
Conversely, a group focusing on loss and grief could be suit-
able for various age groups, either gender, and persons mar-
ried, widowed, single, or divorced. For example, in a 40-bed 
adult unit, examples of groups that may be conducted include 
task-oriented, codependency, loss and grief, medication, spiri-
tual quest, women’s issues, men’s issues, eating disorders, sub-
stance abuse, cognitive skills, and discharge-planning groups. 
Clients with psychotic disorders who are agitated, confused, 
fragmented, or experiencing regression in their behavior may 
benefi t from a therapy group, referred to as focus therapy, spe-
cifi cally designed to meet their needs and to embrace their 
level of functioning.

Some concern has been voiced about the lack of ther-
apy programs for certain groups. For example, Ulus (2002) 
addresses the lack of group therapy programs available for men 
with mood disorders, relationship diffi culties, uncontrollable 
anger, anxiety, comorbid substance abuse, and employment or 
legal problems. She identifi ed several obstacles, including the 
predominance of female therapists, group therapy programs 
available only during working hours, lack of fi nancial resources 
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to pay for the high cost of therapy, and inadequate insurance 
coverage for mental health treatment.

The environmental setting also is important when 
establishing a group. Room temperature, lighting, sound, 
furnishings, privacy, location, and seating arrangements 
contribute to an atmosphere conducive to therapeutic group 
process.

Stages of Group Development

All therapy groups have three major phases: a beginning or 
orientation phase, a middle or working phase, and an end-
ing or termination phase. During each stage, signifi cant issues 
concerning group growth and development arise and are dealt 
with by the group. The key issues involve dependency and 
interdependency.

The beginning or orientation phase of any type of group 
therapy is often one of much stress and anxiety for group 
 members. Each person is concerned with how she or he 
will fi t into the group as the group norms and acceptable 
behaviors are identifi ed. During this phase, frequent test-
ing, minimal disclosure, and periods of awkwardness and 
uncomfortable silence may occur. The major task is for the 
group to resolve these initial feelings and to achieve a sense 
of group identifi cation and defi nition of purpose. The tasks 
of the leader are to create a supportive and accepting envi-
ronment, to promote unifi cation, and to encourage verbaliza-
tion of feelings.

Each client has rights as a group member, including not 
being forced to participate in the group, the freedom to leave 
the group at any time, and freedom from having someone else’s 
values imposed upon him or her (Bensing, 2001).

During the middle phase—the working phase—the 
group becomes more cohesive, and members explore relation-
ships and confl icts. Members of the group begin to express 
both positive and negative feelings, and unhealthy behaviors 
are openly confronted. Throughout this phase, evidence of 
continued resistance may continue as increased pressure is 
placed on members to participate in risk taking. The major 
tasks for members during the working phase are to develop a 
sense of reliance on each other, to assume a heightened sense 
of responsibility for the group direction, and to maintain trust 
and openness in the group relationships. The therapist’s role 
is to encourage members to explore their confl icts and goals, 
to identify repetitive behaviors, and continually to clarify the 
group goals and tasks.

During the fi nal phase of group therapy, termination may 
occur in several different ways, depending on whether the 

group is open or closed. As the members prepare to leave, 
they refl ect on the insights and growth that they have made in 
the group. They share feedback with one another as they expe-
rience ambivalence about leaving the group. Most members 
feel both sadness and optimism as they anticipate the future. 
They may feel a sense of loss and rejection by the group, and 
feelings of anger, envy, and hostility may surface. The group 
therapist assumes a less active role during the termination 
phase as he or she helps the members to integrate the changes 
and to say goodbye. Nudelman (1986) recommends that the 
therapist conduct an exit interview with each group member 
to review the individual’s progress and to make an accurate 
evaluation of the group experience. As members leave the 
group, the therapist hopes that the members are more realis-
tic in their perception of themselves, have an increased sense 
of self-esteem, are more resourceful in resolving problems, 
and are better able to assume responsibility for all facets of 
their lives.

Group Leadership Styles

The three basic styles of group leadership are described as 
autocratic, democratic, and laissez-faire. Autocratic group 
leaders generally do not encourage active participation or 
interaction among group members. Such leaders maintain 
authority and control over group members. Democratic 
group leaders encourage active participation, value the input 
and feedback of group members, and promote cohesiveness 
among the group members as they develop problem-solving 
and decision- making skills. Laissez-faire group leaders allow 
much freedom in the group setting. If the group members are 
not highly motivated, task oriented, or knowledgeable, group 
tasks or goals may not be met ( Crenshaw, 2003).

Role of the Nurse–Therapist in Group 
Therapy

The primary role of the nurse–therapist in group therapy is to 
guide individuals through a problem-solving process by antici-
pating and responding to the needs and concerns of group mem-
bers. A solid understanding of the basics of group dynamics is 
essential to becoming a skilled group therapy leader (Bensing, 
2001).

To be an effective leader of group therapy, a nurse must 
meet three major qualifi cations:

 1. Theoretical preparation through lectures, reading, formal 
coursework, seminars, and workshops

 2. Supervised practice in the role of co-leader and leader
 3. Personal experience as a group therapy member

In a therapy group, the nurse–therapist has both task and 
 maintenance role functions. Group task functions are con-
cerned with the practical issues of leading a group, whereas 
group maintenance functions focus on less-tangible group 
processes (Table 15-3). Nurses need to know about these role 
functions and to become skillful in their administration.

SELFAWARENESS PROMPT
Refl ect on how you interact with people. What 

type of leadership style do you think you would 
use? Explain why.
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TABLE 15.3

Nurse–Therapist Task and Maintenance Role Functions in Group Therapy

Task Role Functions Maintenance Role Functions

Identify the goals and plans for the group. Orient group members to  purpose and goals.

Select an appropriate time and place for the group to meet. Observe and comment on group process.

Seek necessary  administrative permission. Propose questions and interventions based on theoretical framework.

Select appropriate members for the group. Facilitate creative  problem solving.

Decide on a co-therapist. Maintain group’s direction in pursuit of task.

Decide whether the group will be open or closed. Act as a support and resource person.

Decide frequency and length of group meetings. Promote termination.

KEY CONCEPTS
The term • couple is used to describe two adults who have a 
close or intimate relationship. They may be heterosexual 
or homosexual, single, married, or in a same-sex union.
Families may consist of married or nonmarried, homo-• 
sexual or heterosexual couples with or without children. 
They are an integral part of society in which members 
learn how to relate to and communicate with others.
Duvall’s theory of the family life cycle describes the family as a • 
system that experiences developmental tasks as it progresses 
through eight predictable, successive stages of growth.
Like mental health and mental illness, family functioning • 
occurs on a continuum. Healthy families encourage per-
sonal autonomy and independence. Healthy families can 
become dysfunctional under stress when issues of power 
persist and are not resolved.
Family therapy is a method of treatment in which family mem-• 
bers gain insight into problems, improve  communication, 
and improve functioning of individual members and the 
family as a whole. Cultural differences need to be consid-
ered when assessing family members for therapy to avoid 
labeling a culturally diverse family as  dysfunctional.
Several approaches to family therapy have been  identifi ed, • 
including the integrative approach, psychoanalytic 
approach, Bowen approach, structural approach, interac-
tional or strategic approach, social network or systematic 
approach, and behavioral approach.
The three main stages of family therapy include the ini-• 
tial interview, the intervention or working phase, and the 
 termination phase.
The family nurse–therapist obtains a detailed family his-• 
tory of at least three generations to provide information 
regarding the family’s current and past levels of  functioning. 

A genogram may be used as an assessment and teaching 
tool to convey information about family  relationships 
when addressing family issues.
Couples therapy is used to resolve tension or confl ict in a • 
relationship by changing troublesome behavior and dys-
functional patterns in the couple.
Several types of therapy are available to couples, includ-• 
ing marital-relations therapy, contextual therapy, object-
relations therapy, and brief couples therapy.
The role of the nurse–therapist in couples therapy is to • 
assist clients in dealing constructively with thoughts, emo-
tions, and behaviors and to persuade each partner in the 
relationship to take responsibility in understanding the 
psychodynamic makeup of the personality.
Group therapy is an effective treatment method used to • 
address the psychiatric problems of persons who share a 
common goal. The fi ve basic models of group therapy include 
support groups, reeducation and remotivation groups, 
 problem-solving therapy groups, insight without reconstruc-
tion groups, and personality reconstruction groups.
The phases of group development are similar to the phases • 
of individual psychotherapy: orientation, working, and 
termination stages.
Three leadership styles are noted during group therapy: • 
autocratic, democratic, and laissez-faire.
The primary role of the nurse–therapist in group therapy • 
is to guide individuals through a problem-solving process 
by anticipating and responding to the needs and concerns 
of group members.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Critical Thinking Questions

 1. Interview three members of your family, preferably of 
different genders and ages, referencing Otto’s 12 family 
strengths. How does each member perceive the  family? 
What differences in perception occur with gender 
and age? How do their perceptions match your own? 
Does this information provide a picture of strength or 
 dysfunction?

 2. Create a genogram of your family, going back as far as 
possible. What patterns of disease, marriage, and so forth 
can you assess? What did you learn about roles in your 
family, and what might you do with this information?

Refl ection

Refl ect on the opening chapter quote by Jones. Do you agree 
with the current conceptual focus of family therapy? Explain 
the reason for your response. If you do not agree with the con-
ceptual focus, what changes would you make in your approach 
as a family therapist?

NCLEX-Style Questions

 1. The nurse assesses the family of an adolescent client with 
a diagnosis of depression. The parents describe believing 
that family unity and harmony are essential. Disagree-
ment with the family by the adolescent is viewed as 
betrayal of the parents. The nurse recognizes that this 
family belief is dysfunctional because it
a. encourages adolescent rebellion.
b. prevents autonomous child development.
c. provides a united front by the parents.
d. represents limit-setting that is too strict.

 2. Duvall’s stages of the Family Life Cycle describe the 
progression of the typical family unit. Which stage is a 
family in when they begin to accept new members via 
marriage, the couple reclaims their role as husband and 
wife as they fi nd their new roles in life?
a. beginning family
b. launching-center family
c. empty nest family
d. families in retirement

 3. The parents of a 18-year-old White male recently 
diagnosed with schizophrenia express feelings of being 
overwhelmed and powerless in coping with the  client 
at home. Which nursing diagnosis would be most 
 appropriate?
a. compromised family coping
b. impaired social interaction
c. ineffective family therapeutic regimen management
d. defi cient knowledge

 4. The community health nurse visits the family of a client 
with Alzheimer’s disease and discusses issues of increas-
ing stress related to the worsening of the client’s symp-
toms. To aid the family, the nurse suggests appropriate 
referrals to the community agency on aging and the local 
Alzheimer’s Association based on the knowledge that 
these referrals primarily would
a. help the client with Alzheimer’s disease improve 

 functioning.
b. allow the family to vent thoughts and feelings to 

 others.
c. enhance family’s problem-solving ability with help of 

outside resources.
d. provide direction to a dysfunctional system.

 5. Which assessment method would the nurse–therapist use 
to best assist a family to understand the roles they play 
and how these roles infl uence the family system?
a. family interviews
b. family genogram
c. determination of communication patterns
d. determination of economic and educational 

 functioning
 6. A 35-year-old Asian American client attending group 

therapy tells the nurse that she realizes she is not 
 completely alone with her problems. The nurse 
 understands that this realization that she is not alone 
represents one of the essential components of group 
therapy called __________.
a. altruism
b. catharsis
c. transference
d. universality
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16
UNIT V
Special Treatment Modalities

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate how the terms pharmacodynamics and pharma-
cokinetics relate to the science of psychopharmacology.

 2. Differentiate primary, secondary, and tertiary effects of 
psychotropic drugs.

 3. Discuss the implications of drug polymorphism, discon-
tinuation syndrome, neuroleptic malignant syndrome, 
serotonin syndrome, and metabolic syndrome in the 
psychiatric setting.

 4. Understand the rationale for the administration of each 
of the following: antipsychotic agents/neuroleptics, anti-
anxiety agents and hypnotics, antidepressants, stimulants 
used as mood elevators, antimanic agents used as mood 
stabilizers, anticonvulsants used as mood and behav-
ior stabilizers, and antiparkinsonism or anticholinergic 
agents to treat medication-induced movement disorders.

 5. Recognize the contraindications for and possible adverse 
effects of the following: antipsychotic agents/neurolep-
tics, antianxiety agents and hypnotics, antidepressants, 
stimulants, antimanic agents, anticonvulsants, and anti-
parkinsonism or anticholinergic agents.

 6. Explain the nursing implications when administering 
various classifi cations of psychotropic drugs.

 7. Demonstrate an understanding of the importance of client 
and family education regarding psychotropic drugs.

Psychopharmacology
In contemporary [psychiatric] treatment, psychological and 

psychopharmacologic models are highly compatible. When used in 

a combination or matrix model, the clinical outcomes are positive 

and powerful in enhancing quality of life for both the client and 

family and improving functional status.

—KRUPNICK, 1996

The use of drugs to treat psychiatric disorders is often the foundation 

for a successful treatment approach that can also include other types 

of interventions such as psychotherapy or behavioral therapies.

—SADOCK & SADOCK, 2008

Acute dystonia
Acute dyskinesia
Akathisia
Atypical antipsychotics
Clearance
Clinical effi cacy
Clinical psychopharmacology
Conventional antipsychotics
Discontinuation (withdrawal) 

syndrome
Drug half-life
Drug polymorphism
Extrapyramidal symptoms or 

adverse effects (EPS)
First pass effects
Median effective dose
Median toxic dose
Metabolic syndrome
Neuroleptic malignant 

syndrome (NMS)

Neuroleptics
Parkinsonism
Peak plasma 

concentration
Pharmacodynamics
Pharmacokinetics
Potency
Primary effects
Psychopharmacology
Secondary effects
Serotonin syndrome
Tardive dyskinesia (TD)
Tertiary effects
Therapeutic index
Therapeutic window
Tolerance
Typical antipsychotics

KEY TERMS

16
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Psychopharmacology is the study of the regulation and 
 stabilization of emotions, behavior, and cognition through the 
interactions of endogenous signaling substances or chemicals 
in the brain, such as acetylcholine, dopamine, glutamate, nor-
epinephrine, or serotonin, with drugs (Wilcox & Gonzales, 
1998). Clinical psychopharmacology is the study of drug 
effects in clients and the expert use of drugs in the treatment 
of psychiatric conditions. Abnormalities in emotions, behav-
ior, and cognition are assumed to be caused by biochemical 
alterations of neurotransmitters and their functions in the 
brain. Clinical symptoms are generally lessened when the 
 biochemical alterations are corrected by pharmacotherapy. As 
knowledge regarding biology of normal and abnormal brain 
function continues to grow, the practice of clinical psychop-
harmacology continues to evolve in scope and effectiveness 
(Sadock & Sadock, 2008).

The introduction of new psychotropic agents is perhaps 
the most rapidly growing area in the fi elds of psychiatry and 
clinical pharmacology. In recent years, important new drugs 
have been introduced, revolutionizing the treatment of various 
psychiatric disorders. This progress has been made possible 
through advances in neuroscience and clinical research during 
the last few decades.

This chapter focuses on the following classifi cations of 
psychotropic agents, also referred to as psychoactive or psycho-
therapeutic drugs:

Antipsychotic agents/neuroleptics• 
Antianxiety agents and hypnotics• 
Antidepressants• 
Stimulants used as mood elevators• 
Antimanic agents used as mood stabilizers• 
Anticonvulsants used as mood and behavior stabilizers• 
Antiparkinsonism or anticholinergic agents that are used • 
to alleviate extrapyramidal symptoms or adverse effects 
of psychotropic agents

Each classifi cation is discussed with the focus on pharmacolog-
ical activity and mechanism of action; principles or rationale 
for therapy; contraindications, precautions, and adverse effects; 
implications for nursing actions; and client and family educa-
tion when applicable. Med Alert boxes are included, focusing 
on drug–drug interactions and unusual adverse effects. Daily 
dosage ranges for each classifi cation of drugs, listed by both 
generic and trade name, are also given. Psychotropic agents 
used to treat specifi c disorders such as dementia, eating disor-
ders, or substance abuse are discussed in the appropriate chap-
ters. Finally, the back-of-book CD-ROM lists drugs used in the 
treatment of psychiatric and neurologic disorders.

THE SCIENCE OF 
PSYCHOPHARMACOLOGY
The science of psychopharmacology focuses on neurotrans-
mission, the sending of impulses from one neuron to another 
across the synapse (the region surrounding the point of  contact 

between two neurons or between a neuron and an effector 
organ) via the aid of specifi c substances called neurotransmitters. 
The last few decades have seen an explosion in the amount of 
data concerning the molecular biology of neurotransmission.

Neurotransmitters—chemicals such as acetylcholine, 
dopamine, glutamate, norepinephrine, and serotonin—reside 
in tiny sacs at the end of axons, the long tubelike parts of neu-
rons, and are released when electrical impulses pass along the 
axon. When neurotransmitters cross the synapse, they undergo 
six steps in synaptic transmission as they bind to receptors 
on the surface of the next neuron (postsynaptic response; see 
Fig. 16-1 for how neurons communicate). These steps include 
synthesis, vesicular uptake, transmitter release, receptor bind-
ing, cellular uptake, and transmitter metabolism. Each of these 
steps offers a potential target for therapeutic intervention by a 
drug. For example, certain drugs can enhance the release of 
neurotransmitters, block neurotransmitter synthesis, or inhibit 
the cellular uptake of neurotransmitters (Wilcox & Gonzales, 
1998).

As more groups and subgroups of neurotransmitter recep-
tors are isolated and categorized, our understanding of psy-
chopharmacology has broadened and has become useful in 
predicting future lines of research.

The interconnectedness of various neural subsystems is 
taken into account when attempting to explain pharmacologic 
data and the pathophysiology of mental illness. For example, 
typical antipsychotic drugs such as haloperidol (Haldol) block 
postsynaptic dopamine receptors, atypical antipsychotic drugs 
such as risperidone (Risperdal) block both dopamine and 
serotonin receptors, antidepressant drugs such as sertraline 
(Zoloft) or paroxetine (Paxil) (selective serotonin reuptake 
inhibitors [SSRIs]) bind with the serotonin transporter and 
inhibit reuptake of serotonin into the presynaptic neurons, and 
anxiolytic drugs such as lorazepam (Ativan) enhance gamma-
aminobutyric acid (GABA) neurotransmission (Khan, 1999; 
Peterson, 2001; Sadock & Sadock, 2008).

The use of psychotropic drugs leads to changes in emo-
tions, behavior, and cognition caused by the drug’s primary, 
secondary, or tertiary effects. Primary effects occur as a drug 
is synthesized, released, and metabolized and as it acts on the 
receptor sites of a neurotransmitter system (ie, noradrenaline, 
acetylcholine, dopamine, serotonin, glutamate, or GABA). 
For example, the antidepressant agent, sertraline (Zoloft), an 
SSRI, blocks the action of the serotonin receptor site in the 
central nervous system (CNS). Secondary effects result from 
interactions among the neurotransmitters, neuropeptides, and 
hormones as they infl uence each other’s function in the brain. 
For example, the antiparkinsonism agent, levodopa, a natural 
precursor of dopamine, exerts a tonic inhibitory effect on the 
release of acetylcholine. Tertiary effects are the fi nal changes 
in the clinical symptoms induced by a drug, such as the sta-
bilization of anxiety or depression (Khan, 1999; Sadock & 
Sadock, 2008).

Two major aspects of pharmacology, including 
 psychopharmacology, are pharmacodynamics and pharma-
cokinetics.
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FIGURE 16-1 How neurons communicate.

Pharmacodynamics

Pharmacodynamics is the study of the biochemical and physi-
ologic effects of drugs and the mechanisms by which the effects 
are produced. Put simply, pharmacodynamics refers to the 
effects of a drug on the body (TheFreeDictionary.com, 2005a). 
Receptors for a drug are cellular components to which a drug 
binds and through which it initiates its pharmacodynamic 
effects. The drug can be an agonist for a receptor and stimulate 
the specifi c biologic activity of the receptor or an antagonist 
that inhibits biologic activity (Sadock & Sadock, 2008). Sev-
eral terms are used to describe the effects of a drug on the body. 
They include:

Potency•  of a drug refers to the relative dosage of a drug 
that is required to achieve a desired effect. For example, 
10 mg of the antidepressant paroxetine (Paxil) would be 
considered as potent as 100 mg of the antidepressant ser-
traline (Zoloft) if it achieved the same effect as sertraline.

Clinical effi cacy•  refers to the maximum clinical response 
achievable by the administration of a specifi c drug. For 
example, a client whose clinical symptoms are stabilized 
by 10 mg of paroxetine (Paxil) exhibits maximum clinical 
effi cacy, often reported as a percentage such as 90% or 
100%.
Median effective dose•  is the dosage at which 50% of 
clients experience a specifi c therapeutic effect when pre-
scribed a certain psychotropic drug. Blood levels below 
the median effective dose are associated with a poor 
response to the specifi c drug.
Median toxic dose•  is the dosage at which 50% of clients 
experience a specifi c toxic effect when taking a pre-
scribed drug. Blood levels above the median dose may 
precipitate a toxic state.
Therapeutic index•  or therapeutic window has been 
defi ned as the ratio of the median effective dose to the 
median toxic dose.
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Tolerance•  refers to the need for markedly increased 
amounts of a specifi c drug over time to achieve the same 
desired effect (Sadock & Sadock, 2008; Shahrokh & 
Hales, 2003).

The psychiatric–mental health nurse must be familiar with 
these terms because they are used in a variety of clinical set-
tings such as substance abuse units; during clinical research 
studies involving psychotropic agents; and when agents are 
prescribed for special populations, such as older adults and 
children.

Pharmacokinetics

Pharmacokinetics is the study of the movement of drugs and 
their metabolites through the body by the process of drug 
absorption, distribution, metabolism, and excretion or elimi-
nation (TheFreeDictionary.com, 2005b; Sadock & Sadock, 
2008). Pharmacokinetics, put simply, refers to how the body 
handles the drug. After the drug is ingested, it is absorbed into 
the bloodstream and distributed to various parts of the body 
in the form of a free or protein-bound drug. Only the free frac-
tion can pass through the blood–brain barrier. The distribu-
tion of a drug to the brain is governed by the brain’s regional 
blood blow, the blood–brain barrier, and the drug’s affi nity for 
its receptors in the brain. High cerebral blood fl ow, high lipid 
solubility, and high receptor affi nity promote the therapeutic 
actions of the drug. The unbound protein of the drug is then 
transported to the liver, the principal site of metabolism, where 
it is changed into a more readily excreted form that is subse-
quently excreted from the body (eg, bile, feces, urine). Psycho-
tropic drugs are also excreted in sweat, tears, and breast milk 
(Sadock & Sadock, 2008).

Most psychotropic drugs are metabolized by the cyto-
chrome P-450 (CYP) hepatic enzyme system, which contains 
>30 isoenzymes referred to as metabolizing subsystems (eg, 
CYP1A2, CYP2D6, CYP2C9, CYP3A3). The phase 1 enzymatic 
process of metabolism involves oxidation. During this phase, 
a specifi c drug is reduced to form a more water-soluble com-
pound. Smoking, environment, the ethnic origin or age of the 
client, or pollutants all can infl uence phase 1 metabolism. The 
effects of the infl uence of these factors are unpredictable because 
they may increase or decrease drug metabolism. During the 
phase 2 enzymatic process, a compound (such as glucuronide) 
is added to the parent drug or the phase 1–metabolized drug to 
enhance water solubility and promote excretion by the kidney 
or gastrointestinal (GI) tract (Deitch, 2003).

The addition of other drugs may increase or decrease 
psychotropic drug metabolism. For example, drugs may be 
identifi ed as substrates, inducers, or inhibitors. Substrates 
are drugs metabolized by an isoenzyme in the CYP hepatic 
enzyme system. Amitriptyline (Elavil) is an example of a sub-
strate that is metabolized in several of the subsystems. Sub-
strates can be affected by an inducer or inhibitor. Inducers are 
drugs that, when administered at the same time as a substrate 
in the same metabolic system in the liver, are likely to speed 
up the metabolism of a substrate. For example,  phenobarbital 

(Barbita) and carbamazepine (Tegretol) are inducers that 
would speed up the metabolism of the substrate amitriptyline 
(Elavil). Therefore, amitriptyline is metabolized quicker in the 
body and eliminated before it has a chance to be most effective. 
The effects of enzyme induction are sometimes more diffi cult 
to predict because these are dependent on drug half-lives, the 
rate of enzyme production, and individual genetic variations. 
Inhibitors are drugs that compete with another drug such as 
a substrate for enzyme binding sites. They block the process 
of metabolism of another drug when given concurrently and 
metabolized by the same metabolic system in the liver. For 
example, fl uvoxamine (Luvox) and paroxetine (Paxil) are psy-
chotropic inhibitors that slow or block the metabolism of ami-
triptyline (Elavil). Therefore, toxicity or toxic adverse effects 
can occur as a result of an elevation of the serum level of ami-
triptyline. Duration of inhibition corresponds to the half-lives 
of the respective drugs (Deitch, 2003; Hospitalist.net, 2005; 
Peterson, 2001; Sadock & Sadock, 2008).

Four concepts are important to understand regarding the 
metabolism and excretion of psychotropic drugs: peak plasma 
concentration, drug half-life, fi rst pass effects, and clearance 
(Sadock & Sadock, 2008). The peak plasma concentration 
is defi ned as the greatest accumulation of the drug in the 
plasma. It varies depending upon the route of administration 
and rate of absorption of the drug. Parenteral administration 
of a drug generally achieves peak plasma concentration more 
rapidly than oral administration. Drug half-life refers to the 
amount of time it takes for metabolism and excretion to reduce 
the plasma concentration of a specifi c drug by half. The liver 
is the principal site of metabolism, and bile, feces, and 
urine are the primary routes of excretion. First-pass effects 
describe the initial metabolism of an orally administered drug 
within the hepatic circulation and the fraction of the absorbed 
drug that reaches systemic circulation unmetabolized. For 
example, drugs administered sublingually enter the blood-
stream directly and avoid fi rst-pass effects. Clearance refers 
to the amount of a drug excreted from the body in a specifi c 
period of time. Figure 16-2 depicts the pharmacokinetics and 
pharmacodynamics of psychotropic drug therapy.

Factors Affecting Pharmacodynamics 
and Pharmacokinetics

As the U.S. population becomes more ethnically diverse, the 
nurse must be knowledgeable about the client’s cultural beliefs 
and values regarding health and illness, as well as the client’s 
response to treatment, including drug therapies. The term 
ethnopharmacology describes the study of the effect of ethnic-
ity on responses to prescribed medication. An awareness of 
characteristic distributions of genotypes (ie, genetic constitu-
tion of the client) and phenotypes (ie, observable attributes or 
physical manifestations of the client) that affect pharmacoki-
netics can determine decisions about drug choice and dosage 
(Deitch, 2003; Sherman, 2005.)

The goal of psychopharmacology is to achieve a desired 
benefi cial effect with minimal, if any, adverse effects. The 
 psychiatric–mental health nurse needs to have a basic 
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understanding of factors affecting pharmacodynamics and 
pharmacokinetics. For example, most drug references list con-
siderations such as contraindications to the use of a specifi c 
drug (eg, the presence of renal or liver impairment), precau-
tions (eg, directions regarding the use and administration of 
a specifi c drug), and adverse effects (eg, headache, blurred 
vision, increased blood pressure). The potential for drug–drug 
and drug–food interactions and indications for use of a specifi c 
drug also are listed.

Drug Polymorphism
Drug polymorphism refers to pharmacodynamic and phar-
macokinetic variations that occur on the basis of several fac-
tors such as a client’s age, gender, size, and body composition 
or genetic endowment (DeMott, 1999; Kudzma, 1999). For 
example, drug polymorphism may occur in the older adult 
as a result of age-related changes such as decreased absorp-
tion, hepatic function, protein binding, and renal excretion 
affecting the pharmacokinetics of a drug. The dosage of cer-
tain drugs may require calculation according to a client’s age 

and/or weight. The presence of pathophysiology (structural 
or  functional damage to an organ or tissue), such as thyroid, 
cardiac, hepatic, or renal impairment, can interfere with drug 
metabolism or excretion and promote drug polymorphism 
(Sadock & Sadock, 2008; Sherman, 2005).

Environmental, cultural, and genetic factors contribute to 
drug polymorphism among various ethnic groups. Environ-
mental factors such as diet infl uence the half-life of a drug and 
its metabolism. For example, among African American and His-
panic clients, treatment for hypertension (such as low-salt diets 
and the use of diuretics) can signifi cantly affect the retention of 
lithium (Eskalith), increase lithium plasma levels, and place the 
client at risk for lithium toxicity. Cornmeal, a dietary staple for 
Hispanic clients, inhibits CYP3A4 pathway metabolism of sub-
strates such as amitriptyline (Elavil) or haloperidol (Haldol), 
resulting in the need to frequently monitor and adjust drug 
dosages (Sherman, 2005). Smoking acts as an inducer of CYP 
microsomal enzyme substrates and speeds up the metabolism 
of antipsychotic agents. Smoking is also thought to increase the 
metabolism of benzodiazepines. Therefore, clients who smoke 
may require higher doses of these agents because of reduced 
plasma concentration of the drugs. The dosages of such drugs 
should be monitored and adjusted accordingly if the client stops 
smoking while under treatment (Sadock & Sadock, 2008).

Cultural factors that affect drug response include a client’s 
values and beliefs. For example, the frequent use of herbal and 
homeopathic remedies in some cultures can alter the body’s 
response to various drugs, placing clients at risk for drug–drug 
interactions. Many herbal formulations used in Asia contain a 
black pepper derivative that inhibits metabolism of clozapine 
(Clozaril) or olanzapine (Zyprexa) by CYP3A4 and CYP1A2 
isoenzymes. Drug adverse effects may appear at a lower dosage. 
Also, clients may not inform clinicians that they are experienc-
ing adverse effects caused by a certain drug because it is not 
acceptable to report symptoms. Instead, the clients may dis-
continue taking the prescribed medication (Sadock & Sadock, 
2008; Sherman, 2005).

Finally, genetic or biologic factors in certain ethnic groups 
have an impact on drug effi cacy. More than one third of African 
Americans and Asians produce reduced amounts of CYP2D6 
isoenzyme and are, therefore, slow metabolizers of some atypi-
cal antipsychotics and antidepressants that are substrates for 
that enzyme. Because the metabolism of benzodiazepines by 
the CYP3A4 isoenzyme pathway is slower in Asians, they 
require lower initial doses of these drugs. African American 
 clients tend to respond better to tricyclic antidepressants 
(TCA), phenothiazines, and anxiolytics than do European 
American clients. European Americans have higher rates of 
receptor binding for antidepressants, but respond more slowly 
to these drugs and require higher doses. Asian clients respond 
to lower antidepressant levels and build up toxic levels of drugs 
more readily. Research evidence has shown that minority 
clients (ie, Black and Asian populations) are more likely to 
experience severe adverse effects when prescribed  psychotropic 
agents as a result of slow or “superextensive” metabolism. 
 Conversely, clients who are “fast metabolizers” may fail to 
respond to drugs that should work and are considered to be 

Metabolism occurs, and the 
drug and any metabolites 
are excreted. Excretory 

organs include the kidneys, 
lower GI tract, lungs, or 
skin. Drugs may also be 

removed by dialysis.

The effects of the drug on 
the organism are desirable 
(eg, reduction of seizure 
activity or promotion of 
sleep) or undesirable

(eg, ataxia, nausea, and 
vomiting, or prolonged 

sedation).

The drug and its metabolites 
are distributed throughout 
the body where they react 
with receptors at receptor 

sites (drugs such as 
fluoxetine and sertraline 
have metabolites) and 

plasma concentration of
the drug occurs.

Initial drug dose is 
absorbed into plasma and 

binds with protein.
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FIGURE 16-2 Pharmacokinetics and pharmacodynamics 
of drug therapy.
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“treatment- resistant.” The topic of drug metabolism in 
 minorities deserves more study, and what is known certainly 
deserves greater recognition in clinical practice (Kirn, 2007; 
Nasrallah, 2009; Sherman, 2005).

The U.S. Food and Drug Administration (FDA) recently 
approved the use of a pharmacogenomic diagnostic chip 
(AmpliChip by Roche) for genotyping. Genotyping for CYP 
gene variations can identify clients who will not benefi t from, 
or may react badly to, certain psychotropic drugs. The chip pro-
vides an accurate genotype for two drug-metabolizing enzymes, 
2D6 and 2C19. Examples of psychotropic drugs metabolized 
by 2D6 enzyme include fl uoxetine (Prozac), paroxetine (Paxil), 
and venlafaxine (Effexor). Examples of drugs metabolized 
by 2C19 enzyme include amitriptyline (Elavil), citalopram 
( Celexa), and sertraline (Zoloft). This information can help cli-
nicians improve the response for ultrarapid metabolizers and 
minimize adverse effects experienced by poor metabolizers of 
these substrates (Mrazek, 2005; Sherman, 2005).

Discontinuation (Withdrawal) Syndrome
Abrupt discontinuation or reduction in the dosage of a number 
of psychotropic drugs can precipitate a transient emergence of 
clinical symptoms, referred to as discontinuation (withdrawal) 
syndrome with rebound or relapse of original symptoms; 
uncomfortable new physical and psychological symptoms; 
or physiologic withdrawal at times (Ramaswamy, Malik, & 
Dewan, 2005). They can occur with TCAs and tetracyclic anti-
depressants, monoamine oxidase inhibitors (MAOIs), SSRIs, 
and other newer antidepressants. For example, discontinua-
tion symptoms associated with TCAs are classifi ed as physical 
(eg, lethargy, headache, tremor, sweating, insomnia, nausea, 
vomiting) or psychological (eg, irritability, anxiety/agitation, 
dysphoria, nightmares, paradoxical agitation).  Discontinuation 
symptoms rarely occur with the use of MAOIs because seri-
ous side effects and dietary restrictions discourage clinicians 
from prescribing them. Serotonin discontinuation syndrome 
may occur when dosage of SSRIs such as paroxetine (Paxil), 
sertraline (Zoloft), or fl uoxetine (Prozac) is reduced or stopped 
abruptly. Clinical symptoms may include affective symptoms 
such as agitation or dysphoria; GI symptoms such as nausea, 
vomiting, or diarrhea; disequilibrium symptoms such as dizzi-
ness, vertigo, or ataxia; sensory symptoms such as paresthesia 
or numbness; sleep disturbances; or general somatic symptoms 
such as lethargy, headache, or tremor. Discontinuation symp-
toms generally emerge within 1 to 3 days, whereas the recur-
rence of depressive symptoms usually occurs 2 to 3 weeks after 
an antidepressant is stopped. Discontinuation symptoms gen-
erally remit within a few days if the antidepressant is restarted 
(Ramaswamy, Malik, & Dewan, 2005).

More severe discontinuation syndromes are associ-
ated with atypical antipsychotics such as clozapine (Cloza-
ril), mood stabilizers such as lithium (Eskalith), dopamine 
receptor antagonists such as haloperidol (Haldol), and ben-
zodiazepines such as alprazolam (Xanax). Generally, these 
clinical symptoms are time limited. In some situations, clinical 
symptoms may be minimized by restarting the drug if it was 

 discontinued abruptly and then gradually reducing the dosage. 
Gradual  dosage reduction is recommended especially if the cli-
ent received a high dosage of the drug for a period of at least 
2 months (Sadock & Sadock, 2008).

MEDICATING THE 
PSYCHIATRIC–MENTAL 
HEALTH CLIENT
The past 100 years have led to a fractured system of delivering 
adequate assurances of instructions for safe and effective use of 
prescription drugs to clients. The health literacy movement in 
the United States has placed greater attention on the responsi-
bility of the health care system to support clients’ ability to read, 
understand, and act on health information. Furthermore, the 
soaring numbers of commonly used drugs with sound-alike and 
look-alike names have prompted the U.S. Pharmacopeia to ask 
clinicians and pharmacists to add “indications for use” on pre-
scriptions, citing over 3,000 similar drug pairs (Dixon, 2008).

Informed consent should be obtained from the client or 
legal guardian for each psychotropic medication prescribed or 
when a psychiatric treatment has a known risk. The essential 
elements of informed consent include but are not limited to 
the following information:

Diagnosis and target symptoms for the medication • 
 prescribed
Benefi ts and intended outcome of treatment• 
Risks and adverse effects of each medication• 
Alternatives to the proposed medication treatment• 
Possible results of not taking the recommended • 
 medication
Client’s right to discuss medication concerns or questions• 
Client’s right to withdraw voluntary consent for medica-• 
tions unless the medication is required in a court order

The decision to medicate a client exhibiting clinical symp-
toms of a psychiatric disorder is often based on consideration 
of several guidelines (Bernstein, 1998). These guidelines are 
highlighted in Box 16-1. Some clinicians practice off-label pre-
scribing (ie, prescribing a drug for a different diagnosis, at an 
unapproved dose, outside the approved age group, for longer 
than the approval interval, or at a different dose schedule). 
Although, FDA-approved drugs are not available for approxi-
mately 88% of DSM-IV-TR diagnostic categories, many of them 
have proven during research to be effective in the management 
of primary or secondary symptoms of various psychiatric dis-
orders. Clients could suffer needlessly if such psychotropic 
agents were not used in off-label prescribing (Mossman, 2009; 
Nasrallah, 2007). For example, the anticonvulsants gabapentin 
(Neurontin) and topiramate (Topamax) have been prescribed 
for the treatment of pain disorders, and the tetracyclic anti-
depressant mirtazapine (Remeron) has been administered in 
small doses to induce sleep. Various anticonvulsant drugs are 
also used to stabilize behavior in clients with the diagnosis of 
bipolar disorder or personality disorder. Off-label prescribing 
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is legal, common, necessary, and recognized in some states by 
statute and by U.S. Supreme Court review (Kramer & McCall, 
2006; Mossman, 2009).

Special treatment considerations are given to the following 
individuals who have demonstrated particular vulnerability to 
medication errors or to adverse drug effects: children whose 
medication dosages are determined by weight, older adult cli-
ents whose dosages are infl uenced by age-related physiologic 
changes, pregnant and nursing women, persons with hepatic 
or renal insuffi ciency, and persons with comorbid medical ill-
nesses that require the use of polypharmacy. However, even in 
the most ideal situations, psychopharmacology can result in 
adverse effects affecting the client’s treatment (Zagaria, 2009). 
For example, clients may be at risk for or experience an adverse 
cutaneous drug reaction associated with psychotropics. Man-
agement of a serious rash (eg, erythema multiforme, Stevens–
Johnson syndrome) includes discontinuation of the offending 
drug immediately, consultation with a dermatologist or other 
specialists, hospitalization if indicated for supportive care, and 
reporting the case to the FDA and the drug manufacturer if 
the eruption is atypical or uncommon (Skonicki & Warnock, 
2008). Table 16-1 summarizes common adverse effects of psy-
chotropic medications and appropriate nursing interventions.

ANTIPSYCHOTIC AGENTS
Antipsychotic agents are used primarily to treat most forms 
of psychosis, such as schizophrenia, schizoaffective disor-
der, delusional disorder, mood disorder with  psychosis, and 

 psychoses associated with delirium and dementia. Symptoms 
may include impaired communication or the inability to relate 
to others, delusions, hallucinations, lack of responsiveness 
to external stimuli, and the inability to identify reality. These 
agents are also used to manage confusion, behavior problems, 
and personality disorders. Off-label uses include the treatment 
of anxiety, tension, agitation, dizziness, intractable hiccups, 
nausea and vomiting, and to control pain when combined with 
other drugs (Tremeau & Citrome, 2006).

Antipsychotic agents that produce signifi cant neurologic 
adverse effects have been referred to as neuroleptics; the terms 
conventional antipsychotics and typical antipsychotics are 
also used to describe these agents. Antipsychotic agents provide 
symptom control by blocking the dopamine receptors in the 
brain. Dopamine is a chemical messenger that regulates think-
ing, emotion, behavior, and perception. Excess amounts of dop-
amine cause nerve impulses in the brain stem to be transmitted 
faster than normal, resulting in strange thoughts, hallucina-
tions, and bizarre behavior. Blocking dopamine activity lessens 
or prohibits the development of such thoughts and behaviors. 
Examples of typical antipsychotic agents include phenothiazines 
(eg, thioridazine) and nonphenothiazines (eg, haloperidol).

New-generation antipsychotics, referred to as atypical 
antipsychotics, that block the activity of both serotonin and 
dopamine have been developed. Thus, they are used to treat 
both the positive and negative symptoms of disorders such 
as schizophrenia (see Chapter 22 for discussion of symptoms 
of  schizophrenia). These agents produce fewer motor adverse 
effects than the  typical neuroleptic agents do. Examples of 

Rational pharmacotherapy requires decisions  •
regarding when and when not to medicate.
Emotional responses to ordinary life situations  •
should generally not be medicated.
Psychiatric illnesses such as depression and psycho- •
sis generally require pharmacotherapy.
Failure to medicate properly may prolong the cli- •
ent’s illness and suffering.
Irrational use of medications may lead to simultane- •
ous adverse reactions to multiple drugs.
Detailed medical and psychiatric history and assessment  •
of client attitudes toward medication are needed.
Appropriate medication must be carefully chosen. •
The dose should be titrated according to response  •
and adverse effects; the “standard dose” is seldom 
optimal.
All medications should be temporarily withheld if  •
unexplained adverse response occurs.
It is generally advisable to start only one medication at a  •
time and to observe the client before others are added.

Lack of desired response may indicate that the  client  •
is not taking medication as directed.
The physician must be aware of the possible lack of  •
bioequivalence among generic drug  preparations.
The addicting potential of sedatives such as benzo- •
diazepines should be kept in mind.
Interactions between various psychotropic drugs  •
and between psychotropic and nonpsychotropic 
drugs, as well as potential interactions between 
alcoholic beverages and various medications, must 
be considered in prescribing medication.
Physicians must be aware of increased sensitivity  •
and persistence of various drugs in elderly clients 
and the interactions between underlying medical 
conditions and psychotropic drugs.
Before medication is prescribed, the potential risks  •
and benefi ts of treatment must be discussed with 
the client.

BOX 16.1

Psychopharmacologic Guidelines: Medicating the Client
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TABLE 16.1

Nursing Interventions for Common Adverse Effects of Psychotropic Drugs
Adverse Effect Interventions

Blurred vision Explain that anticholinergic effects of medication can occur initially but should clear. Caution the client about 
driving or operating hazardous machinery.

If blurred vision continues after 1–2 weeks, notify attending practitioner because a dosage reduction or change 
in medication may be necessary.

Constipation Assess and monitor bowel movements.

Promote adequate fl uid intake (2,500–3,000 mL daily if not medically contraindicated).

Promote dietary intake of fresh fruits, vegetables, and bran products.

Provide stool softeners or bulk-forming agents prescribed by practitioner.

Drowsiness Caution the client to avoid driving or operating hazardous equipment.

Give entire daytime dose of medication at bedtime if drowsiness persists.

Explain that drowsiness is usually a transient symptom.

Dry mouth Encourage the use of low-calorie or sugarless hard candy, mints, gum, or beverages.

GI disturbances Explain that anorexia, nausea and vomiting, or irritation may present as transient adverse effects.

Encourage taking medication with food.

Refer to attending practitioner if clinical symptoms do not improve.

Hypoglycemia or 
hyperglycemia

Monitor blood sugar routinely and establish baseline data if the client is taking a TCA or antipsychotic  medication.

Report any irregular results to attending practitioner.

Hypotension, 
orthostatic

Monitor blood pressure to establish baseline data before start of medication and during periods of dosage adjustment.

Instruct the client to rise slowly when changing from lying to sitting or standing position.

Instruct the client to avoid hot showers or baths because they promote vasodilation.

Insomnia Assess sleep pattern and sleep hygiene practice.

Advise against use of caffeine.

Take medication as prescribed (eg, taking SSRIs at bedtime can cause insomnia; psychostimulants can increase 
arousal and should be avoided at bedtime).

Libido changes 
(sexual dysfunction)

Discuss potential adverse effects with the client because they vary depending on drug category (can increase or 
decrease libido).

Conduct a sexual history.

Provide emotional support.

Tachycardia Monitor pulse to obtain baseline data if the client is taking a TCA, lithium, or anticholinergic medication.

Educate client about effects of caffeine.

Report any irregularities to attending practitioner.

Urinary retention Educate the client about anticholinergic effects of antipsychotic drugs and TCAs.

Instruct the client to report any changes in urinary frequency and notify attending practitioner of changes.

Weight gain Instruct the client to monitor weight on a weekly basis.

Educate the client about dietary measures to avoid weight gain.

Refer to dietitian or nutritionist.

Encourage development of an exercise program.
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atypical antipsychotics include clozapine (Clozaril), risperidone 
(Risperdal), olanzapine (Zyprexa), quetiapine (Seroquel), arip-
iprazole (Abilify), paliperidone ER (Invega), and amisulpride 
(Solian).

Traditionally, typical antipsychotics such as haloperi-
dol (Haldol) are used to treat psychiatric emergency situa-
tions involving acute psychosis. However, a study published 
by Sherman in the October 1999 issue of the Journal of 
 Clinical  Psychiatry discusses the intramuscular use of dro-
peridol (Inapsine), a dopamine receptor antagonist, to treat 
psychiatric emergencies such as acute psychosis and delir-
ium. Researchers found that droperidol was more rapidly 
absorbed with intramuscular injection, was eliminated more 
quickly from the body, and had adverse effects comparable 
to, and possibly somewhat less than, haloperidol. Clients 
who received droperidol showed a more rapid response 
to the medication and were less likely to need a second 
 injection.

Contraindications and Precautions

Contraindications to the use of antipsychotic agents include 
a history of drug hypersensitivity, severe depression, bone 
marrow depression, blood dyscrasias, and brain damage. 
Clients with a history of impaired liver function, cardiovas-
cular disease, hypertension, glaucoma, diabetes, Parkinson’s 
disease, peptic ulcer disease, seizure disorder, or pregnancy 
require close observation when taking antipsychotic medi-
cation. Although most atypical antipsychotics have not been 
associated with prolongation of the QT interval as evidenced 
on electrocardiogram (ECG), caution is needed if these 
agents are prescribed with other drugs known to increase the 
QT  interval.  Antipsychotic agents are used cautiously in older 
adult clients.

General Adverse Effects

Adverse effects may occur due to the use of antipsychotic 
medication or due to a drug–drug interaction if the client 
is taking other medication to treat a medical problem. For 
example, delirium or neurotoxicity may occur if a client is 
taking medications such as haloperidol (Haldol) and diphen-
hydramine (Benadryl) concurrently. Clozapine (Clozaril) may 
cause a serious hematologic side effect called agranulocytosis. 
This side effect can be potentially life threatening and thus 
the client needs to be closely monitored with weekly blood 
work initially and at regular intervals thereafter. The newer-
generation antipsychotics have been associated with new-
 onset type 2 diabetes, changes in lipid metabolism and blood 
concentrations, elevation of prolactin causing galactorrhea or 
hyperprolactinemia, and arrhythmias. Combining anxiolytics, 
anticonvulsants, alcohol, or antidepressants with an antip-
sychotic agent can induce sedation. Major adverse effects of 
antipsychotic drugs are listed in Box 16-2. Although the list 
is lengthy, most of the effects usually are mild. They can be 
annoying, however, and should be treated as soon as they are 
recognized.

Neuromuscular or Neurologic 
Adverse Effects

Antipsychotic drugs are associated with neuromuscular and 
 neurologic adverse effects. Extrapyramidal symptoms or 
adverse effects (EPS) include acute dystonia (abnormal posi-
tioning or spasm of muscles of the head, neck, trunk, or limbs), 
acute dyskinesia (any disturbance of movement), pseudopar-
kinsonism (impaired body movement), and akathisia (motor 
restlessness). Tardive dyskinesia (TD) is an involuntary 
neurologic movement disorder, and neuroleptic malignant 
syndrome (NMS) is a rare but potentially life-threatening neu-
rological syndrome (Shahrokh & Hales, 2003). A summary of 
these neuromuscular or neurologic adverse effects and their 
treatment is presented in Table 16-2. Some of the newer, atypical 
antipsychotics demonstrate improved adverse effect profi les.

EPS may occur during the early phase of drug therapy. 
Acute dystonia (also referred to as tardive dystonia) is diagnosed 
on the basis of sustained muscle contractions that develop after 
at least 1 month of antipsychotic treatment, although tardive 
phenomena usually develop months to years after exposure to 
antipsychotic drugs (Koller & Cho, 2004). TD may occur after 
short-term use of moderate doses, although it generally occurs 
after long-term use of high-dose therapy. NMS can occur sud-
denly from 1 to 7 days after neuroleptic therapy is initiated, or 
can occur as late as 2 months into therapy. It has also occurred 
when dopamine receptor (dopaminergic) agonists, such as the 
combination of carbidopa and levodopa (Sinemet) used for Par-
kinson’s disease, are discontinued (Herman, 1998; Marder & 

Major Adverse Effects of Antipsychotic Drugs

Anticholinergic effects such as drowsiness,  •
dry mouth, nasal congestion, blurred vision, 
 constipation, and urinary retention
Benign skin reactions such as urticaria, dermati- •
tis, and pigmentation of the skin
Adverse cutaneous reactions such as Stevens– •
Johnson syndrome or vasculitis
Photosensitivity or phototoxicity •
Gastrointestinal distress such as nausea, heart- •
burn, and cholestatic jaundice
Orthostatic hypotension during the fi rst 2 weeks  •
of treatment
Weight gain and possible edema •
Seizures due to a lowering of the seizure thresh- •
old
Alteration in sexual functioning due to dimin- •
ished sex drive
Alteration in laboratory values: agranulocytosis,  •
neutropenia, hyperglycemia, elevated prolactin, 
and increased cholesterol
Mild ECG changes; sinus tachycardia •

BOX 16.2
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Van Putten, 1995; Sadock & Sadock, 2008).  Clozapine 
(Clozaril), an atypical antipsychotic, does not cause these 
 neuromuscular or neurologic adverse effects; often it is admin-
istered to clients who exhibit psychotic symptoms and also 
have neurologic disorders such as Parkinson’s disease.

Nursing Implications

Antipsychotic treatment has changed dramatically dur-
ing the last 50 years. From their start as pure dopamine D2 

 antagonists, to serotonin/dopamine antagonists, and now to 
partial dopamine agonists, these medications have changed in 
their mechanism of action as well as expected benefi ts (Littrell, 
2004). In 2003, the FDA asked all manufacturers of atypical 
antipsychotic medications to add a black box warning state-
ment to the prescribing information stating the potential for 
the development of metabolic syndrome (hyperglycemia, 
dyslipidemia, and abdominal obesity). The risk for these three 
closely interlinked conditions seems to differ according to 
the antipsychotic drug used: the risk is the highest with the 

TABLE 16.2

Neuromuscular/Neurologic Adverse Effects of Typical Antipsychotics

Adverse Effect Defi nition/Symptoms Onset/Prevalence Treatment/Interventions

Pseudoparkinsonism Motor retardation or akinesia, 
characterized by masklike 
appearance, rigidity, tremors, 
“pill rolling,” salivation

Generally occurs after fi rst 
week of treatment or before 
second month (2%–90%)

Anticipate dose reduction Admin-
ister anticholinergic agent, such 
as benztropine mesylate

Akathisia (motor 
restlessness)

Constant state of movement, 
characterized by restlessness, 
diffi culty sitting still, or strong 
urge to move about

Generally occurs 2 weeks 
after treatment begins (35%)

Anticipate dose reduction or 
change drug class; give benzodi-
azepine or beta-blocker

Acute dystonic reactions 
(disturbance of movement 
involving the muscles of 
the head, neck, trunk, 
or limbs)

Irregular, involuntary spastic 
muscle movement; wryneck 
or torticollis; facial grimacing; 
abnormal eye movements; 
backward rolling of eyes in 
the sockets (oculogyric crisis)

May occur anytime from a 
few minutes to several hours 
after fi rst dose of antipsychotic 
drug (2%–90%)

Anticipate dose reduction or 
change drug class; give anticho-
linergic agent, benztropine mesy-
late, diphenhydramine, or muscle 
relaxants such as baclofen. IM 
injection of a drug may be neces-
sary to treat adverse effects.

Tardive dyskinesia 
(abnormal movements)

Most frequent serious adverse 
effect resulting from termination 
of the drug, during reduction in 
dosage, or after long-term, 
high-dose therapy. Characterized 
by involuntary rhythmic, 
stereotyped movements; tongue 
protrusion; cheek puffi ng; 
involuntary movements of 
extremities and trunk

Occurs in approximately 
3%–5% of clients taking 
antipsychotics in fi rst 10 years. 
Cumulative prevalence over 
10–20 years is about 40%–55%.

Reduce dosage to stabilize 
or minimize adverse effects; 
discontinue agent if the adverse 
effects are irreversible and cannot 
be stabilized. Give vitamin E, 
benzodiazepine, beta-blocker, or 
clozapine.

Neuroleptic malignant 
syndrome (NMS)

Idiosyncratic, rare syndrome 
characterized by hyperpyrexia, 
severe muscle rigidity, altered 
consciousness, alterations in 
blood pressure, elevated crea-
tinine phosphokinase, elevated 
white blood cell count

May develop within 24–72 hours 
after fi rst dose or after years of 
continued drug exposure; more 
common in persons younger than 
20 and older than 60 years of age 
(0.1%–1%)

Discontinue antipsychotic agent; 
have cardiopulmonary and renal 
support available; administer 
skeletal muscle relaxant (eg, 
dantrolene) or centrally acting 
dopamine receptor agonist (eg, 
bromocriptine), fever reduction, 
hydration, deep vein thrombo-
sis prophylaxis. Know that the 
combination of benzodiazepines 
and electroconvulsive therapy has 
been successful in relieving NMS 
after dantrolene or bromocriptine 
has failed. After stabilization, 
can restart low-dose low-potent 
neuroleptic in 2–3 weeks.
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use of clozapine (Clozaril) and olanzapine (Zyprexa) ( Gerson 
&  Margolis, 2004; Nasrallah, Black, Goldberg, Muzina, & 
Pariser, 2008). In addition, antipsychotic-induced hypo-
thermia may be triggered by starting, changing, or increasing 
dosages of prescribed drugs in clients with preexisting brain 
damage, coexisting infections, or thyroid dysfunction (Wehrle, 
Wright, Bhanot, & Sirbu, 2009).

Before starting therapy and at periodic intervals as 
determined by the prescribing clinician, clients receiving 
antipsychotic drug therapy need an evaluation of blood 
pressure, complete blood count (CBC), serum glucose level, 
lipid panel, liver function tests, and vision tests. They also 
should undergo a thorough baseline screening for personal 
and family history of metabolic problems, hypertension, and 
cardiovascular disease; assessment of body mass index and 
waist circumference; and nutritional and activity counseling 
(American Diabetes Association, American Psychiatric Asso-
ciation, American Association of Clinical Endocrinologists, 
& North American Association for the Study of Obesity, 
2004).

When administering antipsychotic drugs, keep in mind 
the following:

 1. If antacids are needed, administer them either 2 hours 
before or 1 hour after administration of the antipsychotic 
medication.

 2. If a single daily dose is ordered, administer oral form within 
1 or 2 hours of bedtime, whenever possible, to aid sleep. 
Minor adverse effects are less bothersome at this time.

 3. Avoid contact with concentrated solutions while prepar-
ing them, because they are irritating to the skin and may 
cause contact dermatitis.

 4. When administering liquid concentrates, follow phar-
macy recommendations to mask the taste of the concen-
trate and to avoid irritation of oral mucosa.

 5. Do not administer antipsychotic drugs subcutaneously 
unless specifi cally ordered. Change needles after fi lling 
the syringe and before injecting the medication to avoid 
tissue irritation. The Z-track method is generally 
used. Fluphenazine (Prolixin) and haloperidol (Hal-
dol) may be injected in the deltoid or gluteal muscle. 
 Risperidone (Risperdal) is to be injected in the gluteal 
muscle only.

 6. Be aware that both olanzapine (Zyprexa [Zyprexa Zydis]) 
and risperidone (Risperdal-M-TAB) come in an orally dis-
integrating form; therefore, monitor the client’s compli-
ance to ensure adequate absorption.

 7. If a client is noncompliant, expect to administer the 
antipsychotic drug intramuscularly. Fluphenazine 
decanoate (Prolixin) may be administered every 1 to 
2 weeks, haloperidol decanoate (Haldol LA) is usu-
ally administered every 2 to 4 weeks, and risperidone 
(Risperdal) is administered every 2 weeks to clients 
who are noncompliant regarding use of prescribed 
medication.

 8. Know that antipsychotic agents may provoke seizures in 
clients with seizure disorders.

 9. Closely observe the client receiving antipsychotic drugs 
for the following:

Therapeutic effects of the drugs, such as decreased • 
agitation, decreased hallucinations, and increased 
socialization
A decrease in nausea and vomiting if the drug is • 
administered as an antiemetic
Drug-induced EPS, early signs of TD, and NMS• 
Anticholinergic effects, respiratory depression, and • 
hypersensitivity
Signs of agranulocytosis (eg, sore throat, fever, • 
 discomfort)
Drug-induced, endocrine-related changes such as • 
menstrual irregularities, breast enlargement, lactation, 
hyperglycemia, and changes in libido
Signs of weight gain, jaundice, high fever, upper • 
 abdominal pain, nausea, diarrhea, and skin rash
Drug–drug interactions (see Box 16-3) (Abrams, • 
2007; Karch, 2007)

Med Alert: Antipsychotics/Neuroleptics

Dosages of neuroleptics or antipsychotic drugs are 
reduced when administered to children, adoles-
cents, or the elderly. Nevertheless, drug interactions 
can occur. Following is a summary of drug–drug 
interactions to be considered when providing care 
to clients receiving neuroleptic drugs:

1. Neuroleptics can potentiate the effects of CNS 
depressants, antidepressants, anticholinergic 
agents, phenytoin, beta-blockers, antibiotics 
such as tetracycline, thiazide diuretics, anti-
hypertensives, surgical muscle relaxants, and 
quinidine.

2. Neuroleptics can reduce the effects of lithium, 
anticonvulsants, antibiotics, postganglionic 
blocking agents, antiparkinson agents, methyl-
dopa, and hypoglycemic agents.

3. The effects of neuroleptics can be increased by 
the concomitant use of antidepressants, beta-
blockers, barbiturates, and methyldopa.

4. The effects of neuroleptics can be reduced 
by the concomitant use of lithium, cimetidine, 
antidiarrheal drugs, antacids, and anticholin-
ergic agents and by smoking (cytochrome P-450 
induction means that higher doses of neurolep-
tics may be needed if client smokes).

5. Clients receiving any formulation of haloperi-
dol should be monitored for QT prolongation 
and torsades de pointes (a variant of ventricular 
tachycardia).

BOX 16.3
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When assessing clients receiving antipsychotic drugs for evi-
dence of neurologic adverse effects, the Abnormal Involuntary 
Movement Scale (AIMS) commonly is used. Involuntary move-
ments of the face, extremities, and trunk are rated on a scale 
from 0 (no adverse effects) to 4 (severe effects). Facial and oral 
movements, extremity movements, trunk movements, global 
movements, and denture status are assessed. The assessment 
takes usually 5 to 10 minutes; the total score may range from 0 
to 42. A lower AIMS score indicates that the client is exhibiting 
fewer neurologic adverse effects.

In long-term care, an Antipsychotic Drug Use Assessment 
Form is used to monitor appropriate use of psychotropic drugs 
for psychogeriatric clients. The intent is to limit the use of these 
drugs to appropriate diagnoses or specifi c behavior (eg,  dementia 
with agitation); evaluate effi cacy of the drug;  monitor for adverse 
effects; attempt gradual dose reduction unless medical contrain-
dication is documented by the physician; and provide therapeu-
tic alternatives such as behavioral intervention, environmental 
modifi cation, and modifi cation of staff approach.

Client Education
Nurses need to inform clients about the planned drug ther-
apy, drug dosage, length of time it takes to achieve therapeutic 
results, and possible adverse effects of drug therapy. Table 16-3 
highlights the daily dosages of common antipsychotic agents. 
Clients are instructed to report any physical illnesses or unusual 
adverse effects. They should be educated about the potential 
for drug–drug interactions when taking vitamins, minerals, 
herbs, dietary supplements, and over- the-counter (OTC) drugs 
or medications prescribed by another  physician.

Include the following instructions about antipsychotic 
drug therapy when teaching a client and family:

Avoid alcohol and sleeping pills, which can cause drowsi-• 
ness and decrease one’s awareness of environmental 
hazards, and other medication during drug therapy.
Refrain from driving or operating hazardous machinery • 
while taking antipsychotic drugs.
Avoid exposure to direct sunlight for any extended time • 
to prevent sunburn or overpigmentation of the skin.
Do not increase, decrease, or cease taking drugs without • 
discussing this step with the physician. Expect to be 
taken off the drug slowly to avoid nausea or seizures.
Avoid taking antacids during antipsychotic therapy • 
because antacids might decrease the absorption of antip-
sychotic drugs from the intestinal tract, thus altering the 
effects.
Be aware that dizziness or syncope (caused by a drop in • 
blood pressure with position changes) can occur for about 
an hour after receiving the drug; take extra caution when 
walking or moving about to prevent falls or injuries.
Practice good oral hygiene to minimize the risk of mouth • 
infections, dental caries, and ill-fi tting dentures. Follow 
up with a dentist yearly.
Keep the drugs in a safe place, especially if children are • 
in the home because they may mistake tablets or capsules 
for candy.

ANTIANXIETY AGENTS 
AND HYPNOTICS
Clients who experience anxiety often have diffi culty falling 
asleep at night because they entertain their worries or concerns 
24 hours a day. Conversely, clients who have diffi culty sleeping 
at night may exhibit clinical symptoms of anxiety, fatigue, and 
a decreased ability to function during normal waking hours 
(Abrams, 2007).

TABLE 16.3

Daily Dosage of Commonly Used 
Antipsychotics

Generic Name Trade Name
Dosage Range 
(mg/day)

acetophenazine Tindal 60–120

aripiprazole 
(atypical)

Abilify 10–30

chlorpromazine Thorazine 25–2,000

chlorprothixene Taractan 30–600

clozapine (atypical) Clozaril 215–900

fl uphenazine Prolixin 1–40

fl uphenazine 
decanoate

Prolixin 
Decanoate

5–100 mg q1–2wk

haloperidol Haldol 1–100

haloperidol 
decanoate

Haldol 
Decanoate

12.5–200 mg q2–4wk

loxapine Loxitane 10–50

mesoridazine Serentil 30–400

molindone Moban 15–200

olanzapine 
(atypical)

Zyprexa (IM) 5–20 
2.5–10 mg q d

paliperidone Invega ER 3–12

perphenazine Trilafon 4–64

pimozide Orap 1–20

prochlorperazine Compazine 5–150

quetiapine 
(atypical)

Seroquel 25–800

risperidone 
(atypical)

Risperdal
Risperdal (IM)

0.5–16
25–50 mg q2wks

thioridazine Mellaril 10–800

thiothixene Navane 1–60

trifl uoperazine Stelazine 2–80

ziprasidone 
(atypical)

Geodon
Geodon (IM)

20–160
10–40

Several of the above-listed antipsychotics are also available in liquid form.

Shives_Chap16.indd   210Shives_Chap16.indd   210 11/6/2010   3:31:33 PM11/6/2010   3:31:33 PM



CHAPTER 16    Psychopharmacology 211

Antianxiety and hypnotic agents are CNS depressants that 
share many characteristics. Although antianxiety agents are 
used primarily to treat daytime stress, larger doses may be used 
to promote sleep. Although hypnotics are used primarily to 
relieve insomnia, smaller doses produce antianxiety or sedative 
effects. Antianxiety agents, also referred to as anxiolytics, may 
also be used to manage withdrawal symptoms associated with 
chronic alcoholism, to control convulsions, and to produce 
skeletal muscle relaxation. Antianxiety agents are classifi ed as 
benzodiazepines and nonbenzodiazepines. Certain antihista-
mines, beta-blockers, SSRIs, and atypical antidepressants also 
have anxiolytic qualities.

Hypnotics

Hypnotics are used to induce a state of natural sleep, reduce 
periods of involuntary awakenings during the night, and 
increase total sleep time. Hypnotic medications have seen a 
dramatic evolution. Initially, barbiturates and nonbarbiturates 
were the major hypnotic drugs of choice. In the 1970s, these 
agents were replaced by benzodiazepine hypnotic agents. Ben-
zodiazepines resulted in fewer adverse effects than barbiturates 
in overdose along with a longer duration of hypnotic effi cacy. 
However, concerns remain regarding rebound insomnia and 
withdrawal, as well as abuse possibility (Stimmel, 1999).

Another evolutionary step improving the pharmacologic 
treatment of insomnia occurred in the 1990s. Equally effec-
tive, shorter half-life drugs with fewer daytime adverse effects, 
such as temazepam (Restoril), replaced the longer-acting 
benzodiazepine hypnotics. Currently, several pharmacologic 
treatment options for insomnia are available: short-acting 
 benzodiazepines such as triazolam (Halcion), intermediate-
acting  benzodiazepines such as lorazepam (Ativan), and long-
 acting benzodiazepines such as diazepam (Valium); novel 
nonbenzodiazepines such as buspirone (BuSpar) or eszopiclone 
(Lunesta); sedating antihistamines such as hydroxyzine hydro-
chloride (Atarax); natural products such as melatonin; and a 
few selected antidepressants such as mirtazapine (Remeron).

Pharmacologic treatment guidelines for insomnia focus on 
therapy that continues nightly for up to 10 nights or intermit-
tently for 2 or 4 months. The need for continued use is reevalu-
ated at 2- to 4-month intervals (Stimmel, 1999). Two drugs 
have been approved for long-term use to counter insomnia: the 
nonbenzodiazepine, eszopiclone (Lunesta), and the noncon-
trolled melatonin agonist, ramelteon (Rozerem). Indiplon is 
an investigational nonbenzodiazepine sedative-hypnotic drug 
that may soon be released for the treatment of insomnia. FDA 
approval is pending (Balzac, 2006).

Benzodiazepines as Anxiolytics 
and Hypnotics

Benzodiazepines are used primarily as antianxiety agents. 
 However, they also may be used to treat insomnia. Commonly 
used benzodiazepines include chlordiazepoxide ( Librium), 
clonazepam (Klonopin), diazepam (Valium), oxazepam 

(Serax), clorazepate (Tranxene), lorazepam (Ativan),  prazepam 
(Centrax), alprazolam (Xanax), and triazolam (Halcion). 
These benzodiazepines work selectively on the limbic system 
of the brain, which is responsible for emotions such as rage 
and anxiety. Benzodiazepines produce tranquilizing effects 
with possible sedation. They also may numb emotions, taking 
away one’s enthusiasm and zest for life. Adverse effects may 
also include ataxia and slurred speech. In addition, individu-
als who take 40 mg or more of diazepam (Valium) daily for 
several months may experience seizures if they stop taking the 
drug abruptly.

A rebound phenomenon, referred to as paradoxical excita-
tion, may also occur after the abrupt discontinuation of ben-
zodiazepines. The client may become more anxious, exhibit 
aggressive or antisocial behavior, or experience withdrawal 
symptoms of confusion, toxic psychosis, convulsions, or a 
condition resembling delirium tremens. This withdrawal syn-
drome may develop at any time up to 3 weeks after stopping a 
long-acting benzodiazepine but may occur within a few hours 
after abrupt cessation of short-acting benzodiazepines. On rare 
occasions, this same paradoxical effect can occur in children 
or geriatric clients with administration of benzodiazepines, 
causing excitation rather than producing the intended calming 
effect. Close monitoring of the client is required when initi-
ating therapy to assess for this possible reaction (Sadock & 
Sadock, 2008).

When used in combination with alcohol, the interactive 
effects can be lethal. The serum levels of benzodiazepines 
increase, resulting in respiratory distress or other medical 
emergencies. Benzodiazepines also interfere with normal cop-
ing mechanisms; increase irritability, aggressiveness, and hos-
tility when taken over an extended period of time; and increase 
the risk for depression. Long-term use of benzodiazepines is 
not recommended because these drugs can produce depen-
dency. Additionally, benzodiazepines are associated with the 
phenomenon of tolerance (ie, needing increasing amounts of 
the drug to achieve the same effect and the occurrence of with-
drawal symptoms if it is abruptly discontinued) (Sadock & 
Sadock, 2008).

Nonbenzodiazepines as Anxiolytics 
and Hypnotics

Nonbenzodiazepines include meprobamate (Equanil), which 
is used to relieve muscle tension associated with anxiety or for 
insomnia, and buspirone (BuSpar), which is an azasperone or 
novel anxiolytic.

Meprobamate is a bis-carbamate ester that falls pharma-
cologically between the barbiturates and benzodiazepines. It 
causes CNS depression but not anesthesia. Buspirone blocks 
the release of serotonin and prevents the uptake of dopamine. 
It is considered to be signifi cantly free of drug–drug interac-
tions and is the preferred drug in the treatment of anxiety when 
clients have chronic obstructive pulmonary disease. Buspirone 
produces less sedation with fewer adverse effects that impair 
cognition and performance (Cole & Yonkers, 1995).
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Antihistamines as Anxiolytics 
and Hypnotics

Many antihistamines are available to treat a wide variety of 
medical problems, such as allergic and dermatologic or neu-
rodermatologic reactions, motion sickness, nausea and vomit-
ing, and drug-induced EPS. Antihistamines also are one of the 
most common classes of sleep-inducing agents. The antihis-
tamines most commonly used to treat anxiety and insomnia 
are hydroxyzine hydrochloride (Atarax), hydroxyzine pamo-
ate (Vistaril), and diphenhydramine hydrochloride (Benadryl). 
Common adverse effects include drowsiness, dizziness, antich-
olinergic effects such as dry mouth or blurred vision, gastritis, 
paradoxical excitement, and hypotension. Older adult clients 
may exhibit clinical symptoms of delirium secondary to such 
adverse effects.

Beta-Blockers as Anxiolytics

Beta-blockers are used to diminish tachycardia, benign 
essential tremors, impulsivity, and agitation associated with 
anxiety. The most commonly used beta-blockers include pro-
pranolol (Inderal), atenolol (Tenormin), metoprolol (Lopres-
sor), and nadolol (Corgard). Adverse effects may include 
hypotension, bronchospasm, bradycardia, fatigue, dizziness, 
depression, pharyngitis, agranulocytosis, heart block, and 
GI upset.

Selective Serotonin Reuptake Inhibitors and 
Atypical Antidepressants as Anxiolytics

Five SSRI antidepressants—paroxetine (Paxil), sertraline 
(Zoloft), citalopram (Celexa), fl uoxetine (Prozac) and escit-
alopram (Lexapro)—were recently approved by the FDA for 
the treatment of anxiety disorders. The atypical antidepres-
sants venlafaxine (Effexor) and duloxetine (Cymbalta), which 
are serotonin and norepinephrine reuptake inhibitors (SNRI), 
have also been approved for the same use. Although approved 
for the treatment of anxiety, these drugs are commonly catego-
rized as antidepressants and are discussed in that section of 
this chapter. Their use is also discussed in the chapters related 
to anxiety and mood disorders (Chapters 19–21).

Contraindications, Precautions, and Adverse 
Effects
Contraindications and precautions to the use of antianxiety 
and hypnotic agents depend upon the specifi c agent pre-
scribed and are too numerous to list at this time. However, 
many of the agents are contraindicated in the presence of 
acute narrow- angle or open-angle untreated glaucoma, severe 
renal or hepatic impairment, blood dyscrasias, pregnancy or 
lactation/nursing, acute postmyocardial infarction, psychosis, 
or during the use of MAOIs. Precautions are recommended 
to prevent drug–drug interactions. For example, anxiolytics 
may lower the seizure threshold when prescribed concurrently 
with anticonvulsant agents; potentiate CNS depression with 
the use of alcohol; or affect clotting time in clients undergoing 

anticoagulant therapy. Elderly clients and clients with a history 
of seizures, cerebral vascular disease, adrenal disease, diseases 
that affect metabolism or hemodynamic responses, suicidal 
tendency, or history of electroconvulsive therapy should be 
evaluated before use of these agents (Murphy, 2005; Sadock 
& Sadock, 2008). The more common adverse effects were 
included during the discussion of each category of the anti-
anxiety agents.

Nursing Implications
Before administering antianxiety agents or hypnotics, assess 
the client’s mental and physical status to avoid the risk of pos-
sible adverse effects. Pregnant women or those who are breast-
 feeding typically are not prescribed antianxiety agents because 
of the risk of adverse effects. If a client complains of a sleep 
disturbance, the cause should be identifi ed, if possible. Appro-
priate nursing interventions such as sleep hygiene measures, 
relaxation therapy, sleep restriction therapy, and stimulus con-
trol are to be tried fi rst as alternatives to the administration of 
hypnotics.

When administering antianxiety or hypnotic drugs, keep 
in mind the following:

 1. Administer the daily dose at bedtime to promote sleep, 
minimize adverse effects, and allow more normal daytime 
activities to occur.

 2. Administer intramuscular dosages deeply and slowly 
into large muscle masses because they are irritating to 
tissues and can cause pain at the site of injection. The 
Z-track method is generally used to avoid irritation of 
tissue.

 3. Observe for therapeutic effects.
 4. Observe for adverse effects such as oversedation, 

hypotension, pain at the injection site, skin rashes, and 
paradoxical excitement such as hostility, rage, confusion, 
depersonalization, or hyperactivity. Rare adverse effects 
include GI discomfort, nausea, vomiting, menstrual 
irregularities, blood dyscrasias, photosensitivity, and 
nonthrombocytopenic purpura.

 5. Monitor for adverse effects of beta-blockers, espe-
cially hypotension, bronchospasm, bradycardia, and 
 depression.

 6. Know that alprazolam (Xanax) is available as an orally 
disintegrating tablet that has been labeled Niravam; 
clonazepam (Klonopin) is available in wafer form labeled 
Klonopin/Rivotril; and lorazepam (Ativan) can be admin-
istered sublingually for rapid absorption.

 7. When administering antianxiety agents parenterally, do 
not administer solutions that are cloudy or contain a 
precipitate.

 8. Be alert for possible drug–drug interactions 
(see Box 16-4) (Abrams, 2007; Karch, 2007.)

Client Education
Tell clients the name of the drug they have been prescribed, the 
dosage, and the expected course of treatment. Table 16-4 lists 
daily dosages of common antianxiety agents and  hypnotics.
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Dosages of anxiolytics and hypnotics are reduced when 
given to children, adolescents, or the elderly. Following 
is a summary of drug–drug interactions and unusual 
adverse effects to be considered when providing care 
to clients receiving antianxiety or hypnotic agents:

1. Alcohol, narcotic analgesics, TCAs, and CNS 
depressants can cause an increase in CNS 
depression when used concurrently with this 
classifi cation of psychotropic medication.

2. Displacement of digoxin from serum proteins can 
occur when taken concurrently with buspirone.

3. Hypertension can occur when buspirone and 
MAOIs are combined during therapy.

4. Prothrombin times may vary during 
 anticoagulant therapy.

 5. The use of cimetidine (Tagamet) reduces the 
clearance of diazepam and alprazolam.

 6. Benzodiazepines may decrease the actions of 
carbamazepine.

 7. Erythromycin may inhibit the metabolism of 
diazepam and chlordiazepoxide.

 8. Beta-blockers may decrease the effects of 
insulin and oral antidiabetic agents.

 9. Beta-blockers may increase the effects 
of  thyroxine, phenytoin, clonidine, and 
 phenothiazines.

10. Avoid use of alprazolam in clients who have 
severe pulmonary disorders.

11. Antianxiety agents aggravate the symptoms of 
acute intermittent porphyria.

BOX 16.4

Med Alert: Antianxiety Agents and Hypnotics

TABLE 16.4

Daily Dosage of Commonly Used Antianxiety Agents and Hypnotics

Generic Name Trade Name Dosage Range (mg/day)

Antianxiety agents

atenolol Tenormin 50–200

alprazolam Xanax, Xanax XR 0.5–8 

buspironea BuSpar 15–60 

chlordiazepoxide Librium 10–100 

citaloprama Celexa 10–60 

In addition, include the following information in client and 
 family teaching:

Review the adverse effects of the prescribed medication • 
and instruct the client to report the onset of any adverse 
effects as well as symptoms such as fever, malaise, sore 
throat, petechiae, easy bruising or bleeding, and skin rash.
Instruct the client to avoid the use of alcoholic beverages • 
with antianxiety agents because alcohol can increase the 
depressant effects of these agents, possibly causing death.
Instruct the client that smoking can increase the metabo-• 
lism of benzodiazepine agents and reduce the desired 
effects of the prescribed drug.
Instruct the client not to alter the dose of medication and • 
not to drive or operate hazardous machinery or equipment.
Instruct the client to avoid ingesting large amounts of • 
beverages containing caffeine, a stimulant, because it can 
decrease the effects of hypnotic agents and increase the 
effects of beta-blockers.

Instruct the client that grapefruit juice interacts with • 
alprazolam (Xanax), fl uvoxamine (Luvox), buspirone 
(BuSpar), sertraline (Zoloft), and triazolam (Halcion), 
inhibiting enzyme metabolism that may result in fatal 
consequences.
Explain that sudden cessation of benzodiazepines can • 
cause rapid eye movement or rebound effects such as 
insomnia, nightmares, hyperexcitability, agitation, or con-
vulsions and sudden death.
Instruct the client to avoid excessive use of these drugs to • 
prevent the onset of substance abuse or addiction.
Explain that hypnotics are ineffective as analgesics.• 
Instruct clients who take hypnotics to keep a sleep diary • 
(see Chapter 12) to determine the effi cacy of the pre-
scribed hypnotic.
Explain rebound insomnia, which is the worsening • 
of insomnia that may occur after discontinuation of 
 medication.
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Table 16.4 Daily Dosage of Commonly Used Antianxiety Agents and Hypnotics (Continued)

Generic Name Trade Name Dosage Range (mg/day)

clomiprimine hydrochloride Anafranil 25–250

clonazepam Klonopin (Rivotril in Canada) 0.5–20

clorazepate dipotassium Tranxene 7.5–90

diazepam Valium 2–40 

diphenhydramine hydrochloride Benadryl 25–300 

duloxetine Cymbalta 20–120 

escitalopram oxalatea Lexapro 10–20 

fl uoxetinea Prozac 10–80 

fl uvoxamine maleateb Luvox, Luvox CR 50–300 

hydroxyzine hydrochloride Atarax 10–100 

hydroxyzine pamoate Vistaril 25–100 

lorazepam Ativan 1.0–10 

meprobamate Miltown/Equanil 200–1200 

oxazepam Serax 30–120 

paroxetinea Paxil, Paxil CR 12.5–75 

prazepam Centrax 10–40 

propanolol Inderal 40–120 

sertralinea Zoloft 25–200 

venlafaxinea Effexor XR 37.5–225 

Hypnotic Agents

amobarbital sodium Amytal 50–300 

aprobarbital Alurate 40–160 

diphenhydramine hydrochloride Benadryl 25–300 

eszopiclone Lunesta 1–3 

estazolam ProSom 1–2 

fl urazepam Dalmane 15–30 

hydroxyzine hydrochloride Atarax 10–100 

hydroxyzine pamoate Vistaril 25–100 

quazepam Doral 7.5–15 

ramelteon Rozerem 8 

secobarbital Seconal 100–200 

temazepam Restoril 15–30 

trazodonec Desyrel 25–75 

triazolam Halcion 0.125–0.5 

zaleplon Sonata 5–20 

zolpidem Ambien, Ambien CR 5–10 

zopiclone in Canada Imovane 3.75–7.5 

aListed as antidepressant; also effective as an anxiolytic.
bListed as mood disorder agent; used primarily to treat obsessive–compulsive disorder.
cListed as antidepressant; also used to treat insomnia. Natural sleep products are listed in Chapter 18.
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ANTIDEPRESSANTS
Antidepressants are used to treat depressive disorders caused 
by emotional or environmental stressors; losses; drugs; disease 
states such as cerebral vascular accidents; or depression that 
cannot be related to an identifi able cause. These drugs are clas-
sifi ed as SSRIs, TCAs, atypical antidepressants, and MAOIs.

SSRIs represent the latest advancement in pharmaco-
therapy. They inhibit the 5-hydroxytryptamine (5-HT) system 
uptake of indoleamine (serotonin). Abnormalities in 5-HT 
function can result in mood disturbances, anxiety, altered cog-
nition, aggressive behavior, or altered sexual drive.

TCAs increase the level of a neurotransmitter, either sero-
tonin or norepinephrine, in the space between nerve endings. 
A defi ciency in either of these transmitters is thought to cause 
depression. Choice of medication depends on which chemical 
is thought to be defi cient in the nerve endings.

Atypical antidepressants do not readily fi t into the familiar 
categories of TCAs, MAOIs, or SSRIs. At present, the follow-
ing atypical antidepressants have been identifi ed: trazodone 
(Desyrel), bupropion (Wellbutrin), venlafaxine (Effexor), 
mirtazapine (Remeron), maprotiline (Ludiomil), reboxetine 
(Edronax, Vestro), and duloxetine (Cymbalta). Nefazodone 
(Serzone) has been removed from the market because it was 
linked to 55 cases of liver failure.

Trazodone, chemically unrelated to other antidepressants, 
is a mixed serotonergic agonist and antagonist. Bupropion, 
which has a different chemical structure than the other anti-
depressants, appears to block more dopamine reuptake. Ven-
lafaxine, desvenlafaxine, and duloxetine are novel bicyclics 
(SNRIs) unrelated to the TCAs; they inhibit neuronal uptake 
of serotonin and norepinephrine. Mirtazapine and maprotiline 
are tetracyclics believed to enhance central noradrenergic and 
serotonergic activity. Reboxetine is a noradrenaline reuptake 
inhibitor (NARI).

MAOIs prevent the metabolism of neurotransmitters, but 
are used less frequently than the TCAs because they are less effec-
tive, must be given for longer periods before they are benefi cial, 
are more toxic, have a longer duration of action, and may cause 
severe adverse reactions if taken with tyramine-rich foods.

Selective Serotonin Reuptake Inhibitors

SSRIs are a popular class of antidepressants, now considered 
the fi rst line of therapy for treating depression. Although this 
class of drugs is relatively safe and useful for a broad spectrum 
of potential indications, the FDA recently recommended that a 
black box warning be added to drug labels stating that SSRIs 
increase the risk of suicidal behavior in depressed children and 
teens. SSRIs depend on neuronal release of serotonin for their 
action: the blockage of the neuronal uptake of serotonin. By 
inhibiting the uptake of serotonin into the nerve terminal, the 
level of the neurotransmitter at the synapse increases, exerting 
a clinically signifi cant antidepressant effect. The term chemical 
imbalance is often used to describe a defi ciency of serotonin and 
the presence of depression. A chemical imbalance may occur as 
a result of neurologic or organic changes in the cerebral cortex.

SSRIs are used in the treatment of depression alone or in the 
presence of concurrent disorders such as anxiety, panic attacks, 
eating disorders, sleep disorders, alcoholism, or schizophre-
nia. Flexible dosing is another advantage because single doses 
may be administered in the morning or at bedtime. Dosage 
titration to achieve a therapeutic level usually occurs slowly. 
Although a therapeutic response may occur within the fi rst 2 
weeks of treatment, clients may not receive full benefi t of the 
antidepressant agent until 8 weeks (Sadock & Sadock, 2008; 
Zoler, 2004).

Contraindications, Precautions, and Adverse 
Effects
Caution is needed when SSRIs are prescribed concurrently 
with anticoagulants. Monitor prothrombin times closely. The 
 dosages of theophylline and alprazolam are reduced to avoid 
excessive plasma concentrations of both drugs. Diazepam, 
alcohol, and tryptophan should be avoided. A recent label-
ing change for the administration of sertraline warns that the 
coadministration of sertraline and pimozide (Orap) greatly 
increases the plasma concentration level of pimozide, which 
has a very narrow therapeutic index. This could result in sig-
nifi cant toxicity.

Concurrent use of the herbal supplement St. John’s Wort, 
a serotonin agonist such as buspirone (BuSpar), or an MAOI 
such as phenelzine (Nardil) with SSRIs can lead to the accu-
mulation of serotonin. For example, if a client has been taking 
an MAOI, a 14-day drug clearance is required before initiating 
SSRI therapy to avoid an accumulation of serotonin and subse-
quent serotonin syndrome. This phenomenon, not to be con-
fused with discontinuation syndrome described earlier in the 
chapter, occurs as a result of central and peripheral seroton-
ergic hyperstimulation. The clinical presentation of serotonin 
syndrome is characterized by a variety of symptoms such as 
confusion, delirium, agitation, irritability, ataxia, incoordina-
tion, tremor, seizures, hyperrefl exia, diaphoresis, nausea, vom-
iting, diarrhea, abdominal pain, hypotension or hypertension, 
tachycardia, hyperthermia, cyanosis, severe respiratory depres-
sion, and coma. The incidence of this syndrome appears to be 
increasing, due in part to the large numbers of serotonergic 
medications available for the treatment of a variety of neurologic 
conditions. Symptoms usually develop soon after the addition 
of a new medication or a dosage increase in current medication. 
Onset may range from 2 to 24 hours from the time of medica-
tion ingestion. Presentation can vary from mild symptoms to 
coma, which is associated with high morbidity and mortality. 
Examples of drugs associated with serotonin syndrome include 
L-tryptophan, MAOIs, amphetamines, cocaine, TCAs, SSRIs, 
meperidine, trazodone, buspirone, and lithium (Kress, 2008; 
Lantz, 2001; Mechcatie, 2006; Moen, 2002; Sadock & Sadock, 
2008; Sherman, 1999; Walsh, 2007).

Common adverse effects of SSRIs include nausea, diar-
rhea, constipation, tremor, insomnia, somnolence, dry mouth, 
headache, nervousness, anorexia, weight loss, sweating, and 
sexual dysfunction. Mild or moderate hyponatremia is often 
overlooked in elderly depressed clients who are prescribed 
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SSRIs because the nonspecifi c symptoms are common in this 
population; however, such adverse effects can lead to lethal 
complications if untreated (Moon, 2004; Sadock & Sadock, 
2008).

Nursing Implications
When administering SSRIs, special considerations include 
advising clients to avoid use if pregnant or lactating; admin-
istering the drug once a day, in the morning or evening; 
arranging for lower doses in older adult clients or clients with 
hepatic or renal impairment; increasing dosages at intervals 
of not less than once a week; establishing suicide precau-
tions for clients who are severely depressed; and reporting 
any unusual adverse effects to the attending physician (Karch, 
2007).

Because certain drugs should not be administered con-
currently with SSRI therapy, ensure that the client’s chart and 
medication administration record are marked clearly to avoid 
any adverse drug–drug interactions.

Client Education
Instruct clients who are receiving SSRI drug therapy to do the 
following:

Take the drugs exactly as prescribed. Never attempt to • 
alter the dosage. (See Table 16-5 for a listing of daily 
 dosages for SSRI therapy.)
Avoid taking grapefruit juice with fl uvoxamine (Luvox) • 
and sertraline (Zoloft).
Avoid altering the dosage of the medication. Contact the • 
physician before discontinuing use of the drug.
Report any unusual symptoms such as tremors, nausea • 
and vomiting, anorexia, weight loss, nervousness, or 
sexual dysfunction.
Avoid the use of diazepam, alcohol, and tryptophan.• 

Inform the physician if taking an anticoagulant or • 
 heophylline.
Avoid operating hazardous machinery, including an auto-• 
mobile, if drowsiness occurs.
Notify the physician if symptoms of depression worsen.• 
Keep the medication out of the reach of children.• 
If taking psychostimulants to potentiate antidepressant • 
therapy, report any additional symptoms of irritability, 
insomnia, headache, palpitations, blurred vision, dry 
mouth, constipation, or dizziness.
Have his or her blood pressure and pulse monitored ini-• 
tially and after each dosage change to detect hypotension, 
hypertension, and irregular heart rates.

Tricyclic Antidepressants

TCAs generally are used to treat symptoms of depression 
such as insomnia, decreased appetite, decreased libido, 
excessive fatigue, indecisiveness, diffi culty thinking and 
concentrating, somatic symptoms, irritability, and feelings of 
worthlessness. These agents are considered effective in 85% 
of those people who exhibit symptoms of depression. Cli-
ents receiving TCAs usually show increased mental alertness 
and physical activity with mood elevation within a few days 
after therapy is initiated. Typically, clients receiving antide-
pressant drug therapy continue taking the medication for 
up to 1 year to allow neurotransmitters to return to nor-
mal levels and to achieve a reversal of the depressive epi-
sode. Other disorders that usually respond to TCAs include 
agoraphobia, borderline personality disorder, dysthymic 
disorder, obsessive–compulsive disorder, panic disorder, 
and schizoaffective disorder (Maxmen, Dubovsky, & Ward, 
2002). Examples of TCAs commonly used to treat depres-
sion include nortriptyline (Pamelor), imipramine (Tofranil), 
doxepin (Sinequan), desipramine (Norpramin), and protrip-
tyline hydrochloride (Vivactil).

Contraindications, Precautions, and Adverse 
Effects
Clients who are pregnant or breast-feeding, persons recover-
ing from a myocardial infarction, or those with severe liver 
or kidney disease should not receive TCAs. Caution is neces-
sary when administering these drugs to clients with asthma, 
 urinary retention, hyperthyroidism, glaucoma, cardiovascular 
disorders, benign prostatic hypertrophy, alcoholism, epilepsy, 
and schizophrenia.

Several drugs increase the effects of TCAs; they include 
antihistamines, atropine, alcohol, narcotic analgesics, benzo-
diazepines, and urinary alkalizers (eg, sodium bicarbonate). 
Barbiturates, nicotine, and chloral hydrate decrease the effects 
of TCAs (Abrams, 2007; Karch, 2007).

Common adverse effects of TCAs include dry mouth, 
blurred vision, tachycardia, urinary retention, and constipa-
tion. Less frequently encountered adverse effects include loss 
of appetite, insomnia, hypotension, anxiety, and increased 
intraocular pressure. Potentially dangerous adverse effects 

TABLE 16.5

Daily Dosage of Selective Serotonin 
Reuptake Inhibitors

Generic Name Trade Name
Dosage Range 
(mg/day)

citalopram Celexa 10–60

escitalopram oxalate Lexapro 10–20 

fl uoxetine Prozac, Sarafem 10–80 

fl uvoxamine Luvox 50–300  (used in 
depression associated 
with OCD)

paroxetine HCl Paxil 10–60 

paroxetine mesylate Pexeva 20–50

sertraline Zoloft 25–200 

Fluoxetine and paroxetine are also available in controlled release tabs.
All but fl uvoxamine are available as oral solutions or concentrate.
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of tricyclic drug therapy include agranulocytosis, jaundice, 
increased seizure susceptibility in clients with epilepsy, and 
prolongation of atrioventricular conduction time. Acute toxic-
ity due to overdose may occur.

Nursing Implications
Assess the client’s level or severity of depression, including the 
presence of suicidal ideation; note any adverse effects; moni-
tor for drug interactions; and observe for therapeutic effects of 
TCAs.

Within 2 or 3 weeks after the initial dose, tricyclic drugs 
should reach a serum plasma level at which optimal response 
occurs (therapeutic window). Therefore, if no therapeutic 
response is observed within 4 to 8 weeks, another drug usually 
is prescribed.

Because these agents may cause urinary retention and 
constipation, assess the client for abdominal distention. Also, 
assess the client’s vital signs and cardiac status closely. Ortho-
static hypotension, tachycardia, or arrhythmias may occur. 
Report any signifi cant changes immediately and expect the 
medication dosage to be adjusted accordingly. Monitor clients 
receiving high doses for signs of seizure activity.

Client Education
Instruct clients receiving tricyclic drug therapy to do the 
 following:

Take drugs exactly as prescribed. Never attempt to alter • 
the dosage. (See Table 16-6 for daily dosages of com-
monly used TCAs.)
Be aware that the therapeutic effects may not occur for • 
2 to 3 weeks after initial therapy. Check with the physi-
cian about the need for follow-up laboratory testing for 
drug levels to monitor dosage.
Avoid taking OTC cold remedies or other drugs without • 
the physician’s knowledge. Consult with the pharmacist 
before adding any OTC drug to the regimen.
Inform other professionals who may be treating you, • 
such as a dentist or surgeon, of the drug therapy.
Report any adverse effects, such as fever, malaise, • 
sore throat, mouth sores, urinary retention, fainting, 
irregular heartbeat, restlessness, mental confusion, or 
seizures.
Avoid excessive exercise and high temperatures because • 
these drugs (because of their anticholinergic effects) 
block perspiration.
Know that these drugs are not addictive, but some clients • 
may have a chronic defi ciency in neurotransmitters, 
requiring them to take these agents over an extended 
period.

Atypical Antidepressants

Atypical antidepressants represent a conglomeration of agents 
that elude traditional classifi cation. When clients do not 
respond to the use of SSRIs or TCAs, atypical antidepressants 
are considered to be alternatives or second-line therapy.

Contraindications, Precautions, and Adverse 
Effects
Any comorbid medical condition, including cardiac or neurologic 
disorders, requires close consideration when atypical antidepres-
sants are ordered. Venlafaxine is contraindicated in the presence 
of uncontrolled hypertension because of its potential to increase 
blood pressure. Bupropion is contraindicated in the presence of 
seizure disorder, bulimia, anorexia, trauma, or lactation. Caution 
is exercised with the use of bupropion in clients with renal or 
liver disease, heart disease, or history of a myocardial infarction. 
Mirtazapine is a tetracyclic with similar qualities and contraindi-
cations as those associated with TCAs. Maprotiline is contraindi-
cated in the presence of seizure disorders and acute myocardial 
infarction. Trazodone is contraindicated in the presence of a 
recent myocardial infarction and should be used with caution in 
clients who have a preexisting cardiac disease or abnormal liver 
function tests. New labeling alerts health care providers to poten-
tial drug interactions when trazodone is given with the antifun-
gal, ketoconazole, or with the antivirals ritonavir and indinavir. 
The anticonvulsant  carbamazepine (Tegretol) reduces plasma 
concentrations of trazodone when coadministered.

Adverse effects vary depending upon which atypical drug 
is used (Karch, 2007; Peterson, 2001; Sadock & Sadock, 2008). 

TABLE 16.6

Daily Dosage of Commonly Used Tricyclic 
and Atypical Antidepressants

Generic Name Trade Name
Dosage Range 
(mg/day)

Tricyclic Antidepressants

amitriptyline Amitril, Elavil, 
Endep

50–300 

desipramine Norpramin, 
Pertofrane

75–300 

doxepin Sinequan, 
Adapin

75–300 

imipramine Tofranil 75–300 

nortriptyline Aventyl, Pamelor 50–150  

protriptyline Vivactil 15–60 

trimipramine Surmontil 75–300 

Atypical Antidepressants

bupropion Wellbutrin 200–450 

desvenlafaxine Pristiq 50—100 

maprotiline Ludiomil 25–225 

mirtazapine Remeron 15–45 

reboxetine Edronax, Vestro 4–12 

trazodone Desyrel 25–600 

venlafaxine Effexor 75–375 

Shives_Chap16.indd   217Shives_Chap16.indd   217 11/6/2010   3:32:21 PM11/6/2010   3:32:21 PM



218 UNIT  V Special Treatment Modalities

Common adverse effects include drowsiness or somnolence, 
dizziness, dry mouth, and GI upset. In addition, trazodone 
may cause CNS overstimulation; mirtazapine causes weight 
gain; maprotiline may cause EPS; bupropion and certain SSRIs 
such as duloxetine and fl uoxetine may precipitate symptoms 
of mania or psychosis; and venlafaxine and trazodone may 
cause sexual dysfunction.

Nursing Implications
Providing care for clients who take atypical antidepressants 
can be challenging because of the variety of contraindications 
and potential adverse effects associated with each drug. This 
is further compounded if the client has an existing comorbid 
medical disorder. The client may need to undergo a physical 
exam including laboratory tests, ECG, and electroencepha-
logram to rule out the presence of preexisting cardiac disor-
der, neurologic disorder, liver disease, or renal impairment. 
When administering atypical antidepressants, adhere to the 
following:

 1. Monitor vital signs to detect potential adverse effects such 
as hypertension, hypotension, arrhythmias, or infection 
during therapy.

 2. Establish safety precautions if CNS changes such as 
 confusion, drowsiness, incoordination, or weakness occur.

 3. Administer medication with food to decrease adverse GI 
effects such as anorexia and GI upset.

 4. Expect to administer lower doses or administer the drugs 
less frequently if the client is older or debilitated.

 5. Do not administer atypical antidepressants within 
14 days of MAOI administration.

 6. Ensure that clients who are depressed and potentially 
suicidal have access to only limited quantities of the 
 prescribed drug.

 7. Monitor liver and hepatic function tests in clients with 
a history of liver or renal impairment (Karch, 2007; 
 Peterson, 2001).

Client Education
Instruct the client receiving atypical antidepressant drug 
 therapy and the family to do the following:

Take medication exactly as prescribed. Do not com-• 
bine doses or attempt to make up missed doses. Do not 
abruptly discontinue taking the drug. (See Table 16-6 for 
daily dosages of commonly used atypical antidepressants.)
Report any adverse effects or changes in medical • 
 condition.
Avoid the use of alcohol, sleep-inducing drugs, and OTC • 
drugs while taking this medication.
Use contraceptives to prevent pregnancy. Consult with • 
your health care provider if pregnancy occurs.
Avoid prolonged exposure to sunlight or sunlamps when • 
taking mirtazapine.
Take drug (eg, trazodone, venlafaxine) with food or a • 
snack to enhance absorption and decrease likelihood of 
dizziness (Karch, 2007; Peterson, 2001).

Monoamine Oxide Inhibitors

MAOIs may be prescribed for clients with treatment- resistant 
depression; clients who have depression associated with anxiety 
attacks, phobic attacks, or many somatic complaints; clients who 
fail to respond to TCAs or who cannot tolerate SSRIs; and clients 
who are in the depressive phase of bipolar disorder. MAOIs may 
be superior to TCAs in treating atypical depression (Maxmen, 
Dubovsky, & Ward, 2002; Sadock & Sadock, 2008).

Contraindications, Precautions, and Adverse 
Effects
The list of conditions that prohibit the use of MAOIs is lengthy. 
Box 16-5 lists these conditions, underscoring the need for cau-
tion when prescribing or administering these drugs. Serious 
drug–drug interactions have occurred when MAOIs are admin-
istered concurrently with dextromethorphan, CNS depressants, 
other antidepressants, antihypertensive medication, antihista-
minic preparations, levodopa, or meperidine. Morphine is a 
safe alternative to meperidine. Caution is needed when treat-
ing clients with a history of angina pectoris, pyloric stenosis, 
epilepsy, and diabetes mellitus. Drugs that increase the effects 
of MAOIs have been identifi ed as anticholinergics, adrenergic 
agents, alcohol, levodopa, and meperidine (Abrams, 2007).

Frequently seen adverse effects include abnormal heart 
rate, orthostatic hypotension, drowsiness or insomnia, head-
ache, dizziness, blurred vision, vertigo, constipation,  weakness, 
dry mouth, nausea, vomiting, and loss of appetite.

As stated earlier, MAOIs are antidepressants that are well 
known for their multiple drug and food interactions because 

Conditions That Prohibit the Use of MAOIs

Asthma •
Cerebral vascular disease •
Congestive heart failure •
Hypertension •
Hypernatremia •
Impaired kidney function •
Cardiac arrhythmias •
Pheochromocytoma •
Hyperthyroidism •
Liver disease •
Abnormal liver function tests •
Severe headaches •
Alcoholism •
Glaucoma •
Atonic colitis •
Paranoid schizophrenia •
Debilitated clients •
Age older than 60 years •
Pregnancy •
Age younger than 16 years •

BOX 16.5
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they inhibit the enzyme that breaks down the amino acids 
tyramine and tryptophan. An accumulation of these substances 
triggers the release of norepinephrine, and a hypertensive crisis 
may occur. Clinical symptoms include elevation of diastolic 
and systolic blood pressure, headache, diaphoresis, dilation of 
pupils, rapid heart rate or arrhythmias, and intracerebral hem-
orrhage (Ahmed & Fecik, 2000). The foods and beverages to 
be avoided are found in Box 16-6.

Nursing Implications
MAOIs are nonaddictive and are considered safe and  effective 
if taken as directed. As with TCAs, observe the client for 
signs of therapeutic effects, adverse effects, and drug or food 
 interactions.

To reach a maximum therapeutic effect, MAOIs may 
require 2 to 6 weeks of therapy. Benefi cial response should be 
evident within 3 to 4 weeks. Monitor the client closely for pos-
sible overdose and have medications readily available should 
signs and symptoms occur. Medication for overdose includes 
phentolamine for excessive pressor response (dilation of blood 
vessels and lowering of arterial blood pressure) and diazepam 
for excessive agitation.

Client Education
Instruct the client receiving MAOIs in the following:

Take the drugs exactly as prescribed. (See Table 16-7 for • 
daily dosages of commonly used MAOIs.) Avoid altering 
the dosage or discontinuing the use of the drug.
Avoid the intake of foods containing tyramine and trypto-• 
phan, caffeine-containing beverages, and beer and wine.
Report any symptoms such as severe headache or heart • 
palpitations that may indicate a hypertensive crisis 
requiring immediate intervention.
Avoid overactivity because these agents may suppress • 
anginal pain, a warning of myocardial ischemia.

Have vision checked periodically because optic toxicity • 
may occur if therapy is administered over an extended 
period.
Carry a MedicAlert card to inform emergency room staff • 
about therapy with MAOIs.

Box 16-7 lists some important adverse reactions that may 
occur with antidepressants.

Sustained-Release, Parenteral, 
and Transdermal Antidepressants

Researchers have found that as many as 50% of clients  discontinue 
taking their antidepressant medications before completing the 
recommended length of therapy. One of the most important fac-
tors cited for medication noncompliance is the inability to tolerate 
adverse effects such as drowsiness and fatigue, anxiety, headache, 
nausea, and sexual dysfunction. The need to take medication 
on a daily basis throughout long-term therapy and the desire to 
maintain confi dentiality about their use of antidepressants were 
also considered to be contributing factors (Bowes, 2002).

As a result of several studies that focused on the role of 
medication tolerability in treatment adherence, drug com-
panies have developed various formulations of antidepres-
sants. Examples include orally disintegrating mirtazapine; 
sustained-release bupropion, methylphenidate hydrochloride, 
dextroamphetamine and amphetamine; enteric-coated or 
modifi ed-release fl uoxetine; extended-release venlafaxine and 
methylphenidate; and controlled-release paroxetine (Bowes, 
2002; Karch, 2007; Sadock & Sadock, 2008).

Although intravenous clomipramine, imipramine, 
 maprotiline, and citalopram have been widely used through-
out Europe, only amitriptyline has been approved for use par-
enterally in the United States. Research fi ndings indicate that 
the parenteral route is well tolerated, with no greater incidence 
of adverse effects than oral medication.

Parenteral administration includes the assurance of drug 
compliance, provides an option for clients who cannot toler-
ate oral medication, and is an alternative choice of treatment 
for severely ill, treatment-resistant clients before the use of 
 electroconvulsive therapy.

Transdermal antidepressant therapy, a noninvasive 
and painless route of administration, requires no technical 

Foods and Beverages That Contain Tyramine 
and Tryptophan

Hypertensive crisis may occur if MAOIs are taken 
with the following:

Aged cheese Meat tenderizers
Avocados Pickled herring
Bananas Raisins
Beer Sauerkraut
Caffeine Sour cream
Canned fi gs Soy sauce
Chicken livers Wine
Chocolate Yeast supplements
Fava bean pods Yogurt
Guacamole dip

BOX 16.6
TABLE 16.7

Daily Dosage of Commonly Used 
 Monoamine Oxidase Inhibitors

Generic Name Trade Name
Dosage Range 
(mg/day)

isocarboxazid Marplan 10–70

phenelzine Nardil 15–90

tranylcypromine Parnate 20–60
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 support, and may make the use of parenteral antidepressants 
more acceptable. For example, selegiline transdermal system 
(Emsam), offers a unique delivery of an MAOI in the treatment 
of major depressive disorder and no dietary modifi cations are 
indicated at the starting and target dose of 6 mg/24 hour.

STIMULANTS AS MOOD 
ELEVATORS
Stimulants or psychostimulants, also referred to as mood 
elevators, are used to potentiate antidepressant medications 
in treatment-resistant depression (ie, in clients who partially 
respond to antidepressants) and treatment-refractory depres-
sion (ie, in clients who do not respond to antidepressants). 

Research evidence has shown that certain clients may require 
more dopaminergic effects for therapeutic antidepressant 
treatment. Stimulants have also been proven effective in 
reducing depression in medically ill clients, poststroke cli-
ents, and clients with acquired immunodefi ciency syndrome. 
Other uses of stimulants include the treatment of narcolepsy, 
attention-defi cit hyperactivity disorder (ADHD) in children, 
residual ADHD in adults, and obesity (Sadock & Sadock, 
2008).

Amphetamine stimulants cause a release of norepineph-
rine and dopamine into the synapse from the presynaptic 
nerve cell and block their reuptake. This action stimulates the 
sympathetic nervous system, resulting in alertness, wakeful-
ness, vasoconstriction, suppressed appetite, and hypothermia. 
Lisdexamfetamine (Vyvanse) is an FDA-approved extended-
action psychostimulant that offers daylong coverage and has 
comparatively low abuse potential. It appears to be more 
appealing for people who have a predisposition to substance 
abuse, such as those clients with a strong family history of 
addiction. Methylphenidate (Concerta, Ritalin) produces a 
milder CNS response than amphetamine stimulants. Trans-
dermal methylphenidate (Daytrana) is a patch designed for 
fl exible, long-acting coverage to maximize effectiveness and 
reduce side-effect risk. The patch is applied to the hip 2 hours 
before the desired effect and removed 9 hours after applica-
tion (Boyd, 2002; McNamara, 2007; Pataki & Suddah, 2006; 
Wilens, 2007).

As stated earlier in the chapter, stimulants can be used alone 
or in conjunction with antidepressant medication to enhance 
their therapeutic effects. They are also used in the treatment 
of narcolepsy, ADHD, and obesity. Daily dosages, included in 
Table 16-8, may vary depending upon the age of the client (ie, 
child, adolescent, adult, or geriatric client) and the rationale for 
treatment (eg, narcolepsy, depression, ADHD, obesity).

TABLE 16.8

Daily Dosage of Commonly Used 
Stimulants (Mood Elevators)

Generic Name Trade Name
Dosage Range 
(mg/day)

dexmethylphenidate 
HCL

Focalin 2.5–20 

dextroamphetamine Dexedrine 5–60 

dextroamphetamine 
and amphetamine

Adderall 2.5–40 

lisdexamfetamine Vyvanse 30–70 

methylphenidate Ritalin 10–60 

methylphenidate HCL Concerta 18–54 

methylphenidate HCL, 
USP

Metadate CD 20–60 

modafi nil Provigil 100–200 

Med Alert: Antidepressants

Assume that there is a potential for drug interac-
tions when treating for depression. Dosages of 
antidepressants are reduced when given to chil-
dren, adolescents, or the elderly. Nortriptyline, fl u-
oxetine, and doxepin are available in liquid form. 
Fluoxetine is now available in a once-a-week dose. 
Imipramine-PM and amitriptyline are available for 
intramuscular injection. Uncommon, but poten-
tially serious, adverse effects can occur during the 
administration of antidepressants. They include

 1. onset of psychosis, possibly secondary to anti-
cholinergic effects of TCAs;

 2. confusional states secondary to anticholinergic 
effects of TCAs;

 3. seizures due to lowering of the threshold as 
with the use of buproprion;

 4. hyperpyretic crisis if TCA is given with 
 fl uoxetine;

 5. paralytic ileus if TCA is given with an anticho-
linergic;

 6. severe convulsions or death if TCA is given 
with an MAOI;

 7. liver disorder due to trazodone;
 8. focal necrotizing vasculitis due to  fl uoretine;
 9. intraocular pressure increase with use of parox-

etine; or
10. severe hyponatremia linked to use of SSRIs.

Specifi c drug–drug interactions are listed at the 
discussion of each classifi cation of antidepressant 
drugs in the text. The U.S. Government Printing 
Offi ce released a medical alert (February 1995) 
stating that severe CNS toxicity, hyperpyrexia, and 
death are recognized consequences when using 
Eldepryl concurrently with antidepressants (MAOIs, 
TCAs, and SSRIs).

BOX 16.7
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Contraindications, Precautions, and Adverse 
Effects

The use of stimulants is contraindicated during or within 14 days 
of the administration of MAOIs. Stimulants are not prescribed in 
the presence of glaucoma, advanced arteriosclerosis, cardiovas-
cular disease, moderate-to-severe hypertension, hyperthyroid-
ism, marked anxiety or agitation, drug or alcohol abuse, or the 
history of tics or Tourette’s syndrome. Stimulants have also been 
administered to persons with Tourette’s syndrome and comorbid 
ADHD; however, the risks and benefi ts must be weighed before 
prescribing them for such clients (Sadock & Sadock, 2008).

Potential adverse effects are too numerous to list in detail; 
however, the most common adverse effects include appetite 
suppression and sleep disturbances (drowsiness or insom-
nia). Occasionally, GI disturbances, mild increases in pulse 
and blood pressure, and CNS overstimulation have been 
observed. Arrhythmias can occur with the use of amphetamine 
 stimulants. Stimulant-associated toxic psychosis is rare.

Drug–drug interactions reported include hypertensive 
 crisis when combined with MAOIs. Stimulants also are known 
to increase levels of anticonvulsants, anticoagulants, TCAs, 
and SSRIs.

Nursing Implications

When administering stimulants, adhere to the following:

 1. Assess the client’s blood pressure, pulse, weight, height, and 
sleep habits initially and then monitor during each visit.

 2. Assess CNS activity (eg, abnormal body movements 
or changes in mental status), growth progression, 
and  appetite of children and adolescent clients taking 
amphetamine stimulants.

 3. Ensure that timed-release tablets are swallowed whole, 
not chewed or crushed.

 4. Monitor CBC and platelet counts periodically in clients 
undergoing long-term therapy with methylphenidate.

 5. Administer stimulants in the morning and then at noon. 
If it is necessary to give the second dosage of medication 
later in the day, it should be given no later than 6 PM to 
avoid insomnia.

Client Education
Teach clients who are receiving stimulants the following:

Take the drug exactly as prescribed. Do not crush or • 
chew sustained- or timed-release tablets. If the drug 
appears to be ineffective, notify your health care  provider.
Report any unusual clinical symptoms such as insom-• 
nia, abnormal body movements, palpitations, nervous-
ness, vomiting, diarrhea, fever, skin rash, pale stools, or 
 yellowing of the skin or eyes.
Avoid the use of alcohol or OTC drugs including nose • 
drops and cold remedies to avoid serious drug–drug 
interactions.
Avoid pregnancy while taking stimulants because they • 
may cause harm to the fetus.

ANTIMANIC AGENTS OR MOOD 
STABILIZERS
Antimanic agents, or mood stabilizers, refer to agents that 
 prevent or diminish the frequency and intensity of manic 
behavior, mood swings, aggressive behavior, and dyscontrol 
syndrome. Lithium has long been considered the treatment 
of choice for the manic phase of bipolar disorder (formerly 
termed “manic-depressive illness”). It is also used in the treat-
ment of major depressive disorder, schizoaffective disorder, 
therapy-resistant schizophrenia, anorexia nervosa and bulimia 
nervosa, and for control of chronic aggression in both children 
and adults (Sadock & Sadock, 2008).

Research has shown at least three alternate treatment 
options, especially for those individuals with bipolar disorder 
who are unable to tolerate lithium salts. They include the use 
of anticonvulsants such as carbamazepine (Tegretol), carbam-
azepine extended-release (Equetro), gabapentin (Neurontin), 
lamotrigine (Lamictal), topiramate (Topamax), and valproate 
(Depakene); calcium channel antagonists such as norverapamil 
and nicardipine (Cardene); and antipsychotics such as arip-
iprazole (Abilify), olanzapine (Zyprexa), olanzapine/fl uoxetine 
(Symbyax), risperidone (Risperdal), and ziprasidone (Geodon). 
This section of the chapter, however, focuses on the use of lith-
ium salts. Anticonvulsants are discussed in the next section.

The leading current theory hypothesizes that lithium’s 
 antidepressant effects result from the augmentation of sero-
tonin function in the CNS. Lithium is thought to balance sero-
tonergic neurotransmission, preventing a decreased activity 
of nerve impulses that causes depression and preventing an 
increased activity of nerve impulses that causes mania. In cli-
ents exhibiting the manic phase of bipolar disorder, lithium 
appears to enhance the thyrotropin-releasing hormone–stimu-
lated  prolactin response and reduce dopamine transmission.

The body does not metabolize lithium. It is completely 
absorbed by the GI tract. It does not bind to plasma proteins, is 
not metabolized, and is distributed nonuniformly throughout 
body water. Approximately 80% of a lithium dose is reabsorbed 
in the proximal renal tubules and excreted by the kidneys. The 
lithium ion, similar to the sodium ion, is thought to maintain 
a constant sodium concentration in the brain, regulating mood 
swings as well as impulses traveling along nerve cells. Since 
lithium behaves as a salt in the body, sodium intake by the 
client must remain relatively stable during treatment; other-
wise, lithium levels will be altered and toxicity or lower-than-
 therapeutic levels can occur (Sadock & Sadock, 2008).

Contraindications, Precautions, and Adverse 
Effects

Lithium most commonly affects the thyroid, kidneys, heart, 
and hematopoietic systems. It impedes the release of thyroid 
hormones and can result in hypothyroidism or goiter. Lithium 
should not be prescribed during pregnancy or in the presence 
of severely impaired kidney function. Furthermore, caution 
should be used when prescribing lithium for clients who have 
heart disease; perspire profusely; are on a sodium-restricted 
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diet; are hypotensive; have epilepsy, parkinsonism, or other 
CNS disorders; or are dehydrated. Serum lithium concen-
trations may increase in the presence of extreme vomiting, 
 diarrhea, or perspiration, resulting in lithium toxicity.

Common adverse effects include metallic taste, nausea, diar-
rhea, abdominal discomfort, weight gain, polydipsia, polyuria, 
muscle weakness, fi ne hand tremors, fatigue, and mild cogni-
tive impairment, as well as edema of the feet, hands, abdomi-
nal wall, or face. Dosage-related dermatological effects include 
acneiform, follicular, and maculopapular eruptions; worsening 
of psoriasis; and alopecia. Adverse effects may occur as early as 
2 hours after the fi rst dose is taken. Leukocytosis is a common 
benign effect of lithium treatment (Sadock & Sadock, 2008.)

Lithium toxicity occurs when serum lithium levels exceed 
1.5 to 2.0 mEq/L. Signs and symptoms include drowsiness, 
slurred speech, muscle spasms, blurred vision, diarrhea, dizzi-
ness, stupor, convulsions, and coma. Death has occurred as a 
result of lithium toxicity.

Nursing Implications

Before beginning therapy with lithium, the client undergoes a 
complete physical examination including laboratory tests and 
an ECG to obtain baseline information and to rule out any 
cardiac, thyroid, hepatic, or renal abnormalities. When admin-
istering lithium therapy, be sure to include the following:

 1. Give the prescribed drug during or after meals to 
decrease gastric irritation.

 2. Monitor serum lithium levels at least twice a week during the 
initiation of therapy before stabilization of manic episode. 
After stabilization, expect to monitor levels every month.

 3. Obtain serum samples 12 hours after a lithium dose is 
administered. The desired levels should reach 1.0 to 
1.5 mEq/L.

 4. Observe clients for decreases in manic behavior and 
mood swings, adverse effects, and drug interactions.

 5. Recognize that diuretics and anti-infl ammatory agents 
such as indomethacin increase the effects of lithium; that 
acetazolamide, sodium bicarbonate, excessive amounts 
of sodium chloride, drugs with high sodium content, 
and theophylline compounds decrease lithium’s effects.

 6. To avoid lithium toxicity, obtain electrolyte levels, a 
thyroid profi le, and a liver profi le routinely as ordered 
depending upon the established protocol.

Client Education
Instruct clients receiving lithium therapy to do the following:

Take the drug exactly as directed. (See Table 16-9 for • 
daily dosage of lithium salts.)
Do not alter the dosage or cease taking the prescribed drug. • 
Be aware that lithium may require 3 to 5 weeks to be effective.
Do not decrease dietary salt intake unless instructed • 
to do so by a physician because it increases the risk of 
adverse effects, including toxicity, due to increased con-
centration of lithium. Similarly, increased salt intake will 

lower lithium concentration and may induce symptoms 
of hypomania or mania.
Maintain a high intake of fl uids (8–10 glasses daily) • 
unless contraindicated because of a physical disorder. 
Decreases in body fl uid intake can lead to dehydration 
and lithium toxicity.
Avoid crash or fad diets.• 
Avoid excessive exercise in warm weather. Excessive • 
 perspiration increases the risk of adverse effects.
Have blood lithium levels monitored regularly. Blood • 
samples should be taken 12 hours after the previous dose 
of lithium; therefore, do not take the morning dose until 
the serum sample has been taken. Keep in mind that 
other laboratory tests, including blood urea nitrogen, 
thyroid profi le, electrolyte levels, and liver profi le, are 
monitored to avoid adverse effects.
Avoid taking other medications without a physician’s • 
knowledge because these may increase or decrease the 
effects of lithium.
Report any unusual symptoms, illnesses, or loss of • 
 appetite immediately to a physician.
Continue to take the drug despite an occasional relapse. • 
Some clients respond slowly to lithium therapy.
Notify a doctor whenever a change in diet occurs because • 
this may affect the lithium level.
Do not breast-feed while taking lithium.• 
Schedule an annual physical examination.• 
Carry a MedicAlert card or wear a MedicAlert bracelet.• 

ANTICONVULSANTS
Anticonvulsant drugs are used to treat seizure disorders, which 
are not uncommon among individuals with psychiatric disor-
ders. They may be used to control seizure activity, such as that 
associated with petit mal (absence), grand mal (tonic–clonic), 
psychomotor, akinetic and myoclonic, or focal epileptic  seizures, 

TABLE 16.9

Daily Dosage of Lithium Salts (Mood 
Stabilizers)

Generic Name
Trade 
Name

Dosage Range 
(mg/day)

lithium carbonate Eskalith
Lithonate
Lithobid
Lithotabs
Eskalith CR

900–1,800 mg in 
divided doses until 
serum levels reach 
1.0–1.5 mEq/L

lithium citrate Cibalith-S Begin with 300 mg b.i.d. 
and gradually increase 
by 300-mg increments 
to achieve desired serum 
lithium level
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or seizures associated with neurosurgery (Bristol-Myers Squibb, 
1996). Anticonvulsants are also used to reduce seizure-induced 
aggressive behavior, and they may have the same effect on per-
sons who exhibit aggressive behavior but do not have epilepsy. 
Anticonvulsants may be used alone or in combination with an 
antipsychotic drug to reduce episodes of violent behavior in 
clients with the diagnosis of schizophrenia. Divalproex (Depa-
kote) and gabapentin (Neurontin) are standard treatment for 
the manic phase of bipolar disorder. Individuals experiencing 
acute substance abuse withdrawal may be given sedatives and 
anticonvulsant medications to prevent or treat seizures and 
delirium tremens. Other examples of the use of anticonvulsant 
therapy include treatment of clients with delirium and demen-
tia associated with Axis III physical disorders or conditions 
such as brain tumor, history of head injury, explosive personal-
ity disorder, or epilepsy (Sadock & Sadock, 2008).

Several chemical classifi cations of anticonvulsants may be 
used: long-acting barbiturates, benzodiazepines, hydantoins, and 
succinimides. The newer anticonvulsant agents, such as  gabapentin 
(Neurontin), lamotrigine (Lamictal), oxcarbazepine (Trileptal), 
and topiramate (Topamax), are structurally diverse and have mul-
tiple CNS effects. They differ in metabolism, drug  interactions, 
and adverse effects. None of them has an identical combination of 
neurochemical actions (Sadock & Sadock, 2008).

Because of their divergent mechanisms of action, each anti-
convulsant may have a unique therapeutic profi le outside of 
epilepsy. Neurotransmitter release from presynaptic nerve ter-
minals is linked to voltage-sensitive sodium channels (VSSCs), 
voltage-sensitive calcium channels (VSCCs), or the gamma-
aminobutyric reuptake pump. Anticonvulsants may bind to 
VSSC, VSCC, or GABA A receptors to modulate or reduce the 
release of neurotransmitters. As a result of this activity, some 
anticonvulsants are effective in the treatment of bipolar disor-
der, schizophrenia, chronic pain, agitation, aggressive behavior, 
anxiety disorder, and substance abuse (Grady, 2005; Maxmen, 
Dubovsky, & Ward, 2002; Sadock & Sadock, 2008). Com-
monly used anticonvulsants include carbamazepine (Tegre-
tol, Carbatrol, Equetro), clonazepam (Klonopin), gabapentin 
(Neurontin), lamotrigine (Lamictal), phenytoin (Dilantin), 
primidone (Mysoline), topiramate (Topamax), and valproic 
acid (Depakene). Pregabalin (Lyrica) is a new anticonvulsant 
that is FDA-approved to treat diabetic peripheral neuropathy 
and postherpetic neuralgia as well as seizure activity.

Contraindications, Precautions, and Adverse 
Effects

Anticonvulsants are contraindicated or must be used cau-
tiously in clients with CNS depression. The presence of hepatic 
or renal damage, liver disease, or bone marrow  depression 
 prohibits the use of anticonvulsants. Increased incidence of 
birth defects may occur if anticonvulsants are used during 
pregnancy. Women who are breast-feeding should not take 
anticonvulsants. According to a recent alert issued by the FDA, 
clients of Asian ancestry are at signifi cantly increased risk for 
fatal skin reactions such as Stevens–Johnson syndrome and 
toxic epidermal necrolysis when treated with carbamazepine. 
They should undergo genetic testing to assess their risk before 
therapy is initiated. Furthermore, possible adverse interactions 
may occur with the concurrent use of complementary and 
alternative medicines (CAM) (ie, CAMs may cause seizures by 
reducing the effi cacy of anticonvulsant drugs) ( Sirven, 2007).

Common adverse effects include dizziness, blurred vision, 
sedation, and GI upset. Ataxia also may occur. CNS depression 
increases if alcohol is used during treatment with anticonvulsant 
medication. The effectiveness of oral contraception is decreased 
when topiramate is used. The development of a rash while taking 
lamotrigine could prove to be life threatening (Karch, 2007).

Nursing Implications

When administering anticonvulsant drug therapy, be sure to 
include the following:

 1. Administer the drug on a regular schedule to maintain 
therapeutic blood levels.

 2. Administer oral anticonvulsant drugs with meals or 
fl uid to reduce gastric irritation and decrease adverse GI 
effects. Anticipate giving ranitidine (Zantac) as ordered to 
eliminate gastric irritation.

 3. Observe for therapeutic effects, which occur approxi-
mately 7 to 10 days after drug therapy is started.

 4. Monitor for adverse effects including CNS changes (eg, 
drowsiness, sedation, ataxia), GI irritation, skin disorders, 
blood dyscrasias, respiratory depression, liver damage, 
gingival hyperplasia, hypocalcemia, and  lymphadenopathy.

 5. Observe for drug interactions, such as decreased effects 
of oral anticoagulants, corticosteroids, beta adrenergic 
blockers, and theophylline; increased hepatotoxicity with 
acetaminophen; and increased sedation when adminis-
tered with other CNS depressants.

 6. Arrange for laboratory testing to monitor the client’s liver 
function, blood count including platelets, and serum 
drug levels (Abrams, 2007; Karch, 2007).

Client Education
Instruct clients receiving anticonvulsant drug therapy to do the 
following:

Inform the health care provider of any known physical • 
illnesses or pregnancy and about any medication or OTC 
drugs presently being used.

SELFAWARENESS PROMPT
Examine your attitude about the use of psy-

chotropic drugs to stabilize clinical symptoms of 
psychiatric disorders. How would you feel about 
medicating a child or an older adult? What biases, 
if any, would come into play? How would you feel 
about medicating a client of your age group? If 
your answer to either of these questions reveals 
discomfort on your part, what measures can be 
taken to change your attitude or discomfort?

Shives_Chap16.indd   223Shives_Chap16.indd   223 11/6/2010   3:35:49 PM11/6/2010   3:35:49 PM



224 UNIT  V Special Treatment Modalities

Take medication exactly as prescribed with food • 
or glass of fl uid at the same time each day. (See 
Table 16-10 for the daily dosage of commonly used 
anticonvulsants.)
Avoid drinking grapefruit juice if taking carbamazepine • 
because it interferes with metabolism of the drug and 
may cause a fatal reaction.
Avoid the use of antacids because they reduce the serum • 
level of anticonvulsant medication.
Ask for the same brand and form of drug when renewing • 
prescriptions.
Follow directions when taking a liquid preparation of • 
phenytoin.
Report any unusual or adverse effects to the health care • 
provider.
Refrain from driving or operating heavy machinery if • 
drowsiness occurs.
Wear a MedicAlert bracelet stating the use of • 
 anticonvulsants.

ANTIPARKINSONISM AGENTS
Antiparkinsonism agents have been used to treat medication-
 induced movement disorders, such as neuroleptic-induced par-
kinsonism. Antiparkinsonism agents include anticholinergic 
agents, some antihistaminergic agents, and dopaminergic ago-
nists and precursors (such as levodopa, a natural precursor of 
dopamine). (A similar term, antiparkinsonian agent, refers to 

the use of these agents in the treatment of Parkinson’s disease.) 
Anticholinergic agents (eg, benztropine [Cogentin], biperiden 
[Akineton]) block the action of acetylcholine receptors in the 
brain and peripheral nervous system in an attempt to correct 
an imbalance between a defi ciency of dopamine and an abun-
dance of acetylcholine. Anticholinergics decrease salivation, 
spasticity, and tremors in persons who have minimal symp-
toms or cannot tolerate levodopa. Their primary use in clinical 
psychiatry is the treatment of medication-induced movement 
disorders, neuroleptic-induced dystonia, and medication-
induced postural tremor. Anticholinergic agents are also of 
limited use in the treatment of neuroleptic-induced akathisia 
(Sadock & Sadock, 2008).

Certain antihistaminergic agents (eg, diphenhydramine 
[Benadryl] and orphenadrine [Norfl ex]) are used in clini-
cal psychiatry to treat neuroleptic-induced parkinsonism, 
neuroleptic-induced acute dystonia, and neuroleptic-induced 
akathisia. Antihistaminics also function as hypnotics and anxi-
olytics. They act by competitively antagonizing histamine at 
the H

1
 histamine receptor. They do not block the release of 

histamine, but rather antagonize most of its effects (Sadock & 
Sadock, 2008; Stanilla & Simpson, 1995).

Dopaminergic agonists (eg, amantadine [Symmetrel]) 
and precursors (eg, levodopa [Dopar, Larodopa]) increase the 
release of dopamine in the nigrostriatal pathway for clients 
with parkinsonism, thereby helping to relieve their symptoms 
(Karch, 2007; Sadock & Sadock, 2008; Stanilla & Simpson, 
1995). These agents, along with other agents such as propra-
nolol (Inderal), clonidine (Catapres), clonazepam (Klonopin), 
and lorazepam (Ativan), are the drugs of choice for treating 
extrapyramidal disorders and idiopathic or postencephalitic 
Parkinson’s disease.

Contraindications, Precautions, and Adverse 
Effects

Drugs with anticholinergic and antihistaminergic effects, 
such as benztropine (Cogentin), biperiden, trihexyphenidyl 
(Artane), and diphenhydramine (Benadryl), which are used to 
alleviate acute EPS, are contraindicated in clients with glau-
coma, myasthenia gravis, GI obstruction, prostatic hypertro-
phy, and urinary bladder neck obstruction. These drugs must 
be used with caution in clients exhibiting symptoms related to 
cardiovascular disorders.

Dopaminergic agents, such as carbidopa and levodopa 
(Sinemet), bromocriptine (Parlodel), levodopa (Dopar), 
pramipexole (Mirapex), pergolide (Trental), and ropinirole 
(Requip), are contraindicated in the presence of known 
hypersensitivity to specifi c drugs; in concomitant use with 
MAOIs, meperidine (Demerol), and other opioids; and in 
the presence of uncontrolled hypertension, narrow-angle 
glaucoma, or breast-feeding (Sadock & Sadock, 2008). The 
manufacturers of pergolide (Permax) recently agreed to take 
the dopamine agonist off the market because clients taking 
it were at high risk of developing valvulopathy (ie, cardiac 
regurgitation).

TABLE 16.10

Daily Dosage of Commonly Used 
Anticonvulsants

Generic Name Trade Name
Dosage Range 
(mg/day)

carbamazepine Tegretol 600–1,200 

clonazepam Klonopin 1.5–20 

ethosuximide Zarontin 500–1,500 

gabapentin Neurontin 300–2,400 

lamotrigine Lamictal 25–500 

oxcarbazepine Trileptal 300–1,200 

phenytoin Dilantin 300–625 

pregabalin Lyrica 150–600 

primidone Mysoline 500–2,000 

topiramate Topamax 25–400 

valproate Depakote 500–1,500 

sodium valproate Epival in 
Canada

valproic acid Depakene 500–1,500 

Shives_Chap16.indd   224Shives_Chap16.indd   224 11/6/2010   3:35:50 PM11/6/2010   3:35:50 PM



CHAPTER 16    Psychopharmacology 225

Nursing Implications

When administering antiparkinsonism agents, include the 
 following actions:

 1. Administer the agent (except levodopa) with or immedi-
ately after food intake to prevent or reduce GI distress.

 2. Recognize that a form of carbidopa/levodopa (Parcopa) is 
available as an orally disintegrating tablet for clients who 
have diffi culty swallowing, or holding a glass of water.

 3. Observe for therapeutic effects such as decreased saliva-
tion, tremor, and drooling (anticholinergic effects).

 4. Observe for improvement in gait, balance, posture, 
speech, and self-care ability.

 5. Monitor for adverse effects of anticholinergic agents such as 
dry mouth, drowsiness, constipation, and urinary  retention.

 6. Monitor for adverse effects to antiparkinsonism agents 
such as psychosis, depression, hallucinations, insomnia, 
and irritability (Abrams, 2007; Karch, 2007).

Client Education
As is true with other types of drug therapy, the client receiv-
ing medication to lessen or reverse EPS of psychotropic drugs 
needs instructions about following the physician’s prescribed 
dosage (Table 16-11).

Additional instructions for the client and family members 
include the following:

Maintain an adequate amount of fl uid intake (2,000–3,000 • 
mL daily unless contraindicated) to prevent excessive dryness 
of the mouth. Take medication just before meals, chew gum, 
or suck on hard candies to help alleviate this adverse effect.
Avoid operating potentially hazardous machinery or • 
driving an automobile if symptoms of blurred vision or 
drowsiness occur.

TABLE 16.11

Daily Dosage of Commonly Used 
Antiparkinsonism Agents

Generic Name Trade Name
Dosage Range 
(mg/day)

amantadine Symmetrel 100–300 

benztropine Cogentin 0.5–6 

biperiden Akineton 2–16 

bromocriptine Parlodel 2.5–100 

carbidopa/levodopa Sinemet Varies per 
individual

diphenhydramine Benadryl 25–200 

entacapone Comtan 200–1,600 

levodopa Larodopa or 
Dopar

1,000–8,000 

pramipexole Mirapex 0.375–4.5 

procyclidine Kemadrin 10–20 

ropinirole Requip 0.75–24 

selegiline Eldepryl 5–10 

tolcapone Tasmar 300–600 

trihexyphenidyl Artane 2–15

SELFAWARENESS PROMPT
Review Box 16-1 regarding psychopharma-

cologic guidelines and medicating the client. Are 
the guidelines helpful? Do you feel adequately 
prepared to administer prescribed psychotropic 
drugs? Please explain your answers.

Report any adverse effects or unusual symptoms to the • 
health care provider.
Use caution when rising from a sitting or reclining • 
 position because of the possibility of postural hypoten-
sion and drowsiness.
Limit strenuous activities in hot weather because  anticholinergic • 
drugs may cause anhidrosis (the inability to sweat).
Have routine vision examinations to reduce the risk of • 
glaucoma.
Limit use of alcohol, high-protein foods, and  vitamin B• 

6
 

because they decrease the therapeutic effects of 
levodopa.

KEY CONCEPTS
The last few decades have seen an explosion in the amount • 
of data concerning the molecular biology of neurotrans-
mission, broadening our understanding of the science of 
psychopharmacology.
The importance of drug polymorphism has been researched • 
as clinicians have become more culturally competent in 
the treatment of psychiatric disorders.
Guidelines have been published regarding the use of psy-• 
chotropic medications to treat psychiatric disorders in the 
psychiatric setting.

Antipsychotic agents that produce signifi cant neuro-• 
logic adverse effects have been referred to as neuroleptics 
(typical or conventional antipsychotics). New-generation 
 antipsychotic agents (referred to as atypical antipsychot-
ics) act to stabilize positive and negative symptoms and 
produce fewer adverse motor effects than neuroleptic 
agents.
Antianxiety agents and hypnotics are CNS depressants • 
that share many characteristics, including the ability to 
reduce anxiety and promote sleep.
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 antidepressant medication, although they are also used to 
treat narcolepsy, ADHD, and obesity.
Although lithium has long been considered the treatment • 
of choice for the manic phase of bipolar disorder, research 
has shown that certain anticonvulsants and atypical 
 antipsychotics are also effective. These alternative drugs 
are valuable in the treatment of clients who cannot tolerate 
lithium salts.
Anticonvulsants are effective in the treatment of seizure dis-• 
orders, which are common among clients with  psychiatric 
disorders. They are also used to treat symptoms of bipolar 
disorder, agitation, aggressive behavior, anxiety disorder, 
pain, and substance abuse.
Antiparkinsonism agents are used to treat medication-• 
induced movement disorders, neuroleptic-induced 
dystonia, and medication-induced postural tremor 
as well as idiopathic or postencephalitic Parkinson’s 
disease.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Antianxiety agents (anxiolytics) include several drug • 
 classifi cations, including benzodiazepines, nonbenzodiaz-
epines, antihistamines, beta-blockers, certain SSRIs, and 
atypical antidepressants. Research has shown that some 
of the newer drugs are successful in the treatment of both 
anxiety and depression.
Drug companies have developed various formulations • 
of antianxiety agents (eg, wafer form, sublingual, orally 
 disintegrating) to enhance medication tolerability and 
facilitate compliance.
Hypnotic agents are used to induce a state of natural sleep, • 
reduce periods of involuntary awakenings during the 
night, and increase total sleep time.
Antidepressants include SSRIs, TCAs, atypical anti-• 
depressants, and MAOIs.
Drug companies have developed various formulations of • 
antidepressants (eg, sustained-release, parenteral, trans-
dermal, orally disintegrating) to enhance medication tol-
erability and facilitate compliance.
Stimulants (also referred to as psychostimulants or • 
mood elevators) are used to potentiate the effects of 

Critical Thinking Questions

 1. Research and create a lesson plan to teach clients and 
families about antipsychotic agents. Collaborate with 
a pharmacy student, and team-teach this material to 
an appropriate group. How does the pharmacy stu-
dent’s focus differ from yours? What are the strengths 
you bring to this process, and what are the pharmacy 
 student’s?

 2. MAOIs present unique problems for the clients taking 
them. What member of the health care team would be 
of great assistance to you as you prepare client education 
materials for this group of drugs? Why?

 3. We know that medications alleviate symptoms and it is 
necessary for them to be taken to do so. Yet, in many of 
our large cities, homeless people with mental illness roam 
the streets with symptoms raging, medications forgotten. 
What might be done about this problem? What would 
you envision as the nurse’s role in this community mental 
health issue?

Refl ection

Reflect on the chapter opening quote by Sadock and Sadock. 
Explain how the use of drugs provides a foundation for a 
successful treatment approach for a specific disorder, such 
as depression. What information could you provide to a 
client who is resistant to trying a psychotropic drug? How 
would you present the information? Would you include 

any other staff members in the presentation? If so, who and 
why?

NCLEX-Style Questions

 1. When administering the neuroleptic haloperidol (Haldol) 
to a client, the nurse understands that it is decreasing the 
amounts of which neurotransmitter?
a. acetylcholine
b. dopamine
c. serotonin
d. histamine

 2. For the client receiving the antipsychotic medication 
clozapine (Clozaril), which adverse side effect should the 
nurse be aware of?
a. decreased CBC
b. decreased liver enzyme activity
c. hypersecretion of the thyroid (hyperthyroidism)
d. renal insuffi ciency

 3. A client receiving the neuroleptic medication chlorpro-
mazine (Thorazine) exhibits excessive drooling and fi ne 
hand tremors. Which medication would the nurse expect 
the physician to order to alleviate the symptoms/side 
effects?
a. benztropine (anticholinergic)
b. acetaminophen (pain reliever)
c. lorazepam (CNS depressant)
d. naproxen (NAID)
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Clitoridectomy
Deep brain stimulation (DBS)
Electroconvulsive therapy (ECT)
Electronarcosis
Insulin shock therapy
Lobotomy
Magnetic seizure therapy (MST)
Physiotherapy
Postictal agitation
Psychosurgery
Somatic therapy
Sterilization
Transcranial magnetic stimulation (TMS)
Vagus nerve stimulation (VNS)

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Compare and contrast the rationale for the use of electroconvulsive  
therapy (ECT), vagus nerve stimulation (VNS), transcranial magnetic 
 stimulation (TMS),  magnetic seizure therapy (MST), and deep brain 
 stimulation (DBS).

 2. Explain the ECT procedure.
 3. Identify the indications for using ECT.
 4. Discuss the conditions associated with increased risk during ECT.
 5. Recognize the presence of ECT adverse effects.
 6. Describe advances in ECT.
 7. Formulate nursing interventions to prepare a client for ECT.

Somatic Therapies

ECT is the most effective and rapidly acting treatment for major 

depressive disorder and plays an important role in the treatment of 

geriatric patients, but its use is limited by cognitive and other side 

effects.

—LISANBY, 2006

Despite studies proving effi cacy, it [ECT] remains the most contro-

versial treatment in psychiatry.

—HALL & BENSING, 2005
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adverse effects, advances in the technique, guidelines for ECT, 
and nursing interventions. A discussion of VNS, TMS, MST, 
and DBS is also included.

HISTORY OF 
ELECTROCONVULSIVE 
THERAPY
Hall and Bensing (2005), Fink (2004), and Sadock and 
Sadock (2008) provide an excellent overview of the discov-
ery and evolution of ECT. Although electric eels were used to 
ease headaches and camphor-induced seizures were used to 
treat psychosis as early as the 16th century, most histories of 
ECT start in 1934, when catatonia and other schizophrenic 
symptoms were successfully treated with pharmacologically 
induced seizures. Before the introduction of ECT, intramus-
cular injections of camphor suspended in oil and then the 
intravenous administration of pentylenetetrazol were used to 
induce seizures. In 1938, Cerletti and Bini introduced electro-
shock therapy, but it later became known as ECT. In 1940, the 
fi rst documented treatment of ECT was administered in the 
United States. An American psychiatrist, Abram E.  Bennett, 
suggested the use of spinal anesthetics and the use of the 
muscle relaxant curare to reduce the incidence of fractures. In 
1951, succinylcholine (Anectine) became the muscle relaxant 
of choice during ECT.

Between 1960 and 1970, during the advent of more 
effective neuroleptics, deinstitutionalization of the mentally 
ill, and complaints of ECT misuse, the use of ECT declined. 
Complaints about ECT misuse resulted in the development 
of ECT task forces by the Commissioner of Mental Health in 
 Massachusetts, the American Psychiatric Association (APA), 
and the International Psychiatric Association. Between 1985 
and 1990, the National Institute of Mental Health (NIMH) and 
the APA combined efforts to develop guidelines for patient 
selection and treatment. Although the Surgeon General released 
a report on mental health favoring the use of ECT in 1999, 
some well- intentioned activists who received ECT inappropri-
ately suffered side effects that their doctors did not explain or 
who were told that the effects of ECT were always permanent, 
attacked the treatment itself when the doctor who delivered 
the treatment was at fault. As a result of such complaints, the 
New Freedom Commission Report released in 2003 cited the 
need for mental health care reform in the United States. In 
2004, the World Health Organization and Mind Freedom cited 
ECT as a violation of the rights of mental health clients (Hall & 
Bensing, 2005; Taylor, 2007).

These allegations have been countered by the publication 
of educational articles such as Clinical Science Versus Contro-
versial Perceptions and the National Institutes of Health Con-
sensus Statement on ECT. Although the National Association 
of the Mentally Ill (NAMI) does not endorse particular forms 
of treatment, it believes that informed individuals with neuro-
biologic disorders have the right to receive NIMH-approved 

The biologic treatment of mental disorders is referred to as 
somatic therapy. In the early 20th century, various somatic 
procedures, such as physiotherapy, lobotomy, sterilization, 
clitoridectomy, and insulin shock therapy, were performed to 
treat the mentally ill client.

Although the potential for major physiologic complications 
and death existed, physicians performed these techniques in 
an attempt to minimize disordered behavior by locating their 
perceived origins in the body.

The fi rst widely acknowledged effective somatic therapy 
of the 20th century was physiotherapy, a noninvasive pro-
cedure that consisted of the application of hydrotherapy and 
massage to induce relaxation and decrease agitation. The two 
most popular means of administering hydrotherapy were the 
continuous bath and the application of wet sheet packs (rang-
ing from 40°F to 100°F). The effects were short lasting, and 
the treatments produced few adverse effects if any. Present-day 
hydrotherapy includes the use of hot baths, whirlpool baths, 
showers, and swimming pools (Braslow, 2009).

Lobotomy, also called psychosurgery, is a surgical inter-
vention that originated in 1936. This invasive surgery severs 
fi bers connecting one part of the brain with another or removes 
or destroys brain tissue. It is designed to affect the client’s psy-
chological state, including modifi cation of disturbed behavior, 
thought content, or mood. Currently, prefrontal lobotomy 
and transorbital lobotomy are two types of psychosurgery still 
used in research and treatment centers for clients with chronic 
disorders and those who have not responded to other recom-
mended approaches.

Sterilization, ligation of the fallopian tubes in a woman 
and excision of a part of the vas deferens in a man, and clitori-
dectomy, surgical removal of part of the clitoris, were invasive 
procedures performed predominantly on female clients who 
exhibited “inappropriate” or aggressive sexual behavior.

Manfred Sakel, who believed that nervous hyperactivity 
occurring in morphine withdrawal was caused by an excess of 
epinephrine, developed insulin shock therapy in 1928. He 
postulated that this therapy, which uses large doses of insulin 
to decrease glucose levels to induce hypoglycemia or insulin 
coma, would also depress the levels of excess epinephrine and 
stabilize the hyperactivity. Sakel then expanded his theory to 
include the treatment of excitation exhibited by clients with the 
diagnosis of schizophrenia. The use of insulin shock therapy 
rapidly declined in the 1970s and has since been replaced by 
clinical psychopharmacology and psychotherapy (Sadock & 
Sadock, 2008).

Present-day somatic therapies include clinical psychop-
harmacology (see discussion in Chapter 16), phototherapy 
(see discussion in Chapter 21), electroconvulsive therapy 
(ECT), and vagus nerve stimulation (VNS). Investigational 
therapies that are considered an alternative to ECT are tran-
scranial magnetic stimulation (TMS), magnetic seizure therapy 
(MST), and deep brain stimulation (DBS). This chapter focuses 
on the history of ECT, use of ECT in the psychiatric clinical 
setting, including a description of the procedure, indications 
and conditions associated with increased risk during its use, 
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right temporal area), are commonly used during the  procedure 
(Fig. 17-1). The left hemisphere is dominant in most persons; 
therefore, unilateral electrode placement is almost always over 
the right hemisphere. If a person exhibits right-hemisphere 
dominance, the polarity of electrode stimulation should be 
alternated during successive treatments. RUL placement has 
been described as more advantageous than BL placement 
because the negative effects on the client’s cognition and mem-
ory after treatment are lessened. However, clinical effi cacy is 
lower, with at least a 15% greater failure rate compared with 
BL placement (Fink, 1999; MayoClinic.com, 2009; Sadock & 
Sadock, 2008; Swartz, 2006).

A third type of placement, bifrontal (BF), in which the 
electrodes are placed on the forehead immediately above each 
eye, has been studied recently. Ongoing studies of BF place-
ment fi nd equal effi cacy to BL placement. BF may be a use-
ful alternative to BL placement (Fink, 1999; Fink, Abrams, 
 Bailine, & Jaffe, 1996; Sadock & Sadock, 2008; Swartz, 2006). 
Electronarcosis is a type of ECT that produces a sleeplike state 
without the presence of convulsions. Anesthetics and muscle 
relaxants are used to prohibit the development of convulsions 
during electrostimulation.

Indications for Use

Initially, ECT was used to treat clients with depression, schizo-
phrenia, or the depressive phase of bipolar disorder and clients 

treatments such as ECT from properly trained practitioners. 
NAMI opposes actions intended to limit this right (Papolos & 
Devanand, 2005).

ELECTROCONVULSIVE 
THERAPY
Electroconvulsive therapy (ECT) uses electric currents to 
induce convulsive seizures in neurons in the entire brain to 
alleviate symptoms such as major depression, acute manic epi-
sodes, or schizophrenia. Although the exact mechanism of ECT 
is unclear, four main theories exist: the neurotransmitter theory 
(the correction of biochemical abnormalities of peptide and 
neurotransmitters such as serotonin and dopamine produce 
effects similar to that of tricyclic antidepressants or selective 
serotonin reuptake inhibitors), neuroendocrine theory (a release 
of hormones by the hypothalamus or pituitary produce anti-
depressant effects), anticonvulsant theory (the treatment itself 
minimizes or eliminates symptoms), and the frontal lobe theory 
(ECT minimizes or eliminates symptoms of mood or behavioral 
disorders that originate in the frontal lobe) (Hall &  Bensing, 
2005; MayoClinic.com, 2009; Sadock & Sadock, 2008).

With ECT, electrodes are applied to the client’s scalp. Two 
types of electrode placements, bitemporal or bilateral (BL; one 
electrode placed on each temporal area) and right unilateral 
nondominant temporal (RUL; two electrodes placed on the 

A B

FIGURE 17-1 (A) Bilateral electrode placement; (B) unilateral electrode placement.
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one death per 1,000 procedures. Although  serious  consideration 
is still given regarding the use of ECT in the  presence of medi-
cal conditions such as cardiac disease, expected benefi ts are 
weighed against possible risks and the likelihood of morbidity 
or mortality.

For example, if hypertension is caused largely by emo-
tional factors, it need not be a cause for rejection but may be 
an indication for the use of ECT. The use of ECT in the pres-
ence of myocardial disease depends on the seriousness and 
urgency for treatment if agitation exacerbates heart problems. 
In such situations, the APA guidelines for ECT published in 
 November 2000 state that the ECT procedure can be modifi ed 
to lower morbidity or augment effi cacy. Such modifi cations 
may include changing the ECT technique, altering pharmaco-
logic regimens, administering ECT in a different hospital or 
clinic location, and utilizing additional medical specialists or 
monitoring procedures (APA, 2000). According to statistics 
cited by Sadock and Sadock (2008), approximately 100,000 
clients annually receive ECT in the United States. The mortal-
ity rate is about 0.002% per treatment and 0.01% for each 
client. Special considerations and conditions associated with 
increased risk during ECT are listed in Box 17-2.

Adverse Effects

The most common adverse effects reported by clients during 
ECT include headache, nausea, disorientation, and memory 
disturbance. Rare skeletal complications, such as vertebral 
compressions or fractures, have occurred. Although the cli-
ent may not recall events immediately surrounding treatment, 
memory gradually returns over several weeks.

The effects of ECT are cumulative. Marked confusion 
may occur in up to 10% of clients during treatment. As the 
 client progresses through a course of treatment—for example, 
one treatment two to three times a week for a total of 6 to 
12  treatments— cognition may show signs of increased dis-
turbance. Although memory impairment during a course of 

at risk for suicide. Such use has been broadened to include 
clients who exhibit therapy-resistant depression, delusional 
depression, obsessive–compulsive disorder (OCD), acute 
schizophrenia, schizoaffective disorder, intractable mania, cata-
tonia, pseudodementia, and neuroleptic malignant syndrome. 
Individuals who cannot take antidepressants because of health 
problems or who are intent on suicide and who would not 
wait 3 weeks for an antidepressant to work would be good 
candidates for ECT. In addition, clients who were previously 
treated with ECT and responded well to the procedure often 
elect to continue with ECT during periods of exacerbations 
of clinical symptoms. Approximately 100,000 Americans elect 
to undergo ECT treatments each year. The effectiveness of 
ECT for the short-term benefi t of movement disorders, such 
as Parkinson’s disease, remains uncertain. ECT is not effective 
in grief reactions, somatization disorders (unless accompanied 
by depression), thought disorders, personality disorders, and 
anxiety disorders other than OCD (Crowe, 2005; MayoClinic.
com, 2009; Rother, 2003; Sadock & Sadock, 2008).

ECT, initially used to treat adults, has been proven effec-
tive in the treatment of special populations such as pregnant 
women who are unable to take psychotropic medication; 
children or adolescents who are depressed, are delusional, or 
exhibit manic episodes of bipolar disorder; elderly clients with 
severe depression; persons with mental retardation who have 
an underlying mental health condition such as depression, 
mania, psychosis, or catatonia; and individuals with a his-
tory of depression following traumatic brain injury (Alderfer, 
Arciniegas, & Silver, 2005; DeMott, 1999; Fink & Foley, 1999; 
Sherman, 1999). Box 17-1 lists indications for ECT in children 
and adolescents.

Conditions Associated with Increased 
Risk During ECT

Several contraindications to ECT were cited when it was fi rst 
introduced in 1938. At that time, the mortality rate was listed as 

Prepubertal Children

Catatonia, pervasive refusal of food and fl uids,  •
and/or the presence of neuroleptic malignant 
 syndrome
Delirious mania •
Depressive mood disorder, mania, or psychosis with  •
positive symptoms that are unresponsive to psycho-
therapy and/or other medicines; exhibits moderate 
to severe functional impairment; and clinical symp-
toms persist for more than 6 months
Suicidal attempts or ideation that require a protec- •
tive environment

Adolescents

Catatonia or neuroleptic malignant syndrome •
Delirious mania •
Severe depressive mood disorders requiring hos- •
pitalization with failure to respond to two trials of 
alternative treatments
Severe depressive mood disorder with prominent  •
weight loss and/or suicidality
Acute psychosis that is unresponsive after 4 weeks  •
of neuroleptic treatment in adolescents who exhibit 
good academic achievement and/or when psycho-
sis is precipitated by history of drug use

BOX 17.1

Indications for ECT in Prepubertal Children and Adolescents
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proven that electrode location and the form and dosage of the 
electrical stimulus contribute to the clinical effi cacy and cog-
nitive effects of seizures (Fink, 1999; Fink & Abrams, 1998). 
The characteristics of seizures are best seen in the seizure elec-
troencephalogram (EEG). The EEG is examined for duration, 
characteristics, and endpoint. Seizures, as noted on the EEG, 
should be longer than 25 seconds for ECT to be effective. 
Seizures fewer than 25 seconds in duration, without defi ned 
periods of EEG activity, and without a sharp endpoint, are con-
sidered ineffi cient treatments.

As noted earlier, when effective treatments are not elic-
ited despite attention to EEG details, augmentation strategies 
are considered. They include changing the placement of elec-
trodes; selecting an alternate anesthesia; using intravenous 
caffeine; reducing the impact of benzodiazepines by adminis-
tering the antagonist fl umazenil (Anexate); or adding pindolol 
(Visken), which blocks serotonin uptake and allows levels of 
serotonin to rise rapidly to increase response to ECT (Fink, 
1999; Finkelstein, 1999). Continuation ECT (ie, repeated epi-
sodes of ECT treatment) has been used to prevent relapse in 
clients who were treatment resistant before the use of ECT.

Guidelines for ECT

Guidelines for treatment frequency, restrictions, systemic 
examinations, and the role of caretakers were developed in 
1996 by the Association of Convulsive Therapy (Fink et al., 
1996). As stated earlier, the APA published a Provider Handbook 
of ECT Guidelines in November 2000. Briefl y summarized, the 
guidelines state the following:

ECT is a major treatment with well-defi ned indications • 
and it should not be reserved as a last resort.
The most common use of ECT is with clients who have • 
not responded to alternative treatments such as pharma-
cotherapy, who exhibit a deterioration in clinical symp-
toms, or who exhibit suicidality.
There are no absolute contraindications to ECT; however, • 
consideration is given to the degree of risk to potential 
benefi ts of ECT (see Box 17-2 earlier in this chapter).

ROLE OF THE NURSE 
DURING ECT
The role of the nurse during ECT includes educating the 
 client about the procedure before treatment, documenting that 
informed consent was obtained by the prescribing clinician, 
preparing the client for treatment, providing care during the 
procedure, and assisting with posttreatment recovery.

Client Education Before ECT

Generally, an instruction sheet describing the procedure is given 
to clients and their signifi cant others. A videotape, such as one 
produced by Geropsychiatric Education Programs (2003), may 
be shown during the discussion. The nurse emphasizes that 

treatment is common and may be cumulative, follow-up data 
indicate that almost all clients regain their cognitive baseline 
function after 6 months. Furthermore, most studies indi-
cate that approximately 80% of clients recover or are much 
improved. Recovery usually begins after a week and remains 
quite effective in clients who have not responded to one or 
more trials of antidepressant drug therapy. Some clients, how-
ever, complain of persistent memory diffi culties after the dis-
continuation of ECT. Also, because not all clients respond well 
to a course of ECT or because they experience relapse within 
6 months of treatment, a maintenance treatment of antidepres-
sants, lithium, or ECT may be required (Crowe, 2005; Mann, 
2001; Sadock & Sadock, 2008).

Postictal (Seizure) Agitation
Hyperactive delirium may occur as the client emerges from the 
anesthesia. Clinical symptoms include marked motor restless-
ness, agitation, incoherence, disorientation, and a fl uctuating 
level of consciousness. This phenomenon, referred to as postictal 
agitation, may last from a few minutes to an hour. The client may 
require intravenous diazepam (Valium) to stabilize the symptoms 
(Fitzsimons & Ramos, 1996; Sadock & Sadock, 2003).

Advances in ECT

In the past, any seizure was thought to be effective in restoring 
mental health by minimizing clinical symptoms. Research has 

Special Considerations and Conditions 
 Associated with Increased Risk During ECT

Special Considerations

Cardiac decompensation •
Aortic aneurysm •
Tuberculosis •
Recent fractures •

Conditions Associated with Increased Risk

Hypertension •
History of angina •
History of coronary thrombosis •
Recent myocardial infarction •
Bone disease •
Pregnancy •
Space-occupying lesion •
Recent cerebral vascular accident •
Retinal detachment •
Pheochromocytoma •
Bleeding or clotting problem •
Pulmonary conditions such as chronic obstructive  •
pulmonary disease, asthma, or pneumonia

BOX 17.2
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ensure that the client is ready to receive ECT and that emer-
gency care is readily available.

Care During ECT and the Recovery Period

During treatment, the nurse observes motor seizure activity 
(tonic–clonic seizure activity is usually strongest in the muscles 
of the client’s jaw and face), gently protects the client’s extremi-
ties to prevent injury, and records the length of the motor sei-
zure. The anesthesiologist and physician monitor the seizure 
(ictal) EEG for duration, defi ned periods of different seizure 
activity, and a sharp endpoint. Evidence of seizure activity may 
also be recorded by electromyelogram. Pulse oximetry and the 
client’s cardiac function via electrocardiogram (ECG) are also 
monitored (Sadock & Sadock, 2008). The nurse assesses the 
client throughout the procedure for potential adverse effects. 
Box 17-3 gives a step-by-step description of the nurse’s role 
and accompanying nursing interventions during the ECT. See 
the accompanying box for examples of North American Nurs-
ing Diagnosis Association Nursing Diagnoses related to ECT.

According to ECT guidelines, an ECT recovery nurse, 
nurse anesthetist, or anesthesiologist provides interventions 
during the posttreatment period until adequate oxygenation, 
spontaneous respirations, consciousness, and orientation 
return. Interventions are provided as needed until the client is 
awake, alert, and oriented to person, place, and time.

Resources for Client Education

Several Web sites provide education and seek to dis-
pel fears about ECT. Wikipedia, The Free Encyclopedia 
(http://en.wikipedia.org/wiki/Electroconvulsive_therapy), 
discusses the historical use of ECT; how it works; indications 
for use, including psychiatric diagnoses; effi cacy of treatment; 

the client will be asleep during the procedure and, although 
low-voltage current is passed to the brain, the client will not 
be harmed or feel any pain. Instructions for preparation, such 
as nothing by mouth (NPO), and the need to void before the 
procedure are outlined. The client may be told to stop or take 
decreased doses of certain medications for a period beforehand 
to reduce the risk of complications. Examples may include 
anticonvulsants, lithium, theophylline, and benzodiazepines 
(Uko-Ekpenyong, 2007). Common adverse effects after treat-
ment are listed and reviewed. The client is told to postpone 
any major decisions until few weeks after the course of treat-
ment is completed. The client and signifi cant others are given 
an opportunity to ask questions about the procedure, and the 
nurse clarifi es any misunderstanding they may have. Support-
ing Evidence for Practice 17-1 highlights information about 
the need for client education about ECT.

Informed Consent

After the client and family have been educated about the ECT 
procedure, including a discussion of the risks and mortality rate, 
benefi ts, and alternative treatment options to ECT, and why the 
treatment has been recommended, the client is given the oppor-
tunity to accept or refuse treatment. However, if a client has 
been deemed legally incapacitated to give an informed consent, 
the consent may be obtained by a court-appointed guardian, a 
designated health care surrogate, or an advance directive.

Client Preparation for Treatment

Client preparation for treatment focuses on providing a safe 
environment, monitoring vital signs, alerting the team to any 
problems, and providing reassurance to reduce anxiety. The 
nurse generally has a procedure check list that is completed to 

Student Nurses’ and Clients’ Attitudes About ECT

SUPPORTING EVIDENCE FOR PRACTICE 17.1

PROBLEM UNDER INVESTIGATION / ECT as the 
primary intervention for severe depression

SUMMARY OF THE RESEARCH / Several randomized 
trials of severely depressed clients undergoing ECT, sim-
ulated or sham ECT, and the combination of ECT with 
drug therapy were conducted to study the decrease in 
depressive symptoms after therapy, symptom status at 
6-month follow-up, effect on cognitive function, and 
mortality. On the basis of six trials involving 256 sub-
jects, researchers concluded that ECT was signifi cantly 
more effective than simulated ECT. In 18 trials enroll-
ing 1,144 subjects, ECT was signifi cantly more effective 
than pharmacotherapy. BL ECT was more effective than 
unitemporal ECT in 22 trials involving 1,408 subjects.

SUPPORT FOR PRACTICE / ECT remains an impor-
tant treatment option for the management of severe 
depression. However, negative attitudes of student 
nurses and clients may act as barriers to the use of 
ECT in the psychiatric–mental health setting. Many re-
sources provide education about the ECT procedure 
and its effi cacy. Student nurses working with clients 
who are candidates for ECT could plan an educational 
program, giving both the students and the clients an 
opportunity to dispel any myths and improve their at-
titudes about ECT.

SOURCE: Barclay, L. (2003). Electroconvulsive therapy more effective than 
medication in depression. Lancet, 361, 799–808.
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the nerve connections to areas in the brain that affect mood, 
 motivation, sleep, appetite, alertness, and other factors affected 
by depression. A special magnet can be passed over the device 
to deliver extra electronic stimulation in between cycles. The 
approval, which is the FDA’s fi rst for an implantable device 
to treat depression, stipulated that the product must carry a 
black box warning that the device is permanent. VNS is safe 
and causes fewer adverse reactions than psychotropic agents. 
The client may develop voice alteration, shortness of breath, 
neck discomfort, and coughing after the device is implanted, 
but these adverse effects tend to decrease with time (Murphy, 
2008; Rado & Janicak, 2005; RemedyFind.com, 2005).

Transcranial magnetic stimulation (TMS) is an inves-
tigational technique that was fi rst developed in 1985. Since 
1995, it has been studied in the potential treatment for cli-
ents with clinical symptoms of major depression, auditory hal-
lucinations, and other psychiatric and neurologic disorders. 
TMS utilizes a specialized electromagnet placed on the client’s 
scalp to generate short magnet pulses, similar to the strength 
of a magnetic resonance imaging scanner’s magnetic fi eld, but 
much more focused. They alter serotonin and dopamine levels 
in a manner similar to the actions of antidepressant agents. 
Low-frequency stimulation (one pulse per second) has been 
shown to induce reductions in brain activation; higher frequen-
cies (greater than fi ve pulses per second) have been shown to 

risks and benefi ts; adverse effects; controversy and fears; and 
alternative treatment. Other Web sites that provide educational 
material are

Depression ECT (http://familydoctor.org/handouts/058.
html);

NIMH (www.nimh.nih.gov/events/prmagrec.htm);
HealthyPlace.com, Inc. (www.healthyplace.com); and
ECT (www.psycom.net/depression.central.ect.html).

ALTERNATIVE SOMATIC 
THERAPIES
Vagus nerve stimulation (VNS) was approved for the treat-
ment of epileptic seizures by the Food and Drug Administra-
tion (FDA) in 1997. On July 18, 2005, the VNS system (a thin, 
round pulse generator or battery) was approved by the FDA 
for the treatment of refractory or chronic, treatment-resistant 
depression in adults. The device is implanted under the skin 
on the upper left side of the chest. A fl exible, insulated plastic 
tube containing electrodes connects the device to the left vagus 
nerve on the left side of the neck. Impulses of mild, intermit-
tent electrical energy stimulate the vagus nerve that originates 
in the brain. This stimulation is thought to affect some of 

1. A thorough physical assessment, including heart, 
lung, and bone examination, should precede 
any treatment. A dental exam is advised for the 
elderly client and clients with inadequate dental 
care. An examination of the spine is indicated if 
there is a history of a spinal disorder. Ongoing 
medications are evaluated to prevent drug inter-
actions with medication used during ECT, because 
some medications that clients take last 24 hours 
although the client is NPO 8 hours before ECT. 
Also, elderly clients do not metabolize medica-
tions as readily as younger clients.

2. The client should not eat or drink at least 8 hours 
before treatment.

3. Vital signs are taken 30 minutes before  treatment.
4. Instruct the client to empty the bladder just before 

or after vital signs are taken.
5. Remove dentures, contact lenses, metal hair 

accessories, or any prosthesis that may conduct 
electricity or injure the client during treatment.

6. Apply ECG electrodes.
7. Insert IV line.
8. A sedative may be given to decrease anxiety.
9. An atropine-like drug, Robinul, is given to dry up 

body secretions and prevent aspiration.

10. The client is given a quick-acting anesthetic, such 
as Brevital, after being placed on a padded mat 
or table.

11. Medication such as Anectine is given to produce 
muscle paralysis or relaxation and prevent severe 
muscle contractions.

12. Oxygen may be administered by way of an Ambu 
bag if spontaneous respirations are decreased. 
Pulse oximetry is monitored.

13. A plastic airway or bite block is usually in place to 
prevent obstruction of the airway or biting of the 
tongue.

14. EEG electrodes are applied to deliver electrical 
shock.

15. The limbs may be restrained gently to prevent 
fractures during a severe clonic seizure. Usu-
ally, the seizure is barely noticeable; slight toe 
twitching, fi nger twitching, or goose bumps may 
occur.

16. The client awakens approximately 20 to 30 min-
utes after treatment and appears groggy and 
confused.

17. Vital signs are taken during the recovery stage. 
The nurse stays with the client until the client is 
oriented and able to care for himself or herself.

BOX 17.3

ECT Procedure
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been approved in Canada and Israel as an alternative for ECT 
(Murphy, 2008; National Alliance for the Mentally Ill, 2005).

Magnetic seizure therapy (MST) is a novel convulsive 
therapy for depression. MST is conducted in an ECT suite where 
clients are anesthetized in a similar fashion to ECT. High-intensity 
repetitive TMS is used to induce focal seizures. The use of MST 
allows researchers to administer smaller amounts of electricity 
than the amount used in ECT to more precisely target regions 
of the cortex. Compared with ECT, MST has a shorter duration, 
lower ictal EEG amplitude, and less postictal suppression. During 
investigational studies, clients had fewer subjective side effects and 
recovered orientation more quickly. Although MST was found to 
be superior to ECT on measures of attention, retrograde amnesia, 
and category fl uency, it is at a very early stage of clinical testing 
and has not been approved for use by the FDA (Moore, 2004).

Deep brain stimulation (DBS) is considered to be a mini-
mally invasive yet signifi cant form of neurosurgery in which a 
thin, insulated lead wire with electrodes (neurostimulator) is sur-
gically implanted in the brain to help control Parkinson’s disease, 
essential tremor, and dystonic disorders. DBS is also being used in 
research or experimental treatment to control tics and outbursts 
associated with Tourette’s syndrome, pain, obsessive–compulsive 
disorders, anxiety, and depression ( Fralick-Ball, 2007).

increase brain  activation. TMS is an outpatient procedure that 
does not require anesthesia or administration of intravenous 
fl uids, and it can be administered in a physician’s offi ce or 
clinic. Each session takes approximately 30 minutes. Research 
protocols suggest daily stimulation fi ve times per week for at 
least 2 weeks or up to 6 weeks. Although the FDA has not 
approved the use of TMS in the United States at this time, it has 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

RELATED TO ECT

Acute Pain related to headache or muscle ache  •
secondary to seizure activity and tissue trauma
Anxiety (moderate) related to memory loss and  •
disorientation secondary to effects of ECT on 
cerebral function
Potential for Acute Confusion related to tempo- •
rary memory loss during recovery stage of ECT
Potential for Impaired Cognition related to tem- •
porary memory loss during a course of ECT
Risk for Aspiration related to administration of  •
anesthesia during ECT
Risk for Aspiration related to post-ECT  •
 somnolence
Risk for Injury related to uncontrolled tonic–clonic  •
movements associated with postictal (seizure) 
agitation during ECT
Self-Care Defi cit related to confusion and fatigue  •
during the recovery stage of ECT
Situational Low Self-Esteem related to feelings of  •
helplessness during ECT

SELFAWARENESS PROMPT
Examine your feelings and attitude about the 

use of ECT. Do you have any biases or objec-
tions to this form of treatment? Have you ever 
witnessed ECT? Do you feel capable of providing 
nursing interventions to clients who receive ECT? 
If not, how could you prepare yourself to be a 
member of an ECT team?

KEY CONCEPTS
Somatic procedures were performed in the early 20th  century • 
to treat psychiatric clients. They included physiotherapy, 
lobotomy, sterilization, clitoridectomy, and insulin shock 
therapy. Present-day somatic treatments include clinical 
psychopharmacology, phototherapy, ECT, and VNS.
ECT is the application of electric currents to induce convulsive • 
seizures. It is used to treat the clinical symptoms of depres-
sion, obsessive–compulsive disorder, acute schizophrenia, 
schizoaffective disorder, intractable mania, catatonia, pseudo-
dementia, and neuroleptic malignant syndrome as well as 
for individuals who cannot take antidepressants because of 
health problems or who are at high risk for suicide.
Research has focused on improving the clinical effi cacy and • 
cognitive effects of ECT-induced seizures. It has proven 
that depressed children, the elderly, persons with mental 
retardation, and individuals with traumatic brain injury 
can benefi t from ECT. Although clients with movement 
disorders secondary to Parkinson’s disease are also treated 
with ECT, the effi cacy has not been established.

Common adverse effects of ECT include headache, nau-• 
sea, disorientation, and memory disturbance.
Postictal agitation or hyperactive delirium may occur as • 
the client emerges from anesthesia and may last from a few 
minutes to an hour.
Prior to ECT, expected benefi ts, possible risks, and the • 
likelihood of morbidity or mortality are discussed with the 
client and/or family members.
Nursing interventions include pre-ECT teaching, docu-• 
menting that informed consent is obtained, preparing the 
client for treatment, providing care during the procedure, 
and assisting with posttreatment recovery.
VNS is a somatic therapy that has been approved by the • 
FDA for the treatment of refractory depression in adults. 
TMS, MST, and DBS are somatic therapies that are under 
investigation as alternatives to ECT.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Aromatherapy
Cellopathy
Complementary and 

alternative medicine (CAM)
Curing
Essential oils
Healing
Holism
Holistic nursing
Homeopathic remedies
Homeopathy

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss complementary and alternative medicine therapies as classifi ed by 
the National Institutes of Health’s National Center for Complementary and 
Alternative Medicine.

 2. Differentiate the concepts of curing and healing.
 3. Articulate the components of the holistic model of nursing.
 4. Construct a list of complementary and alternative medicine therapies 

to treat insomnia, pain, stress and anxiety, depression, and cognitive 
decline.

 5. Understand the roles assumed by the client and the holistic nurse during 
the nursing process.

 6. Recognize the importance of client education during the practice of 
holistic nursing and use of complementary and alternative medicine 
therapies.

 7. Formulate a set of guidelines to be given to a client receiving 
 complementary and alternative medicine therapy.

Complementary 
and  Alternative 
Medicine

Complementary or alternative medical (CAM) practices in the 

United States have grown dramatically in the last decade in 

popularity. The NIH’s National Center for Complementary and 

Alternative Medicine (NCCAM) has launched Time to Talk, an 

educational campaign to encourage health care providers and 

their patients to openly discuss the use of CAM

—CLINICIAN REVIEWS, 2008

1818
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The standard form of health and medical care practiced 
in the United States is conventional medicine, also called 
“Western” medicine or allopathic medicine. Physicians diag-
nose and treat clients based on the medical knowledge and 
experience gained through conventional education or prac-
tice, using drugs, surgeries, or standard physical therapies. 
Complementary and alternative medicine (CAM) refers to 
various disease-treating and disease-preventing practices or 
therapies that are not considered to be conventional medi-
cine taught in medical schools, not typically used in hospi-
tals, and not generally reimbursed by insurance companies 
(National Center for Complementary and Alternative Medi-
cine [NCCAM], 2008). Although these two terms are used 
interchangeably, there is a difference. Complementary medi-
cine combines nonconventional practice with conventional 
health and medical care. Alternative medicine is the use of 
nonconventional therapy in place of conventional health and 
medical care. Most CAM therapies have origins in Chinese 
medicine, also called Eastern medicine. Integrative medicine 
and holistic medicine are terms used to describe a combination 
approach of complementary, alternative, and conventional 
medicine. It’s the point at which East meets West for wellness 
(Torrey, 2008).

During the last 30 years, public interest in the use of CAM 
systems, approaches, and products has risen steadily. Depend-
ing on how CAM is defi ned, an estimated 6.5% to as much as 
43% of the U.S. population has used some form of CAM.

Furthermore, it has been estimated that one person in 
three uses these therapies for clinical symptoms of anxiety, 
depression, back problems, and headaches. Reasons for this 
dramatic change include dissatisfaction with increasing health 
care costs, managed care restrictions, and the focus on man-
agement of clinical symptoms rather than etiology (Barnes, 
Bloom, & Nahin, 2008; NCCAM, 2008; Sadock & Sadock, 
2008). As a result of the surge in interest and usage of CAM, 
the National Institutes of Health (NIH) provided a $50 million 
budget to support the NCCAM (Jancin, 2000).

Further evidence of the popularity and increasing 
use of CAM is the addition of such services to benefi ts 
packages offered by third-party reimbursement agencies 
and  managed care organizations. This addition is in direct 
response to the demand by insured clients. Moreover, 
approximately one half to two thirds of the medical schools 
in the United States now offer elective courses in CAM ther-
apies such as acupuncture, massage therapy, hypnosis, and 
relaxation techniques.

In March 2000, the White House Commission on Com-
plementary and Alternative Medicine Policy (WHCCAMP) 
was established to address issues related to the practice of 
CAM. The Commission’s primary task was to provide, through 
the Secretary of Health and Human Services, legislative and 
administrative recommendations for ensuring that public pol-
icy maximizes the potential benefi ts of CAM therapies to con-
sumers. The Commission developed 29 recommendations and 
actions that addressed education and training of health care 
practitioners in CAM, coordination of research about CAM 

products, the provision of reliable and useful information on 
CAM to health care professions, and provision of guidance on 
the appropriate access to and delivery of CAM (WHCCAMP, 
2005). Box 18-1 lists examples of key recommendations by 
the Commission.

Integrating CAM therapies into nursing practice to treat 
physiological, psychological, and spiritual needs requires 
differentiation of the concepts of curing and healing clients. 
Curing is described as the alleviation of symptoms or the sup-
pression or termination of a disease process through surgical, 
chemical, or mechanical intervention. This restoration of func-
tion, referred to as cellopathy, refl ects the medical model of 
care. Healing is defi ned as a gradual or spontaneous awaken-
ing that originates within a person and results in a deeper sense 
of self, effecting profound change. Nurses who integrate CAM 
into clinical practice and help their clients access their greatest 
healing potential practice holistic nursing. This client-oriented 
approach fi ts well with the culture of the many CAM therapies 
used to treat the psychological, spiritual, and physical needs 
of clients.

This chapter describes holistic nursing and discusses the 
common CAM therapies that may be used in the psychiatric–
mental health clinical setting. Box 18-2 lists therapies identi-
fi ed by the NIH as appropriate for use with psychiatric–mental 
health clients.

Key Recommendations by White House 
 Commission on Complementary and 
 Alternative Medicine Policy (Final Report, 
2005)

Federal agencies should receive increased fund- •
ing for clinical, basic, and health services research 
on CAM.
Increased efforts should be made to strengthen  •
the emerging dialogue among CAM and conven-
tional medicine practitioners.
Education and training of CAM and conventional  •
medicine practitioners should be designed to 
ensure public safety, improve health, and increase 
the availability of qualifi ed and knowledgeable 
CAM and conventional medicine practitioners to 
enhance collaboration among them.
Quality and accuracy of CAM information on the  •
Internet should be improved by establishing a 
voluntary standards board, public education cam-
paigns, and actions to protect consumer privacy.
Information on training and education of provid- •
ers of CAM services should be accessible to the 
public.
CAM products should be safe and meet appro- •
priate standards of quality and consistency.

BOX 18.1
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BOX 18.2

Complementary and Alternative Therapies Used in the Psychiatric–Mental Health Clinical Setting

Acupressure: Based on the concept of chi or qi, the 
essential life force, this Chinese practice uses fi nger 
 pressure at the same points that are used in acu-
puncture to balance chi and achieve health.

Acupuncture: Based on the concept of energy fi elds 
and chakras (centers in the body located in the 
pelvis, abdomen, chest, neck, and head), Chinese 
acupuncture identifi es patterns of energy fl ow and 
blockage. Hair-thin needles are inserted to either 
stimulate or sedate selected points going from the 
head to the feet to correct imbalance of chi or qi.

Aromatherapy: Initially used by Australian aborigi-
nes, essential plant oils are used to promote health 
and well-being by inhalation of their scents or fra-
grances, essential oil massage, or application of the 
liquid oil into an electronic infusor, which turns oil 
into vapor.

Art therapy: Clients are encouraged to express 
their feelings or emotions by painting, drawing, or 
sculpting.

Biofeedback: This therapy teaches clients how to 
control or change aspects of their bodies’ internal 
environments.

Chinese herbal medicine: An ancient science in 
modern times, herbs are used to treat a variety of 
maladies. They may be taken as tea from barks and 
roots, through the addition of white powders or 
tinctures to food and juice, or as herbal tonics.

Dance and movement therapy: This therapy enables 
the client to use the body and various movements 
for self-expression in a therapeutic environment.

Guided imagery: Clients use consciously chosen pos-
itive and healing images to help reduce stressors, 
to cope with illness, or to promote health.

Homeopathy: Based on the law of “similars,” this sys-
tem of healing, developed in the 18th century, states 

that a much-diluted preparation of a substance that 
can cause symptoms in a healthy person can cure 
those same symptoms in a sick person. Homeo-
pathic medicines (remedies) are made from plant, 
animal, and mineral substances and are approved 
by the Food and Drug Administration.

Hypnosis: Hypnosis is used to achieve a relaxed, yet 
heightened, state of awareness during which clients 
are more open to suggestion.

Massage therapy: Massage therapy is considered to 
be a science of muscle relaxation and stress reduc-
tion and includes techniques such as healing touch, 
Rolfi ng, and Trager therapy.

Meditation: During this therapy, clients sit quietly 
with eyes closed and focus the mind on a single 
thought. Chanting or controlled breathing may be 
used.

Spiritual healing: Spiritual healing addresses the 
spirit, which is the unifying force of an individual, 
and may occur as the direct infl uence of one or 
more persons on another living system without 
using known physical means of intervention.

Therapeutic or healing humor: Based on the belief 
that laughter allows one to experience joy when 
faced with adversity, therapeutic humor is positive, 
loving, and uplifting. It connects the usual with the 
unusual and conveys compassion and understand-
ing. Humor may be found in movies, stories, panto-
mime, mime, cartoons, and the like.

Therapeutic touch: This therapy is based on the 
premise that disease refl ects a blockage in the 
fl ow of energy that surrounds and permeates 
the body. A four-step process of centering, heal-
ing intent, unruffl ing, and energy transfer occurs 
as a practitioner attempts to detect and free the 
 blockages.

HOLISTIC NURSING
Holism is a way of viewing health care in terms of patterns 
and processes instead of medication, technology, and surgery. 
Consciousness is considered to be real and infl uential in illness 
and wellness. The assessment of thoughts, emotions, beliefs, 
and attitudes is paramount in the holistic approach. Florence 
Nightingale, who believed in care that focused on unity, well-
ness, and the interrelationship of human beings and their envi-
ronment, is considered to be one of the fi rst holistic nurses. 
Holistic nursing involves caring for the whole person and is 
based on the philosophy that there is an interconnectedness 
among biologic, psychological, social, cultural, relationship, 

contextual, environmental, and spiritual dimensions of the 
person. It focuses on searching for patterns and causes of ill-
ness, not symptoms; viewing pain and disease as processes that 
are a part of healing; treating the person as a whole, autono-
mous client rather than a fragmented, dependent individual; 
emphasizing the achievement of maximum health and well-
ness; and equating prevention with wholeness. Holistic nurses 
practice body–mind, spiritual, energetic, and ethical healing 
(American Holistic Nurses Association [AHNA], 2009; Clark, 
1999–2000; Lillis, 2006; Peck, 2008).

The AHNA established in 1981 by Charlotte McGuire 
has developed standards of care that defi ne the discipline 
of holistic nursing, which has been considered a specialty 

Shives_Chap18.indd   241Shives_Chap18.indd   241 11/8/2010   7:31:24 PM11/8/2010   7:31:24 PM



242 UNIT  V Special Treatment Modalities

since 1992. A three-tiered program is now available for 
nurses to obtain national certifi cation through the AHNA. 
It includes application to qualify for certifi cation, comple-
tion of a qualitative assessment of the applicant’s ability to 
integrate foundation concepts of holistic nursing in one’s life 
and practice, and the successful completion of a quantita-
tive assessment (ie, national examination). Demographics 
from an AHNA membership survey in 2007 indicate that 
39% worked in hospitals; 23% were in private practice; 
15% worked in academia, education, or research; 11% were 
employed by hospice, palliative care, or long-term care facili-
ties; and 9% were students (Thornton, 2009). Many alter-
native medical therapies (eg, biofeedback, massage therapy) 
require certifi cation programs within their scope of practice 
(Falsafi , 2004). Hospitals across the country are increasingly 
aware of the importance of holistic nursing and certifi cation 
for excellence in nursing practice. In hospitals employing 
certifi ed holistic nurses, there are fewer lawsuits, patients 
experience fewer complications, and care outcomes are sig-
nifi cantly better (Keefe, 2004; Lillis, 2006).

Summary of Holistic Nursing Process

The holistic nurse teaches the client self-assessment skills 
related to emotional status, nutritional needs, activity level, 
sleep–wake cycle, rest and relaxation, support systems, and 
spiritual needs. Nurses need to be aware that clients may 
self-prescribe herbs or medications for serious underlying 
physiological or psychological conditions that have not 
been previously brought to the attention of a health care 
provider. If such a situation occurs, the nurse discusses 
with the client the importance of seeking appropriate medi-
cal attention to prevent potential medical complications, 
adverse reactions to self-prescribed herbs, or adverse herb–
drug interactions.

After the client completes self-assessment, problems (dia-
gnoses) are identifi ed and guidelines are provided to assist 
the client with problem-solving skills. The client and nurse 
discuss mutually agreed-on goals and outcomes. For exam-
ple, suppose the client identifi es the problem of overeating 
related to the inability to express anxiety. The client’s goal may 
be to develop positive coping skills when experiencing anxi-
ety. Specifi c outcomes are developed with the client’s input 
and might include identifying events that contribute to anxi-
ety, reporting which coping skills were used, and reporting 
fewer episodes of overeating. After the nurse and client agree 
on goals and outcomes, the client is encouraged to assume 
responsibility for making these changes. The nurse remains 
a support, coach, and assessor as the client actively partici-
pates in the intervention process. The nurse helps the client 
by reinforcing self-esteem, confi dence, a sense of self-worth, 
and a positive outlook. Client self-evaluations and subjec-
tive comments are used to assess progress toward goals. It 
is important to remember that the client is a partner in all 
aspects of the holistic nursing process (Clark, 1999–2000; 
Lillis, 2006).

USE OF COMPLEMENTARY 
AND ALTERNATIVE THERAPIES 
IN THE PSYCHIATRIC–MENTAL 
HEALTH SETTING
Public interest in holistic health care has prompted provid-
ers of psychiatric–mental health care to include both tradi-
tional and CAM therapies in their practices. Various studies 
have indicated that 50% of adults and 20% of children are 
seeing nonphysician practitioners and are availing themselves 
of CAM.

The NCCAM defi nes CAM as those health care and medi-
cal practices that are not currently an integral part of con-
ventional medicine. It also notes that CAM practice changes 
continually and that therapies proven safe and effective 
often become accepted as part of general health care prac-
tices. Although other entities may defi ne CAM and classify 
interventions differently, the NCCAM divides therapies into 
fi ve major categories: alternative or whole medical systems, 
mind–body medicine, biologically based practices, manipula-
tive and body-based practices, and energy medicine (NCCAM, 
2008; Poss, 2005). A brief discussion of the more common 
CAM therapies utilized in the psychiatric–mental health set-
ting follows.

Homeopathy (Alternative Medical System)

Homeopathy, also called vitalism, is classifi ed by the NCCAM 
as an alternative medical system that evolved independently of 
and prior to the conventional biomedical approach. (Other 
examples of alternative or whole medical systems built on com-
plete systems of theory and practice that differ vastly from the 
Western school of thought include traditional Chinese medi-
cine, Ayurvedic medicine, Eastern medicine, and naturopa-
thy.) Homeopathy is a specifi c healing therapy started in the 
late 1700s to early 1800s by Samuel Hahnemann, a  German 
 physician and chemist. He formulated the theory that the body 
possesses the power to heal itself. Therefore, a substance cre-
ating certain symptoms in a healthy person would cure an ill 
person exhibiting the same particular set of symptoms. For 
example, the symptoms of arsenic poisoning include abdomi-
nal discomfort, such as stomach cramping with burning pain, 
nausea, and vomiting. Arsenicum album is a homeopathic 
remedy used to treat people with symptoms of food poison-
ing, such as nausea, vomiting, and abdominal discomfort. The 
remedy “cancels out” the illness (O’Brien, 2002; Peck, 2008; 
Torrey, 2008).

Aromatherapy (Biologically Based Practice)

Aromatherapy, named by the French chemist Maurice 
René-Gattefosse in 1928, is classifi ed as a biologically based 
practice (ie, the use of substances found in nature). (Other 
 examples of biologically based practices include herbal, special 
dietary, orthomolecular, and individual biological therapies.) 
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 Aromatherapy is the controlled, therapeutic use of essential 
oils for specifi c measurable outcomes such as the relief of pain, 
anxiety, and insomnia. Essential oils are volatile, organic 
 constituents of aromatic plant matter that trigger different 
nerve centers in the brain to produce specifi c neurochemicals 
(Graner, 2007; Peck, 2008; Torrey, 2008).

Mind–Body Medicine

Mind–body medicine includes techniques that assist in the 
mind’s ability to affect bodily functions and symptoms. Exam-
ples of these interventions include meditation, spiritual healing 
and prayer, and art, music, and dance therapies. Some tech-
niques that considered CAM in the past have become main-
stream (eg, biofeedback, cognitive–behavioral therapy) (Peck, 
2008; Torrey, 2008).

Mindfulness-based stress reduction (MBSR), a form of mind–
body medicine, was introduced in 1979 by Jon Kabat-Zinn at 
the University of Massachusetts Medical School. Mindfulness 
is described as paying nonjudgmental purposeful attention in 
the present moment of time. Concentration is enhanced by 
focusing one’s attention on the physical sensations that accom-
pany breathing. Clients are introduced to different forms of 
MBSR including breathing meditation, body scanning, walking 
meditation, and hatha yoga. MBSR has proven effective in the 
treatment of fi bromyalgia, anxiety disorders, chronic pain, and 
recurrent depression. Approximately 240 academic medical 
centers, hospitals, university health services, and free-standing 
clinics use the MBSR model (Poss, 2005).

Manipulative and Body-Based Practices

Manipulative and body-based practices include therapies that 
are applied to improve health and restore function. These ther-
apies rely on the structures and systems of the body, making 
adjustments to them to heal symptoms and medical problems. 
Examples include Tai Chi, massage therapy, refl exology, and 
yoga. Chiropractic manipulative treatment is now listed as a 
conventional medical technique. Doctors of osteopathy prac-
tice Western medicine in addition to performing osteopathic 
manipulations (Peck, 2008; Torrey, 2008).

Energy Medicine

Energy medicine includes techniques that focus on energy 
fi elds originating in the body (biofi elds) or from other 
sources, such as electromagnetic fi elds. Biofi eld techniques 
are said to affect energy fi elds surrounding and penetrating 
the body. Examples include therapeutic touch, healing touch, 
acupuncture, and Reiki. Bioelectromagnetic-based techniques 
(eg, radiation therapy, transcutaneous electrical nerve stimu-
lation) are forms of energy therapy that use pulsed fi elds, 
alternating-current or direct-current fi elds, or electromagnetic 
fi elds to treat conditions such as cancer, asthma, migraine 
headaches, or other pain (Peck, 2008; Torrey, 2008).

INDICATIONS FOR USE OF 
COMPLEMENTARY AND 
ALTERNATIVE THERAPY
Clients in search of low-cost, safe, and effective treatment for 
clinical symptoms such as insomnia, pain, stress and anxiety, 
depression, and cognitive decline to have turned to nonphar-
maceutical CAM therapies for symptom relief (Peck, 2008). 
Figure 18-1 displays the most frequently used CAM therapies 
to treat these clinical symptoms.

According to a recent survey, the majority of Americans 
who use herbal supplements to treat clinical symptoms do not 
do so in accordance with the herbs’ evidence-based indications. 
About 20% of >30,000 adults surveyed reported using herbs 
but only one-third reported using individual herbs appropri-
ately (Clinician Reviews, 2008). Information regarding the 
safety and effi cacy of selected herbs discussed in this section is 
not all-inclusive. Research continues to focus on herb–drug and 
herb–herb interactions, therapeutic dosages of various herbs, 
and potential adverse effects of herbal therapy. For example, 
the American Herbal Products Association (http://www.ahpa.
org) has grouped over 600 medicinal herbs into the following 
four safety classes:

Class 1: Herbs that are considered safe when used • 
 appropriately
Class 2: Herbs with specifi c restrictions for external use • 
only; not to be used during pregnancy; not to be used 
while nursing; and herbs with other specifi c restrictions
Class 3: Herbs labeled with instructions that use should • 
occur under supervision of an expert regarding dosage, 
contraindications, potential adverse effects, drug interac-
tions, and other relevant information related to the safe 
use of the specifi c herbal substance
Class 4: Herbs for which insuffi cient data are available • 
for safety classifi cation

Insomnia

Psychological stress commonly causes clients to experience 
problems sleeping. Clients often rely on homeopathic  remedies 
or aromatherapy.

Homeopathy
Two herbal or homeopathic remedies (herbal medicines used 
in homeopathy) helpful in treating insomnia and jet lag are 
melatonin and valerian (Valeriana offi cinalis). In 1995 alone, 
there were 20 million new melatonin users in the United States. 
Melatonin is a neurohormone secreted by the pineal gland that 
helps set the body’s circadian cycle, thus triggering the onset of 
sleep. This hormone is available in powder, capsules, or tablets. 
Therapeutic dosage range is 0.2 to 5 mg at bedtime (Sadock & 
Sadock, 2008). The usual dose for jet lag is 0.5 mg, and it is 
generally taken the day before travel starts. Although adverse 
effects such as confusion, drowsiness, and headache are rarely 
reported, until further information becomes available, clients 
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taking steroids, pregnant women and lactating mothers, and 
clients with autoimmune diseases should not use melatonin.

Valerian is used in Europe and Russia as a sedative and 
hypnotic that induces and improves sleep. Although informa-
tion on its mechanism of action and clinical effectiveness is 
quite limited (ie, GABA effect is the dominant pharmacokinetic 
response), valerian is known to cause both central nervous sys-
tem depression and muscle relaxation. Because Valerian carries 
a signifi cant potential for abuse and dependence, it is labeled 
Schedule IV under the Controlled Substances Act. Doses range 
from 300 to 900 mg; however, the latter dose has been known 
to cause morning hangover (Fitzgerald, 2007; Sego, 2007).

The NIH recently concluded that more studies are needed 
to assess the long-term effi cacy of new drugs and CAM thera-
pies such as melatonin and valerian in the treatment of insom-
nia. For example, Alteril is a new controversial homeopathic 
remedy for insomnia that consists of l-tryptophan (an amino 
acid), melatonin, and valerian. According to NIH, there are 
very few data regarding effi cacy in the treatment of chronic 
insomnia, yet other research indicates the potential for sub-
stantial adverse effects. Other alternative treatments for insom-
nia include light therapy, acupuncture, yoga, and Tai Chi, but 
none of these have been evaluated suffi ciently (Splete, 2005).

Aromatherapy
Some clients fi nd that aromatherapy relaxes them and induces 
sleep. Essential oils extracted from plants may be applied 
directly to the skin where they are absorbed into the blood-
stream; administered with a compress; diluted with water or 
alcohol for massage; or released into the air for inhalation. 

English lavender, orange blossom, and marjoram stimulate 
the release of serotonin and the production of melatonin to 
serve as a hypnotic to induce sleep. Roman chamomile, clary 
sage, sandalwood, ylang-ylang, and rose are also used to treat 
insomnia (Graner, 2007; Krebs, 2006).

Ethnicity and learned memory of smell do much to infl u-
ence the choice of essential oil. For example, often Hispanics 
and Latinos prefer sweet marjoram, African Americans pre-
fer cardamom, and Asians prefer ylang-ylang (Buckle, 2002; 
 Hilton, 2000).

Pain

Clients may have numerous somatic complaints, may be 
hypochondriacal, or may have pain disorders associated with 
psychological or general medical conditions. Several forms 
of CAM therapies are used to reduce pain. Some of them 
(eg,  acupressure, aromatherapy, homeopathy, imagery, thera-
peutic touch) can be learned quickly and have little or no risk 
to their use. Other unconventional therapies (eg, acupuncture, 
nutritional supplements, osteopathic manipulations) require 
extensive training and have some risks associated with their 
use (Milton, 2001, 2003). Examples of CAM therapies used to 
control pain may include the following:

Homeopathic remedies consisting of herbs or  minerals, • 
such as Arnifl ora Arnica gel or Traumed cream, may 
relieve pain, swelling, and stiffness in clients who exhibit 
chronic pain syndrome secondary to arthritis, fi bromyal-
gia, or neuropathy.

FIGURE 18-1 Most frequently used categories 
of CAM domain and whole medical systems.
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Hypnosis, an excellent way to mobilize a client’s • 
 resou rces to alter physical sensations such as pain, allows 
clients to concentrate on competing sensations or simply 
to detach themselves.
Relaxation therapy, guided imagery, biofeedback, and • 
meditation also use the client’s ability to concentrate on 
focal points, thus reducing painful sensations.
Aromatherapy (eg, oils such as peppermint, eucalyptus • 
radiata, chamomile, or rosemary) stimulates the brain to 
release endorphins for pain control.
Acupuncture or acupressure relieves pain by correcting • 
imbalances of qi or chi (vital energy) and improving the 
fl ow of energy (see Box 18-2 for a complete defi nition); 
massage therapy relieves pain through manipulation of 
soft tissue and surfaces of the body, increasing blood 
and lymph fl ow and improving musculoskeletal tone; 
therapeutic touch and healing touch involve the transfer 
of energy over specifi c body parts to relieve pain and 
promote healing. All have been used in the psychiatric–
mental health clinical setting to minimize pain (Graner, 
2007; Hilton, 2000; Hutchinson, 1999; Milton, 2003).

An analysis of the records of 5,750 chronic pain clients treated 
at the University of Michigan Pain Center between 1993 and 
2000 concluded that White clients are more likely to use 
selected CAMs such as manipulation, biofeedback, relaxation 
training, or acupuncture than are African American clients 
(Perlstein, 2004).

Stress and Anxiety

Several CAM therapies are used to relieve stress and anxiety. 
Homeopathic remedies, massage therapy, and therapeutic 
humor are commonly used. Other therapies may include hyp-
nosis, biofeedback, therapeutic touch, meditation, and aro-
matherapy (eg, calming oils such as lavender, chamomile, clary 
sage, and neroli).

Homeopathy
Homeopathic remedies (herbal medicines), such as kava-
kava (Piper methysticum), passion fl ower (Passifl ora incarnata), 
and valerian are frequently used to treat clinical symptoms of 
 anxiety and stress.

Kava-kava, a green, leafy member of the pepper family, is 
considered to be the most potent anxiolytic available without 
a prescription. It is nonaddictive, and clients who use it rarely 
develop tolerance. It does not alter mental clarity or interfere 
with reaction time, alertness, or other cognitive abilities. It is 
particularly useful in the management of daytime anxiety. The 
average daily dosage for general anxiety ranges from 60 to 
300 mg per day in divided doses. It is administered in a single 
dose at bedtime for treatment of insomnia secondary to anxiety. 
Various adverse effects have been noted, including dermatitis, 
shortness of breath, visual disturbances such as sensitivity to 
light and hallucinations, exacerbation of Parkinson’s disease, 
torticollis, and tardive dyskinesia (Buboltz, Misra, & Ganzini, 
2006; Waddell, Hummel, & Sumners, 2001; Zal, 2000). It has 

been removed from the market in Europe and Canada because 
of adverse drug interactions and hepatotoxicity risk (Edie & 
Dewan, 2005). Passion fl ower is a mild herb that can be used 
as a sedative, hypnotic, or antispasmodic. Administered to 
relieve anxiety, it is available in tincture form (one dropper-
ful in warm water every 6 hours as needed) or capsule form 
(200–300 mg) from the freeze-dried plant (two capsules every 
6 hours as needed). Nighttime hypnotic doses to treat insomnia 
secondary to anxiety range from 200 to 300 mg of the extract 
1 hour before bedtime. Adverse effects include hypersensitivity, 
vasculitis, and altered consciousness. Excessive use of this herb 
should be avoided during pregnancy and lactation (Zal, 2000).

Valerian, dubbed “God’s Valium,” acts as an anxiolytic as 
well as a hypnotic. It is sold as a tea, tincture, or extract, and 
is available in capsule form. Daytime dosage to decrease anxi-
ety is one half to one teaspoonful of the fl uid extract in warm 
water or one 150- or 300-mg capsule daily (Zal, 2000). Daily 
dosage may be increased to 600 or 900 mg. It is considered 
to be a food additive that is safe in usual amounts found in 
food. When taken in therapeutic amounts, the most common 
adverse effects are residual morning drowsiness, gastrointesti-
nal (GI) upset, and headache. To prevent a depressant effect, 
valerian should not be used in combination with other drugs 
or substances known to produce central nervous system seda-
tion. Hepatotoxicity is a rare adverse effect (Buboltz et al., 
2006; Edie & Dewan, 2005; Sego, 2007).

Massage Therapy
Approximately 80 different types of massage therapy are avail-
able for clients who prefer this form of therapy to reduce stress 
and anxiety. Massage therapy promotes relaxation, has a sedative 
effect on the central nervous system, and promotes the release 
of energy and emotions. Minor adverse effects caused by force, 
allergies to oils applied during massage, or psychological condi-
tions such as the fear of being touched may lead to discomfort 
and pain during massage. Although the application of too much 
force can result in fractures, ruptured liver, or damaged nerves, 
these complications are rare. Massage therapy is contraindicated 
in numerous medical conditions such as deep vein thrombosis, 
infection, and advanced osteoporosis (Reilly, 2005; Rose, 2006).

Therapeutic Humor
Therapeutic humor also has been identifi ed as a form of CAM 
used to relieve stress and anxiety. Benefi cial effects include 
improved immune function, increased pain tolerance, and 
decreased stress response. It acts as a healthy coping mecha-
nism, serves as an outlet for hostility and anger, provides a 
healthy escape from reality, and relieves anxiety and sadness 
related to loss. Therapeutic humor also promotes attention, 
facilitates communication, builds relationships, and energizes 
(Buxman, 2001; MacDonald, 2004; Salameh & Fry, 1987).

Depression

Herbal remedies such as St. John’s wort (Hypericum perforatum), 
SAM-e (S-adenosyl-L-methionine), therapeutic touch or mas-
sage therapy, acupuncture, and aromatherapy (eg,  rosemary, 
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ylang-ylang, or peppermint) are frequently used to minimize 
the clinical symptoms of depression. Meditation also may be 
used.

Homeopathy
The herbal medicine St. John’s wort is the most popular antide-
pressant in Germany. The mechanisms of action in the treatment 
of depression remain unclear. However, pharmacologically, 
St. John’s wort has been shown to affect neurotransmitters. It 
is an option for clients who exhibit low levels of depression; it 
also may be used for clients who are more seriously depressed 
but have not experienced success with conventional antidepres-
sant therapy. It appears to be effective treatment for depression 
in children, adolescents, and adults. Dosages range from 500 
to 2,000 mg per day. For children, the usual dose is 300 mg 
per day; for adolescents and adults, the usual dose is 300 mg 
three times a day. Adverse effects include nausea and vomiting, 
dry mouth, fatigue, dizziness, skin rash, phototoxicity, urinary 
frequency, and acute neuropathy, which generally subside after 
the herb is discontinued. St. John’s wort can induce hypoma-
nia and mania in clients with bipolar disorder and exacerbate 
psychosis in clients with the diagnosis of schizophrenia. Its use 
is limited by the negative interactions that have resulted when 
it is coadministered with certain medications. St. John’s wort is 
contraindicated during pregnancy or concurrent therapy with 
other antidepressants (Assemi, 2000; Ayd, 2001; Baker, 2000; 
Bilger, 1997a; Buboltz et al., 2006; Cuccinelli, 1999b, Edie & 
Dewan, 2005; Waddell et al., 2001).

SAM-e is a naturally occurring compound in the human 
body formed from methionine and adenosine triphosphate. 
SAM-e is found in many mammalian tissues, especially the 
liver and brain. It regulates the secretion of neurotransmit-
ters, such as serotonin and dopamine, but it has not been 
compared directly with selective serotonin reuptake inhibitors 
(SSRIs). SAM-e has been approved as a prescription drug in 
Italy, Germany, Spain, and Russia, and must be taken with folic 
acid and vitamin B

12
 daily to be effective. It is available as a 

stable,  enteric-coated tablet. Starting daily dosage is 400 mg, 
but research indicates that therapeutic dosages range from 800 
to 2,000 mg per day for severe depression. Adverse effects 
include constipation, diarrhea, increased salivation, urinary 
frequency, restlessness, headache, and insomnia. SAM-e may 
precipitate manic episodes in clients prone to bipolar disor-
der (Baker, 2000; Boschert, 1999; Buboltz et al., 2006; Keller, 
2001; Knowlton & Staff, 2001; Pies, 2000).

Meditation
Meditation is particularly indicated for clients with stress-
 related disorders or any condition exacerbated by stress, such 
as depression, chronic illness or pain, or terminal illness. The 
benefi ts of meditation include relaxation, reduced stress, nor-
malized blood pressure, increased energy, improved overall 
health, increased mental clarity and concentration, enhanced 
creativity, and an increased sense of emotional balance and 
well-being. Clients who practice meditation state that they 
experience positive physical, emotional, cognitive, behavioral, 

attitudinal, and spiritual changes, a state of “open stillness” 
(Edwards, 2003; Sklar, 2004).

Cognitive Decline

Clients who experience short-term memory loss or progressive 
memory loss, or who want to slow the progression of cognitive 
decline, often request homeopathic remedies. The herbal rem-
edy ginkgo (Ginkgo biloba) is the best-studied and most popu-
lar herb used to treat cognitive decline. Its primary biologic 
activity appears to be inhibition of platelet-activating factor. 
The extract also functions as an antioxidant to neutralize free 
radicals, possibly affecting norepinephrine, serotonin, mono-
amine oxidase, acetylcholine, and nitric oxide (Cuccinelli, 
1999a). Research has shown that it can improve blood fl ow in 
the brain and the extremities and alleviate vertigo and ringing 
in the ears. Ginkgo is often referred to as a “smart pill” that is 
used to improve cognitive functions in individuals with cerebral 
insuffi ciency or cognitive decline caused by vascular dementia 
or senile dementia of the Alzheimer’s type. Ginkgo should not 
be used in individuals with hemophilia or other bleeding dis-
orders or in clients taking anticoagulant or antiplatelet agents. 
Its use during pregnancy and lactation is to be avoided. Pos-
sible adverse effects include bleeding, dizziness, gastrointes-
tinal symptoms, headache, allergic skin reactions, irritability, 
restlessness, palpitations, peripheral visual disturbances, and 
Stevens–Johnson syndrome. Daily dosage ranges from 120 
(40 mg three times a day) to 240 mg (80 mg three times a day). 
It may take up to 6 weeks of therapy before therapeutic effects 
are seen (Bilger, 1997a, 1997b; Buboltz et al., 2006; Cuccinelli, 
1999a; Victoroff, 2000; Waddell et al., 2001).

Other herbal remedies may be used to improve mental 
function. These include ginseng (dosages vary according to 
whether liquid or root extract is used), guarana (not recom-
mended for use in the United States), and rosemary tincture 
(at a 1:5 ratio) administered in amounts of 2 to 4 mL three 
times a day (Cline, 2003).

IMPLICATIONS FOR NURSING
In an attempt to improve health and/or combat illness, numerous 
Americans have resorted to the use of CAM therapy. In  December, 
2008, the NCCAM and the Centers for Disease Control and Pre-
vention released the fi ndings of the 2007 National Health Inter-
view Survey of 23,393 adults aged 18 years and older and 9,417 
children aged 17 years and under. Following is a summary of 
fi ndings regarding CAM use by age, race, and ethnicity:

38% of adults and 11.8% of children• 
50.3% of American Indians/Alaska Natives• 
43.1% of Whites• 
39.9% of Asians• 
25.5% of Blacks• 
23.7% of Hispanics• 

Figure 18-2 indicates the use of CAM therapy by U.S. adults in 
the year 2002. This fl urry of interest has stimulated a movement 
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to integrate CAM into the conventional health care system. Not 
only will nurses be questioned about CAM therapies, but they 
will also need to be proactive and engage in open dialogue with 
clients about their use of CAM to address safety issues.

Adverse Effects

Clients using alternative and complementary therapies such as 
aromatherapy, herbal remedies, and nutritional supplements 
have been referred to as members of the “over-the-counter” 
culture. Concern has been expressed regarding adverse effects 
of the combination of various herbs, the interactions of herbs 
and prescription or over-the-counter drugs, high doses of 
nutritional supplements taken by consumers, and the poten-
tial for serious psychiatric sequelae (Ayd, 2001; Rand, 2001). 
Table 18-1 highlights some selected drug interactions and 
adverse effects of commonly used remedies.

SELFAWARENESS PROMPT
How informed are you about alternative thera-

pies? Do you know anyone who has used this type 
of therapy? Do you believe clients with  psychiatric 
disorders would benefi t from this type of treat-
ment? Would you feel comfortable  providing 
supportive care to a client who requested herbal 
remedies instead of antidepressant medication? 
Explore your reasons for your answers to these 
questions.

Following are a few examples of adverse effects  associated 
with the use of herbal remedies. In one instance, a client was 
seen because of feeling tired. When laboratory work was com-
pleted, liver function tests were abnormally high. The client’s 
husband asked his wife if she had told the nurse about the 
various herbal remedies she had self-prescribed. Upon further 
investigation, the nurse informed the client that the abnor-
mal test results were caused by abuse of herbal remedies. The 
client agreed to abstain from taking the remedies, and her 
liver function test results returned to within normal limits. 
In another situation, a client was combining St. John’s wort 
with a  prescribed antidepressant because she could not toler-
ate higher doses of the antidepressant. During a routine medi-
cation check, she complained of several adverse effects and 
admitted to the nurse that she had self-prescribed the herbal 
remedy.

An article in The Orlando Sentinel (Diet Herb, 2000) noted 
the link between a specifi c diet herb and kidney cancer. The 
cancer-causing chemical was found in a weight-loss product 
that contained the Chinese herb Aristolochia fangchi, which is 
often substituted for another herb, Stephania tetrandra. Belgium 
banned the herb when cases of kidney failure and urinary tract 
cancer began to appear. Clients were advised to undergo sur-
gery to remove their kidneys and ureters.

Additionally, the shelf life of some herbal remedies has 
not been established, further adding to the concern about the 
development of potential adverse effects. Moreover, standard-
ized dosages of some herbal drugs have not been established 
because of lack of research, and the components of some prep-
arations have not been the same when prepared in different 
areas or countries.

FIGURE 18-2 CAM use in U.S. adults.
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Psychiatric Manifestations

The use of herbal remedies has been associated with the devel-
opment of or exacerbation of psychiatric problems. St. John’s 
wort, SAM-e, and ginseng may precipitate mania during the 
treatment of depression. Dehydroepiandrosterone, an adreno-
cortical hormone used by some clients to increase libido and 
prevent memory loss, may precipitate agitation, irritability, and 
delusions. Ma huang, an extract of ephedra used by some cli-
ents to increase energy, may precipitate affective disturbances 
and psychosis. Additional research may lead to issues involv-
ing the use of these products regarding competence to stand 
trial, criminal responsibility, and litigation (Buboltz et al., 
2006; Sherman, 2002).

Client Education and Resources

Findings reinforce the idea that the use of natural herbal medi-
cine may not be without risk (Sego, 2006). With these con-
cerns in mind, the nurse should instruct the client to do the 
following:

Inform health care providers of all therapies being • 
used, whether self-prescribed or prescribed by a 
practitioner. Clients may not consider home remedies 
to be CAM therapies (see Supporting Evidence for 
Practice 18-1).
Follow directions regarding storage of remedies or • 
supplements.
Follow instructions regarding prescribed dosages and • 
type of preparation (eg, powder, oil, tincture).

Report any unusual symptoms, allergic reactions, or • 
 concerns while undergoing therapy.
Recognize that the sources of herbal products are as • 
 varied as the label names and that quality has been 
shown to be widely inconsistent even when there is only 
one manufacturer.
Utilize the “Rule of Gs” that states herbs beginning • 
with the letter G are likely to interfere with warfarin 
 metabolism.
Recognize that the use of more than one herb  product • 
makes it impossible to determine allergies or other 
 serious interactions.
Maintain all scheduled appointments.• 
Read any instructional information provided by the • 
practitioner, and request clarifi cation of information as 
needed.

Various Web sites provide information related to the clinician 
and client education. For example, the International Biblio-
graphic Information on Dietary Supplements (IBIDS) database 
offers physicians, researchers, and clients one-stop shopping 
for scientifi c information on dietary supplements (http://ods.
od.nih.gov/Health_Information/IBIDS.aspx). The goal of this 
database is to help clinicians decide whether they should rec-
ommend dietary supplements, to inform the public about 
the use of supplements, and to guide researchers in planning 
 supplement-related studies.

ADVANCE for Nurse Practitioners has committed a Web 
site—Complementary Care Forum, consisting of a panel 
of experts who represent a variety of complementary care 
 disciplines—to answer questions about complementary care 

TABLE 18.1

Potential Drug Interactions of Commonly Used Remedies

Remedy Use Potential Drug Interactions

Ginkgo (G. biloba) Herb used to increase memory in dementia Aspirin, alprazolam, ergotamine, warfarin, thiazide 
 diuretics, phenobarbital, nonsteroidal anti-infl ammatory 
drugs (NSAIDs)

Kava-kava Herb used to decrease anxiety Levodopa, dopamine, alprazolam, ethanol, fi rst- and second-
generation antipsychotics, MAOIs, benzodiazepines

Melatonin Hormone used to treat insomnia and jet lag Verapamil, steroids, immunosuppressant drugs

Passion fl ower Herb used as a sedative, hypnotic, or antispasmodic Alcohol, other central nervous system depressants

SAM-e Amino acid supplement used to treat depression Reports of drug interactions nearly nonexistent, except TCAs

St. John’s wort Herb used to treat depression and anxiety Cyclosporine, warfarin, MAOIs, SSRIs, theophylline, digoxin, 
narcotics, reserpine, photosensitizing drugs, anticonvulsants, 
benzodiazepines, beta-blockers, buspirone, carbamazepine, 
clozapine, TCAs, trazodone

Valerian Herb used as a sedative and hypnotic Barbiturates, alcohol, central nervous system depressants, 
benzodiazepines

Adapted from Buboltz et al. (2006), Coleman (2001), Fitzgerald (2007), Rand (2001), and Stimmel (1999).
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 techniques and to clarify information about alternative  therapies 
(www. advancefornp.com).

In addition, to help clinicians review the scientifi c 
research behind the claims made for herbal product lines, the 
nonprofi t American Botanical Council has  published “The 

ABC Clinical Guide to Herbs,” a reference book and educa-
tional program that focuses on 30 of the most popular herbs 
in the U.S. market (available at http://abc.herbalgram.org/site/
PageServer?pagename=The_Guide; Blumenthal, 2006).

The Use of Home Remedies

SUPPORTING EVIDENCE FOR PRACTICE 18.1

PROBLEM UNDER INVESTIGATION / Assessment 
of geographic, social, cultural, and health status fac-
tors affecting the use of health care services.

SUMMARY OF THE RESEARCH / According to 
 researchers at Wake Forest University Baptist Medi-
cal Center in Winston-Salem, North Carolina, almost 
half of the adults in 12 rural counties in western North 
Carolina use home remedies rather than CAM for spe-
cifi c ailments and to enhance their mental health and 
general well-being. Remedies involving honey, lem-
on, vinegar, or whiskey, used alone or in combination, 
were the most prevalent, followed by herbs, teas, 
and other traditional cures. Respondents described 
238 distinct remedies that researchers categorized 
into eight groups: honey–lemon–vinegar–whiskey, 
used alone or in combination; herbs; teas; traditional 
 remedies involving substances such as baking soda 
or turpentine; vitamins and minerals; food; over- 
the-counter products; and products bought from 
health food stores. An estimated 45.7% of the ru-
ral adult population used home remedies. Statistics 
indicated that rural adults aged 30 to 44 years are 
most likely to use home remedies (56%), whereas 
White people aged 65 years and older are least  likely 
(35.7%). More women (50%) than men (39%) use home 
remedies, whereas 7% of women use vitamins and 
 minerals compared with 3% of men. Respiratory and 

throat and mouth conditions most often were treated 
with honey, lemon, vinegar, and whiskey remedies, 
whereas cardiovascular conditions, infections, aller-
gies, and mental health typically were treated with 
herbs. Researchers concluded that the widespread 
use of home remedies contrasts sharply with the use 
of alternative therapies such as acupuncture, chiro-
practic, and herbal medicine, which was estimated at 
only 8.6%.

SUPPORT FOR PRACTICE / Knowledge of geographic, 
social, cultural, and health care practices of clients has 
become increasingly important because these factors 
create unique challenges for nurses who must bal-
ance between today’s care standards and traditional 
cultural or religious beliefs while providing care. Dur-
ing the assessment process, clients may not consider 
home remedies to be classifi ed as CAM, and the nurse 
may not think to ask about specifi c home remedies 
that may interfere with treatment or cause adverse 
effects. It is the responsibility of nurses who provide 
care for clients in rural or culturally diverse settings to 
 familiarize themselves with the health care practices of 
their clients so that they are able to anticipate unique 
client needs.

SOURCE: ADVANCE Newsmagazines for Nurse Practitioners staff. (2004). 
Home Remedies. Retrieved November 24, 2004, from http://nurse-
 practitioners.advanceweb.com/common/Editorial

KEY CONCEPTS
CAM refers to various disease-treating and disease-• 
 preventing practices or therapies that are not considered 
to be conventional medicine.
Public interest in, and use of, alternative and complemen-• 
tary therapies is ever-growing. The NIH has funded the 
development of the NCCAM.
Nurses who integrate alternative and complementary • 
therapies into clinical practice and help their clients access 
their greatest healing potential practice holistic nursing.
Clients are active participants in the holistic nursing process. • 
The holistic nurse teaches the client self-assessment skills, 

discusses mutually agreed-on goals and outcomes with the 
client, encourages the client to assume responsibility for mak-
ing decisions and changes, supports the client as changes are 
made, and promotes self-evaluation by the client.
During the educational process, the holistic nurse and cli-• 
ent discuss the importance of open communication regard-
ing, for example, self-prescribing therapies and follow ing 
directions regarding the storage and dosage of remedies 
and supplements.
Alternative and complementary therapies are classifi ed • 
by the NCCAM into fi ve categories: alternative or whole 
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medical systems, mind–body medicine, biologically based 
practices, manipulative and body-based practices, and 
energy medicine.
Common symptoms in the psychiatric setting that have • 
responded to alternative and complementary therapies 
include insomnia, pain, stress and anxiety, depression, 
and cognitive decline. Various therapies used to treat 
symptoms include homeopathic remedies, aromatherapy, 
acupuncture, acupressure, massage therapy, therapeutic 
humor, and meditation.

Herbal remedies have been associated with adverse • 
 reactions and the development of psychiatric problems. 
The American Herbal Products Association has developed 
a safety classifi cation system for use of common medicinal 
herbs. Client education is essential.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. A 20-year-old male client describes clinical symptoms 
of anxiety. He informs you that he does not want to 
take anxiolytic medication, but is willing to try CAM ther-
apies. What interventions would you plan for this client?

 2. Interview a clinical nurse specialist or advanced nurse 
practitioner in private practice. Ask the nurse to explain 
his or her view about CAM. What assessment tools does 
the nurse use to obtain data about the client’s interest 
in or use of CAM therapies? What educational materials 
does he or she have available for clients who express an 
interest in this therapy?

Refl ection

According to the quote at the beginning of the chapter, CAM 
practices in the United States have grown dramatically in the 
last decade in popularity. Does your nursing program include 
a course on this topic? If so, does it address the application of 
CAM therapies in the psychiatric–mental health clinical set-
ting? If not, do you feel that the clients are receiving adequate 
care to help them access their greatest healing potential? Please 
explain your answer.

NCLEX-Style Questions

 1. A nurse is asked to present a class on holistic nursing to 
a group of students. Which phrase would the nurse inte-
grate into the presentation to best describe this practice?
a. alleviation of disease symptoms
b. facilitation of medical treatment methods
c. focus on the spiritual needs of clients
d. achievement of maximum health and wellness

 2. The nursing plan of care for a female client complaining 
of severe pain from chronic rheumatoid arthritis incor-
porates the use of guided imagery and relaxation therapy. 
The nurse understands that these techniques achieve 
pain relief by which mechanism?

a. allowing client to detach herself from the pain
b. promoting concentration on sensations other than 

pain
c. stimulating brain to release endorphins
d. correcting the imbalance of vital energy

 3. The client tells the nurse about her regular use of the 
remedy kava-kava and explains that it just makes her feel 
better. Further assessment would reveal that the client is 
suffering from?
a. anxiety
b. depression
c. fatigue
d. pain

 4. A client taking physician-prescribed antidepressant 
medications is taught by the nurse to avoid which of the 
following herbal remedies?
a. kava-kava
b. lavender
c. St. John’s wort
d. valerian

 5. The nurse would instruct a client interested in taking the 
herb G. biloba to improve cognitive function that it can-
not be used with which of the following medications due 
to adverse side effects?
a. anticoagulant agents
b. antidepressant medications
c. antihypertensive agents
d. antidiarrheal medications

 6. A client considering CAM therapies asks the nurse about 
energy medicine. Which of the following would the 
nurse include as examples of this type of CAM? Select all 
that apply.
a. ayurvedic medicine
b. therapeutic touch
c. music therapy
d. Reiki
e. Tai Chi
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UNIT VI
Clients with Psychiatric Disorders

Anxiety Disorders

Of chronic psychiatric disorders, anxiety disorders are the most 

prevalent. Despite effective treatments for anxiety, outpatient set-

tings are failing to address anxiety and its associated symptoms 

appropriately, leading to increased use of emergency department 

(ED) visits and the incurrence of high health care costs.

—PASIC, JAGODA, & ZARKOWSKI, 2008

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate the difference between anxiety and fear.
 2. Differentiate the following terms: anticipatory anxiety, signal anxiety, 

 anxiety trait, anxiety state, and free-fl oating anxiety.
 3. Explain the following theories of anxiety: psychoanalytic, cognitive 

behavior, biologic, genetic, and social–cultural (integrated).
 4. Analyze the different levels of anxiety.
 5. Construct a list of the more common physiologic, psychological or 

 emotional, behavioral, and intellectual or cognitive symptoms of anxiety.
 6. Understand the clinical symptoms of panic disorder, agoraphobia, 

social phobia, specifi c phobia, generalized anxiety disorder, and 
 obsessive–compulsive disorder.

 7. Distinguish between posttraumatic stress disorder and acute stress 
 disorder.

 8. Integrate an understanding of cultural differences when assessing clients 
for clinical symptoms of an anxiety disorder.

 9. Describe the role of the nurse providing care for a client with an anxiety 
disorder.

10. Create a nursing plan of care for a client with clinical symptoms of 
 generalized anxiety disorder.

KEY TERMS
Agoraphobia
Anticipatory anxiety
Anxiety
Anxiety state
Anxiety trait
Compulsion
Fear
Free-fl oating anxiety
Ideational compulsion
Obsession
Phobia
Secondary traumatization
Signal anxiety

19
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This “irritable heart syndrome” due to autonomic cardiac 
symptoms was later referred to as the Da Costa’s syndrome. 
World War II veterans and other survivors of combat exhibited 
a similar cluster of symptoms due to severe stresses that was 
eventually identifi ed as posttraumatic stress disorder (PTSD); 
(Sadock & Sadock, 2008).

Sigmund Freud fi rst introduced the concept of anxiety 
in the early 1900s. He referred to it as a danger signal that a 
person exhibits in response to the perception of physical pain 
or danger. He recognized anxiety as a central component of 
mental diseases.

Related Terminology

The term anxiety is used to describe feelings of uncer-
tainty, uneasiness, apprehension, or tension that a person 
experiences in response to an unknown object or situation. 
A “fi ght- or-fl ight” decision is made by the person in an attempt 
to overcome confl ict, stress, trauma, or frustration.

Fear is different from anxiety. It is the body’s physiologic 
and emotional response to a known or recognized danger. 
A person whose car stalls on a railroad crossing experiences 
fear of injury or death as the train approaches the crossing. The 
client who undergoes emergency exploratory surgery may be 
afraid of the surgery and develop symptoms of anxiety because 
the client is uncertain what the outcome will be.

Several terms have been used to describe different types of 
anxiety. They include anticipatory anxiety, signal anxiety, anxi-
ety trait, anxiety state, and free-fl oating anxiety. Anticipatory 
anxiety, common among individuals with a history of phobias 
or panic disorder, is an emotional state of “what-will-happen 
next” fears. Individuals display a heightened sense of worry and 
vigilance about upcoming events or possible situations about to 
occur. For example, a male client with the diagnosis of panic 
disorder frequently expresses fear about his next panic attack.

Signal anxiety differs from anticipatory anxiety in that 
signal anxiety is a response to a perceived threat or danger. Ego 
defense mechanisms are activated during the threat or danger 
to protect an individual from being overwhelmed by severe 
anxiety. For example, a father, whose oldest son was injured in 
an automobile accident, experiences anxiety when his 16-year-
old son begins to drive. The father’s present anxiety reaction 
(ie, signal anxiety) is based on his previous traumatic experi-
ence during his older son’s accident. Activated defense mecha-
nisms diminish the father’s level of anxiety about his younger 
son’s ability to drive.

An anxiety trait is a component of personality that has 
been present over a long period and is measurable by observing 
the person’s physiologic, emotional, and cognitive behavior. The 
person who responds to various nonstressful situations with 
anxiety is said to have an anxiety trait. For example, a 25-year-
old secretary frequently complains of blurred vision, dizziness, 
headaches, and insomnia in a relatively stress-free job.

An anxiety state occurs as the result of a stressful situa-
tion in which the person loses control of her or his emotions. 
A mother who is told that her son has been injured in a football 
game and has been taken to the emergency room may exhibit an 

Anxiety disorders are the most common psychiatric–mental 
health disorder in the United States and in most other popula-
tions studied. They affect approximately 40 million individuals 
in the United States or 18.1% of the U.S. population between 
the ages of 18 and 54 years. Anxiety disorders frequently co-
occur with physical and medical disorders, depressive disor-
ders, eating disorders, or substance abuse and lead to inordinate 
morbidity, frequent use of health care facilities, and functional 
impairment. According to The Economic Burden of Anxiety Disor-
ders, a study commissioned by the Anxiety Disorders Associa-
tion of America (ADAA), almost one third of the yearly mental 
health bill of $148 billion (~$42 billion) is used to treat anxiety 
disorders. The study also revealed that a person with an anxiety 
disorder is three to fi ve times more likely to go to the doctor 
and six times more likely to be hospitalized for psychiatric dis-
orders than nonsufferers are (ADAA, 2009; National Institute of 
Mental Health [NIMH], 2009; Sadock & Sadock, 2008).

Like adults, children and teens experience anxiety and can 
develop anxiety disorders (see Chapter 29 for more informa-
tion). Some of the disorders tend to be specifi c to age develop-
ment. For example, children between the ages of 6 and 9 years 
may experience a separation anxiety disorder. Generalized 
anxiety disorder (GAD) and social anxiety disorder are more 
common in middle childhood and adolescence. Panic disorder 
and posttraumatic distress disorder also can occur in adoles-
cence. Depression commonly occurs with anxiety among teen-
agers (ADAA, 2009).

Until recently, the belief was that anxiety disorders declined 
with age. However, experts now believe that aging and anxiety 
are not mutually exclusive. Most older adults with an anxiety 
disorder experienced anxiety when they were younger. Stresses 
and vulnerabilities unique to the aging process (eg, chronic 
physical problems, cognitive impairment, and signifi cant 
emotional losses) contribute to the development of increased 
anxiety, possibly causing an exacerbation of a previous anxiety 
disorder (ADAA, 2009).

Anxiety disorders are viewed as individual burdens, and 
it is diffi cult to convince the society to treat anxiety disorders 
with the same concern accorded with other psychiatric– mental 
health disorders such as schizophrenia or bipolar disorder. 
Anxiety disorders are costly, and these costs are not restricted 
to individual clients. They also involve employers, health 
insurance providers, and the national economy. The true costs 
of treating anxiety disorders cannot be fully determined with-
out an assessment of the adequacy of available treatments. This 
chapter focuses on the theories, clinical symptoms, and nurs-
ing process related to the spectrum of anxiety disorders.

OVERVIEW OF ANXIETY
Historical Perspectives

Anxiety was fi rst recognized as a medical diagnostic entity 
in the late 1800s. Before this time, anxiety was considered a 
feature of many medical conditions. In 1871, Jacob Da Costa 
described a chronic cardiac syndrome that included many 
 psychological and somatic symptoms exhibited by soldiers. 
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Biologic Theory

In general, studies have evaluated the links between anxiety 
and the following: catecholamines; neuroendocrine measures; 
neurotransmitters such as serotonin, γ-aminobutyric acid, 
and cholecystokinin; and autonomic reactivity. Neuroimaging 
 studies have also been performed (Sadock & Sadock, 2008).

Studies evaluating catecholamine levels (eg, epinephrine 
and norepinephrine) have shown that these levels in clients 
with anxiety appear to be similar to those of normal control 
clients. Neuroendocrine studies have been inconclusive.

Neurotransmitter studies have revealed that serotonin 
plays a role in causing anxiety. Specifi cally, excessive sero-
tonin activity in critical brain areas such as the raphe nucleus, 
hypothalamus, thalamus, basal ganglia, and limbic system may 
relate to anxiety. Agents such as buspirone and benzodiaz-
epines inhibit serotonin transmission, which leads to the relief 
of anxiety symptoms (Roerig, 1999).

Neuroimaging research focuses on normal anatomy and 
neurochemistry, and behavioral, pharmacologic, and cognitive 
challenge theories to understand the biologic basis of anxiety. 
Research focuses on identifying potential predictors of treat-
ment response. For example, positron emission tomography 
studies have shown increased metabolic activity and blood 
fl ow in the frontal lobes, basal ganglia, and the cingulum of 
clients with the diagnosis of OCD (Holman & Devous, 1992; 
Sadock & Sadock, 2008).

Laboratory studies have shown that a panic attack is char-
acterized by a sudden increment in tidal volume rather than 
in respiratory frequency. In these studies, a computerized, 
calibrated body suit (Respitrace) was used to allow 24-hour 
recordings. Results have shown that clients who have spon-
taneous panic attacks experience a tripling of respiratory tidal 
volume.

Researchers also have attempted to study the correlation 
between anxiety and heart disease. Kawachi, Sparrow, Vokonas, 
and Weiss (1994) examined the relationship between anxiety 
symptoms and the risk of coronary heart disease. This study 
concluded that there is a strong association between symptoms 
of anxiety and the presence of coronary artery disease (CAD). 
A more recent study concludes that establishing the correct 
diagnosis in clients who are treated in the primary care setting 
is particularly challenging, given that there is a high preva-
lence (36%) of comorbid anxiety disorder and CAD (Todaro, 
Shen, & Raffa, 2007).

Psychoanalytic Theory

Psychoanalytic theory originates in the work of Sigmund Freud, 
who suggested that anxiety is the result of unresolved, uncon-
scious confl icts between impulses for aggressive or libidinal 
gratifi cation and the ego’s recognition of the  external dam-
age that could result from gratifi cation. For example, uncon-
scious confl icts of childhood, such as fear of losing a parent’s 
love or  attention, may emerge and result in feelings of discom-
fort or anxiety in childhood, adolescence, or early adulthood 
(Roerig, 1999).

anxiety state by becoming hysterical, complaining of  tightness 
in the chest, and insisting on seeing her injured son.

Free-fl oating anxiety is anxiety that is always present and 
is accompanied by a feeling of dread. The person may exhibit 
ritualistic and avoidance behavior (phobic behavior). A woman 
who is unable to sleep at night because she is certain someone 
will break into her home goes through a complicated ritual of 
checking all the windows and doors several times. She also 
avoids going out after dark because she fears coming back to a 
dark, empty home.

ETIOLOGY OF ANXIETY
The etiology of anxiety can be addressed from several per-
spectives using various theories. These include genetic, bio-
logic, psychoanalytic, cognitive behavior, and social–cultural 
 theories.

Genetic Theory

Genetic studies have produced solid evidence that at least 
some genetic component contributes to the development of 
anxiety disorders (Sadock & Sadock, 2008). In 1996, research-
ers at the NIMH determined that the gene 5-HTTP infl uences 
how the brain makes use of serotonin. Statistics indicated that 
the gene caused a 3% to 4% difference in the degree of anxiety 
or tension the subjects experienced. Findings from this same 
study were also used to explore the origins of normal and path-
ological personality patterns.

Family studies have been conducted to determine the 
prevalence of anxiety in relatives. Two methods are generally 
used: the family history, which relies on indirect interviews 
with an informant, and the family study, which is based on 
direct interviews of family members. These methods have 
been used to explore theories regarding various classifi cations 
of anxiety (Nicolini, Cruz, Camarena, Paez, & De La Fuente, 
1999). For example, almost half of all clients with panic dis-
order have at least one affected relative, about 15% to 20% of 
individuals with obsessive–compulsive disorder (OCD) come 
from families in which another immediate family member has 
the same problem, and about 40% of people with agoraphobia 
have a relative with agoraphobia (Sadock & Sadock, 2008).

Some studies have suggested that a relatively simple genetic 
model may explain the genetic or inheritance pattern of anxiety. 
The hypothesis states that there are some genes that play a major 
role, contributing to the manifestation of clinical symptoms of 
anxiety. For example, recent data provide strong evidence that 
chromosome 9 may be linked to the development of panic dis-
order; chromosome 13q may be linked to a potential subtype of 
panic disorder called “panic syndrome”; and signifi cant linkage 
was found at chromosome 14 for simple phobia, and possible 
linkages for social phobias, panic disorder, and agoraphobia. 
Data regarding potential linkages at chromosome 1 for panic 
disorder, chromosome 3 for  agoraphobia,  chromosome 11 for 
panic disorder, and  chromosome 16 for social and  simple 
 phobia have also been reported  (Norton, 2004).
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A newer psychodynamic theory proposes that anxiety 
is an interaction between temperament and environmental 
factors such as parental modeling, overcontrolling parental 
behavior, and family confl ict. Individuals enter the world 
with an inborn physiologic reactivity that predisposes them 
toward anxiety sensitivity or early fearfulness, also referred to 
as the fear of fear. As they struggle with dependency confl icts, 
they develop weak representations of themselves and use 
poor strategies, such as avoidance, to cope with life stresses. 
Their feelings of safety decrease, and they develop a loss of 
control along with an increase of negative emotions, culmi-
nating in anxiety and an initial panic attack (Dixon, 2007; 
Medscape, 2000).

Cognitive–Behavior Theory

The cognitive–behavior theory, developed by Aaron Beck, sug-
gests that anxiety is a learned or conditioned response to a 
stressful event or perceived danger. According to this theory, 
conceptualization or faulty, distorted, or counterproductive 
thinking patterns accompany or precede the development of 
anxiety. For example, individuals may perceive certain somatic 
sensations, such as heart palpitations or jittery feelings, as con-
siderably more dangerous than they truly are. The individu-
als then interpret these sensations as indicating that they are 
about to experience sudden, imminent danger. Further, these 
 misinterpretations may arise from fear and other emotions or 
from stimuli such as caffeine or exercise (Roerig, 1999).  Clinical 
Example 19-1 illustrates two different cognitive  reactions to 
the same stressful event.

Social–Cultural Theory (Integrated Theory)

Social–cultural theorists believe that integrated social or  cultural 
factors cause anxiety. As a person’s personality develops, his 
or her impression of self may be negative (low self- concept). 
The person experiences diffi culty adapting to everyday social 
or cultural demands because of this low self-concept and inad-
equate coping mechanisms. The stressful stimuli of society and 
one’s culture pose a psychological threat for such a person, 
possibly resulting in the development of maladaptive behavior 
and the onset of an anxiety disorder. For example, a 19-year-
old man has diffi culty maintaining a C average in high school 
and does not fi t in with his peers. He works as a delivery per-
son for a pizza company. As he makes a delivery, he receives a 
traffi c ticket for driving with a faulty muffl er. The police offi cer 
informs him that he will not be fi ned if he replaces the defective 
muffl er within 24 hours. The young man makes an appoint-
ment to have his car fi xed. However, his employer says he can-
not allow him to take the time off. The young man becomes 
tense and experiences feelings of dizziness, tachycardia, and 
shortness of breath as he responds to his employer’s comment. 
Because of inadequate coping mechanisms, he is unable to 
consider alternate options, such as asking the employer to use 
the company car for a day or suggesting that he change work 
schedules with another employee. His low self-concept pre-
vents him from pointing out to his employer that he has been 
a faithful employee with a good work record, and therefore his 
request should receive special consideration due to the nature 
of the problem. Unless this young man develops a positive self-
concept and adequate coping mechanisms, he will continue to 
experience diffi culty dealing with the stress of daily social or 
cultural problems.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
The clinical symptoms of anxiety are numerous. They are gen-
erally classifi ed as physiologic, psychological or emotional, 
behavioral, and intellectual or cognitive responses to stress. 
(See the accompanying Clinical Symptoms and Diagnostic 
Characteristics box.) Although the clinical symptoms may vary 
according to the level of anxiety exhibited by the client, the 
common theme is that the client experiences a level of anxiety 
that interferes with functioning in personal, occupational, and 
social areas.

Anxiety occurs on a continuum, ranging from normal 
to panic. This range is often referred to as the levels of anxi-
ety (Goliath.com, 2009; Sadock & Sadock, 2008; Schultz & 
 Videbeck, 2009).

Normal: The client may experience periodic warnings • 
of a threat—such as uneasiness or apprehension—that 
prompt the client to take necessary steps to prevent a 
threat or lessen its consequences.
Mild anxiety: The client has an increased alertness to • 
inner feelings or the environment. At this level, an 

CLINICAL EXAMPLE 19.1

Two Different Cognitive Reactions to the 
Same Stressful Event

JB and SV, two college roommates, received pro-
bationary notices because of failure to complete a 
required course successfully. JB made an appoint-
ment to discuss her grades with her advisor, 
whereas SV was unable to sleep and complained 
of a headache, lightheadedness, and shortness of 
breath and began to doubt her ability to continue 
in college.

JB exhibited effective coping skills and 
accepted responsibility for her actions, thereby 
showing a positive response to the stress of pro-
bationary action. SV exhibited signs of anxiety, a 
maladaptive response to the stress of probationary 
action. As a child, she may have had limited oppor-
tunity to condition herself to stress, her parents may 
have fostered dependency by making decisions for 
her, or this may have been her fi rst experience with 
what she considered a failure.
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to relax. Individuals working under stress to meet certain 
deadlines may experience an acute state of mild anxiety 
until their work is completed. Clients with a history of 
chronic anxiety may experience frequent episodes of 
restlessness, tremulous motor activity, rigid posture, and 
the inability to relax.
Moderate anxiety: Perceptual fi elds of sight, hearing, • 
touch, and smell are limited. The client experiences a 
narrowing of the ability to concentrate, with the abil-
ity to focus or concentrate on only one specifi c thing at 
a time. Pacing, voice tremors, increased rate of speech, 
physiologic changes, and verbalization about expected 
danger occur. Problem solving and the ability to mobilize 
resources can be hindered. Clients who seek treatment 
for anxiety generally present with these symptoms during 
an acute phase.
Severe anxiety: The ability to perceive is further reduced, • 
and focus is limited to one specifi c detail. Inappropriate 
verbalization, or the inability to communicate clearly, 
occurs because of increased anxiety and decreased 
intellectual thought processes. Lack of determination or 
the ability to perform occurs as the person experiences 
feelings of purposelessness. Questions such as “What’s 
the use?” or “Why bother?” may be voiced. Physiologic 
responses also occur as the individual experiences a sense 
of impending doom. Severe anxiety may occur before a 
client seeks help.
Panic state: Complete disruption of the ability to perceive • 
takes place. Disintegration of the personality occurs as the 
individual becomes immobilized, experiences diffi culty 
verbalizing, is unable to function normally, and is unable 
to focus on reality. Physiologic, emotional, and intellec-
tual changes occur as the individual experiences a loss of 
control. A client may experience all levels of anxiety dur-
ing treatment before clinical symptoms are stabilized.

The Diagnostic and Statistical Manual of Mental Disorders, 4th Edi-
tion, Text Revision (DSM-IV-TR) identifi es several different 
anxiety disorders, each with its own set of criteria  (American 
Psychiatric Association [APA], 2000). Anxiety disorder due to 
a medical condition is discussed in Chapter 20. Substance-
induced anxiety disorder is included in Chapter 25 along with 
other substance-abuse disorders.

Panic Disorder With or Without 
Agoraphobia

Panic disorder is a real illness with both a physical and a 
psychological component. This debilitating condition affects 
approximately 2.7% (6 million) of the adult U.S. population 
and has a very high comorbidity rate with major depression. 
The onset usually begins during the late teens or early twen-
ties. Although it can occur in both men and women, women 
are twice as likely to be affl icted as are men (ADAA, 2009).

Three types of panic attacks have been identifi ed. Typically, 
an individual’s fi rst panic attack seems to occur “out of the blue” 
while the person is engaged in some ordinary activity such as 

CLINICAL SYMPTOMS
AND DIAGNOSTIC  CHARACTERISTICS

Anxiety

Clinical Symptoms
Physiologic Symptoms

Elevated pulse, blood pressure, and respiration •
Dyspnea or hyperventilation •
Diaphoresis •
Vertigo or lightheadedness •
Blurred vision •
Anorexia, nausea, and vomiting •
Frequency of urination •
Headache •
Insomnia or sleep disturbance •
Weakness or muscle tension •
Tightness in the chest •
Sweaty palms •
Dilated pupils •

Psychological or Emotional Symptoms
Withdrawal •
Depression •
Irritability •
Crying •
Lack of interest or apathy •
Hypercriticism •
Anger •
Feelings of worthlessness, apprehension, or  •
 helplessness

Behavioral Symptoms
Pacing •
Inability to sit still •
Fingering hair continuously or other nervous habits •
Hypervigilance •

Intellectual or Cognitive Symptoms
Decreased interest •
Inability to concentrate •
Nonresponsiveness to external stimuli •
Decreased productivity •
Preoccupation •
Forgetfulness •
Orientation to past rather than present or future •
Rumination •

Diagnostic Characteristics
Vary based on anxiety disorder diagnosed •

individual has an increased ability to learn, experiences a 
motivational force, may become competitive, and has the 
opportunity to be individualistic. Feelings of restlessness 
may also be present, and the individual may not be able 
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See the accompanying Clinical Symptoms and  Diagnostic 
 Characteristics box.

The client develops these symptoms suddenly, with the 
symptoms increasing in intensity within minutes of aware-
ness of the fi rst sign. For example, chest pain occurs, followed 
by three other symptoms that increase in intensity within 
10 minutes of the onset of chest pain. (The diagnosis here 
would be Panic Disorder Without Agoraphobia.) See Clinical 
 Example 19-2.

During the panic attack, the individual may experience 
a fear of being alone in a public place (agoraphobia). Most 
researchers believe agoraphobia develops as a complication in 
clients with panic disorder; that is, clients have a fear of having 
a panic attack in a public place from which escape would be 
diffi cult (Sadock & Sadock, 2008). (See discussion of  phobias 
in the next section.) The diagnosis then would be Panic 
 Disorder With Agoraphobia. After a panic attack, the indi-
vidual exhibits concern about having additional panic attacks, 

grocery shopping, driving a car, or doing  housework. The 
 individual suddenly experiences frightening and uncomfort-
able symptoms that may include terror, a sense of unreality, or a 
fear of losing control. Such unexpected panic attacks occur with-
out warning and for no discernable reason, as noted above.

Situational panic attacks occur in response to specifi c 
environmental stimuli or events that are anxiety producing 
(eg, riding in an elevator or fl ying on an airplane). Situation-
ally predisposing panic attacks refer to an attack with the likeli-
hood or potential to reoccur when an individual’s anxiety level 
increases. If the client is able to utilize anxiety-reducing coping 
skills, the likelihood of a panic attack’s reoccurring decreases 
(Richards, 2003).

The differential diagnosis for a client with panic disorder 
includes a large number of medical disorders (eg, cardiovascu-
lar, pulmonary, endocrine, or neurologic diseases, or electro-
lyte imbalances) and many psychiatric–mental health disorders 
(eg, drug intoxications, drug withdrawal, eating disorders, or 
cognitive disorders). After the presence of an immediately 
 life-threatening condition is ruled out, the clinical suspicion is 
panic disorder (Sadock & Sadock, 2008).

According to DSM-IV-TR diagnostic criteria, panic attacks 
are not caused by the direct physiologic effects of a sub-
stance or a general medical condition, and they are not better 
accounted for by another mental disorder. Panic attacks usually 
last between 1 minute and 1 hour. The intensity of the attacks 
may fl uctuate considerably in the same person (NIMH, 2008). 

CLINICAL SYMPTOMS AND DIAGNOSTIC 
CHARACTERISTICS

Panic Attack

Clinical Symptoms
Palpitations, pounding heart, or accelerated  •
heart rate
Diaphoresis •
Tremors •
Shortness of breath or smothering sensation •
Feeling of choking •
Chest pain or discomfort •
Nausea or abdominal distress •
Vertigo •
Feelings of unreality or of being detached from  •
oneself
Fear of losing control or of going crazy •
Fear of dying •
Numbness or tingling sensations (paresthesia) •
Chills or hot fl ashes •

Diagnostic Characteristics
Period of intense fear or discomfort •
Evidence of at least four clinical symptoms •
Sudden onset of symptoms, peaking within  •
10 minutes

CLINICAL EXAMPLE 19.2

The Client with Panic Disorder

MJ, a 27-year-old business woman who lived in 
New York, recently became engaged to a marine 
stationed in California. On four separate occa-
sions 2 weeks after her engagement, MJ expe-
rienced episodes of dizziness, fainting, fatigue, 
chest pain, accelerated heart rate, tremors of her 
upper extremities, and choking sensations. During 
the last episode, she was convinced that she had a 
heart problem and that she was going to die if she 
didn’t receive medical treatment. She scheduled 
an appointment with her family physician to dis-
cuss her physical symptoms. A thorough physical 
examination revealed no medical problems. Dur-
ing the discussion of the results of the examination, 
the family physician asked MJ if she was excited 
about her engagement and relocation to Califor-
nia. She hesitated at fi rst and then stated that she 
loved her fi ancé but was reluctant to leave her job, 
friends, and family to move to California because 
she has diffi culty adjusting to change. MJ was able 
to relate the onset of her symptoms to the time 
of her engagement. The family physician helped 
MJ to explore feelings of ambivalence about her 
engagement and suggested that she seek the help 
of a therapist for treatment of what he felt were 
panic attacks. MJ accepted a prescription for a 
benzodiazepine and agreed to see a cognitive–
behavioral therapist. After several weeks of coun-
seling and taking the medication prescribed by her 
family doctor, the panic attacks subsided, and she 
was able to discuss her feelings with her fi ancé.
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common activities such as taking a shower or brushing one’s 
teeth. Three major types of phobias are described here.

Agoraphobia
As noted earlier, agoraphobia is the fear of being alone in public 
places from which the person thinks escape would be diffi cult 
or help would be unavailable if he or she were incapacitated. 
Normal activities become restricted and individuals refuse to 
leave their homes.

Approximately 1.8 million or 0.8% of American adults 
aged 18 to 54 years have agoraphobia. Two thirds of those 
exhibiting clinical symptoms are women, in whom symptoms 
develop between the ages of 18 and 35 years. Because some 
cultural or ethnic groups restrict the participation of women in 
public life, this practice must be considered before diagnosing 
an individual with agoraphobia. Onset of symptoms may be 
sudden or gradual. Clients are likely to develop depression, 
fatigue, tension, and spontaneous obsessive or panic disorders 
(ADAA, 2009; APA, 2000; NIMH, 2009).

Social Phobia
Social phobia, also referred to as social anxiety disorder, is a com-
pelling desire to avoid situations in which others may criticize 
a person. Social phobia begins in childhood or adolescence, 
interferes with development, predisposes one to depression and 
substance abuse, and prevents one from working, dating, or 
getting married. Early identifi cation is important. (See Support-
ing Evidence for Practice 19-1.) Social phobia affects approxi-
mately 15 million (6.8%) Americans yearly (ADAA, 2009). 

worries about implications of the attack or its consequences, or 
displays a signifi cant change in behavior (APA, 2000). About 
one in three people with panic disorder develops agoraphobia 
(NIMH, 2009).

Phobias

A phobia is described as an irrational fear of an object, activity, 
or situation that is out of proportion to the stimulus and results 
in avoidance of the identifi ed object, activity, or situation. The 
person unconsciously displaces the original internal source of 
fear or anxiety, such as an unpleasant childhood experience, to 
an external source. Avoidance of the object or situation allows 
the person to remain free of anxiety.

A phobic reaction can be so mild that it hardly affects a 
person’s life. The feared object or situation may enter the per-
son’s life so rarely that the phobia does not interfere with daily 
functioning. Other phobias, such as fear of water, may prohibit 

SELFAWARENESS PROMPT
Refl ect on your most recent stressful 

 experience. Identify the cause of your stress. 
What nonverbal behaviors did you exhibit? What 
physical symptoms of anxiety did you experience? 
What changes, if any, would you make to cope 
more effectively?

Identifying Social Phobia in the Primary Care Setting

SUPPORTING EVIDENCE FOR PRACTICE 19.1

PROBLEM UNDER INVESTIGATION / How to iden-
tify the prevalence of social phobia, psychiatric co-
morbidity, the relationship of social phobia to func-
tional impairments, and patterns of health care use in 
primary care practice

SUMMARY OF RESEARCH / There were 511 adult 
subjects, 341 of whom were women, most (55.2%) of 
whom were White, and 41.2% of which had >3 years 
of college education. Thirty-six of the subjects, who 
screened positive for social phobia by use of the So-
cial Phobia Questionnaire, were invited for a follow-
up interview using the Comprehensive International 
 Diagnostic Interview. The subjects were then asked 
to rate anxiety and avoidance related to 10 social 
situations (eg, public speaking or party attendance). 
The results of the survey indicated that 10 of the 36 
 respondents with social phobia met criteria for gener-
alized subtypes of social phobia. Comorbid psychiat-
ric disorders of major depression (58%), generalized 

anxiety (30.6%), panic disorder (27.8%), and substance 
abuse within 12 months (25%) were identifi ed. Func-
tional impairment, emergency room visits, primary 
care appointments, and mental health care visits were 
more prevalent in subjects with social phobia than in 
the subgroup of respondents who did not meet DSM-
IV criteria for the disorders being evaluated and used 
for comparison.

SUPPORT FOR PRACTICE / Many psychiatric dis-
orders (eg, depression and anxiety) are identifi ed in 
the primary care setting; however, social phobia is 
not as well known and therefore may go undetected. 
Psychiatric–mental health nurses may want to screen 
for social phobia in clients who present with clinical 
symptoms of depression or panic attacks.

SOURCE: Stein, M. B., McQuaid, J. R., Laffaye, C., & McCahill, M. E. (1999). 
Social phobia in the primary care medical setting. Journal of Family Practice, 
49(7), 514–519.
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to others in social situations instead of being  embarrassed 
 themselves. Such fears may cause extreme anxiety and 
 avoidance of social interactions.

Specifi c Phobia
A specifi c phobia is defi ned as an excessive fear of an object, 
an activity, or a situation that leads a person to avoid the cause 
of that fear. Approximately 19.2 million (8.7%) Americans are 
affected yearly. Women are twice as likely to be affected as are 
men (ADAA, 2009).

The DSM-IV-TR lists fi ve subtypes of this disorder: animal, 
natural environment, blood-injection–injury, situational, and 
other (eg, fear of space, sound, or costumed characters). Over-
all, there are approximately 700 identifi ed phobias. Some of 
the more common ones are listed in Box 19-1.

The content of phobias and their prevalence vary with cul-
ture and ethnicity. A specifi c phobia must be diagnosed only if 
the fear is excessive in the context of the specifi c culture and 
the fear causes a signifi cant impairment or distress. See Clinical 
Example 19-3.

First-degree relatives of persons with social phobia are about 
three times more likely to be affected with social phobia than 
are fi rst-degree relatives of those without psychiatric–mental 
health disorders. Because onset usually begins in childhood or 
adolescence, it is important that social phobia be differentiated 
from appropriate fear and normal shyness (ADAA, 2009).

Examples of social phobias include fears of performing in 
public, of public speaking, of eating or drinking in public, of 
using public restrooms, or of using public transportation. The 
person realizes that the fear is excessive or disproportionate to 
the activity or situation. Social phobia rarely is incapacitating, 
but may cause considerable inconvenience. The abuse of alco-
hol and other drugs may occur as the person with social phobia 
attempts to reduce anxiety. Other comorbid disorders, includ-
ing major depression, body dysmorphic disorder  (Chapter 20), 
or a medical condition, may exist.

The person with clinical symptoms of social phobia expe-
riences persistent, irrational fear of criticism, humiliation, 
or embarrassment. Because they avoid social situations and 
often experience a disruption in school, academic achieve-
ment, or job performance, clients are misdiagnosed 90% of the 
time with disorders such as schizophrenia, bipolar disorder, 
avoidant personality disorder, or depression. It is rare for clini-
cal symptoms to develop after a person reaches the mid-twen-
ties (ADAA, 2009; Richards, 2003; Sadock & Sadock, 2008).

In certain cultures, such as Japanese or Korean, individu-
als may develop persistent and excessive fears of giving offense 

Common Phobias

Acrophobia: fear of heights •
Agoraphobia: fear of being alone in public  •
places
Algophobia: fear of pain •
Androphobia: fear of men •
Astrophobia: fear of storms, lightning, or thunder •
Autophobia: fear of being alone •
Aviophobia: fear of fl ying •
Claustrophobia: fear of enclosed places •
Entomophobia: fear of insects •
Hematophobia: fear of blood •
Hydrophobia: fear of water •
Iarrophobia: fear of doctors •
Necrophobia: fear of dead bodies •
Nyctophobia: fear of night •
Ochlophobia: fear of crowds •
Ophidiophobia: fear of snakes •
Pathophobia: fear of disease •
Pyrophobia: fear of fi re •
Sitophobia: fear of fl ood •
Thanatophobia: fear of death •
Topophobia: fear of a particular place •
Zoophobia: fear of animals •

BOX 19.1

CLINICAL EXAMPLE 19.3

The Client with a Phobia Disorder

MS, 19 years old, had recently moved into an 
apartment after graduation from vocational school. 
She was attending a movie when she began to per-
spire profusely, tremble, breathe rapidly, and feel 
nauseated. She left the movie before it ended. Her 
symptoms became more common when she was 
around a group of people in public places such as 
grocery stores or shopping centers. As a result of 
these feelings, MS began to avoid crowds, and her 
daily activity consisted of going to work and return-
ing home immediately after work. Within a month, 
MS quit her job and became housebound. She 
attempted to relieve her anxiety by using alcohol 
to relax, but did not experience any relief. MS was 
encouraged by her family to seek psychiatric help. 
She agreed to see a therapist if a family member 
accompanied her. Counseling revealed that she 
had been lost in a crowd as a child while attending 
a circus and had experienced intense fear as she 
was separated from her parents for several hours. 
The therapist explored her feelings about moving 
away from the family home. Memories of being 
separated from her parents as a child were identi-
fi ed as the underlying cause of the recent onset 
of her phobic reaction. MS was placed on an anxi-
olytic to decrease her level of anxiety. She agreed 
to continue in insight-oriented psychotherapy and 
to participate in systematic desensitization with a 
behavioral therapist.
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her hands 100 times a day to avoid contamination or illness. 
An ideational compulsion is an urge to carry out an act within 
one’s mind. Examples of this type of compulsion are replicat-
ing words or speech in one’s mind and drawing in one’s mind. 
Such actions are common in children and adolescents. Resis-
tance to the act increases anxiety. Yielding to the compulsion 
decreases anxiety, the primary gain (APA, 2000).

Studies have shown that approximately 18% to 54% of 
clients with OCD may exhibit hoarding and saving compul-
sions as a result of traumatic or stressful life events (eg, motor 
vehicle accident, rape, sexual abuse, or witness to a crime). 
Such behavior may also be part of a broader clinical syn-
drome that includes indecisiveness, perfectionism, procrasti-
nation, diffi culty organizing tasks, and avoiding routine daily 
activities (Frost & Hanl, 1996; McNamara, 2006a, 2006b; 

Generalized Anxiety Disorder

GAD is characterized by unrealistic or excessive worry, anxiety, 
and tension occurring for more days than not in a 6-month 
period. The concern is about several events, such as job or 
school performance, and the individual is unable to control the 
worry. At least three of the following six symptoms are reported: 
restlessness, fatigue, impaired concentration, irritability, mus-
cle tension, and sleep disturbance. The anxiety interferes with 
social, occupational, or other important areas of functioning 
and is not the direct result of a medical condition or substance 
abuse. GAD can begin across the life cycle, but the risk is highest 
between childhood and middle age (ADAA, 2009; APA, 2000).

GAD, commonly seen in the primary care setting, is asso-
ciated with disability, medically unexplained symptoms, and 
overuse of health care resources. Annual medical costs for 
clients with comorbid GAD are approximately $2,000 higher 
than those for clients without GAD. Unfortunately, GAD may 
remain undiagnosed in clients with chronic illnesses, in part 
because the presenting symptoms of GAD are frequently 
somatic (Burke, 2006; Roerig, 1999). Approximately 3.1% 
(6.8 million) of the adult U.S. population is affected. Women 
are twice as likely as men to be affl icted. The comorbidity of 
GAD and other disorders is very likely (ADAA, 2009). See Clin-
ical Example 19-4.

Obsessive–Compulsive Disorder

OCD is characterized by recurrent obsessions (a persistent, 
painful, intrusive thought, emotion, or urge that one is unable 
to suppress or ignore) or compulsions (the performance of a 
repetitious, uncontrollable, but seemingly purposeful act to pre-
vent some future event or situation), or a combination of both, 
that interferes with normal life. Approximately 1.0% (2.2 mil-
lion) of the U.S. adult population in all socioeconomic classes is 
affl icted with this disorder. Obsessive–compulsive personality 
disorder (OCPD) is often confused with OCD. Despite the simi-
lar names, they are two distinct disorders, although the two are 
sometimes found in the same family. Individuals experiencing 
OCPD do not generally feel the need to repeatedly perform rep-
etitious or ritualistic actions (ADAA, 2009) (see Chapter 24).

Approximately one third of affl icted adults had their fi rst 
symptoms in childhood. Although the mean age of onset is 20 
years, OCD can occur as early as 2 years of age (ADAA, 2009; 
APA, 2000; Pavlovich-Danis, 2000).

Common obsessive thoughts involve religion, sexuality, 
violence, the need for symmetry or exactness, and contami-
nation. Everyone has experienced recurrent thoughts at one 
time or another. Lines of a song or poem may invade one’s 
thoughts and continually run through one’s mind. The differ-
ence is that obsessions are considered senseless or repugnant, 
and they cannot be eliminated by logic or reasoning. A repeti-
tive thought of killing one’s mate is an example of a violent 
obsession (APA, 2000).

Common compulsions include handwashing, avoidance 
of touch, ritualistic sexual behavior, swallowing, stretching, 
rocking, and hoarding. For example, a client may wash his or 

CLINICAL EXAMPLE 19.4

The Client with Generalized Anxiety 
Disorder

RP, a 50-year-old man, was admitted to the 
 psychiatric hospital for treatment of a GAD. As 
the student nurse completed the initial assess-
ment form, she noted that RP was quite restless, 
sitting on the edge of his bed and fi dgeting with 
his gown. He constantly rearranged his personal 
items on the bedside stand. Complaints of dizzi-
ness, an upset stomach, insomnia, and frequency 
of urination were noted. RP appeared to be easily 
distracted as various people walked into the room 
to care for another client and was rather impatient 
with the student nurse as she took the admitting 
vital signs. The client’s hands were cold and clammy 
and the radial pulse was 120 while the client sat on 
the edge of his bed.

During postclinical conference, the student 
nurse shared her feelings of irritation about RP. 
She also stated that the client’s anxiety was “infec-
tious” and that she found herself becoming tense 
although she tried to remain calm during the 
admission procedure. Another student stated that 
she would have given RP his medication fi rst (the 
attending physician prescribed Xanax) to allow him 
to settle down and then would have attempted 
to carry out the initial assessment. Further discus-
sion of the treatment plan for RP revealed that the 
attending physician recommended individual psy-
chotherapy, including educational and supportive 
counseling to focus on RP’s feelings and concerns. 
The group also discussed interpersonal reactions 
with persons who exhibit clinical symptoms of gen-
eralized anxiety and how easy it would be to avoid 
contact with the client.
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Posttraumatic Stress Disorder

PTSD is a syndrome that develops after an individual sees, is 
involved in, or hears about a traumatic experience, such as 
the terror attacks on the World Trade Center in New York City 
and Pentagon in Virginia on September 11, 2001. Although 
PTSD can appear at any age (children have also experienced 
PTSD), it is most prevalent in young adults, because they tend 
to be exposed to precipitating situations. Approximately 3.5% 
(7.7 million) of the adult U.S. population is affl icted (ADAA, 
2009; Sadock & Sadock, 2008).

The more common antecedents of PTSD include sexual 
abuse, assaultive violence, accidents, traumatic losses such as 
the sudden death of a spouse, diagnosis of a life-threatening ill-
ness in self or loved ones, acts of terrorism, witnessing a violent 
act, natural disaster, and combat-related trauma. Furthermore, 
a prospective, observational study has shown that a substantial 
proportion of clients experience PTSD after their stay in an 
intensive care unit. The factors that were independently asso-
ciated as antecedents of PTSD were deep sedation, physical 
restraint without sedation, and recall of delusional memories 
(Bennett, Zatzick, & Roy-Byrne, 2000; Finn, 2007; MacNeil, 
2006; Moon, 2008).

Women appear to be more susceptible to PTSD because 
they are exposed to more personal violence than are men. Indi-
viduals with a history of a psychiatric disorder who lack social 
support, respond negatively to life events, perceive them-
selves as helpless, or have a history of a prior trauma exposure 
(eg, police offi cers or fi refi ghters) are at risk for the develop-
ment of PTSD (Fink, 2006).

Kaiman (2003), a nurse practitioner and clinical special-
ist, initiated a psychotherapy group for clients with the diag-
nosis of PTSD. He discusses in detail the clinical symptoms 
of four aging World War II combat veterans who exhibited 
clinical symptoms of delayed-onset or exacerbated PTSD. 
Symptoms include isolation secondary to self- perceived 
or actual feelings of rejection by peers, unpredictable out-
bursts of rage, exaggerated startle response, avoidance of 
feelings, survival guilt, sleep disturbances and nightmares, 
intrusive thoughts of combat and lost buddies, marital 
discord resulting in divorce, and the presence of alcohol 
abuse and depression. As troops return from Iraq and other 
areas of confl ict, PTSD is likely to become a more common 
presentation in primary care settings (Antai-Otong, 2007). 
See the accompanying Clinical Symptoms and Diagnostic 
 Characteristics box.

The diagnosis of acute onset refers to symptoms that last 
fewer than 3 months. If symptoms persist beyond 3 months, 
the diagnosis of chronic onset is used. Delayed onset is used to 
describe the onset of symptoms that occur at least 6 months 
after exposure to the initial stressful situation or trauma. 
Impaired role and social functioning may occur. In addition, 
the client experiences interference with occupational and rec-
reational functioning. Low self-concept and suicidal ideation 
or thoughts may occur, along with substance abuse, because 
the individual has diffi culty coping with the recollections of 
the traumatic experience.

Steketee & Frost, 2003). People with OCD generally have 
 considerable insight into their own problems. Most of the time, 
they know their symptoms are senseless or exaggerated and not 
really necessary. However, this insight into their illness is not 
suffi cient to enable them to control their thoughts or behav-
ior. Some individuals are able to keep their symptoms under 
control during the hours when they are at work or attending 
school. However, resistance weakens when symptoms persist 
over months or years. Several comorbid psychiatric disorders, 
such as major depressive disorder, alcohol use disorders, eat-
ing disorders, and personality disorders, may exist with OCD 
(Sadock & Sadock, 2008). Indeed, OCD may become inca-
pacitating. See Clinical Example 19-5.

CLINICAL EXAMPLE 19.5

The Client with Obsessive–Compulsive 
Disorder

AY, a 56-year-old client with the history of obses-
sive–compulsive disorder, alcohol abuse, and mild 
cognitive impairment, was admitted to the psy-
chiatric unit because the medication prescribed 
to control her level of anxiety was ineffective. She 
was observed performing the following ritualistic 
behavior continuously. The only time she would 
interrupt the activity was to go to the clients’ din-
ing room for meals, to attend to personal hygiene 
at the insistence of the staff, and to sleep. AY would 
begin by standing at the nurses’ station for a few 
moments and then continue by starting on a ritu-
alistic pathway. As she left the nurses’ station she 
would walk 10 steps to the right, touch the wall with 
her right hand, fl icker the light switch, and then pro-
ceed to her next objective, approximately 20 steps 
away. There she would touch another wall, do a 
360-degree turn, and then head back to the nurses’ 
station, repeating the behavior on the opposite 
side of the room. If there were any intrusions during 
this ritualistic performance, AY would exhibit signs 
of extreme anxiety. This behavior dominated her 
life and interfered with her role and social function. 
Students who observed AY were amazed at the 
energy she possessed because she never seemed 
to tire. They were hesitant to approach her during 
this ritualistic activity because they were uncertain 
what she might do. One student stated, “I know 
this sounds foolish, but I’m afraid she might get 
upset and become hostile toward me.” Another 
student said she felt foolish trying to walk with AY 
as she attempted to show AY that she wanted to 
help her and be with her. A third student observed 
that the behavior was accepted by other clients on 
the unit and that no one seemed to interrupt AY.
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Acute Stress Disorder

Acute stress disorder is differentiated from PTSD in that 
 symptoms occur during or immediately after the trauma, last 
for at least 2 days, and either they resolve within 4 weeks after 
the conclusion of the event or the diagnosis is changed to 
PTSD. For example, nurses providing direct or indirect care 
to clients are at risk for an occupational acute stress disorder. 
The nurse is exposed to the traumatic event through contact 
with the client, a phenomenon referred to as secondary trau-
matization. Clinical symptoms may include recurrent images 
or nightmares about the traumatic event. Repeated exposure to 
trauma can compromise the client’s ability to cope with stress 
and precipitate an acute stress disorder (Badger, 2001; Figley, 
1995; Schwartz, 2005).

Clients with the diagnosis of acute stress disorder 
experience dissociative symptoms such as numbness or 
detachment; a reduction in awareness of surroundings; 
derealization; depersonalization; or dissociative amnesia. 
The traumatic event is experienced persistently, although 
the individual avoids stimuli that arouse recollections of the 
trauma. Marked symptoms of anxiety or increased arousal 
occur. Social and occupational functioning is signifi cantly 
impaired. The individual is unable to pursue necessary tasks 
(APA, 2000).

Acute stress disorder requires timely diagnosis and treat-
ment to prevent the development of PTSD. Approximately 
80% of clients who experience clinical symptoms of acute 
stress disorder will meet the diagnostic criteria for PTSD 6 
months later. Of this group, 75% will continue to meet the 
diagnostic criteria 2 years after the traumatic event (Bryant, 
1999; Harbert, 2002).

Atypical Anxiety Disorder

Atypical anxiety disorder is a catch-all category for clients who 
exhibit signs of an anxiety disorder but do not meet criteria 
for any of the previously described conditions listed in this 
 classifi cation.

THE NURSING PROCESS

Assessment

Anxiety disorders can be complex, presenting with confound-
ing physical or psychiatric comorbidities that challenge even 
the most experienced nurse. The fi rst step in the assessment 
process is to identify the client’s level of anxiety and to deter-
mine whether a threat of self-harm or harm to others exists. 
Obtain a thorough history, if possible, focusing on the client’s 
physiologic, emotional, behavioral, and cognitive functioning, 
keeping in mind that the client’s chief complaint and present-
ing problem may not be anxiety but one of vague physical 
or emotional complaints. If possible, use a screening tool or 
assessment scale.

CLINICAL SYMPTOMS 
AND DIAGNOSTIC CHARACTERISTICS

Posttraumatic Stress Disorder

Clinical Symptoms
Recurrent and intrusive distressing recollection •
Recurrent distressing dreams •
Acting or feeling as if the event were recurring •
Intense psychological distress to internal or  •
 external cues symbolizing an aspect of the event
Physiologic reactions on exposure to stimuli that  •
resemble an aspect of the event
Avoidance of thoughts, feelings, or conversations  •
associated with the trauma
Avoidance of activities, places, or people  •
 associated with the trauma
Inability to recall an important aspect of the  •
trauma
Feeling of detachment or estrangement from  •
others
Restricted affect •
Insomnia •
Labile emotion •
Decreased concentration •
Hypervigilance •
Exaggerated startle response •

Diagnostic Characteristics
Exposure to traumatic event involving both: •

Experience or witness of, or confrontation with,  •
events involving death (actual or threatened) or 
serious injury to self or others
Resultant feelings of intense fear, helplessness,  •
or horror

Persistent reexperience of trauma •
Consistent and persistent avoidance of stimuli  •
associated with trauma, such as avoiding thoughts 
or places, being unable to remember aspects of 
trauma, or experiencing feelings of detachment
Persistently heightened feelings of arousal •
Symptoms occurring for longer than 1 month •
Evidence of impairment in functioning •

PTSD is associated with a greater burden of medical ill-
ness than is seen with depression alone. Clinical symptoms 
may be exacerbated by physical disabilities of the nervous sys-
tem and the cardiovascular system (eg, head injury, reduced 
cerebral blood fl ow, failing vision, or arrhythmias). Further-
more, comorbidity rates are high among clients with PTSD, 
with approximately 66% of clients having at least two other 
disorders such as depressive disorder, substance-related dis-
order, bipolar disorder, or other anxiety disorders. Approxi-
mately one third of the comorbid cases persist for many years 
(Sadock & Sadock, 2008).
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and unnecessary procedures and treatments. However, a true 
 medical illness must be ruled out. As noted earlier in this chap-
ter, anxiety can occur secondary to a medical condition or as 
an adverse effect to medication.

The mnemonics PDTHCAA (Physical Diseases That Have 
Commonly Appeared Anxious) (Box 19-4) and THINC MED 
(Box 19-5) have been used to assist in the recognition of medi-
cal conditions that can mimic or contribute to clinical symp-
toms of anxiety. Several medications can cause anxiety. Among 
them are acyclovir, anabolic androgenic steroids, clonidine, 
corticosteroids, cyclosporine, decongestants, nitrates, ondanse-
tron, penicillins, and skeletal muscle relaxants (Sidhu & 
Balon, 2008).

General Description and Appearance
The client with an anxiety disorder may be in severe distress 
or be immobilized. Alternatively, the client may be engaged 
in purposeless, disorganized, or aggressive activity. Feelings of 
intense awe, dread, or terror may occur. The client may express 
the fear that he or she is “losing control.” Clients who exhibit 

Screening Tools and Assessment Scales
Various screening tools are available for use in the clinical 
 setting. The mnemonic DREAMS (Box 19-2) and the acronym 
HARM (Box 19-3) are used to assist nurses in the recogni-
tion of PTSD. The Yale-Brown Obsessive–Compulsive Scale 
(Y-BOCS) also is useful in facilitating diagnosis by identifying 
thought processes and behavior patterns common to OCD. 
The Beck Anxiety Inventory is commonly used to screen for 
GAD and the Fear Questionnaire is used to screen for phobias. 
The Faces Anxiety Scale is used in settings such as intensive 
care units when clients are unable to speak due to the use of 
mechanical ventilation. Other examples of assessment tools 
used to evaluate the presence of anxiety include the Hamilton 
Anxiety Rating Scale, the Liebowitz Social Anxiety Scale, the 
Acute Panic Inventory, the Sheehan Disability Scale, the Global 
Assessment Scale, and the Obsessive–Compulsive Disorder 
Screener (Davidson, 2001; Morgan & Bober, 2005; Pavlovich-
Danis, 2000; Silver & Gound, 2002).

Clients with anxiety disorders often receive unneces-
sary medical tests that lead to excessive costs, misdiagnosis, 

Detachment: Does the individual detach from the 
traumatic event or personal relationships?

Reexperiencing: Is the client reexperiencing night-
mares, recollections, or fl ashbacks of the traumatic 
event?

Event: As a result of the traumatic event, does the cli-
ent exhibit signifi cant distress accompanied by fear 
or helplessness?

Avoidance: Does the client avoid close friends or 
places associated with the traumatic event?

Month: Has the client experienced the identifi ed 
 clinical symptoms for at least 1 month?

Sympathetic: Is the client experiencing sympathetic 
hypervigilance or hyperarousal symptoms?

BOX 19.2

DREAMS: A Mnemonic Tool for Screening Clients for Posttraumatic Stress Disorder

SOURCE: Adapted from Lange, J. T., Lange, C. L., & Cabaltica, R. B. G. (2000). Primary care treatment of post-traumatic stress disorder. 
American Family Physician, 62, 1035–1040, 1046.

Hyperarousal: Does the client exhibit irritability, dif-
fi culty concentrating, insomnia, or a heightened 
startle refl ex?

Avoidance: Does the client avoid people or activities, 
lack feelings, or feel detached from others?

Reexperiencing: Does the client frequently experi-
ence nightmares, recollections, or fl ashbacks about 
the traumatic event?

Month: Has the client experienced related symptom clus-
ters for at least 1 month? Did the onset of symptoms 
occur at least 6 months after the traumatic event?

BOX 19.3

HARM: An Acronym Tool for Screening Clients for Posttraumatic Stress Disorder

SOURCE: Adapted from Silver, M., & Gound, M. (2002). Posttraumatic stress disorder: Recognition and recovery. ADVANCE for Nurse 
Practitioners, 10(11), 65–68, 80.
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can be linked to the onset of symptoms. The client’s response 
will give fi rm clues about the acuity of the situation. Many cli-
ents, when asked what is going on in their life, will relate infor-
mation in great detail. Therefore, exercise caution to ensure 
that the client provides adequate information to facilitate the 
assessment process but not so much as to overwhelm the nurse 
and prolong the process.

Assessing the client’s coping skills and cognitive abilities 
is also important. Ineffective coping skills or an impairment in 
cognitive ability may interfere with the client’s ability to iden-
tify stressors, communicate accurate information to the nurse, 
or to participate in the development of the plan of care. Cli-
ents experiencing anxiety may be oriented to past events rather 
than present or future, have diffi culty concentrating, exhibit 
the inability to recall recent or past events, verbalize recurrent 
or obsessive thoughts, or demonstrate nonresponsiveness to 
external stimuli.

Mood, Affect, and Feelings
Asking a question such as “How do you feel about what is 
happening in your life?” gives the client an opportunity to get 
in touch with and label his or her feelings. Use the client’s ver-
bal and nonverbal cues to guide the assessment process and 
offer support. Clients who are anxious commonly state that 
they are angry, fearful, or depressed. Clients with a history 
of trauma may exhibit intense and sometimes overwhelming 
emotional, physical, and behavioral responses. It is impor-
tant to determine whether similar symptoms have occurred 
in the past, what happened to cause the past distress, the 
frequency and duration of the symptoms, and how the client 
coped with them. If the client becomes more anxious or agi-
tated, speak in a calm voice tone and provide adequate per-
sonal space. Explain that in the event the discussion becomes 
overwhelming, the client should let you know so that you 
can end the assessment (Antai-Otong, 2007; Smith-Alnimer, 
1996; Storz, 1999).

If possible, also obtain information from a signifi cant other 
or family member to validate the client’s responses. Perceptions 
can be distorted in the presence of severe anxiety.

Behavior
Common behavioral symptoms of anxiety include pacing, the 
inability to sit still, hypervigilance, and sleep disturbances. 
Sleep disturbances may include sleep-onset insomnia, sleep-
maintenance insomnia, reexperiencing symptoms (eg, night-
mares related to trauma), or a hyperarousal state (eg, diffi culty 
initiating and maintaining sleep). Also assess the client for the 
presence of nervous habits (eg, nail biting or fi nger tapping), an 
exaggerated startle response, avoidance behavior due to a pho-
bia or associated with a traumatic event, or compulsive behav-
ior. Explore the impact of clinical symptoms on occupational 
and social functioning. Family relationships may be impaired. 
Ask the client how long the symptoms have persisted and what 
he or she has done to minimize them. For example, does the 
client self-medicate with over-the-counter drugs, take pre-
scription drugs, or use alcohol or other  substances that have a 

signs of acute anxiety or panic state may harm themselves or 
others and need to be supervised closely until the level of anxi-
ety is decreased. Such individuals may need to be placed in a 
general hospital, mental health center, or inpatient psychiatric 
hospital to ensure a protective environment, stabilize clinical 
symptoms of anxiety, evaluate for the presence of a comor-
bid medical or psychiatric–mental health disorder, promote a 
therapeutic relationship, and develop a plan of care. The stabi-
lization of a serious or life-threatening comorbid medical con-
dition takes precedence.

Communication and Cognitive Ability
During the assessment process, approach the client in a calm, 
concerned and empathetic manner as this reduces anxiety and 
promotes trust and empathy. Ask the client what he or she 
believes is causing the problem and if any particular stressor 

PCTHCAA: A Mnemonic Tool for Screening 
Clients for Anxiety Disorder Due to a General 
Medical Condition

Pheochromoctyoma
Diabetes mellitus
Temporal lobe epilepsy
Hyperthyroidism
Carcinoid
Alcohol withdrawal
Arrhythmias

SOURCE: Adapted from Caplan, J. P., & Stern, T. A. (2008). 
Mnemonics in a mnutshell: 32 aids to psychiatric diagnosis. 
Current Psychiatry, 7(10), 27–33.

BOX 19.4

THINC MED: A Mnemonic Tool for Screening 
Clients for Anxiety

Tumors: Pheochromocytomas
Hormones: Hyperthyroidism
Infections and immune disease: Untreated strep-

tococcal infection, Lyme disease
Nutrition: Vitamin B12 defi ciency
Central nervous system: Head trauma
Miscellaneous: Wilson’s disease
Environmental toxins: Exposure to insecticides 

(orgnophosphates)
Drugs: OTC, homeopathic, illicit drugs, stimulants, 

alcohol withdrawal

SOURCE: Adapted from Hentz, P. (2008). Separating anxiety 
from physical illness. Clinical Advisor, 11(3), 82–86.

BOX 19.5
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Outcome Identifi cation

When identifying appropriate outcomes, consider factors such 
as the client’s physical status and activity tolerance, severity 
of clinical symptoms, presence or absence of support systems, 
and the clinical setting in which treatment occurs. Examples of 
Stated Outcomes are highlighted in the accompanying box.

potential for abuse? Be sure to obtain a list of all medications 
the client takes for the management of clinical symptoms of 
medical and/or psychiatric disorders.

Transcultural Considerations
Considerable cultural variation exists in the expression of anxi-
ety. When assessing clinical symptoms exhibited by a client, 
consider the cultural context, cultural norms, and environ-
mental setting.

Epidemiologic studies have demonstrated panic disor-
der occurring throughout the world. In some cultures, panic 
attacks may involve intense fear of witchcraft or magic. Expo-
sure to trauma is more common in cultural settings such as 
Palestine, Israel, Algeria, Ethiopia, and Cambodia, where 
rape, combat, politically motivated torture, or genocide are 
prevalent. Approximately one third of individuals exposed to 
severe trauma develop PTSD. The risk for the development of 
clinical symptoms increases proportionately with the duration 
and severity of the trauma. Rape is the most common trigger 
of PTSD.

Immigrants from some countries, such as Cuba,  Mexico, 
or Middle Eastern countries, may be reluctant to discuss expe-
riences of torture or PTSD due to fear of reprisal as they seek 
political asylum. Research studies have shown that displaced 
individuals such as Cambodian refugees relocated in the 
United States may exhibit PTSD symptoms for decades. The 
effects depend on the economic, social, and cultural conditions 
from which refugees are displaced and in which refugees are 
placed. In addition to trauma, other factors that may contrib-
ute to PTSD include having poor English skills; being unem-
ployed, retired, or disabled; living in poverty; or being older 
(Kilgore, 2005).

When establishing the diagnosis of a specifi c phobia, the 
fear must be considered excessive when compared to cultural 
norms. Moreover, culturally prescribed ritualistic behavior 
that exceeds cultural norms, that occurs at times and places 
judged to be inappropriate by others of the same culture, and 
that interferes with social role functioning meets the criteria 
for OCD.

Some cultures, especially those of the Middle East such 
as Afghani and Pakistani, restrict participation of women in 
public life. This cultural norm must be distinguished from the 
diagnosis of agoraphobia (APA, 2000).

Nursing Diagnoses

Formulating nursing diagnoses for clients exhibiting clinical 
symptoms of anxiety is challenging because subjective data 
may be diffi cult to validate due to the client’s increased level of 
anxiety. Consider factors that necessitate nursing care, such as 
activity level, communication, sleep pattern, self-perception, 
relationship with others, sexuality, and coping skills. The pos-
sibility that a medical problem could be causing the symptoms 
also must be considered. Some examples of North American 
Nursing Diagnosis Association (NANDA) Nursing Diagnoses 
are listed in the accompanying box.

Examples of Stated Outcomes

ANXIETY DISORDERS

The client will verbalize feelings related to  •
 anxiety.
The client will relate decreased frustration with  •
communication.
The client will demonstrate an improved ability to  •
express self.
The client will express optimism about the  present. •
The client will socialize with at least one peer  •
daily.
The client will express confi dence in self. •
The client will verbalize a reduction in frequency  •
of fl ashbacks.
The client will identify factors that can be  •
 controlled by self.
The client will identify stimuli that precipitate the  •
onset of acute anxiety.

EXAMPLES 
OF NANDA NURSING DIAGNOSES

ANXIETY DISORDERS

Anxiety related to impending divorce as evi- •
denced by client’s apprehension, lack of self-
 confi dence, and statement of inability to relax
Impaired Verbal Communication related to  •
decreased attention secondary to obsessive 
thoughts
Ineffective Coping related to poor self-esteem  •
and feelings of hopelessness secondary to 
chronic anxiety
Posttrauma Syndrome related to physical and  •
sexual assault
Powerlessness related to obsessive–compulsive  •
behavior
Disturbed Sleep Pattern related to excessive  •
hyperactivity secondary to recurring episodes of 
panic
Impaired Social Interaction related to high  anxiety  •
secondary to fear of open places
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Commonly, the classes of pharmacologic agents prescribed 
to treat clinical symptoms of anxiety include benzodiazepines, 
antidepressants (eg, SSRIs and SNRIs), beta-blockers, certain 
anticonvulsants, and atypical antipsychotics. Tricyclic antide-
pressants, long-acting benzodiazepines, monoamine oxidase 
inhibitors (MAOIs), and antihistaminic agents are also used 
in primary care settings to treat clients with comorbid anxiety 
and depression. The off-label use of prazosin, a generic adren-
ergic blocker, has proven to be effective in the treatment of 
PTSD-related nightmares (Wendling, 2006).

Benzodiazepines such as clonazepam (Klonopin) and 
lorazepam (Ativan) are prescribed for anxiety disorders 
because they work quickly, they are well tolerated, their dos-
age may be adjusted rapidly, and they can be used as needed 
for situational or performance anxiety. However, these agents 
are no longer recommended as the fi rst line of treatment for 
most classifi cations of anxiety. Dependence and diffi culties 
with withdrawal when used for long term may occur. In addi-
tion, benzodiazepines are associated with the potential for 
abuse. Antidepressants, particularly SSRIs such as paroxetine 
(Paxil) and sertraline (Zoloft) and the SNRIs such as venla-
faxine (Effexor) and duloxetine (Cymbalta) are frequently the 
agents of choice because of their demonstrated effectiveness 
and lack of abuse and dependence liabilities. The nonben-
zodiazepine buspirone (BuSpar) may be used to enhance 
the effi cacy of SSRIs. Studies have shown that beta-blockers 
such as propranolol (Inderal) or atenolol (Tenormin), as cen-
trally and peripherally acting agents, are effective in treat-
ing social phobia and prevent the development of PTSD in 
acutely traumatized individuals. Anticonvulsants such as 
gabapentin (Neurontin) and tiagabine (Gabitril) have also 
proven effective in the treatment of anxiety disorders. Atypi-
cal antipsychotic agents such as risperidone (Risperdal) or 
quetiapine (Seroquel) are generally prescribed when clini-
cal symptoms cause extreme functional impairment or reach 
paranoid or delusional proportions. They are also used when 
clients are unable to tolerate benzodiazepines or the newer 
SSRIs approved for treating various anxiety disorders. Hyp-
notics also may be prescribed temporarily to alleviate insom-
nia  (Pollack, 2004; Ramadan et al., 2006; Sadock & Sadock, 
2008; Storz, 1999).

Many therapists believe that psychotropic agents should 
be prescribed for short-term use only. Drug Summary 
Table 19-1 lists the common psychoactive drugs used to treat 
anxiety  disorders. Chapter 16 discusses the nurse’s role in 
 psychopharmacology.

Interactive Therapies
After the client’s level of anxiety is stabilized, discuss expected 
outcomes with the client. Interactive therapies should focus 
on offering emotional support and empathy, mitigating the 
severity of core symptoms, mobilizing internal and external 
coping skills, facilitating positive clinical outcomes, increasing 
functional status, and improving quality of life (Antai-Otong, 
2007). The six areas stated earlier in planning interventions are 
also addressed.

Planning Interventions

Interventions are planned based on the severity of symptoms 
(eg, emotional, cognitive, or physical), presence of comorbid 
(medical diagnosis or psychiatric diagnosis such as depression) 
conditions, and the client’s motivation and preference for treat-
ment (Hentz, 2008). Focusing on six areas for the client can 
help the client develop an increased tolerance of anxiety and 
an increased awareness of strengths and limitations (Johnson, 
1997). These areas are

 1. acceptance that the experience of anxiety is natural and 
inevitable;

 2. understanding that one’s level of anxiety may fl uctuate;
 3. understanding that shame is a self-imposed response to 

anxiety;
 4. ability to learn and apply self-help techniques to reduce 

anxiety;
 5. ability to remain calm in anxiety-producing situations; 

and
 6. development of problem-solving and coping skills.

Implementation

Maintain a calm, nonjudgmental approach to convey accep-
tance toward the client. Initially, during interactions, use short, 
simple sentences to reduce the client’s heightened response to 
environmental stimuli. Remember that clients with anxiety are 
often unable to screen stimuli and may become overwhelmed 
in unfamiliar surroundings.

Assistance in Meeting Basic Needs
Assist the client in meeting basic needs and encourage ver-
balization of feelings. Use a fi rm approach to provide external 
controls for the client who may be at risk for self-harm or harm 
to others. Clients with severe anxiety may elicit responses 
from peers who are unable to tolerate the client’s anxiety state. 
Encourage the client to eat a well-balanced diet. Restlessness, 
irritability, and inability to concentrate may sometimes be the 
result of poor nutrition or use of caffeinated beverages. Attempt 
to channel the client’s behavior by engaging the client in physi-
cal activities that provide an outlet for tension or frustration 
and promote sleep.

Medication Management
Clients with anxiety disorders often take medications for comor-
bid medical or psychiatric disorders. To prevent drug–drug 
interactions with anxiolytics, the nurse should be aware of the 
pharmacodynamic and pharmacokinetic properties of all drugs 
or supplements the client may be ingesting. This includes con-
comitant drugs, over-the-counter products, herbals, illicit drugs, 
and dietary substances (Ramadan, Werder, & Preskorn, 2006).

Psychotropic drugs are generally reserved for moderate-
to-severe symptoms of anxiety, especially when the disorder 
signifi cantly impairs function. A multidimensional pharma-
cologic treatment approach may be necessary when comorbid 
medical or psychiatric–mental health disorders exist.
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DRUG SUMMARY TABLE 19.1

Drugs Used for Anxiety Disorders

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: Benzodiazepines

Alprazolam (Xanax XR)
GAD, panic disorder

0.5–10 mg once daily, 
 preferably in the AM

Instruct client to avoid use of alcohol and sleep-inducing or 
 over-the-counter drugs and not to drive a car if dizziness or 
 drowsiness occurs; instruct client about the potential for drug depen-
dence and withdrawal syndrome if drug is discontinued abruptly.

Clonazepam (Klonopin)
GAD, panic disorder, perfor-
mance anxiety

0.5–6 mg once daily or in 
2 divided doses

Monitor liver function and blood count in clients receiving long-
term therapy; monitor for mild paradoxical excitement during the 
fi rst 2 weeks of therapy, respiratory distress, palpitations, and con-
stipation; instruct client to avoid use of alcohol and sleep-inducing 
or over-the-counter drugs.

Lorazepam (Ativan)
GAD, performance anxiety

1.0–10 mg in 2 or 3 divided 
doses, with largest dose at 
bedtime

Inform client of increased central nervous system depression 
when taken with alcohol; monitor for transient mild drowsiness 
or sedation, and mild paradoxical excitement during fi rst 2 weeks 
of therapy; instruct client to report constipation, dry mouth, or 
nausea; discuss potential for drug dependence and withdrawal 
syndrome with client.

Drug Class: SSRIs, SNRIs, and Atypical Agents

Buspirone (BuSpar)a

GAD
7.5–60 mg in 2 divided doses Provide sugarless lozenges or ice chips if dry mouth or altered taste 

occurs; arrange for analgesic if headache or musculoskeletal aches 
are reported; monitor for dizziness, nervousness, GI disturbances, 
dreams, nightmares, or excitability.

Citalopram (Celexa)
OCD

10–60 mg once daily Limit amount of drug given in prescription to potentially suicidal 
clients; give in the morning with food if desired; monitor for GI 
disturbances, diaphoresis, dizziness, insomnia or somnolence, 
and palpitations; instruct male client that medication may cause 
ejaculatory disorders.

Drug Class: SSRIs, SNRIs, and Atypical Agents

Duloxetine (Cymbalta)b

GAD
30–120 mg once daily Contraindicated with use of MAOIs or until after 2 weeks of dis-

continuation; avoid use in clients with uncontrolled narrow angle 
glaucoma; use cautiously in presence of renal or hepatic disease, 
cardiac disease; monitor for nausea, somnolence, GI disturbances, 
tremors, mania/hypomania, and hyponatremia

Escitalopram (Lexapro) GAD 10–20 mg once daily Contraindicated with use of MAOIs or until after 2 weeks of discon-
tinuation; avoid use in third trimester of pregnancy; do not give with 
citalopram (Celexa) or alcohol; monitor with use of lithium, oral anti-
coagulants, NSAIDS, aspirin; monitor for nausea, sleep disturbance, 
decreased appetite, abnormal bleeding, and diaphoresis.

Fluoxetine (Prozac)
GAD, OCD, panic disorder

20–50 mg once daily in AM or 
in two divided doses (AM and 
noon)

Do not give concurrently with or until after 2 weeks of discontinu-
ation of an MAOI; avoid use of alcohol; monitor client’s response 
closely in the presence of hepatic or renal impairment or diabetes as 
well as for headache, nervousness, abnormal sleep pattern, GI distur-
bances, and weight loss

Fluvoxamine (Luvox)
OCD

50–300 mg at bedtime unless 
dosage is 100 mg or larger

If dose is 100 mg, divide dose and give larger dose at h.s.; limit quan-
tity of dispensed drug to clients at risk for suicide; monitor for diz-
ziness, drowsiness, insomnia, GI disturbances, mania, rash, seizures, 
and weight loss.
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aAtypical agent.
bSNRI.

DRUG SUMMARY TABLE 19.1 (Continued ) 

Drugs Used for Anxiety Disorders

Generic (Trade) Name Daily Dosage Range Implementation

Paroxetine (Paxil)
GAD, OCD, PTSD, panic 
 disorder, social anxiety disorder

10–60 mg once daily in AM Do not give concurrently with or until after 2 weeks of discontinuation 
of an MAOI; contraindicated with use of pimozide (Orap) or thior-
idazine (Mellaril); avoid use of alcohol; monitor digoxin, phenytocin, 
phenobarbital, theophylline, or warfarin levels; do not give St. John’s 
wort concomitantly as it may cause serotonin syndrome; monitor for 
hyponatremia, abnormal bleeding, tremor, and decreased appetite.

Sertraline (Zoloft)
GAD, OCD, PTSD, panic 
 disorder, social anxiety disorder

25–200 mg once daily in 
AM or PM

Do not give concurrently with or until after 2 weeks of discontinuation 
of an MAOI; contraindicated with use of pimozide (Orap); monitor 
for mania or hypomania, suicidal ideation, hyponatremia, weight loss, 
tremor, serotonin syndrome, or GI upset.

Venlafaxine (Effexor XR)b

GAD, social anxiety disorder
37.5–225 mg once daily Monitor BP and reduce dose or discontinue if hypertension occurs; 

monitor for dreams, tremor, dizziness, somnolence, GI disturbance, 
and dry mouth.

Drug Class: Beta-Blockers
Atenolol (Tenormin)
Performance anxiety, panic 
disorder

50–200 mg once daily Give with meals if GI disturbances occur; obtain baseline vital signs 
and monitor for any changes while taking drug; monitor for dizziness, 
loss of appetite, nightmares, depression, and sexual impotence.

Propranolol (Inderal)
Performance anxiety panic 
disorder

40–120 mg in divided doses Give with meals to facilitate absorption; monitor BP and pulse while 
taking drug; monitor for dizziness, drowsiness, blurred vision, GI 
disturbances, nightmares, sexual impotence, and diffi culty breathing.

Cognitive–behavioral therapy (CBT) is frequently used in 
the treatment of several anxiety disorders, such as GAD, PTSD, 
social phobia, performance anxiety, panic disorder, and OCD. 
Based on the idea that our thoughts infl uence our feelings and 
behaviors, CBT involves educating the client to recognize and 
change certain negative or faulty cognitions and acts by using 
behavioral techniques to desensitize fears or anxiety. During 
CBT, the role of the nurse–therapist is to listen, educate, and 
encourage the client. The client’s role is to express concerns, 
identify thoughts and beliefs that produce fears or anxiety, 
and implement learning to monitor and challenge maladap-
tive thoughts (Kuhn & Hickling, 2007). For example, a young 
woman with the diagnosis of a specifi c phobia (maladaptive 
fear of heights) agrees to participate in CBT. The nurse–ther-
apist plans interventions with the woman’s input to desensi-
tize her fear (ie, change the way she responds to heights) by 
gradually exposing the woman to various heights. The client is 
also educated about phobic reactions and is taught relaxation 
techniques.

Individual psychotherapy can be effective when the cli-
ent’s symptoms do not affect functioning to a signifi cant 
degree. Clients with the diagnosis of GAD and PTSD often 
benefi t from this form of therapy, which includes educational 
and supportive counseling. The client is provided with infor-
mational literature; taught relaxation techniques; encouraged 

to  participate in diversional activities and hobbies; and encour-
aged to express his or her feelings and concerns. Participation 
in activities and hobbies provides clients with the opportunity 
to develop strong social support and resilience. Resilience helps 
protect against psychological distress in response to traumatic 
 situations (Haglund, Cooper, Southwick, & Charney, 2007).

Insight-oriented psychotherapy, which focuses on help-
ing clients understand the unconscious meaning of anxiety, 
the symbolism of the avoided situation, the need to repress 
impulses, and the secondary gains of symptoms, is used in 
the treatment of panic disorder and agoraphobia (Sadock & 
Sadock, 2008).

Other interactive therapies that have been effective in the 
treatment of anxiety disorders include virtual reality, group 
therapy, family therapy, and environmental modifi cation. See 
Chapters 14 and 15 for a discussion of these therapies and the 
role of the psychiatric–mental health nurse.

Alternative and Behavioral Therapies/Techniques
Several alternative therapies have proven effective in the 
 reduction of anxiety. Consider the following when caring for 
clients:

Visual imagery: This technique has been used effectively • 
to reduce anxiety experienced by clients with cancer. 
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that the person imagine a peaceful scene before doing the 
exercise.
Therapeutic touch (TT): This technique is designed to • 
restore balance to a client’s energy fi eld.
Healing touch (HT): This technique is designed to con-• 
sider how client empowerment, practitioner self-care, and 
the nature of the therapeutic relationship come to bear on 
healing. Although these therapies are controversial, many 
nurses practice either TT or HT.
Hypnosis: Some behavioral therapists use hypnosis to • 
enhance relaxation or imagery. People have also been 
taught self-hypnosis to decrease anxiety.
Implosion therapy (fl ooding): In this behavioral tech-• 
nique, the client imagines or participates in real-life 
situations that cause increased levels of anxiety or panic 
sensations. These therapy sessions are rather lengthy and 
are terminated when the client demonstrates considerably 
less anxiety than at the start of the session.

Client Education
Nurses play a vital role in educating clients and their family 
 members or signifi cant others about realistic goals and expecta-
tions of treatment. Ideally, client education is usually initiated at 
the time of diagnosis. Several approaches can be used to help cli-
ents better understand the wide array of clinical symptoms, prev-
alence, predisposing factors, prognosis, and treatment of anxiety 
disorders. The nurse may meet with the client on a one-to-one 
basis, educational classes may be held, and support groups may 
be provided. Family members or signifi cant others may also gain 
access to resources and support groups that can aid in the recov-
ery process. Feedback provided by the nurse or peers enables the 
client to understand that he or she is not alone in feeling shame, 
frustration, anger, or rage. Self-help techniques, problem-solving 
skills, and coping skills are also explored (Davidson, 2001).

Evaluation

Whether the client requires hospitalization or participated in 
outpatient treatment, evaluation focuses on the client’s response 
to treatment. Clients who respond to treatment generally self-
disclose an understanding of their clinical symptoms, are able 
to identify causes, and exhibit coping skills to promote behav-
ioral change. The client’s understanding of medication manage-
ment is reviewed if the client is taking psychotropic agents.

Discuss the continuum of care with the client, stressing 
the importance of maintaining contact with support people 
and with those who must be contacted if clinical symptoms 
of anxiety increase and panic or a crisis occur. An example is 
provided in Nursing Plan of Care 19-1.

As  clients relax, they engage in a fantasy in which they 
 visualize the identifi ed cause of anxiety, such as pain 
caused by cancer or the cancer itself. A person who has an 
unresolved confl ict, such as not attending the funeral of a 
loved one, could use this technique in an attempt to work 
through guilt or unresolved grief.
Eye movement desensitization and reprocessing: This tech-• 
nique requires the client to watch rapid rhythmic move-
ments of the therapist’s hand or a set of lights to  distract 
attention from the stress the client experiences when visu-
alizing the traumatic event such as sexual assault, combat, 
or a disaster.
Change of pace or scenery: Walking in the woods or along • 
the beach, listening to music, caring for a pet, and engag-
ing in a hobby are a few ways to change pace or scenery in 
an attempt to decrease anxiety by removing oneself from 
the source or cause of stress.
Exercise or massage: Exercise can be a release or outlet • 
for pent-up tension or anxiety. Massage is soothing and 
helps to relax one’s muscles. Expectant mothers who prac-
tice the Lamaze technique for prepared childbirth use 
effl eurage, or a massage of the abdominal muscles during 
uterine contractions, to promote relaxation.
Transcendental meditation: The four components of this • 
relaxation technique include a quiet environment, a pas-
sive state of mind, a comfortable position, and the ability 
to focus on a specifi c word or object. Physiological, psy-
chological, and spiritual relaxation occurs.
Biofeedback: In this technique, the client is able to moni-• 
tor various physiologic processes by auditory or visual 
signals. This technique has proven effective in the man-
agement of conditions such as migraine headaches, essen-
tial hypertension, and pain that is the result of increased 
stress and anxiety.
Systematic desensitization: Simply stated, this technique • 
refers to the exposure of a person to a fear-producing situ-
ation in a systematized manner to decrease a phobic disor-
der. A behavioral therapist usually works with the client.
Exposure and response prevention: Clients with OCD and • 
PTSD are exposed several times a week to anxiety situ-
ations that trigger clinical symptoms. Positive responses 
include reduced symptoms maintained over time. 
This approach is considered to be a form of cognitive– 
behavioral therapy.
Relaxation exercises: Various methods are used to help • 
people learn to relax. Common steps to relaxation include 
taking a deep breath and exhaling (similar to the cleans-
ing or relaxing breathing of Lamaze technique); tensing 
and then relaxing individual muscles, starting with the 
head and progressing to the toes; and fi nally, relaxing all 
parts of the body simultaneously. Some methods suggest 
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NURSING PLAN OF CARE 19.1

THE CLIENT WITH GENERALIZED ANXIETY DISORDER

During the nursing assessment, Cindy related feelings 
of low self-esteem and stated that she felt pressured at 
times as she attempted to work full-time and take care of 
an invalid mother who lived with her. She further related 
that she had no time to herself and was beginning to 
resent the fact that her mother had to live with her.

DSM-IV-TR DIAGNOSIS: GAD

ASSESSMENT: Personal strengths: Alert, oriented in all 
spheres; employed full-time; good physical condition 
according to last physical examination.

WEAKNESSES: Inability to communicate her feelings to 
her mother; feelings of low self-esteem and resentment.

Cindy, a 24-year-old female client, was admitted to the 
emergency room with complaints of dyspnea, chest 
pain, rapid pulse, and a feeling of “something stuck 
in her throat.” She stated that the symptoms started 
approximately a week ago, interfering with her ability to 
work. Before that time, she had been in good health. 
Her last physical examination, approximately 6 months 
ago, was within normal limits. The tentative diagnosis 
by the emergency room physician was acute respiratory 
infection.

As she was undergoing different laboratory tests, 
Cindy’s nonverbal behavior included fi ngering the sheets 
as she talked, clearing her throat frequently, and shaking 
her right foot as she sat on the edge of the examining 
table.

NURSING DIAGNOSIS: Situational Anxiety related to responsibility of providing care for an invalid mother 
while working full-time.

OUTCOME: The client will develop effective coping skills or patterns to reduce anxiety.

PLANNING/IMPLEMENTATION RATIONALE

Help the client recognize early signs of her anxiety 
(eg, dyspnea, chest pain, rapid pulse, etc.)

The sooner the client recognizes the onset of 
 anxiety, the more quickly she will be able to alter 
her response.

Encourage the client to describe feelings about her 
responsibilities.

The client may not be aware of the relation-
ship between her present situation and anxiety. 
 Addressing feelings directly may help diminish the 
client’s anxiety.

Assist the client in identifying positive coping skills. Identifying positive coping skills may help reduce the 
client’s anxiety and promote self-confi dence.

Discuss the problem-solving approach to identify 
problems, explore alternatives, and make decisions 
related to her caregiver role.

Examining and exploring alternatives related to her 
responsibilities may reduce anxiety and allow the 
 client to have more time for herself.

Teach the client relaxation exercises. Relaxation exercises are effective ways to reduce 
 anxiety.

NURSING DIAGNOSIS: Risk for Caregiver Role Strain related to lack of support

OUTCOME: The client will report a plan to obtain support and decrease her risk for caregiver role strain.
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PLANNING/IMPLEMENTATION RATIONALE

Encourage verbalization of feelings about client’s role 
reversal as caregiver for an aging mother and the 
role’s impact on her social life.

The more specifi c the client can be about her 
 feelings, the better she will be able to deal with her 
present situation.

Assist the client in identifying a support person 
or group with whom she can openly discuss her 
 feelings.

Supportive therapy may help the client resolve anger 
and resentment toward her mother.

Identify community resources available to provide 
alternative care for her mother.

Obtaining alternative care for her mother will 
allow the client to continue social activities despite 
 caregiving responsibilities.

NURSING DIAGNOSIS: Situational Low Self-Esteem related to change in lifestyle that involves caring for an 
invalid mother.

OUTCOME: The client will verbalize increased feelings of self-worth.

PLANNING/IMPLEMENTATION RATIONALE

Review with the client her strengths and abilities. The client may not have had feedback about her 
strengths and abilities.

Encourage the client to refl ect on past and present 
interactions with her mother.

The client may not be aware of the relationship 
between emotional issues and low self-esteem.

Refl ecting on interactions gives the client an 
 opportunity to explore factors contributing to her 
 situational low self-esteem.

Give positive feedback for sharing of feelings and 
 concerns.

Positive feedback enhances the client’s self-worth.

EVALUATION: Prior to discharge from the emergency room, review the discharge plan of care with the client, 
including follow-up supportive therapy and community resources for home health care for her mother. Ask the 
client to summarize her understanding and expectations of the suggested interventions.

KEY CONCEPTS
Anxiety is an emotional response to an unknown object • 
or situation, whereas fear is a response to a known or 
 recognized danger.
Anxiety may be experienced in different forms: anticipa-• 
tory anxiety, signal anxiety, anxiety trait, anxiety state, or 
free-fl oating anxiety.
The etiology of anxiety is addressed by various theories: • 
genetic, biologic, psychoanalytic, cognitive behavior, and 
social–cultural or integrated.
Clinical symptoms of anxiety are classifi ed as  physiological, • 
psychological or emotional, behavioral, and intellectual or 
cognitive.

Anxiety occurs on a continuum from normal to panic • 
state. This range is often referred to as the different levels 
of anxiety.
The • DSM-IV-TR classifi cation of anxiety disorders includes 
panic disorder with or without agoraphobia, phobias, GAD, 
OCD, posttraumatic stress disorder, acute stress disorder, anx-
iety disorder due to a medical condition,  substance-induced 
anxiety disorder, and atypical anxiety disorder.
Nursing interventions for a client with an anxiety disor-• 
der are based on the severity of symptoms, presence of 
comorbid (medical or other psychiatric) conditions, and 
the client’s motivation for treatment. Interventions focus 
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and individual psychotherapy, alternative and behavioral 
therapies to reduce anxiety, and client education to assist 
the client in reaching identifi ed outcomes.
Evaluation focuses on the client’s ability to self-disclose an • 
understanding of anxiety, exhibit coping skills to promote 
behavioral change, and exhibit an understanding of medi-
cation management if psychotropic agents are prescribed.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

on assisting the client to develop an increased tolerance 
of anxiety and an increased awareness of strengths and 
limitations.
Nursing interventions include providing a safe environ-• 
ment in which the client feels accepted, is able to channel 
behavior in an acceptable manner, and is able to verbalize 
feelings while meeting basic needs. The nurse uses various 
interventions and treatment modalities including assis-
tance with meeting basic needs, medication management, 
interactive therapies such as cognitive–behavioral therapy 

Critical Thinking Questions

 1. Assess your own feelings of anxiety. What causes you 
anxiety? What physical and cognitive responses occur 
when you are anxious? At what level do you experience 
most of your anxiety?

 2. Interview a Vietnam veteran about his or her experi-
ences during the war. Are symptoms of posttraumatic 
stress disorder evident? How might a veteran’s experi-
ences compare with those of an experienced inner-city 
emergency-room nurse? Is PTSD a disorder we should 
research related to its potential in nurses?

 3. Pick four of the eight relaxation techniques discussed 
in this chapter and experience them yourself. Which 
provided you with the most relaxation? How might you 
incorporate some of these techniques into your own life?

Refl ection

According to the chapter opening quote, clients with anxiety 
disorders often present with various vague physical complaints. 
Develop a self-reporting assessment checklist for a client to 
complete to rule out the possibility of an anxiety disorder. If 
the client identifi ed several clinical symptoms of anxiety, what 
interventions would you propose?

NCLEX-Style Questions

 1. The nurse assesses a client with excessive worry and 
 concern and determines that the client is showing the 
signs of GAD for which clinical symptoms?
a. fear and avoidance of specifi c situations or places
b. persistent obsessive thoughts
c. reexperience of feelings associated with traumatic 

events
d. unrealistic concern for daily life activites

 2. The nurse understands that when a client with a com-
pulsive disorder does give in to a compulsion he or she 
experiences which of the following?
a. attention from others
b. decrease in anxiety

c. disability payments
d. relief from responsibility

 3. A client with the diagnosis of OCD is admitted to the 
psychiatric inpatient unit for treatment when ritualistic 
behaviors become incapacitating. During the initial phase 
of treatment, which intervention would be best?
a. accepting client rituals
b. challenging client rituals
c. limiting client rituals
d. teaching prevention of rituals

 4. A client with posttraumatic stress disorder has symptoms 
of isolation and avoidance of feelings. He states, “I know 
that everyone thinks that I’m cold and unfeeling and 
that’s OK with me. I really don’t need to become involved 
with anyone after my experiences.” Which nursing 
 diagnosis would be the priority?
a. Ineffective Role Performance related to persistent fear 

of trauma
b. Ineffective Coping related to use of defense 

 mechanisms secondary to posttrauma
c. Impaired Social Interaction related to self-perceived 

feelings of rejection by peers
d. Spiritual Distress related to feelings of guilt secondary 

to surviving traumatic event
 5. The technique of exposing a client to a fear- producing sensa-

tion in a gradual manner over time is called ____________.
a. biofeedback
b. positive imaging
c. relaxation techniques
d. systematic desensitization

 6. A client is to receive medication therapy for an anxiety 
disorder. To reduce the risk of dependence and problems 
with withdrawal, which of the following agents would 
the nurse most likely anticipate as being prescribed? 
Select all that apply.
a. paroxetine (Paxil)
b. sertraline (Zoloft)
c. lorazepam (Ativan)
d. venlafaxine (Effexor)
e. clonazepam (Klonopin)
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Anxiety disorder due to a 
general medical condition

Body dysmorphic disorder
Conversion disorder
Depersonalization disorder
Dissociative amnesia
Dissociative disorder
Dissociative fugue
Dissociative identity 

disorder
Dysmorphobia
General adaptation 

syndrome (GAS)

Hypochondriasis
La belle indifference
Pain disorder
Primary gain
Pseudoneurologic 

manifestation
Psychological factors 

affecting medical 
condition

Secondary gain
Somatization disorder
Somatoform disorders

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss the following factors or theories related to soma-
toform disorders: biologic or genetic factors, organ speci-
fi city theory, Selye’s general adaptation syndrome (GAS), 
familial or psychosocial theory, and learning theory.

 2. Explain the following theories related to dissocia-
tive disorders: state-dependent learning theory and 
 psychoanalytic theory.

 3. Compare and contrast the clinical symptoms of somatiza-
tion and conversion disorders.

 4. Distinguish between dissociative amnesia and dissocia-
tive fugue.

 5. Differentiate between anxiety disorder due to a general 
medical condition and psychological factors affecting a 
medical condition.

 6. Relate the importance of addressing medical issues and 
cultural differences when assessing a client with a soma-
toform or dissociative disorder.

 7. Articulate at least fi ve common nursing diagnoses appro-
priate for clients exhibiting somatoform or dissociative 
disorders.

 8. Formulate a nursing plan of care for a male client with 
clinical symptoms of an anxiety disorder due to a general 
medical condition (pneumonia).

Somatoform 
and Dissociative 
Disorders

These disorders encompass mind–body interactions in which the brain, 

in ways still not well understood, sends various signals that impinge on 

the patient’s awareness, indicating a serious problem in the body.

—SADOCK & SADOCK, 2008

If worrying were harmless, it would not be much of a problem. 

But worrying does take its toll. And if you stress your system with 

excessive worry, it is likely to wear out earlier.

—TWERSKI, 1995

2020
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Anxiety can occur under many guises that are not readily 
 recognized by the nurse or practicing clinician. For example, 
clients may experience anxiety as the result of a specifi c medical 
condition (eg, hyperparathyroidism), as a result of treatment 
for a specifi c medical condition (eg, thyroid medication), or as 
a result of changes in employment or lifestyle due to a medical 
condition (eg, myocardial infarct). Anxiety can also precipitate 
somatic complaints without a physical basis (eg, back pain or 
gastrointestinal [GI] symptoms) or interfere with the ability to 
recall important personal information, usually of a traumatic or 
stressful nature, that is too extensive to be explained by normal 
forgetfulness. Moreover, the emotional dimensions of medical 
conditions are often overlooked when medical care is given.

Chapter 19 described the more commonly seen anxiety 
disorders. This chapter provides an overview of the relation-
ship between anxiety and real or perceived medical conditions 
and dissociative reactions such as amnesia, fugue, identity dis-
order, and depersonalization. Possible etiologic theories are 
discussed, and an overview of each disorder is presented. The 
steps of the nursing process focus on the more prominent clini-
cal symptoms for each disorder.

ETIOLOGY OF SOMATOFORM 
AND DISSOCIATIVE DISORDERS
Several theories and research studies have attempted to explain 
the role of stress or emotions in the development or exacerba-
tion of somatoform and dissociative disorders. Following is a 
brief discussion of these theories.

Theories Regarding Somatoform Disorders

Somatoform disorder is the diagnosis given to clients who 
present with symptoms suggesting a physical disorder without 
demonstrable organic fi ndings to explain the symptoms (ie, no 
medical condition can be diagnosed by a physician) (American 
Psychiatric Association [APA], 2000). Although somatoform 
disorders do not appear to have an organic cause, they are real 
to the client and should not be minimized or dismissed. The 
daily activities of clients are affected due to changes or loss in 
physical function. Theories regarding the etiology of somato-
form disorders include biologic and genetic factors, the organ 
specifi city theory, Selye’s GAS, the familial or psychosocial 
 theory, and the learning theory.

Biologic and Genetic Factors

Research has suggested that biologic and genetic factors are 
responsible for the development of certain somatoform dis-
orders. For example, studies have shown that serotonin and 
endorphins play a role in the central nervous system modu-
lation of pain; therefore, chemical imbalances of serotonin 
and endorphins may predispose individuals to the develop-
ment of pain disorder. An imbalance of the neurotransmitter, 
serotonin, may also be a possible cause of body dysmorphic 
disorder. In addition, increasing data implicate biological and 

 neuropsychological factors (eg, excessive cortical arousal) in 
the development of conversion disorder symptoms. Some stud-
ies point to a neuropsychological basis for the development of 
somatization disorder. These studies propose that clients have 
attention and cognitive impairments that result in faulty per-
ception and assessment of somatosensory inputs (Sadock & 
Sadock, 2008; Watkins, 2009).

Genetic data indicate that somatization disorder tends to 
run in families, occurring in 10% to 20% of the fi rst-degree 
female relatives of clients with somatization disorder. Research 
into cytokines (messenger molecules of the immune system 
that communicate with the nervous system, including the 
brain) indicates that abnormal regulation of the cytokine sys-
tem may contribute to the development of nonspecifi c symp-
toms of somatoform disorders (eg, hypersomnia, anorexia, 
fatigue, and depression) (Sadock & Sadock, 2008).

Organ Specifi city Theory
In 1953, Lacey, Bateman, and Van Lehn studied characteristic 
physiologic response patterns that they believed to be pres-
ent since childhood. They concluded that a person responds 
to stress primarily with physical manifestations in one specifi c 
organ or system, thereby showing susceptibility to the develop-
ment of a specifi c disease. This theory is referred to as the organ 
specifi city theory. For example, when faced with an emotional 
confl ict, a 25-year-old woman experiences the sudden onset of 
lower abdominal pain and diarrhea (conversion disorder). The 
pain and diarrhea give the client a legitimate reason to avoid 
confl ict and persist until the confl ict is resolved. She has the 
potential for development of irritable bowel syndrome if she 
continues to experience frequent episodes of stress. Other per-
sons may be prone to low back pain, asthmatic attacks, or skin 
rashes, depending on their susceptible organ or system.

Selye’s General Adaptation Syndrome
According to Hans Selye (1978), an individual who copes with 
the demands of stress experiences a “fi ght-or-fl ight” reaction. 
The body puts into effect a set of responses that seek to dimin-
ish the impact of a stressor and restore homeostasis. This reac-
tion, termed general adaptation syndrome (GAS), occurs in 
three stages: alarm reaction; resistance, in which adaptation is 
ideally achieved; and exhaustion, in which acquired adaptation 
or resistance to the stressor is lost. If adaptation occurs, stress 
does not have a negative effect on an individual’s emotional or 
physical well-being (ie, the “fi ght” has been won). However, 
emotional disorders such as anxiety, physical deterioration 
secondary to a somatoform disorder, or death can occur as a 
result of continued stress in the presence of a weakened physi-
cal condition (ie, the “fi ght” is lost because the body could not 
restore homeostasis) (Sadock & Sadock, 2008).

Familial or Psychosocial Theory
Proponents of the familial or psychosocial theory assert that 
characteristics of dynamic family relationships, such as parental 
teaching, parental example, and ethnic mores, may  infl uence 
the development of a somatoform disorder. According to 
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 family therapist Salvador Minuchin (1974), role modeling is 
an important factor in personality development. He identifi ed 
the “psychomatogenic family” as a group of individuals who 
internalize feelings of anxiety or frustration rather than express 
their feelings in a direct manner. As a result of this internaliza-
tion, they develop physiologic symptoms rather than face or 
resolve confl ict. Children of such families observe the coping 
mechanisms of their parents and other family members, devel-
oping similar behaviors when the need arises, thereby avoiding 
confl ict and experiencing positive reinforcement.

Learning Theory
According to the learning theory, a person learns to produce a 
physiologic response (somatization) to achieve a reward, atten-
tion, or some other reinforcement. Jeanette Lancaster (1980) 
states that the following dynamics occur during the develop-
ment of this learned response:

 1. The learning is of an unconscious nature.
 2. There was a reward or reinforcement in the past when 

the person experienced specifi c physiologic symptoms.
 3. Reinforcement can be positive or negative. Negative 

reinforcement is considered better than no reinforcement 
at all.

 4. The person is unable to give up the disorder willfully.

For example, a child stays home from school when he is ill 
and receives attention from his mother as she reads to him, 
fi xes his favorite meals, and monitors his vital signs. As a result 
of this experience, he unconsciously learns to produce physi-
ologic symptoms of a migraine headache or an upset stomach 
as he feels the need for attention. This behavior may continue 
throughout his life as he attempts to satisfy unmet needs.

Theories Regarding Dissociative Disorders

The diagnosis of dissociative disorder is given to clients 
who exhibit the separation of an idea or mental thoughts 
from conscious awareness or from emotional signifi cance 
and affect. Dissociative disorders are called so because they 
are marked by dissociation from or by an interruption of a 
person’s fundamental aspects of waking consciousness such 
as one’s personal identity or history (APA, 2000; National 
Alliance on Mental Illness, 2009). Theories regarding the eti-
ology of dissociative disorders include the state-dependent 
learning theory and psychoanalytic theory. Various causative 
factors have also been identifi ed. Specifi c disorders are dis-
cussed at length later in the chapter; below are some brief 
examples to illustrate each theory.

State-Dependent Learning Theory
The theory of state-dependent learning states that dissociative 
amnesia is caused by one or more of the following:

 1. Stress associated with traumatic experiences endured or 
witnessed (eg, abuse, rape, combat, natural disasters)

 2. Major life stresses (eg, abandonment, death of a loved 
one, fi nancial troubles)

 3. Tremendous internal confl ict (eg, turmoil over guilt-
ridden impulses, apparently unresolvable  interpersonal 
diffi culties, criminal behaviors).

Memory of the event is laid down during the event, and the 
emotional state may be so extraordinary that it is hard for an 
affected person to remember information learned during the 
event. Furthermore, some individuals are believed to be more 
predisposed to the development of dissociative amnesia (eg, 
those who are easily hypnotized) (Merck Manual of Diagnosis 
and Therapy, 2005a, 2005b; National Alliance on Mental Ill-
ness, 2009; Sadock & Sadock, 2008).

Theorists believe that the cause of dissociative fugue 
is similar to that of dissociative amnesia, with some addi-
tional factors. Fugue is thought to remove an individual from 
accountability for one’s actions and may absolve one of certain 
responsibilities, remove one from an embarrassing situation or 
intolerable stress, reduce one’s exposure to a perceived hazard 
such as a dangerous, risk-taking job, or protect one from sui-
cidal or homicidal impulses (Merck Manual of Diagnosis and 
Therapy, 2005a, 2005b).

Psychoanalytic Theory
According to psychoanalytic theory, dissociative amnesia is 
considered to be a defense mechanism whereby an individual 
alters consciousness as a way of dealing with an emotional con-
fl ict or an external stressor. Secondary defenses include repres-
sion, which blocks disturbing impulses from consciousness, 
and denial, which allows the conscious mind to ignore external 
reality (Sadock & Sadock, 2008).

Other Factors
The cause of dissociative identity disorder is unknown; how-
ever, four types of causative factors have been identifi ed: a trau-
matic life event (usually childhood physical or sexual abuse), 
vulnerability for the disorder to develop, environmental factors, 
and the absence of external support. Death of a close relative or 
friend during childhood and witnessing a trauma or death are 
also traumatic events that can precipitate the development of 
dissociative identity disorder.

Depersonalization disorder frequently occurs in life-threat-
ening danger such as accidents, assaults, and serious illnesses 
and injuries. Although it has not been studied widely, deperson-
alization disorder may be caused by psychological, neurologic, 
or systemic disease. It has been associated with epilepsy, brain 
tumors, sensory deprivation, and emotional trauma as well as 
with an array of abused substances (Merck Manual of Diagnosis 
and Therapy, 2005a, 2005b; Sadock & Sadock, 2008).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
The more common physiological, psychological or emotional, 
behavioral, and intellectual or cognitive symptoms of anxiety 
were discussed in Chapter 19. The features, clinical symp-
toms, and diagnostic characteristics specifi c to somatoform 
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and  dissociative disorders, as well as the relationship between 
anxiety and medical conditions, based on the information 
described in the Diagnostic and Statistical Manual of Mental Dis-
orders, 4th Edition, Text Revision (DSM-IV-TR), are presented in 
this chapter (APA, 2000).

Somatoform Disorders

According to the DSM-IV-TR, somatoform disorders are 
refl ected in disordered physiologic complaints or symptoms, 
are not under voluntary control, and do not demonstrate 
organic fi ndings. Although symptoms in all of the somatoform 
disorders cause impairment in social or occupational function-
ing or create signifi cant emotional distress, the complaints are 
not fully explained by the objective physical fi ndings (Adams, 
2003).

Five somatoform disorders are often encountered in gen-
eral medical settings. They include

 1. body dysmorphic disorder;
 2. somatization disorder;
 3. conversion disorder;
 4. pain disorder; and
 5. hypochondriasis.

Body Dysmorphic Disorder
Individuals with body dysmorphic disorder (BDD), also 
referred to as imagined ugliness, have a pervasive subjective feel-
ing of ugliness and are preoccupied with an imagined defect 
in physical appearance or a vastly exaggerated concern about 
a minimal defect. The person believes or fears that he or she 
is unattractive or even repulsive. The fear is rarely assuaged by 
reassurance or compliments. If a slight physical abnormality 
exists (eg, hair, skin, or facial fl aws), the person displays exces-
sive concern about it. This preoccupation causes clinically sig-
nifi cant distress or impairment in social, occupational, or other 
important areas of functioning. Ritualistic behaviors including 
obsessive–compulsive traits (eg, camoufl aging, comparing, 
scrutinizing, mirror gazing, and skin picking) and a depressive 
syndrome are frequently present. The most common age of 
onset of BDD is from adolescence through the third decade of 
life. Prognosis is unknown because this disorder can persist for 
several years (Mayo Clinic.com, 2009; Phillips, 2000; Sadock & 
Sadock, 2008). Previous research suggests that this group has 
poor mental health–related quality of life and high lifetime 
rates of psychiatric hospitalization, suicidal ideation, and sui-
cide attempts. Comorbid psychiatric disorders may include 
mood disorder, eating disorder, substance use disorder, or 
social anxiety disorder (Phillips, Siniscalchli, &  McElroy, 2004; 
Watkins, 2009). 

Although the prevalence of BDD (historically known as 
dysmorphobia) is unknown, reported rates in the general 
population are approximately 1% and in clinical mental health 
settings the range varies from under 5% to approximately 40%. 
Reported rates of clients with BDD treated in cosmetic surgery 
and dermatology settings range from 6% to 15% (APA, 2000; 
Mayo Clinic.com, 2009). According to the American  Society 

FIGURE 20-1 Client with body dysmorphic disorder.

of  Plastic Surgeons (ASPS), the top fi ve cosmetic surgery 
procedures in 2008 included breast augmentation (307,230 
 procedures), rhinoplasty or nose reshaping (279,218 proce-
dures), liposuction (245,138 procedures), blepharoplasty or 
eyelid surgery (221,398 procedures), and abdominoplasty or 
tummy tuck (121,663 procedures) (ASPS, 2009). Cultural 
concerns about physical appearance and the importance of 
proper physical appearance may infl uence preoccupation 
with an imagined physical deformity (Fig. 20-1). BDD may be 
equally common in women and men of various cultures. Aver-
age age of onset is 16, although diagnosis often doesn’t occur 
for another 10 to 15 years (APA, 2000).

Somatization Disorder
Somatization (Briquet’s) disorder was originally described 
by Briquet in 1859. Somatization disorder is a chronic, 
severe anxiety disorder in which a client expresses emotional 
turmoil or confl ict through signifi cant physical complaints 
(including pain and GI, sexual, and neurologic symptoms), 
usually with a loss or alteration of physical functioning. Such 
a loss or alteration is not under voluntary control and is not 
explained as a known physical disorder. Somatization disor-
der differs from other somatoform disorders because of the 
multiple complaints voiced and the multiple organ systems 
affected.

This disorder is often familial, inversely related to 
social position, and occurs most often among clients who 
have little education and low income. Although the etiol-
ogy is unknown, it is believed that marked dependency and 
intolerance of frustration contribute to the verbalization of 
physical complaints representing an unconscious plea for 
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attention and care. The prevalence of this disorder varies 
from 5% to 10% in primary care populations, with a female 
predominance ratio of 5 to 1. The onset usually occurs 
before age 30 years; however, it may begin as early as teen-
age years. It is considered a chronic illness in persons dem-
onstrating a dramatic, confusing, or  complicated medical 
history, because they seek repeated  medical attention. The 
physical symptoms or complaints that occur in the absence 
of any medical explanation govern the person’s life, infl uenc-
ing the person to take medication, alter lifestyle, or see a 
physician. The symptoms are not intentionally produced or 
feigned. When there is a related general medical condition, 
the physical complaints or resulting social or occupational 
impairments are in excess of what would be expected from 
history, physical examination, or laboratory fi ndings (APA, 
2000; Sadock & Sadock, 2008).

In addition, anxiety and depression often are seen, and the 
client may make frequent suicide threats or attempts. The per-
son also may exhibit antisocial behavior or experience occupa-
tional, interpersonal, or marital diffi culties. Because the client 
constantly seeks medical attention, he or she frequently sub-
mits to unnecessary surgery (APA, 2000; Sadock & Sadock, 
2008).

The type and frequency of somatic symptoms differ across 
cultures. For example, there is a higher reported frequency of 
somatization disorder in Greek and Puerto Rican men than 
in men in the United States. Therefore, the symptom reviews 
must be adjusted to the culture.

Conversion Disorder
Conversion disorder is a somatoform disorder that involves 
motor or sensory problems suggesting a neurologic condi-
tion. It has been described as an adaptation to a frustrating 
life experience in which the client utilizes pantomime when 
direct verbal communication is blocked (Ford & Folks, 1985; 
Maldonado, 1999). Anxiety-provoking impulses are converted 
unconsciously into functional symptoms.

The phrase la belle indifference is used to describe client 
reactions such as showing inappropriate lack of concern about 
the symptoms and displaying no anxiety. This is because the 
anxiety has been relieved by the conversion disorder. Clients 
may also exhibit a pseudoneurologic manifestation (sensory 
or motor loss that does not follow neurologic function but 
rather comes and goes with stress or a functional need). For 
example, when suddenly awakened or startled, the sensory or 
motor loss is briefl y gone.

Four subtypes of conversion disorder have been  identifi ed, 
based on the nature of presenting symptoms or defi cit. These 
subtypes are highlighted in Box 20-1.

Although the disturbance is not under voluntary control, 
the symptoms occur in organs that are voluntarily controlled. 
Conversion symptoms serve four functions:

Permit the client to express a forbidden wish or impulse • 
in a masked form.
Impose punishment via the disabling symptom for a • 
forbidden wish or wrong-doing.

Remove the client from an overwhelming life-threatening • 
situation (primary gain).
Allow gratifi cation of dependency (• secondary gain) 
(Maldonado, 1999).

Primary gain allows relief from anxiety by keeping an internal 
need or confl ict out of awareness. Secondary gain refers to any 
other benefi t or support from the environment that a person 
obtains as a result of being sick. Examples of secondary gain 
are attention, love, fi nancial reward, and sympathy.

Malingering and factitious disorder must be differenti-
ated from conversion disorder, which occurs as a result of 
unconscious motivation. Malingering disorder is not consid-
ered a form of mental illness although it can occur in the 
context of other mental illnesses. It is characterized by the 
voluntary production of false or grossly exaggerated physical 
or psychological symptoms. Clients are consciously motivated 
by external incentives that fall into one of three categories: 
to avoid diffi cult or dangerous situations, responsibilities, or 
punishment; to receive compensation, free hospital room and 
board, a free source of drugs, or a haven from police; and 
to retaliate when the client feels guilt or suffers a fi nancial 
loss, legal penalty, or job loss (Bienenfeld, 2008; Ionescu & 
Ruedrich, 2006; Sadock & Sadock, 2008). Factitious disorder 
is a psychiatric condition in which the client presents with a 
consciously motivated production or feigning of physical or 
psychological symptoms to assume the sick role. They tend 
to present with realistic scenarios that suggest a physical or 
psychological disorder. However, they fail to accurately iden-
tify themselves, they lack a verifi able history, their symptom 
history is vague, they become irritable and evasive during 
questioning, and they often present with multiple scars as evi-
dence of past procedures and hospitalizations. They are famil-
iar with hospital procedures and protocols, agree to painful 
medical procedures without complaints, and lead itinerant 
lives devoid of close personal relationships. This disorder 
is very challenging, troublesome, and wastes precious time 
and resources with lengthy and unnecessary tests at a high 
cost to the health care system. External incentives such as 
economic gain or avoidance of legal responsibility are absent 

Subtypes of Conversion Disorders

1. Motor symptoms or defi cit such as impaired bal-
ance, paralysis of an upper or lower extremity, 
dysphagia, or urinary retention

2. Sensory symptoms or defi cit such as anesthesia 
or loss of touch or pain sensation, double vision, 
blindness, or hallucinations

3. Seizures or convulsions with voluntary motor or 
sensory components

4. Mixed presentation if symptoms are of more 
than one category

BOX 20.1
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(APA, 2000; Elwyn & Ahmed, 2008; Epstein & Stern, 2007; 
Maldonado, 1999).

Several studies have reported that 5% to 15% of psy-
chiatric consultations in the general hospital population and 
25% to 40% of Veterans Administration hospital consultations 
involve clients with conversion disorder. Conversion disorder 
occurs in 1% to 3% of clients referred to mental health clinics. 
The onset can occur at any time; however, it is more common 
in adolescents and young adults. Comorbid psychiatric dis-
orders include major depressive disorder, other anxiety dis-
orders, and schizophrenia. Conversion disorder occurs more 
frequently in the rural population, in individuals of lower 
socioeconomic status, and in individuals less knowledgeable 
about medical and psychological concepts. Higher rates are 
also reported in developing regions (APA, 2000; Sadock & 
Sadock, 2008).

Although the disorder may occur for the fi rst time during 
middle age or later maturity, the typical age of onset is usually 
late childhood or early adulthood. Such a disorder frequently 
impairs normal activities, possibly leading to the development 
of a chronic sick role. Studies suggest that a considerable num-
ber of clients diagnosed with conversion disorder may develop 

a disease process at some time in the future, which may explain 
the pathological fi ndings presented initially (Maldonado, 1999) 
(see Clinical Example 20-1).

Pain Disorder
The International Association for the Study of Pain (IASP) 
defi nes pain as “an unpleasant sensory and emotional expe-
rience associated with actual or potential tissue damage, or 
described in terms of such damage” and states that “pain that 
occurs in the absence of tissue damage or pathophysiological 
change usually happens for psychological reasons.” The IASP 
also notes that the inability to communicate verbally does not 
negate the possibility that an individual is experiencing pain 
and in need of appropriate pain-relieving treatment (IASP, 
2009). Statistics indicate that pain affects >76 million Ameri-
cans and places as signifi cant a burden on our health care sys-
tem as it does on individuals affected, costing an estimated 
$100 billion each year. Disabling chronic pain syndromes 
(eg, fi bromyalgia or complex regional pain syndrome) are the 
leading cause of job loss and early retirement (Albert Einstein 
College of Medicine, 2009; Lawson, 2007). The diagnosis of 
pain disorder is given when an individual experiences sig-
nifi cant pain without a physical basis for pain or with pain 
that greatly exceeds what is expected based on the extent of 
injury. In order for there to be a diagnosis of pain disorder, 
the pain must disrupt social and/or occupational functioning. 
For example, an individual who has a history of a back injury 
verbalizes an increase in pain during the course of fi nancial 
diffi culties and informs his employer that he is unable to work. 
External factors may amplify the client’s clinical symptoms 
(Adams, 2003).

Although pain disorder may occur at any stage of life, it 
occurs more frequently in the fourth or fi fth decade of life, 
is more frequent in women who complain of chronic pain 
such as headaches and musculoskeletal pain, is more com-
mon in persons with blue-collar occupations, and occurs in 
approximately 40% of those individuals who complain of pain. 
Approximately 10% to 15% of adults in the United States have 
some form of work disability due to back pain. Comorbid psy-
chiatric disorders include depression, anxiety, and substance 
abuse (Sadock & Sadock, 2008).

The DSM-IV-TR lists two subtypes of pain disorder to 
clarify further the factors involved in the etiology of pain. The 
two subtypes are Pain Disorder Associated with Psychological 
Factors and Pain Disorder Associated with Both Psychologi-
cal Factors and General Medical Condition (see Box 20-2).

Hypochondriasis
Hypochondriasis is a somatoform disorder in which a client 
presents with unrealistic or exaggerated physical complaints. 
Minor clinical symptoms are of great concern to the person 
and often result in an impairment of social or occupational 
functioning. Preoccupations usually focus on bodily functions 
or minor physical abnormalities. Such persons are commonly 
referred to as “professional patients” who shop for doctors 
because they feel they do not get proper medical attention. 

CLINICAL EXAMPLE 20.1

The Client Exhibiting Conversion Disorder

BJ, a 45-year-old female, lived on a farm with 
her husband and three children aged 17, 15, and 
12 years. The 17-year-old son assisted his father 
with several chores, including driving the farm 
equipment while harvesting crops.

One afternoon, BJ’s husband and son did not 
return for dinner. BJ was quite concerned and 
asked her daughters to go to the fi eld where her 
husband was harvesting wheat to see why they 
were late. Approximately 20 minutes later, both 
daughters returned and informed their mother that 
their brother had been injured in an accident and 
was taken to the hospital by neighbors. They were 
told that their brother had “mangled” his right arm 
in the farm equipment.

As BJ listened to her daughters, she became 
quite upset. When her husband returned from the 
hospital, BJ complained of localized weakness and 
double vision and exhibited an unsteady gait. Her 
husband insisted that she be seen in the emer-
gency room prior to visiting her son. BJ was given 
a thorough physical examination, which ruled out 
any physiologic cause. The emergency room phy-
sician spoke to BJ about her son’s accident and 
determined that BJ was exhibiting clinical symp-
toms of conversion disorder secondary to anxiety 
related to her son’s traumatic injury.
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Such clients often elicit feelings of frustration and anger from 
health care providers.

This disorder usually is accompanied by anxiety, depres-
sion, and compulsive personality traits. It generally occurs 
in early adulthood and usually becomes chronic, causing 
impaired social or occupational functioning. The person may 
adopt an invalid’s lifestyle, possibly becoming actually bed-
ridden. This disorder is found equally in men and women 
(APA, 2000).

The disorder can occur at any age, but is more common in 
the second and third decade of life. Approximately 4% to 9% 
of clients seen in general medical practice are diagnosed with 
this disorder. The client becomes preoccupied with the fear 
of developing or already having a disease or illness in spite of 
medical reassurance that such an illness does not exist (APA, 
2000; Sadock & Sadock, 2008).

Dissociative Disorders

Dissociation is the state in which a person becomes separated 
from reality. The essential feature of dissociative disorders is a 
disruption of integrated functions of consciousness, memory, 
identity, or perception of the environment. Onset may be sud-
den, gradual, transient, or chronic. The dissociative aspect is 
thought to be a coping mechanism; that is, the client liter-
ally dissociates himself or herself from a situation or experi-
ence too traumatic to integrate with his or her conscious self. 
Most current literature shows that dissociative disorders are 
recognized primarily among females; however, disorders may 
be equally prevalent (but less frequently diagnosed) among 
the male population. Men with dissociative disorders are 

most likely to be in treatment for other mental illnesses or 
drug and alcohol abuse, or they may be incarcerated (Disso-
ciative Identity Disorder, 2009; National Alliance on Mental 
 Illness, 2009).

The DSM-IV-TR lists fi ve clinical types of dissociative dis-
orders: dissociative amnesia, dissociative fugue, dissociative 
identity disorder, depersonalization disorder, and dissocia-
tive disorder, not otherwise specifi ed. Dissociative disorder, 
not otherwise specifi ed, is a category in which the predomi-
nant feature is a dissociative symptom, but it does not meet 
the criteria for any specifi c dissociative disorder, such as 
loss of consciousness not attributable to a general medical 
condition. Dissociated amnesia, dissociative fugue, disso-
ciative identity disorder, and depersonalization disorder are 
 discussed below.

Dissociative Amnesia
Dissociative amnesia (formerly known as psychogenic amnesia) 
is characterized by the inability to recall an extensive amount 
of important personal information because of physical or psy-
chological trauma. It is not the result of medical trauma (eg, 
blow to the head), delirium, or dementia. Predisposing factors 
include an intolerable life situation, unacceptability of certain 
impulses or acts, and a threat of physical injury or death. Most 
cases are seen in the hospital emergency department where 
the client is taken after a traumatic event or after being found 
wandering the streets. According to the National Alliance on 
Mental Illness (2009), dissociative amnesia can be described 
as follows:

 1. Circumscribed or localized: Occurrence a few hours after 
a traumatic experience or major event (eg, auto accident 
or tornado)

 2. Selective: Inability to recall part of the events that took 
place in a defi ned period of time (eg, recalls only some 
parts of events during physical abuse)

 3. Generalized: Inability to recall events of one’s entire life
 4. Systematized: Loss of memory for a specifi c category of 

information (eg, loss of memory about one specifi c family 
member)

 5. Continuous: Inability to recall events after a specifi c 
event up to and including the present

Clinical features include perplexity, disorientation, and pur-
poseless wandering. Although the client may experience a mild 
or severely impaired ability to function, it is usually temporary 
because rapid recovery generally occurs. The condition is more 
common during natural disasters or wartime. It is most com-
mon among young adults and is diagnosed more frequently 
in female than in male clients. The number of reported cases 
has increased related to previously forgotten early childhood 
trauma such as incest or sexual abuse. This increase in reported 
cases may be caused by the increased awareness of the diagno-
sis among mental health professionals or an overdiagnosis in 
individuals who are highly suggestible (APA, 2000; National 
Alliance on Mental Illness, 2009; Sadock & Sadock, 2008) (see 
Clinical Example 20-2).

Subtypes of Pain Disorder

Pain Disorder Associated with Psychological Fac- •
tors: Psychological factors are judged to have a 
major role in the onset, severity, exacerbation, 
or maintenance of pain. The individual may have 
a valid reason for pain, but the pain becomes 
worse in association with life events and/or inter-
nal emotional confl icts. General medical condi-
tions play either a minimal or no role in the onset 
of this disorder.
Pain Disorder Associated with Both Psychological  •
Factors and General Medical Condition: Diag-
nostic criteria state that the pain due to a general 
medical condition is the predominant focus of the 
clinical presentation and is severe enough to war-
rant clinical attention. It causes distress or impair-
ment in social, occupational, or other important 
areas of functioning; however, psychological fac-
tors affect the onset, severity, exacerbation, or 
maintenance of the pain.

BOX 20.2
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Dissociative Fugue
Dissociative fugue (formerly known as psychogenic fugue) 
differs from dissociative amnesia in that the person suddenly 
and unexpectedly leaves home or work and is unable to 
recall the past. Assumption of a new identity, either partial or 
complete, may occur after relocating to another geographic 
area where the person is unable to recall his or her previous 
identity. During the fugue, the person may appear normal 
and attract no attention. The person may engage in com-
plex social interactions; however, at some point, confusion 
about one’s  identity or the return of the original identity may 
make the person aware of amnesia or cause distress. Fugue 
is a rare occurrence that occurs during adulthood and may 
be seen during times of extreme stress such as war, severe 
confl icts, or natural disasters and may last days or months. 
Excessive use of alcohol may contribute to the development 
of this rare disorder. The person generally must receive psy-
chiatric care because of amnesia regarding recent events or 
lack of awareness of personal identity. Rapid recovery can 
occur (APA, 2000; Merck Manual of Diagnosis and Therapy, 
2005a, 2005b; National Alliance on Mental Illness, 2009; 
Sadock & Sadock, 2008).

Dissociative Identity Disorder
Sybil and The Three Faces of Eve are popular media representa-
tions of persons with dissociative identity disorder (DID), 
formerly known as multiple personality disorder, in which a 
person is dominated by at least one of two or more defi nitive 
personalities that alternatively take over the person’s behavior. 
The client with DID may have as few as two or as many as 
100 defi nitive personalities. The average number is 10. The 
terminology “host” is used to describe the dominant personal-
ity that is in control of the body and emerges more frequently 
than any of the other personalities. There may be more than 
one host if the individual has several defi nitive personalities. 
Emergence of “alters,” a generic term for any personality that 
is displayed in the clinical setting, occurs suddenly and often 
is associated with psychosocial stress and confl ict. When two 
or more alters exist, each is aware of the other(s) to varying 
degrees. One personality can interact with the external envi-
ronment at any given moment. However, one or any number 
of the other personalities actively perceive all that is occur-
ring. The individual personalities are usually quite different 
and frequently appear to be opposites. Each is complex and 
integrated, with its own unique behavior patterns and social 
relationships. Typical types of alters include a depressed, 
exhausted identity; a strong, angry protector; a scared, hurt 
child; a helper; and an internal persecutor who blames one or 
more of the alters for the abuse he or she has endured. Some-
times, the internal persecutor alter is named after the actual 
abuse. Passive identities or alters such as a scared, hurt child 
tend to have incomplete or less complex memories. Con-
trolling, hostile, or protective identities or alters have more 
complete or complex memories (National Alliance on Mental 
Illness, 2009; Swartz, 2001).

This disorder may occur in early childhood or later, but 
rarely is diagnosed until adolescence. The degree of impairment 
may vary from moderate to severe and may lead to disability or 
incapacity, depending on the persistence, number, and nature 
of the various alters. This disorder can be diffi cult to identify 
unless the person is observed closely. It is seen more frequently 
in adult women than in adult men and has been estimated 
to occur in approximately 5% of all psychiatric disorders. It 
is associated with a high incidence of suicide attempts and is 
believed to be more likely to end in suicide than any other 
mental disorder (APA, 2000; Merck Manual of Diagnosis and 
Therapy, 2005a, 2005b; National Alliance on Mental Illness, 
2009; Sadock & Sadock, 2008).

Depersonalization Disorder
Of the dissociative disorders, depersonalization is the one 
most easily identifi ed with by the general public. The client 
who exhibits symptoms of depersonalization disorder expe-
riences an uncomfortable, distorted perception of self, body, 
and one’s life that is associated with a sense of unreality. This 
temporary loss of one’s own reality includes feelings of being 
in a dreamlike state, out of the body, mechanical, or bizarre in 
appearance. Predisposing factors include fatigue, meditation, 
hypnosis, anxiety, physical pain, severe stress, and depression. 

CLINICAL EXAMPLE 20.2

The Client with Dissociative Amnesia

VW, a 32-year-old male, was carpooling with other 
employees because his car was in the repair shop. 
As they left for home on a Wednesday evening, 
it began to snow heavily. The roads were slippery 
and visibility was limited. Approximately 2 miles 
from home, a moving van entered the highway 
from a shopping center. The driver of the moving 
van lost control of the truck and hit the driver’s side 
of the automobile in which VW was a passenger. 
The driver of the automobile was seriously injured, 
as was the front seat passenger. VW and another 
employee who was seated in the back seat sur-
vived the accident with minor injuries. The driver of 
the automobile died en route to the hospital. The 
driver of the moving van escaped injuries. As VW 
was examined in the hospital emergency room, he 
was unable to recall the details of the accident and 
could not recall how he arrived in the emergency 
room. He also could not recall the names of the 
passengers in the car.

A thorough physical examination was per-
formed, and a neurologic consult was requested. 
The results of both examinations revealed that VW 
was exhibiting clinical symptoms of localized dis-
sociative amnesia related to psychological trauma 
secondary to the accident.
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Depersonalization may occur as an occasional isolated incident 
and is not necessarily pathological (National Alliance on Men-
tal Illness, 2009; Sadock & Sadock, 2008).

Clinical diagnosis includes documentation of frequent 
prolonged episodes that impair occupational and social func-
tioning. Dizziness, depression, anxiety, fear of “going insane,” 
and a disturbance in the subjective sense of time are common 
associated features. Adolescents and young adults are more 
likely to experience this disorder, which rarely occurs after age 
40 years.

Voluntarily induced experiences of depersonalization can 
occur during the meditative practices of many cultures and 
religions and should not be confused with this disorder.

Although prognosis is good for the disorder with an acute 
onset, the person may need to be removed from a threaten-
ing situation or environment to prevent the development of 
a chronic depersonalization disorder that may wax and wane 
in intensity during future actual or perceived stressful events 
(APA, 2000).

Anxiety Disorder Due to a General 
Medical Condition

The essential features of anxiety disorder due to a general 
medical condition include prominent anxiety, panic attacks, 
or obsessions or compulsions that are judged to be caused by 
the direct physiologic effects of a medical condition. Studies 
indicate that the noradrenergic or the serotonergic system may 

Possible Medical Problems and Conditions 
Caused by Psychological Factors (Anxiety)

Allergies: Asthma, hay fever •
Cardiovascular: Arrhythmia and an increased  •
possibility of stroke distress of coronary arteries 
high blood pressure
Immune: Reduced number of white blood cells,  •
which fi ght infection
GI: Colitis, diarrhea, nausea, ulcers •
Genitourinary: Menstrual problems, sexual dys- •
function
Locomotor: Rheumatoid arthritis •
Muscular: Backaches, headaches, migraines •
Skin: Acne, dermatitis, eczema •

BOX 20.4

be the underlying etiology for the diverse medical conditions 
causing symptoms of this disorder (Recurrent Depression.com, 
2009; Sadock & Sadock, 2008).

A comprehensive assessment of multiple factors is nec-
essary to make this diagnosis. The clinician considers the 
relationship of anxiety with the onset, exacerbation, or remis-
sion of the general medical condition. The clinician also rules 
out the presence of a primary anxiety disorder, a substance-
induced anxiety disorder, or other primary mental disorders 
such as delirium (APA, 2000; Recurrent Depression.com, 
2009; Sadock & Sadock, 2008). Box 20-3 lists examples of 
selected medical problems that can cause anxiety.

Psychological Factors (Anxiety) Affecting 
Medical Condition

The essential feature of psychological factors affecting medical 
condition is the presence of one or more specifi c psychological 
or behavioral factors such as anxiety or depression that adversely 
affect a general medical condition. The factors may infl uence the 
course of the general medical condition, precipitate or exacer-
bate symptoms of the general medical condition, constitute an 
additional health risk for the individual, or interfere with treat-
ment of the medical condition. Psychological or behavioral fac-
tors such as anxiety; the presence of “type A” personality, which 
is characterized by an excessive competitive drive, impatience, 
aggressiveness, and a sense of urgency; or stress-related physi-
ologic responses may signifi cantly affect the course of almost 
every major category of disease. This diagnostic category is 
intended for any medical condition caused by or infl uenced 
by psychological factors (APA, 2000; Sadock & Sadock, 2008). 
Box 20-4 lists possible medical problems and conditions caused 
by anxiety. See Clinical Example 20-3 for an example of a client 
with essential hypertension secondary to anxiety.

BOX 20.3

Selected Medical Problems That Can Cause 
Anxiety

Cardiovascular: Arrhythmia, congestive heart 
 failure, ischemic heart disease, 
mitral valve prolapse, pulmonary 
embolism

Endocrine: Addison’s disease, Cushing’s 
syndrome, hypothyroidism, 
hyperthyroidism, hyperglycemia, 
hyperparathyroidism, hyperadre-
nocorticism

Hematologic: Anemia, cancer, pheochromocy-
toma

Neurologic: Cerebrovascular accident (CVA), 
encephalopathy, neoplasms, 
encephalitis

Nutritional: Vitamin B12 defi ciency, folate defi -
ciency, iron defi ciency, porphyria

Respiratory: Chronic obstructive pulmonary 
disease (COPD), pneumonia, 
hyperventilation
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SELFAWARENESS PROMPT
Refl ect on the various stressors that you expe-

rience during your daily routine. Do you worry 
often? Have you experienced any physiologic 
responses such as muscle tension, increased pulse 
or heart rate, or increased perspiration? If so, what 
changes can you make to reduce the stress and 
avoid the development of a somatization disorder 
or a medical condition?

Assessment of Clients with a Comorbid 
Medical Diagnosis
It is not unusual for a client with anxiety to verbalize clinical 
symptoms of a comorbid medical diagnosis. A comprehensive 
medical and psychiatric assessment, including a review of the 
client’s past medical history, is necessary to determine whether 
the medical condition is the result of anxiety (refer back to Box 
20-4), the medical condition causes anxiety (refer back to Box 
20-3), or the client has a history of chronic anxiety and has 
developed a medical condition unrelated to the presence of 
anxiety (eg, resulting from physiologic or organic changes).

Ask clients presenting with anxiety and medical  conditions 
(eg, eczema, arrhythmia, cerebral vascular accident, or chronic 
obstructive pulmonary diseases) to be specifi c about the onset 
of their clinical symptoms. Use the following questions to help 
assess the client:

Who diagnosed the medical condition and when?• 
Did the anxiety occur before or after the development of • 
the medical condition?
What medication, over-the-counter drugs, or herbal • 
 supplements are you taking?
Are you able to perform your usual activities of daily living?• 

The Holmes and Rahe (1967) Social Readjustment Rating 
Scale, also referred to as the Life Change Index Scale, can be 
used as an assessment tool to determine the amount of stress 
experienced by clients exhibiting clinical symptoms of disor-
ders such as psychological factors affecting medical condition. 
This scale ranks 43 positive and negative critical life events (eg, 
death of a spouse, divorce, marriage, sexual diffi culties, major 
change in living conditions, etc.) according to the severity of 
their impact on a person. Each life event has been assigned a 
point value. For example, the death of a spouse is considered 
the most signifi cant life event (100 points) and minor viola-
tions of the law such as traffi c tickets, jaywalking, or disturb-
ing the peace are considered the least signifi cant life event 
(11 points each). The point values of events a person experiences 
within the past year are totaled, thus indicating the severity of 
environmental stressors and the potential for a health change 
within 2 years of the onset of stressors. For example, according 
to the scale, an individual with a score between 0 and 150 is 
considered to have experienced minimal environmental stress, 
whereas an individual with a score of 200 to 299 is considered 

THE NURSING PROCESS

Assessment

Assess the client’s general appearance, communication skills, 
and observable behavior; obtain a thorough biopsychosocial 
and cultural history; and validate data obtained from the cli-
ent. Interviewing family members or signifi cant others may be 
helpful in obtaining information about the client’s verbalized 
perceptions and expectations regarding treatment. The assess-
ment of clients can be diffi cult and complex because of the 
presence of a comorbid medical condition, somatic complaints 
that cannot be validated, amnesia or fugue, dissociative iden-
tity disorder, or depersonalization.

CLINICAL EXAMPLE 20.3

The Client With Essential Hypertension 
Secondary to Anxiety

JB, a 54-year-old male executive, was seen by 
the company’s attending physician for his annual 
physical examination. As the offi ce nurse assessed 
him, she noted that his face was fl ushed, his blood 
pressure was 160/110, and he stated that he had 
only 30 minutes until he had to attend a meet-
ing. After His physical examination was completed, 
the physician instructed JB to return to his offi ce 
twice a week to have his blood pressure monitored 
and placed him on antihypertensive medication. JB 
returned as directed for the next few weeks but con-
tinued to present with symptoms of hypertension. 
Although the nurse continued to stress preventive 
measures, JB did not alter his lifestyle. Approximately 
4 months later, JB was admitted to the intensive 
care unit of the local community hospital with the 
diagnosis of a cerebral vascular attack. As a result 
of this condition, JB is a right-sided hemiplegic 
with expressive aphasia. He had to retire early and 
was engaged in a rehabilitative program to restore 
maximum functional ability.

A student nurse caring for JB commented, 
“He could be my father. He’s so young to spend 
the rest of his life as a disabled person.” After 
reading the history and admission forms, the 
same student stated, “Why didn’t he follow his 
doctor’s advice to prevent his attack? Didn’t he 
care what happened?” JB eventually answered 
this question, stating, “I didn’t think this would 
happen to me. I  never lost my temper when 
I was upset. Maybe I  should have said what I 
thought rather than worry about hurting the other 
guy’s  feelings.”
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to have experienced moderate environmental stress and has a 
50% chance of developing an illness. A score of 300 or over 
refl ects exposure to severe environmental stress and indicates 
the individual has an 80% chance of developing an illness.

Assessment of Clients with Somatoform 
Disorders
Assessing clients with somatoform disorders such as hypo-
chondriasis, somatization disorder, or conversion disorder is 
challenging. Carefully assess for the presence of mood, anxi-
ety, substance use disorders, and risk factors such as self-harm 
urges or suicidal ideation. Studies of clients with pain  disorder 
(eg, chronic, nonmalignant pain) have documented lifetime 
prevalence rates of 50% for depression, 20% for anxiety, 40% 
for alcohol abuse or dependence, and 30% for narcotic abuse 
or dependence (Reid, Engles-Horton, & Weber, 2002). Assess 
functions the client can perform despite the presence of physi-
cal complaints including pain. Obtain a history of the client’s 
presenting physical complaints. Include information  regarding

repeated visits to physicians or emergency rooms;• 
admissions to hospitals (general or psychiatric);• 
any surgical interventions; and• 
list of current medications (clients with somatoform • 
disorders often seek medication and self-prescribe over- 
the-counter drugs).

Collection of data regarding presenting physical com-
plaints is important because clients with somatoform disorders 
often press their physicians for medical tests and treatments. 
As a result of their insistence, they may undergo many physical 
examinations and tests to determine that no physical disor-
der exists. Williamson (2007) discusses the use of symptom 
validity testing (SVT) during neuropsychological or psycho-
logical evaluation to determine if a client’s clinical symptoms 
or cognitive functions are feigned, exaggerated, or real. SVT 
uses various approaches to reliably discriminate clients who 
are motivated to perform poorly to escape formal duty (eg, 
child support) or responsibility (eg, competency to stand trial), 
or to obtain substantial material gain. Statistics indicate that 
25% to 40% of clients seeking some form of compensation for 
their injuries or illness fail SVT. Referrals to specialists for con-
sultations are common, even when the  client has developed a 
reasonably satisfactory relationship with one physician.

BDD causes clients great distress and disability but is 
diffi cult to assess. Such clients do not reveal their symptoms 
probably because of poor insight or shame about their appear-
ance. Clients who present with pain, especially chronic pain 
and headaches, are also diffi cult to assess because, in some 
cases, the pain may exist without apparent cause or it may be 
perpetuated by factors that are remote from the initial cause 
( American Pain Society, 2001). Various assessment tools or 
screening scales for BDD or pain may be effective, depending 
upon the client’s willingness to cooperate during the assessment 
process. Examples include the Body Dysmorphic Disorder 
Questionnaire, a 5-minute, client-rated screen scale; the Body 
Dysmorphic Disorder Examination to diagnose BDD, survey 

symptoms, and measure severity; the Wong-Baker Faces Pain 
Rating Scale; the Numeric Rating Scale used to measure both 
acute and chronic pain; the Brief Headache Screen developed 
by the American Academy of Neurology; and the McGill Pain 
Questionnaire (MPQ). Additional assessment tools and screen-
ing tests are listed in Chapter 19.

The client’s denial of any emotional problems, self-
 preoccupation, inability to express self and feelings, reliance 
on medications, and manipulative behavior can make it dif-
fi cult to assess the client’s degree of insight and judgment.

Assessment of Clients with Dissociative 
Disorders
The assessment of clients with the diagnosis of dissociative 
disorders can be challenging as the vast majority (as many 
as 98%–99%) have documented histories of repetitive, over-
whelming, and often life-threatening trauma at a sensitive 
developmental stage of childhood. Clients who present with 
clinical symptoms of dissociative disorders require a thor-
ough physical and neuropsychological examination to rule 
out organic causes such as a brain tumor, head injury, sleep 
disorder, or drug or alcohol intoxication. Psychological  testing 
may include the Dissociative Experience Scale, Dissociative 
 Disorder Interview Scale, Diagnostic Drawing Series, or Struc-
tured Clinical Interview for Dissociative Disorder (Treehouse.
Com, 2009). Assessment should focus on clinical features such 
as (Sadock & Sadock, 2008; Schultz & Videbeck, 2009)

client’s level of orientation and ability to maintain contact • 
with reality;
history of a precipitating emotional trauma;• 
client’s ability to recall recent and past events or the use of • 
confabulation to cover up memory gaps or unexplainable 
time loss;
client’s level of anxiety and possible coexistence of • 
 depression;
client’s degree of impaired social functioning (eg, social • 
isolation, stormy relationships, drug and alcohol abuse);
client’s degree of occupational functioning (eg, inability to • 
hold a job due to changes in personality);
history of impulsivity, self-mutilation, or suicidality;• 
feelings of being controlled by an internal force;• 
feelings of depersonalization or derealization;• 
presence of nightmares, fl ashbacks, or intrusive images;• 
unexplained changes in one’s home environment; and• 
evidence of other psychiatric disorders that are diffi cult to • 
differentiate from dissociative disorder (eg, psychosis and 
personality disorders).

Nursing Diagnoses

Nursing diagnoses for clients exhibiting somatoform or disso-
ciative disorders vary, given the possibility of a real or perceived 
comorbid medical condition. Examples of North American 
Nursing Diagnosis Association (NANDA) Nursing Diagnoses 
for clients who present with clinical symptoms of somatoform 
or dissociative disorders are listed in the accompanying box.
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Outcome Identifi cation

Stated outcomes focus on the client’s ability to recognize his 
or her own anxiety; to identify stressors related to the pres-
ent physical condition; to identify ways to modify or elimi-
nate the stressors; to relate an increase in psychological and 
 physiological comfort; and to develop effective coping skills to 
avoid exacerbation of any comorbid medical conditions, soma-
toform disorders, or dissociative disorders. Examples of Stated 
Outcomes are highlighted in the accompanying box.

Planning Interventions

The nurse uses a holistic, individualized approach when plan-
ning care for clients with somatoform or dissociative disorders. 
Physical symptoms, whether real or imagined, can be quite 
distressing to the client. Clients with dissociative disorders 
may not be able to care for themselves as they present with 
impaired judgment. A safe, structured environment may be 
necessary to protect the client from self-harm or injury. Imme-
diate medical attention or hospitalization may be required to 
provide traditional medical treatment such as bed rest, diet as 
tolerated, physical therapy, pain medication, or psychotropic 
medication. Laboratory tests and x-ray examinations may be 
ordered to rule out organicity (Schultz & Videbeck, 2009).

After the client’s medical condition is stabilized, interven-
tions are planned to help the client develop insight into his or 

her condition; to help the client develop effective coping skills, 
problem-solving skills, and self-help techniques to reduce anxiety 
and avoid exacerbation of any coexisting medical condition; and 
to help the client identify supportive therapies that will reduce 
anxiety and promote the development of satisfactory interper-
sonal relationships (Johnson, 1997; Schultz & Videbeck, 2009).

Implementation

A variety of levels of care can be provided for clients with the 
diagnosis of somatoform or dissociative disorders depending 
upon the degree of disability the client exhibits, the presence of 
any comorbid medical or psychiatric disorders, the client’s moti-
vation for treatment, the availability of community resources, 
and insurance and managed care considerations. Interventions 
focus on providing a safe environment; stabilizing and resolv-
ing crises; managing symptoms; identifying and modifying 
maladaptive coping skills; teaching effective self-management 
techniques; and improving lifestyles. As always, client educa-
tion is extremely important and included when appropriate in 
the following interventions (Schultz & Videbeck, 2009).

Assistance in Meeting Basic Needs
Be aware of your verbal and nonverbal responses to the cli-
ent to avoid appearing judgmental when emphasizing the 
importance of identifying the source of stress or confl ict that 
forms the basis of the symptom(s) and preventing secondary 

Examples of Stated Outcomes

SOMATOFORM AND DISSOCIATIVE 
DISORDERS

The client will report a reduction in symptoms of  •
activity intolerance secondary to multiple somatic 
complaints of  pain.
The client will have diminished episodes of  •
 confusion related to amnesia as fugue improves.
The client will identify at least three positive  coping  •
abilities to decrease adult failure to thrive.
The client will increase social relatedness as  •
amnesia improves.
The client will describe lifestyles that promote  •
health maintenance.
The client will describe his or her own anxiety and  •
coping patterns related to dysphagia.
The client will verbalize fewer somatic complaints  •
as social interactions improve.
The client will demonstrate a decrease in exag- •
gerated GI physical complaints.
The client will verbalize and demonstrate accep- •
tance of appearance.
The client will verbalize a decrease in the level  •
and frequency of pain.
The client will demonstrate measures to increase  •
physical mobility.

EXAMPLES
OF NANDA NURSING DIAGNOSES

SOMATOFORM AND DISSOCIATIVE 
DISORDERS

Activity Intolerance related to increased physical  •
complaints secondary to hypochondriasis
Acute Confusion related to amnesia secondary to  •
dissociative fugue
Adult Failure to Thrive related to diminished  •
 coping abilities secondary to dissociative amnesia
Ineffective Health Maintenance related to lack of  •
motivation secondary to chronic pain disorder
Anxiety related to dysphagia secondary to  •
 cerebral vascular accident (anxiety disorder due 
to a medical condition)
Impaired Social Interaction related to effects of  •
multiple somatic complaints that interfere with 
relationships
Ineffective Coping related to unrealistic fear of  •
having a disease despite reassurance to the con-
trary (hypochondriasis)
Fatigue related to extreme stress secondary to  •
imagined defect in appearance (body  dysmorphic 
disorder)
Impaired Physical Mobility related to leg pain  •
secondary to conversion disorder
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gain. Building a trust relationship with the client encourages 
the  client to stay with one nurse or health care provider as 
the  client develops alternative ways to deal with anger, anxiety, 
stress, or other feelings (Schultz & Videbeck, 2009).

Nursing interventions may warrant assisting clients with 
activities of daily living until physical symptoms are stabilized 
because these symptoms are quite real to clients with hypochon-
driasis, conversion disorder, pain disorder, or  somatization disor-
der. Provide detailed explanations about the importance of taking 
prescribed medications, adhering to a specifi c diet, and following 
through with prescribed treatments such as physical therapy.

Clients with dissociative disorders who experience a dis-
torted perception of the environment or who present with more 
than one personality may require placement in a structured 
clinical setting. Here, interventions would focus on relieving 
anxiety, promoting feelings of safety and security because cli-
ents may be at risk for self-mutilation, and improving ability 
to function in usual activities. Reality orientation is utilized to 
provide the client with pertinent information that he or she is 
unable to recall. It may be necessary to involve family members 
or signifi cant others to validate information.

Medication Management
The use of psychoactive medication to manage clinical symp-
toms of somatoform or dissociative disorders is governed by 
the presence of a comorbid anxiety disorder, major depressive 
disorder, or psychotic disorder. Drug Summary Table 20-1 
highlights examples of the major drugs used for symptoms 
associated with somatoform and dissociative disorders. Con-
sideration must also be given to the treatment of a comorbid 
medical condition and the potential for any drug–drug interac-
tions. A brief summary of approaches used is presented here.

Medication Management for Somatoform 
Disorders
Clients with the diagnosis of hypochondriasis usually resist the 
use of medication. Conversely, clients with the diagnosis of con-
version disorder have responded well to anxiolytics, and clients 
with the diagnosis of pain disorder have benefi ted from the use of 
selective serotonin reuptake inhibitors (SSRIs), certain selective 
serotonin norepinephrene reuptake inhibitors (SNRIs), nonnar-
cotic analgesics, off-label anticonvulsants, and tricyclic antide-
pressants (TCAs). St. John’s wort and SNRIs have proven effective 
in the treatment of somatization disorders. Relatively high doses 
of SSRIs and TCAs have also proven effective in the treatment of 
BDD (Marcangelo & Wise, 2007; Sadock & Sadock, 2008).

Medication Management for Dissociative 
Disorders
Although psychoactive medication is not considered the treat-
ment of choice for clients with the diagnosis of dissociative 
disorders, medication is utilized to treat comorbid anxiety dis-
orders or psychosis.

Medication may be used to conduct drug-assisted inter-
views. Short-acting barbiturates such as thiopental (Pentothal) or 
sodium amobarbital (Amytal) are given intravenously during the 
interviews. Benzodiazepines may help clients with  dissociative 

amnesia or dissociative fugue to recall forgotten memories. 
Although little attention has been given to the treatment of cli-
ents with depersonalization disorder, clinical   symptoms usually 
respond to antianxiety agents (Sadock & Sadock, 2008).

Interactive Therapies and Behavioral 
Interventions
Several types of interactive therapies such as individual, group, 
insight-oriented, and cognitive–behavioral therapy have 
proven effective in treating somatoform and dissociative dis-
orders. Hypnosis may be used as a means of relaxing clients 
with dissociative disorders enough for them to recall what has 
been forgotten. Interactive therapy provides the client with 
a primary therapist who can encourage the client to express 
feelings, to focus on coping with somatic complaints, and to 
develop alternative ways to express emotion. Clients with the 
diagnosis of somatization disorder, hypochondriasis, conver-
sion disorder, BDD, or depersonalization disorder benefi t the 
most from interactive therapies (Maldonado, 1999; Norton, 
2004; Ruane, 2005; Sadock & Sadock, 2008).

Behavioral interventions are also used in the treatment of 
somatoform disorders. For example, if a client with the diagno-
sis of hypochondriasis has been told by a physician following 
a physical examination that he or she has no life-threatening 
or severe illness, but the client continues to verbalize clinical 
symptoms, limit-setting is used because physical complaints 
may be expressed to avoid responsibilities, gain attention, 
handle confl ict, manipulate others, or meet dependency 
needs. Family members or signifi cant others may be advised to 
employ limit-setting also. When limit-setting is employed, be 
aware—and alert family members to be aware—of the possible 
transference the client may display because the client views the 
limit-setting individual as an authority fi gure. Transference can 
also occur when clients of a different culture view the nurse as 
oppressive or racist. The nurse may react with countertrans-
ference due to unconscious ethnic prejudices or unrealistic 
expectations that the client adopt mainstream White American 
middle-class values (Louie, 1996).

Holistic Approach
Some therapists prefer to use a holistic approach in the treat-
ment of somatoform and dissociative disorders. The client’s 
role is to attempt to identify any stressors related to the present 
physical condition, discuss ways to modify or eliminate the 
stressors, and then state specifi c changes that can be made. 
After anxiety-producing stressors are identifi ed, nursing inter-
ventions may include the following:

Separating the client from a specifi c environmental or • 
familial stressor that increases anxiety or causes emotional 
confl ict
Assisting the client to identify personal strengths and • 
weaknesses
Assisting the client to identify positive or alternate cop-• 
ing mechanisms such as music, art, or dance therapy to 
reduce stress or anxiety, express himself or herself, and 
enhance self-concept
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DRUG SUMMARY TABLE 20.1

Drugs Used for Somatoform and Dissociative Disorders

Generic (Trade) Name
Daily Dosage 
Range Implementation

Drug Class: SSRIs and SNRIs

citalopram (Celexa)a 10–60 mg once 
daily

Limit amount of drug given in prescription to potentially suicidal clients; give 
in the morning with food if desired; monitor for GI disturbances, diaphoresis, 
dizziness, insomnia or somnolence, and palpitations; instruct male client that 
medication may cause ejaculatory disorders.

duloxetine (Cymbalta)b 20–160 mg 
once daily

Contraindicated in use with MAOIs; contraindicated in presence of narrow-angle 
glaucoma; avoid abrupt cessation; monitor for GI disturbances, diaphoresis, 
increased BP, hyponatremia, urinary retention/hesitation, ejaculatory disorders, and 
hepatotoxicity.

fl uoxetine (Prozac)a 20–50 mg Give drug in the morning; give in divided doses if taking 20 mg/day; should not 
be given concurrently with or until after 2 weeks of discontinuation of an MAOI; 
avoid use of alcohol; monitor client’s response closely in the presence of hepatic 
or renal impairment or diabetes as well as for headache, nervousness, abnormal 
sleep pattern, GI disturbances, and weight loss.

fl uvoxamine (Luvox)a 50–300 mg Give at bedtime; if dose is 100 mg, divide dose and give larger dose at bedtime; 
limit quantity of dispensed drug to clients at risk for suicide; monitor for dizzi-
ness, drowsiness, insomnia, GI disturbance, mania, rash, seizures, and weight loss.

paroxetine (Paxil)a 10–50 mg once 
daily in AM

Contraindicated during or within 14 days of MAOI therapy; limit amount of drug 
given to potentially suicidal clients; administer in the morning; use cautiously 
in the presence of hepatic or renal impairment; monitor for drowsiness, tremor, 
somnolence, GI disturbances, and sexual dysfunction in males.

sertraline (Zoloft)a 50–200 mg 
once daily in 
AM or PM

Contraindicated during or within 14 days of MAOI therapy, or with pimozide 
(Orap) or disulfi ram (Antabuse); if given in concentrated form, dilute just before 
giving in 4 oz water, ginger ale, orange juice, etc.; monitor for increase in uric acid 
and hyponatremia, GI disturbances, tremor, weight loss, and anxiety.

venlafaxine (Effexor ER)b 37.5–225 mg 
once daily

Contraindicated in use with MAOIs; monitor for hypertension, serotonin syn-
drome, GI upset, dizziness, somnolence, headache, abnormal dreams, tremors, 
diaphoresis, anorexia, and weight changes.

Drug Class: TCAs

amitriptyline (Elavil) 25–150 mg Dosage varies according to age, therefore may be given once daily, in divided 
doses, or at bedtime. Monitor for lethargy, sedation, blurred vision, dry eyes, dry 
mouth, arrhythmias, hypotension, constipation; contraindicated during or within 
14 days of MAOI therapy. Use cautiously with elderly clients.

protriptyline (Vivactil) 5–40 mg 
once daily

Monitor for blurred vision, decreased appetite, diffi culty urinating, dizziness, 
drowsiness, dry mouth, sensitivity to sunlight and temperature, weight gain, 
seizures; avoid use after acute MI; contraindicated during or within 14 days of 
MAOI therapy. Possible adverse effects when used with various agents such as 
SSRIs, cimetadine, tramadol, or cardiac drugs

Drug Class: Atypical Agents

buspirone (BuSpar) 15–60 mg 
twice daily

Provide sugarless lozenges or ice chips if dry mouth or altered taste occurs; 
arrange for analgesic if headache or musculoskeletal aches are reported; 
monitor for dizziness, nervousness, GI disturbances, dreams, nightmares, or 
excitability. Avoid use of grapefruit juice.

NOTE: Although SSRIs, SNRIs, and TCAs are used to control pain experienced by clients with somatoform disorders, pain control also includes the use of medi-
cation such as NSAIDs, anticonvulsant agents (eg, pregablin and gabapentin), sustained-release oral forms of oxycodone and morphine, and transdermal fentanyl.
a Denotes SSRI.
b Denotes SNRI.
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Helping the client identify support systems, such as a close • 
friend, family member, professional counselor, member of 
the clergy, or community support group
Reviewing age-related developmental tasks with the client • 
to promote insight and explore ways to handle diffi cult or 
unmet tasks successfully
Teaching the client relaxation techniques or exercises• 
Identifying alternative methods to decrease anxiety such as • 
biofeedback, visualization techniques, hypnosis, meditation, 
behavior modifi cation, psychotherapy, and family counseling
Providing access to interventions specifi c to a client’s cul-• 
ture such as home remedies, trips to religious shrines, or 
faith healers
Providing family education to help family members • 
develop alternate approaches or responses to the client’s 
behavior or needs
Administering prescribed medication for physical or psy-• 
chological needs, recognizing the potential for drug depen-
dency or abuse in clients with somatoform disorders

These interventions are problem-oriented or situation- centered 
to promote insight into the development of somatoform or 

 dissociative disorders. They are also tailored to meet the needs 
of culturally diverse clients.

Evaluation

Evaluation begins with a review of the client’s role in the 
individualized, holistic approach to care. The client is given 
an opportunity to compare pretreatment clinical symptoms, 
including those related to a comorbid medical condition, with 
changes that have occurred as a result of nursing interventions 
employed during treatment. Clients who respond to treatment 
are able to identify anxiety-producing stressors and demon-
strate insight into their specifi c disorder. Effective coping skills 
are exhibited.

Posttreatment continuum of care is discussed. The client 
is strongly encouraged to maintain contact with an attending 
physician, who manages medical problems, as well as a  support 
person or group (see Nursing Plan of Care 20-1).

NURSING PLAN OF CARE 20.1

THE CLIENT WITH ANXIETY DUE TO A MEDICAL CONDITION

Lourdes, a 53-year-old female, was admitted to the 
 general hospital for treatment of chronic obstructive 
pulmonary disease (COPD). During the assessment, 
Lourdes related that she had a history of smoking at 
least one pack of cigarettes daily since she was a teen-
ager. Approximately 2 years ago, she experienced her 
fi rst hospitalization because she felt short of breath and 
could not stop coughing. A complete physical evalu-
ation revealed the diagnosis of chronic bronchitis and 
emphysema. She has stopped smoking, but still craves 
cigarettes.

Lourdes stated that she has been hospitalized twice 
since her initial hospitalization and requires oxygen on a 
regular basis when she is at home. Lourdes also stated 
that she refuses to take any “unnecessary medication” 
but has agreed to take albuterol, brethine, vanceral, and 
prednisone when prescribed by her  pulmonologist.

Just prior to this most recent hospitalization, 
Lourdes experienced nervousness, the inability to fall 

asleep, and a rapid heart rate while at rest. She has also 
felt “shaky all over” and becomes nauseated when she 
eats. She commented, “I get butterfl ies in my stomach” 
and “I feel like something terrible is going to happen 
to me.”

Lourdes related that her husband has been support-
ive and their three adult children stop by frequently to 
visit her. She hopes to go home within a few days.

DSM-IV-TR DIAGNOSIS: Anxiety disorder due to COPD 
(COPD includes diagnoses such as chronic bronchitis, 
emphysema), and possible side effects of medication

ASSESSMENT: Personal strengths: Alert, oriented in all 
spheres; has stopped smoking; uses prescribed medi-
cation; demonstrates insight into her medical condition; 
supportive family

WEAKNESSES: None identifi ed

NURSING DIAGNOSIS: Anxiety related to unpredictable nature of chronic bronchitis and emphysema as  evident 
by complaints of rapid pulse, nausea, trembling, insomnia, and “butterfl ies”

OUTCOME: The client will demonstrate an understanding of anxiety due to her medical condition.
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PLANNING/IMPLEMENTATION RATIONALE

Discuss the relationship between COPD and anxiety. The client may be unaware of the relationship 
between COPD and anxiety.

Encourage the client to express her feelings about 
her medical diagnosis.

Verbalization of feelings can help identify symptoms 
of anger, fear, or anxiety.

Make observations to the client about her  anxiety 
and help her see the relationship between her 
 medical condition and anxiety.

The sooner the client recognizes the cause of her 
anxiety, the more quickly she will be able to alter her 
response.

NURSING DIAGNOSIS: Ineffective Coping related to presence of physical illness of chronic bronchitis

OUTCOME: The client will take action to deal with anxiety independently and effectively.

PLANNING/IMPLEMENTATION RATIONALE

Teach the client to monitor for objective and subjec-
tive manifestations of anxiety (eg, insomnia, tachycar-
dia, “shaky feeling”).

Recognizing the manifestations of anxiety gives the 
client confi dence in having an understanding of 
anxiety.

Teach the client to use relaxation techniques and 
pursed-lip breathing independently.

These interventions are effective, nonchemical ways 
for the client to independently control her anxiety.

Assist the client to anticipate future problems that 
may provoke an anxiety response (eg, progression of 
medical condition).

Having a plan for managing anticipated diffi culties 
may reduce the client’s anxiety.

EVALUATION: Prior to discharge from the hospital, ask the client to describe level of anxiety and frequency of 
symptoms. Review effectiveness of coping skills during hospitalization. Explore client’s understanding of physi-
ologic and psychologic response to COPD. Review the discharge plan of care with the client and availability of 
outpatient follow-up regarding anxiety.

KEY CONCEPTS
Several theories explain the role of stress or emotions in • 
the development of somatoform and dissociative disor-
ders. Theories regarding the etiology of somatoform disor-
ders include biologic and genetic factors, organ specifi city 
theory, Selye’s GAS, familial or psychosocial theory, and 
learning theory. Theories regarding the etiology of disso-
ciative disorders include the state-dependent theory and 
psychoanalytic theory. Several causative factors have also 
been identifi ed.
Clients with somatoform disorders (eg, BDD, somatization • 
disorder, conversion disorder, pain disorder, or hypochon-
driasis) experience disordered physiologic complaints or 
symptoms that are not under voluntary control and do not 
demonstrate organic fi ndings. Clients with  dissociative 

disorders (eg, dissociative amnesia, dissociative fugue,-
dissociative identity disorder, or depersonalization dis-
order) exhibit a disruption of consciousness, memory, 
identity, or perception of the environment.
Anxiety disorder due to a general medical condition dif-• 
fers from the diagnosis of psychological factors affecting 
medical condition. The former disorder is due to the direct 
physiologic effects of a medical condition; the latter refers 
to psychological factors having an adverse effect on a med-
ical condition. For example, anxiety may be the result of 
a cerebral vascular accident (an anxiety disorder due to a 
general medical condition), or anxiety may exacerbate the 
physiologic symptoms of a stroke victim (psychological 
factors affecting medical condition).
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Critical Thinking Questions

 1. Ask three of your clients with recent health changes to 
identify any critical life events that occurred within the 
past 2 years. What coping skills did they use to reduce 
stress related to these events? Did the recent health 
changes occur prior to or after the critical life events? 
How can you increase their understanding of the effect 
that life events may have on health?

 2. It is generally recommended that nursing interventions 
for somatoform disorders consist of a holistic approach. 
How holistic are you with any client? How holistic are 
you in your own health maintenance routines? How 
might a holistic approach reduce health care costs?

Refl ection

Refl ect on the chapter opening quote by Sadock and Sadock. 
Explain the phrase stating that the brain “sends various signals 
that impinge on the patient’s awareness, indicating a serious 
problem in the body.” Cite at least three examples of possible 
stress- or anxiety-induced medical problems. What interven-
tions would you provide for each of these medical problems to 
minimize the effect of further stress or anxiety?

NCLEX-Style Questions

 1. The client tells the nurse, “I know that these headaches 
mean I have a serious disease like cancer. The tests are 
not correct, since they did not pick it up.” The client has 
been diagnosed with hypochondriasis, which the nurse 
understands is characterized by which of the following?
a. predominant complaints of pain
b. preoccupation with fear of serious disease
c. symptoms associated with motor neuron dysfunction
d. symptoms that are concocted to avoid stressful 

 situations

 2. The nurse establishes which nursing diagnosis for a client 
with conversion disorder characterized by pain and the 
inability to move his left leg?
a. Fatigue related to diffi culty moving left leg secondary 

to pain
b. Ineffective Health Maintenance related to chronic dis-

ability
c. Impaired Physical Mobility related to leg pain second-

ary to conversion disorder
d. Chronic Low Self-Esteem related to the presence of 

conversion disorder
 3. A client with somatization disorder is assessed for which 

of the following symptoms?
a. family relationships in which arguments are frequent 

and vocal
b. physical symptoms for which no medical explanation 

exists
c. stressful lifestyle handled by frequent use of sub-

stances of abuse
d. severe chronic illness associated with immune system 

dysfunction
 4. A 14-year-old African American female client with body 

dysmorphic disorder is assessed for complaints of which 
of the following?
a. anxiety attacks
b. excessive fatigue
c. preoccupation with body defect
d. symptoms of mild depression

 5. Which intervention would be most effective for the nurse 
to employ when working with a client with a somato-
form disorder if the client continues to verbalize physical 
symptoms related to unmet dependency needs?
a. confrontation
b. limit-setting
c. refl ection
d. reality orientation

The assessment of a client with clinical symptoms of a • 
somatoform or dissociative disorder can be diffi cult and 
complex because of the presence of a comorbid medical 
condition, somatic complaints, or the presence of disso-
ciative symptoms. Assessment of clients with somatoform 
disorders focuses on general appearance, communication 
skills, observable behavior, functional ability, biopsy-
chosocial history, cultural history, and validation of data 
obtained from the client. Assessment of clients with dis-
sociative disorders also includes a thorough neuropsy-
chological examination to rule out organic causes such 
as brain tumor, head injury, sleep disorders, or drug or 
alcohol intoxication.

The nursing diagnosis generally addresses clinical • 
 symptoms of medical problems as well as anxiety.
Nursing interventions focus on assisting the client in meet-• 
ing basic needs, medication management, stabilizing the cli-
ent’s medical condition, helping the client develop insight 
into his or her condition, helping the client develop effective 
coping skills to reduce stress and anxiety, and assisting the 
client in identifying supportive therapies to enhance con-
tinuum of care. Family education is provided throughout to 
assist family members in developing alternate approaches 
or responses to the client’s behavior or needs.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Affective disorders
Anaclitic depression
Anergia
Anhedonia
Apathy
Asthenia
Bipolar disorder
Depressive disorders
Dysthymia
Elation
Endogenous depression
Euphoria
Hypomania
Mania
Poverty of speech content
Psychomotor agitation
Psychomotor retardation
Rapid-cycling
Residual symptoms

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Briefl y describe the historical perspective of mood disorders.
 2. Explain the following theories of mood disorders: genetic, biochemi-

cal,  biologic, psychodynamic,  behavioral, cognitive, and life events and 
 environmental.

 3. Recognize the primary risk factors for developing mood disorders.
 4. Differentiate among the clinical symptoms of major depressive disorder 

(MDD), bipolar I disorder, and  bipolar II disorder.
 5. Articulate the rationale for the use of the diagnosis mood disorder due to a 

general medical condition.
 6. Compare and contrast the clinical symptoms of  dysthymic disorder (DD), 

cyclothymic disorder,  premenstrual dysphoric disorder (PMDD), and mood 
disorder with postpartum onset.

 7. Articulate the rationale for each of the following modes of treatment for mood 
disorders: medication management, somatic therapy, interactive therapy, and 
complementary and alternative therapy.

 8. Formulate an education guide for clients with a mood disorder.
 9. Construct a sample plan of care for an individual  exhibiting clinical symp-

toms of MDD.

Mood Disorders

Mood disorders are highly prevalent yet underdiagnosed and 

undertreated conditions that have a signifi cant impact on quality 

of life in terms of suffering and functional impairment, disability, 

health risks, and lifespan. Approximately half of all cases of mood 

disorder are missed in primary-care practice, and fewer than one 

quarter of clients who are diagnosed receive adequate care.

—CULPEPPER, 2006

2121
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Mood disorders (previously referred to as affective disorders) 
encompass a large group of disorders involving pathological 
mood and related disturbances. The Diagnostic and Statistical 
Manual of Mental Disorders, 4th Edition, Text Revision (DSM-
IV-TR) divides mood disorders into two main categories: 
depressive disorders and bipolar disorders (BPDs) (American 
Psychiatric Association [APA], 2000). Mood disorders are one 
of the most commonly occurring psychiatric–mental health 
disorders. Only alcoholism and phobias are more common. 
Mood disorders impose an enormous burden on the indi-
vidual, the family, and society as a whole (Culpepper, 2006; 
Sadock & Sadock, 2008).

The National Institute of Mental Health (NIMH, 2008) 
and the National Association for Research on Schizophrenia 
and Depression (NARSAD, 2008) have released the following 
statistics regarding the prevalence of mood disorders affecting 
American adults 18 years of age or older in any given year. 
Approximately 20.9 million adults (or 9.5% of the U.S. popu-
lation) experience depressive disorders. Furthermore, MDD is 
the leading cause of disability in the United States for ages 15 to 
44. It affects approximately 14.8 million adults (or about 6.7% 
of the U.S. population). Nearly twice as many women (6.5%) 
as men (3.3%) suffer from an MDD. While MDD can develop 
at any age, the median age at onset is 32.5. Statistics also reveal 
that >5.7 million adults (or about 2.6% of the U.S. population) 
are diagnosed with BPD. Men and women are equally likely 
to develop BPD. The median age of onset is 25 years. By the 
year 2020, mood disorders are estimated to be the second most 
important cause of disability worldwide.

The direct costs of treatment for a major mood disorder, 
combined with the direct costs from lost productivity, are sig-
nifi cant and have been estimated to account for approximately 
$12 to $16 billion per year in the United States. Indirect 
costs, including mortality, work absenteeism, and disability, 
have been estimated to exceed $32 billion per year (All About 
Depression.com, 2009; Patel, 2006).

Mood disorders can occur in any age group. Infants may 
exhibit signs of anaclitic depression (withdrawal, nonre-
sponsiveness, depression, and vulnerability to physical ill-
ness) or failure to thrive when separated from their mothers. 
School-aged children may experience a mood disorder along 
with anxiety, exhibiting behaviors such as hyperactivity, school 
phobia, or excessive clinging to parents. Adolescents experi-
encing depression may exhibit poor academic performance; 
abuse substances; display antisocial behavior, sexual promis-
cuity, truancy, or running-away behavior; or attempt suicide 
(for more information, see Chapters 29 and 31).

Although symptoms of major depression are present in <1% 
to 5% of the elderly living in the community, 13.5% of the elderly 
receiving home health care, 11.5% of the hospitalized elderly, and 
15% of residents living in long-term care facilities exhibit clinical 
symptoms of a mood disorder. Furthermore, approximately 5 
million elderly individuals have symptoms of depression that fall 
short of meeting the full diagnostic criteria (NIMH, 2009). 

Despite the high prevalence of major mood disorders in cli-
ents of all ages, these disorders are commonly underdiagnosed 

and undertreated by primary care and other nonpsychiatric 
practitioners, the individuals who are most likely to see clients 
initially. For example, the incidence of a major mood disorder 
in primary care clients is approximately 5% to 10%, suggest-
ing that clinical symptoms may go undiagnosed or untreated 
(Culpepper, 2006; Sadock & Sadock, 2008). In addition, the 
social stigma attached to mood disorders contributes to this 
rate of underdiagnosis and undertreatment. Clients may resist 
seeking treatment or the practitioner may be reluctant to for-
mally diagnose mood disorders. In addition, poor adherence 
by clients to long-term treatment of a chronic mood disorder 
and client reluctance to reveal the presence of a mood disorder 
when applying for a driver’s license, seeking employment, or 
seeking security clearance also play a role in underdiagnosis 
and undertreatment.

Although the tendency to underestimate the importance 
and prevalence of mood disorders exists, their devastating 
effects on people’s work and personal lives are better under-
stood now than they have been in the past. Researchers are 
exploring more fully the biologic basis of mood disorders, such 
as the role of neurotransmitters and neuroendocrine regula-
tion. The data reported are most consistent with the hypothesis 
that mood disorders are associated with varied impairments 
in the regulation of norepinephrine and serotonin (Sadock & 
Sadock, 2008).

This chapter discusses the historical perspective of mood 
disorders; the theories of mood disorders, including the pri-
mary risk factors for developing mood disorders; and clinical 
symptoms and diagnostic characteristics of the major mood 
disorders diagnosed. Using the nursing process, the chapter 
presents information about important areas for assessment 
and key intervention strategies when providing care for a 
 client with a mood disorder. The topic of suicide, including 
etiology and application of the nursing process, is discussed 
in  Chapter 31.

HISTORICAL PERSPECTIVE 
OF MOOD DISORDERS
Few disorders throughout history have been described with 
such consistency as mood disorders. Symptoms that char-
acterize the disorders can be found in medical literature 
throughout the centuries from the ancient Greeks to the pres-
ent era. As early as the 4th and 5th centuries BC, the term 
melancholia was used by ancient Greeks to describe the dark 
mood of depression. Hippocrates used the term melancholia 
to describe depression and mania to describe mental distur-
bances in clients. His support of the physical origin of men-
tal disorders was contrary to the popular belief of the time 
period that mental illness was caused by magical or super-
natural forces. During the 2nd century AD, Aretaeus of Cap-
padocia described cyclothymia as a form of mental disease 
with alternating periods of depression and mania. For centu-
ries, melancholia and cyclothymia were regarded to be sepa-
rate disease entities rather than diverse expressions of mood 
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 disorders. By 1880, four  categories of mood disorders existed: 
mania, melancholia, monomania, and dipsomania. In 1882, 
a German psychiatrist, Karl Kahlbaum described melancholia 
and mania as a continuum of the same illness. In 1899, Emil 
Kraepelin, another psychiatrist, reinforced Kahlbaum’s theory 
about the continuum of depression. Kraepelin introduced the 
category of manic-depressive psychosis, citing most of the crite-
ria now used to establish the diagnosis of bipolar I disorder. 
He also introduced the category of involutional melancholia, 
now viewed as a mood disorder that occurs in late adulthood 
(Emental-health.com, 2005a, 2005b; Neu & DeNisco, 2007; 
Sadock & Sadock, 2008).

ETIOLOGY OF MOOD 
DISORDERS
In the past, causes of a mood disorder were classifi ed as genetic, 
biochemical, and environmental. In addition, several medical 
illnesses are highly correlated with mood disorders. Moreover, 
individuals of any age may experience changes in mood or 
affect as an adverse effect of medication. However, older adults 
are more likely than younger adults to experience medication-
related mood disorders. Risk factors for the development of 
mood disorders have been identifi ed as clinical practice guide-
lines for primary care practitioners. These are highlighted in 
Box 21-1. In addition, several theories about mood disorders 
have been postulated.

Genetic Theory

According to statistics from the National Institute of Mental 
Health (2008), studies involving adoptees revealed higher cor-
relations of mood disorders between depressed adoptees and 
biologic parents than adoptive parents. Studies of twins have 
shown that if an identical twin develops a mood disorder, the 
other twin has a 70% chance of developing the disorder, too. 
The risk decreases to about 15% with siblings, parents, or 
children of the person with the mood disorder. Grandparents, 
aunts, or uncles have about a 7% chance of developing a mood 
disorder.

Theorists believe that a dominant gene may infl uence 
or predispose a person to react more readily to experiences 
of loss or grief, thus manifesting symptoms of a mood disor-
der. For example, genetic variation in a certain region of the 
serotonin transporter gene (5-HTT) has been found to inter-
act with the perception of stressful events (possibly through 
neuroendocrine pathways) to produce higher levels of depres-
sion and suicidality than in individuals without this varia-
tion (Thomason, 2006). According to Baum et al. (2007), a 
genome-wide research study for the genetic roots of BPD has 
revealed that several genes, each of modest effect, reproduc-
ibly infl uence risk of developing the disorder. Based on these 
fi ndings, researchers may now be able to develop more effec-
tive medications by focusing on new compounds that act on 
the diacylglycerol kinase eta (DGKH) enzyme or regulate how 
much of the enzyme is produced.

Biochemical Theory

Biogenic amines, or chemical compounds known as norepi-
nephrine and serotonin, have been shown to regulate mood 
and to control drives such as hunger, sex, and thirst. Increased 
amounts of these neurotransmitters at receptor sites in the brain 
cause an elevation in mood, whereas decreased amounts can 
lead to depression. Although norepinephrine and serotonin are 
the biogenic amines most often associated with the develop-
ment of a mood disorder, dopamine has also been theorized to 
play a role (Fig. 21-1). As with norepinephrine and serotonin, 
dopamine activity may be reduced in depressed mood and 
increased in mania, the two phases of BPD. These explanations 
are termed the biogenic amine hypothesis (Sadock & Sadock, 
2008; Shaw, Boules, & Richelson, 2007;  Thomason, 2006).

Neuroendocrine Regulation
High levels of the hormone cortisol have been observed in 
persons with clinical symptoms of a mood disorder. Normally, 
cortisol levels peak in the early morning, level off during the 
day, and reach the lowest point in the evening. Cortisol peaks 
earlier in persons with a depressed mood and remains high all 
day (Thomason, 2006).

Mood is also affected by the thyroid gland. Approximately 
5% to 10% of clients with abnormally low levels of thyroid 
hormones may suffer from a chronic mood disorder. Clients 
with a mild, symptom-free form of hypothyroidism may be 

Risk Factors for Mood Disorders

The following risk factors for mood disorders have 
been established as clinical practice guidelines for 
primary care practitioners.

Prior episodes of depression •
Family history of depressive disorders •
Prior suicide attempts •
Female gender •
Age of onset younger than 40 years •
Postpartum period •
Medical comorbidity associated with a high risk  •
of depression
Lack of social support •
Stressful life events •
Current alcohol or substance abuse or use of med- •
ication associated with a high risk of  depression
Presence of anxiety, eating disorder, obsessive– •
compulsive disorder, somatization disorder, per-
sonality disorder, grief, adjustment reactions. 
Depression may coexist with other psychiatric 
conditions.

BOX 21.1
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brief  summary of theories regarding the biologic connections 
between depression and certain medical conditions.

Neurodegenerative Diseases
A variety of neurodegenerative diseases are associated with 
depressive manifestations. Depression is the most common psy-
chiatric symptom encountered in clients who have Alzheimer’s 
disease, affecting approximately 25% to 50% of the clients. 
The relationship between dementia and depression is complex. 
Some clients become depressed because they are aware of the 
prognosis of their diagnosis, whereas other clients are depressed 
due to degenerative changes in the neural system. Depression 
is also estimated to affl ict 40% to 50% of individuals with 
 Parkinson’s disease. Postmortem examinations have revealed 

more vulnerable to depressed mood than the average person 
(Sadock & Sadock, 2008; Thomason, 2006).

Research studies continue to focus on neuroendocrine 
abnormalities described in clients with mood disorders. These 
abnormalities include decreased nocturnal secretion of mela-
tonin; decreased levels of prolactin, follicle-stimulating hor-
mone, testosterone, and somatostatin; and sleep-induced 
stimulation of growth hormone (Sadock & Sadock, 2008).

Biologic Theory

It has long been believed that there is a biologic relation-
ship between various medical conditions (eg, pain or cardio-
vascular disease in women) and depression. Following is a 

The Role of Neurotransmitters
Neurotransmitters are chemical messengers that carry messages

between neurons (nerve cells) and affect behavior, mood, and
thought. They are released into the synapses (gaps) between

neurons to help messages travel from one cell to another.
Two of the neurotransmitters that play a role in depression

are norepinephrine and serotonin. Low levels of these
neurotransmitters in areas of the brain that control

mood and emotion may result in depression.

In depression,
neurons don't
produce enough
neurotransmitters. As
a result, membrane
channels don't open,
nerve messages are
not communicated, 
and areas of the brain
affecting emotion
may not receive
stimulation.

Hypothalamic-Pituitary-Adrenal Axis
Evidence suggests that the hormonal system known as the

hypothalamic-pituitary-adrenal (HPA) axis, which regulates the body's
response to stress, is overactive in many people with depression. The
hypothalamus increases production of corticotropin-releasing factor

(CRF) when a person's physical or psychological well-being is
threatened. Elevated levels of CRF lead to an increase in hormone

secretion by the pituitary and adrenal glands which prepares the body
for defensive action. Research indicates that chronic overactivity of the

HPA axis, as may occur following a traumatic experience, may
contribute to the onset of depression.

Areas of the Brain Affected by Depression
Several areas of the brain are involved in the emotional and physical changes seen in depression.
While the brain of a depressed individual is generally underactive, certain areas display overactivity.

Thalamus
Cingulate gyrus

Prefrontal cortex
Amygdala

The thalamus is associated
with changes in emotion and

is known to stimulate the
amygdala. This area
displays increased

levels of activity
in depressed
individuals.

In depression, there is increased
activity in the cingulate gyrus.

This area helps associate smells
and sights with pleasant

memories of past
  emotions. It also takes

part in the emotional
reaction to pain and the

regulation of aggression.

Parts of the prefrontal cortex
help regulate emotion. People

who are depressed have
decreased activity in this section

of the brain.

The amygdala, which is responsible for
negative feelings, displays overactivity
in depressed people.
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Dendrites
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Myelin
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FIGURE 21-1 Pathophysiologic basis of depression.
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Psychodynamic Theory

The psychodynamic theory of depression, based on the work 
of Sigmund Freud, Karl Abraham, Melanie Klein, and oth-
ers, begins with the observation that bereavement normally 
produces symptoms resembling a mood disorder. That is, 
people with a depressed mood are like mourners who do 
not make a realistic adjustment to living without the loved 
person. In childhood, they are bereft of a parent or other 
loved person, usually the result of the absence or withdrawal 
of affection. Any loss or disappointment later in life reacti-
vates a delayed grief reaction that is accompanied by self-
criticism, guilt, and anger turned inward. Because the source 
and object of the grief are unconscious (from childhood), 

low levels of norepinephrine and serotonin due to degenera-
tion of both frontocortical circuits and the brainstem regions. 
Multiple sclerosis (MS) is a third neurodegenerative disorder 
commonly associated with depressive symptoms. Degenera-
tive effects of widespread areas of the brain, as in stroke, are 
believed to be the cause of neuropsychiatric symptoms. Various 
studies have indicated that approximately 25.7% of clients with 
MS had the diagnosis of major depression; 30% of individuals 
studied had contemplated suicide; and >6% had attempted sui-
cide  (Feinstein, 2002; Patten, Beck, & Williams, 2003).

Immunotherapy
Depression is linked biologically to the use of immunother-
apeutic agents in the treatment of certain diseases. Research 
by Dantzer and Kelley revealed that about one third of clients 
who receive cytokine therapy develop depression. Symptoms 
of depression began within days to weeks of therapy and dis-
appeared when the treatment ended (Stong, 2004).

Pancreatic tumors release high levels of cytokine. Research 
fi ndings revealed that clients with pancreatic tumors exhibited 
clinical symptoms of depression, whereas other cancer clients 
were not depressed. Additionally, antiretroviral agents such as 
didanosine and efavirenz may be associated with major depres-
sion and severe suicidal ideation. Cancer drugs such as procar-
bazine inhibit dopamine beta-hydroxylase, while vincristine 
and vinblastine decrease conversion of dopamine to norepi-
nephrine. Higher depression rates have also been reported 
in clients who receive tamoxifen and interferon-alpha. In an 
observational study of veterans undergoing interferon-alfa/ 
ribavirin treatment, 23% of the veterans developed symptoms 
of major depression (MacNeil, 2005; Sidhu & Balon, 2008).

Medical Conditions
Studies describe the relationship between depression and cer-
tain medical conditions. In clients with chronic infl ammation, 
such as occurs with coronary heart disease or type 2 diabetes 
mellitus, the prevalence of depression increases between 12% 
and 30% (Stong, 2004). Hypotheses vary regarding the physi-
ologic basis for the higher incidence of depression in people 
with diabetes. Barden (2004) discusses the implication of 
increased activity within the hypothalamic–pituitary–adrenal 
(HPA) axis as one characteristic of depression. Such activity 
has also been seen as a factor in maintaining glycemic bal-
ance. The effects of the increased HPA activity in both diabetes 
and depression may partly explain the link between the two. 
Box 21-2 lists medications and medical illnesses that are highly 
correlated with the development of depression.

Pain
The association between depression and pain is very high. It 
has been hypothesized that not all pain is linked to an iden-
tifi able medical condition such as arthritis or fi bromyalgia, 
but rather it can be biologic in origin (eg, undetected cellular 
changes) and create a vicious circle in which the pain leads to 
psychomotor agitation, agitation leads to irritability, irritabil-
ity leads to aggression, and aggression leads to depression and 
more pain, often resulting in disability (Finn, 2004).

Medications and Medical Illnesses Correlated 
with Depression

Medications

Analgesics and nonsteroidal anti-infl ammatory  •
drugs: opioids, ibuprofen, and indomethacin
Antimicrobials: sulfonamides and isoniazide •
Antineoplastic agents: asparaginase and tamoxifen •
Antiparkinson agents: levodopa and amantadine •
Cardiac medications and antihypertensives: digoxin,  •
procainamide, reserpine, propranolol, methyldopa, 
clonidine, guanethidine, and hydralazine
Central nervous system agents: alcohol, benzo- •
diazepines, meprobamate, fl urazepam, haloperi-
dol, barbiturates, and fl uphenazine
Histamine blockers: cimetidine and ranitidine •
Hormonal agents: corticosteroids, estrogen, and  •
progesterone

Medical Illnesses

Central nervous system: Parkinson’s disease,  •
strokes, tumors, hematoma, neurosyphilis, and 
normal pressure hydrocephalus
Nutritional defi ciencies: folate or B • 12, pernicious 
anemia, and iron defi ciency
Cardiovascular disturbances: congestive heart  •
failure and subacute bacterial endocarditis
Metabolic and endocrine disorders: diabetes,  •
hypothyroidism or hyperthyroidism, hypoglycemia 
or hyperglycemia, parathyroid disorders, adrenal 
diseases, hepatic or renal disease, and PMS
Fluid and electrolyte disturbances: hypercalce- •
mia, hypokalemia, and hyponatremia
Infections: meningitis, viral pneumonia, hepatitis,  •
and urinary tract infections
Miscellaneous: rheumatoid arthritis, cancer (par- •
ticularly of the pancreas or intestinal tract), tuber-
culosis, tertiary syphilis, and fi bromyalgia

BOX 21.2
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persons, or working mothers with young children seem to be 
more susceptible than others to stressful events and the devel-
opment of mood disorders. The life event most often associ-
ated with the development of a mood disorder is the loss of a 
parent before the age of 11 years. The environmental stressor 
most often associated with an episode of depressed mood is 
loss of a spouse. Additionally, dramatic changes in one’s life can 
trigger depressive episodes. For instance, relocation, loss or 
change of employment, and retirement can all produce symp-
toms that may or may not be temporary. Some theorists believe 
that early life events or adverse childhood experiences such as 
trauma, abuse, and neglect experienced by a client results in 
a long-lasting change in the brain’s biology, affecting the func-
tional states of neurotransmitters and intraneuronal signal-
ing systems (Bromwell, 1999; Culpepper, 2006; Gillespie & 
 Nemeroff, 2005; Sadock & Sadock, 2008; Tyler, 2005).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF DEPRESSIVE DISORDERS
The clinical symptoms of depressive disorders, one of the 
two major types of mood disorders, have been categorized in 
many ways. One method is by placing depressive behaviors 
on a continuum from mild or transitory depression to severe 
depression. Mild depression is exhibited by affective symp-
toms of sadness or “the blues”—an appropriate response to 
stress. The person who experiences such depression may be 
less responsive to the environment and may complain of physi-
cal discomfort. However, the person usually recovers within a 
short period. For example, a person may become disappointed 
when told that he or she was not chosen as a representative to 
a conference that the person hoped to attend. During this time, 
the person may be unable to concentrate, may communicate 
less with coworkers, may appear less productive than normal, 
and may isolate himself or herself at work and at home.

Clinical symptoms of moderate depression (dysthymia) 
are less severe than those experienced in an MDD and do not 
include psychotic features; for example, individuals with dys-
thymia usually complain that they have always been depressed. 
They verbalize feelings of guilt, inadequacy, and irritability. 
They exhibit a lack of interest and lack of productivity. Persons 
with severe depression exhibit psychotic symptoms such as 
delusions and hallucinations.

MDDs are referred to as endogenous depression when 
the depressed mood appears to develop from within a client, 
and no apparent cause or external precipitating factor is iden-
tifi ed. Depression caused by a biochemical imbalance is such 
an example.

The DSM-IV-TR categorizes depressive disorders as MDD; 
DD; and depressive disorder, not otherwise specifi ed (NOS). 
The DSM-IV-TR diagnostic criteria for prepubertal,  adolescent, 
and adult depression are identical. Information regarding 
 childhood and adolescent depression is provided in Chapter 29. 
Late-life depression is discussed in Chapter 30.

symptoms are not resolved but, rather, persist and return 
later in life (Sadock & Sadock, 2008).

Additionally, several theorists, such as Karl Abraham, 
 Bertram Lewin, and Melanie Klein, have attempted to explain 
the psychodynamic factors of mania. Manic episodes are viewed 
as a defense reaction against underlying depression due to the 
client’s inability to tolerate a developmental tragedy, such as 
the loss of a parent. These episodes also may be the result of a 
tyrannical superego, producing intolerable self-criticism that is 
replaced by euphoric self-satisfaction or an ego overwhelmed 
by pleasurable impulses such as sex or by feared impulses such 
as aggression (Sadock & Sadock, 2008).

Behavioral Theory: Learned Helplessness

Behavioral theorists regard mood disorders as a form of 
acquired or learned behavior. For one reason or another, 
people who receive little positive reinforcement for their activ-
ity become withdrawn, overwhelmed, and passive, giving up 
hope and shunning responsibility. This, in turn, leads to a per-
ception that situations or events are their own fault, are beyond 
their control, and nothing can be done to change them. This 
perception promotes feelings of helplessness and hopelessness, 
both hallmarks of depressed states. Behaviorists who subscribe 
to this theory believe that a client’s depressed mood could 
improve if the client develops a sense of control and mastery of 
the environment (Sadock & Sadock, 2008; Tyler, 2005).

Cognitive Theory

Cognitive or cognitive–behavioral theorists believe that 
thoughts are maintained by reinforcement, thus contributing 
to a mood disorder. People with a depressed mood are con-
vinced that they are worthless, that the world is hostile, that the 
future offers no hope, and that every accidental misfortune is a 
judgment of them. Such reactions are the result of assumptions 
learned early in life and brought into play by disappointment, 
loss, or rejection. For example, a young child may be told by 
one parent that the child is not athletic enough to play basket-
ball in grade school. As the child approaches high school, he 
may assume that he lacks talent and, although he would like to 
play basketball, he does not try out for the team. Cognitive dis-
tortions such as negative self-evaluations, pessimism, or self-
defeating thoughts become part of a destructive cycle in which 
the individual exhibits apathy, sadness, and social withdrawal 
(Allen, 2003; Sadock & Sadock, 2008; Tyler, 2005).

Life Events and Environmental Theory

Complex etiology based on interacting contributions from life 
events and the environment may ultimately result in clinical 
symptoms of depression. For example, stressful life events such 
as the loss of a parent or spouse, fi nancial hardship, illness, 
perceived or real failure, and midlife crises are all examples 
of factors contributing to the development of a mood disor-
der. Certain populations of people including the poor, single 
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For example, most episodes begin in fall or winter and remit 
in the spring, although some clients experience it during the 
summer. Clinicians often refer to this type of mood disor-
der with seasonal pattern as seasonal affective disorder (SAD). 
SAD affects 6 of every 100 individuals in the United States. 
This disorder is nearly twice as prevalent in women (10.4%) 
as in men (5.3%) and usually occurs in women between the 
ages of 20 and 40 years. The risk of SAD decreases with age. 
Individuals who live in areas where seasonal changes occur 
are more prone to the development of SAD (eg,  Vermont, 
16%; Montana, 14%; and North Dakota, 14%). The preva-
lence of SAD is relatively uncommon in the southern United 
States (American Academy of Family Physicians, 2009; 
Stong, 2005).

Dysthymic Disorder

The client with the diagnosis of DD typically exhibits symp-
toms that are similar to those of MDD or severe depression. 
However, they are not as severe and do not include symp-
toms such as delusions, hallucinations, impaired communi-
cation, or incoherence. Clinical symptoms usually persist for 
2 years or more and may occur continuously or intermit-
tently with normal mood swings for a few days or weeks. 
Persons who develop DD are usually overly sensitive, often 
have intense guilt feelings, and may experience chronic 
anxiety. DD affects approximately 1.5% of the U.S. popula-
tion aged 18 years and older (or 3.3 million adults) during 
their lifetime. The median age of onset of DD is 31.1 years 
(NIMH, 2008).

Major Depressive Disorder

MDD has been identifi ed as the leading cause of disability in 
the United States for individuals between the ages of 15 and 44 
(NIMH, 2008). According to the DSM-IV-TR, persons with an 
MDD do not experience momentary shifts from one unpleas-
ant mood to another. During a 2-week period, the individual 
exhibits fi ve or more of the nine clinical symptoms of a major 
depressive episode in conjunction with a depressed mood or 
loss of interest or pleasure (see the accompanying Clinical 
Symptoms and Diagnostic Characteristics box). The clinical 
symptoms interfere with social, occupational, or other impor-
tant areas of functioning. Symptoms are not due to effects of a 
substance, nor are they caused by a general medical condition. 
See Clinical Example 21-1.

MDD may be coded as mild, moderate, or severe; with 
or without psychotic features; and as in partial or full remis-
sion. Reference also is made to identify it as a single or recur-
rent episode. The specifi er “with seasonal pattern” can be 
applied to the pattern of major depressive episodes if the 
clinical symptoms occur at characteristic times of the year. 

CLINICAL SYMPTOMS
AND DIAGNOSTIC  CHARACTERISTICS 

Major Depressive Disorder

Clinical Symptoms
Depressed mood •
Signifi cant loss of interest or pleasure •
Marked changes in weight or signifi cant increase  •
or decrease in appetite
Insomnia or hypersomnia •
Psychomotor agitation or retardation •
Fatigue or loss of energy •
Feelings of worthlessness or excessive or inap- •
propriate guilt
Reduced ability to concentrate or think, or  •
 indecisiveness
Recurrent thoughts of death, suicidal ideation,  •
suicide attempt, or plan for committing suicide

Diagnostic Characteristics
Evidence of at least fi ve clinical symptoms in con- •
junction with depressed mood or loss of interest 
or pleasure
Symptoms occurring most of the day and nearly  •
every day during the same 2-week period 
 representing an actual change in the person’s 
previous level of functioning
Signifi cant distress or marked impairment in  •
the person’s functioning, such as in social or 
 occupational areas
Symptoms not related to a medical condition or  •
use of a substance

CLINICAL EXAMPLE 21.1

The Client with Major Depressive Disorder

AS, a 25-year-old professional basketball player, 
complained of fatigue during practice. He had a 
few episodes of vertigo the previous week and 
also stated that he could not remember the differ-
ent plays the coach recently designed. The team 
physician examined AS. During the examination, 
AS revealed that he did not enjoy playing basket-
ball anymore, had no interest in socializing with his 
peers or fi ancée, and felt as if he “didn’t belong” 
or fi t in with other members of the team. The physi-
cian noted that despite no physiologic reason for 
a weight loss, AS had lost 15 pounds since his last 
physical examination. AS described a lack of appe-
tite for approximately 2 weeks. The team physician 
was able to determine that AS was exhibiting clini-
cal symptoms of MDD without psychotic features 
or suicidal ideation and subsequently prescribed 
an antidepressant medication and supportive 
 psychotherapy.
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to detail (Fig. 21-2). The client may be preoccupied with 
religious, sexual, fi nancial, political, or persecutory thoughts 
that can develop into complex delusional systems. Flight 
of ideas, as well as other psychotic symptoms discussed in 
Chapter 9, may persist (Sadock & Sadock, 2008;  Shahrokh & 
Hales, 2003).

BPD is generally underdiagnosed because of underrecog-
nition of manic and hypomanic episodes. The complex nature 
of BPD makes an accurate differential diagnosis a challenge, 
even for experienced clinicians. Although many clients present 
to a health care provider within 1 year of symptom onset, there 
is usually a 5- to 10-year delay from symptom onset to formal 
diagnosis. Many clients report that they have not been cor-
rectly diagnosed until they were seen by three or more health 
care professionals (St. John, 2005).

As noted earlier, BPD affects approximately 5.7 million 
American adults (or about 2.6%) aged 18 years and older in a 
given year. Men and women are equally likely to develop BPD. 
The average age of onset is in the early 20s (NIMH, 2008). 
The clinical presentation of BPD in children and adolescents 
is often different from that seen in adults. Moods in children 
and adolescents tend to be more irritable than euphoric. In 
addition, adolescents often have greater diffi culty with mood 
liability, explosive outbursts of anger followed by remorse, and 
prolonged emotional response to stimuli. They often perform 
poorly academically and exhibit abrupt switches between good 
and bad behavior. Mania in adolescents is commonly misdi-
agnosed as antisocial personality disorder (see Chapter 24) or 
schizophrenia (see Chapter 22). Although BPD is less common 
with increasing age, the fi rst episode can occur in older adults. 
The estimated prevalence of mania in elders is 5% to 19%. The 
mortality rate for untreated BPD is higher than for most types 
of heart disease and some types of cancer (St. John, 2005).

According to DSM-IV-TR criteria, the individual, while 
depressed, must exhibit two or more of six clinical symptoms 
of a major depressive episode, including poor appetite or 
 overeating, insomnia or hypersomnia, low energy or fatigue, 
low self-esteem, poor concentration or diffi culty making deci-
sions, and feelings of hopelessness. Clinical symptoms interfere 
with functioning and are not caused by a medical condition or 
the physiologic effects of a substance.

Depressive Disorder, Not Otherwise 
Specifi ed

The diagnosis of depressive disorder, NOS, is used to identify 
disorders with depressive features that do not meet the crite-
ria for MDD, DD, adjustment disorder with depressed mood, 
or adjustment disorder with mixed anxiety and depressed 
mood (see Chapter 29 for more information on adjustment 
 disorders).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF BIPOLAR DISORDER
Various descriptive terms are used to describe the labile affect 
or mood changes of clients with the diagnosis of bipolar dis-
order (BPD). These terms include the following:

Euphoria• , an exaggerated feeling of physical and emo-
tional well-being
Elation• , a state of extreme happiness, delight, or excit-
ability
Hypomania• , a psychopathological state and abnormal-
ity of mood falling somewhere between normal eupho-
ria and mania, characterized by unrealistic optimism, 
pressure of speech and activity, and a decreased need for 
sleep (some clients show an increase in creativity during 
hypomanic states, whereas others show poor judgment, 
irritability, and irascibility). Individuals with hypomania 
are able to function socially, academically, and occupa-
tionally although their behavior is signifi cantly different 
from their baseline.
Mania• , a state characterized by excessive elation, infl ated 
self-esteem, and grandiosity
Rapid-cycling• , a state characterized by the occurrence 
of four or more mood episodes during the previous 
12 months; a course modifi er for the differential diagno-
sis of BPD

These changes may be placed on a continuum, from mild to 
severe, the same as those of depressive behaviors.

The client with mania generally exhibits hyperactivity, 
agitation, irritability, and accelerated thinking and speaking. 
Behaviors may include pathological gambling, a tendency to 
disrobe in public places, wearing excessive attire and jewelry 
of bright colors in unusual combinations, and inattention 

FIGURE 21-2 A client with mania. Note the exaggerated 
dress and hand movements.
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Cyclothymic Disorder

The symptoms of cyclothymic disorder are identical to the 
symptoms of BP II, except that they are generally less severe. 
In cyclothymic disorder, the changes in mood are irregular 
and abrupt, sometimes occurring within hours. This disorder 
occurs equally in men and women, possibly accounting for 3% 
to 5% of all psychiatric outpatients. The lifetime prevalence is 
estimated to be 0.4% to 1.0% of the U.S. population. Approxi-
mately 90% of the individuals with this disorder experience 
recurrent episodes. Clients with cyclothymia have a 15% to 
50% chance of developing BP I or BP II (St. John, 2005). 
Alcohol abuse and other substance abuse are common in cli-
ents with the diagnosis of cyclothymic disorder (APA, 2000; 
Sadock & Sadock, 2008).

The diagnosis of cyclothymic disorder is used when an 
individual displays numerous periods of hypomanic symp-
toms and depressive symptoms that do not meet the criteria for 
a major depressive episode. Such symptoms occur for at least 

The category of BPD includes bipolar I disorder; bipolar II 
disorder; cyclothymic disorder; and BPD, NOS. BPD, NOS, is 
used to code disorders with features of BPD when these features 
do not meet the criteria for any specifi c BPD. Another term, 
bipolar spectrum, is frequently used in literature to  classify  clients 
with clinical symptoms of depression and mania, hypomania, 
recurrent brief hypomania, sporadic brief hypomania, and 
cyclothymia (Neu & DeNisco, 2007). Bipolar I, bipolar II, and 
cyclothymic disorders are discussed in the following sections.

Bipolar I Disorder

Bipolar I disorder (BP I) occurs less commonly than MDD with 
a lifetime prevalence of about 0.7% to 1.6%, similar to the sta-
tistics for schizophrenia. BP I appears to occur equally in men 
and women, and across the races (Kupfer, 2004; Sadock & 
Sadock, 2008). It is characterized by one or more manic epi-
sodes with or without a history of a depressive episode. The 
individual experiences rapidly alternating moods accompanied 
by symptoms of a manic mood and a major depressive episode. 
The specifi er single manic episode is used when a client experi-
ences the fi rst manic episode. The specifi er recurrent episode is 
used to describe the most recent episode when episodes are 
separated by at least 2 months without clinical symptoms of 
mania or hypomania (APA, 2000).

During a manic episode, the individual exhibits an abnor-
mal, persistently elevated, or irritable mood that lasts for at 
least 1 week. Impairment in various areas of functioning, psy-
chotic symptoms, and the possibility of self-harm exist. Psy-
chiatric comorbidities that are common in clients with BP I 
include adult antisocial behavior, alcohol dependence, drug 
dependence, anxiety disorders, and conduct disorders. See 
Clinical Example 21-2 and the accompanying Clinical Symp-
toms and Diagnostic Characteristics box.

Bipolar II Disorder

Bipolar II disorder (BP II) is characterized by recurrent major 
depressive episodes with hypomanic (a mood between eupho-
ria and excessive elation) episodes occurring with a particular 
severity, frequency, and duration. These characteristics were 
established to decrease the overdiagnosis of hypomanic episodes 
and the incorrect classifi cation of clients with MDD as having 
BP II (Kupfer, 2004; Sadock & Sadock, 2008). According to 
the DSM-IV-TR, the client with BP II has a presence or history 
of one or more major depressive episodes, alternating with at 
least one hypomanic episode. Although clients with BP II are 
not prone to psychotic symptoms or behavior, they may exhibit 
psychotic, catatonic, melancholic, or atypical features that can 
cause signifi cant impairment in various areas of functioning.

BP II is believed to occur more frequently in women than in 
men. Statistics indicate approximately 0.3% to 2.0% of the U.S. 
population will experience this disorder. Of this group, approxi-
mately 85% are fully functional between episodes, while approx-
imately 15% exhibit rapid-cycling (APA, 2000; Kupfer, 2004).

CLINICAL EXAMPLE 21.2

The Client with Bipolar I Disorder

MS, a 45-year-old homemaker, was admitted to 
the psychiatric unit with a diagnosis of bipolar I 
disorder. The student nurse who assisted with the 
admission procedure noted that MS was wearing 
excessive rouge, eye shadow, and lipstick. Her 
purple dress was adorned with several necklaces, 
two neck scarves, and two belts. MS’s fi ngernails 
and toenails were covered with purple nail polish. 
Every time the nurse attempted to question her, 
she would respond in a rapid, loud voice. The nurse 
noted that MS was easily distracted and appeared 
to jump from one idea to another while talking. She 
also described herself as an “indispensable” mem-
ber of her church’s governing board and stated, 
“I need to get home so that I can help the pas-
tor make some important decisions.” During the 
next several days, the nurse noted that MS was 
unable to sleep at night. Although she participated 
in numerous activities during the day, MS was not 
able to complete any projects successfully, due 
to a short attention span and distractibility. She 
would approach various clients and share intimate 
 personal secrets with them.

During the postclinical conference, student 
nurses who had attempted to relate to MS made 
comments such as, “I can’t believe someone really 
dresses like that” “Does she really believe she is 
needed by the pastor to make decisions?” “How 
can I communicate with someone who talks so 
fast? I have diffi culty understanding her.”
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Mood Disorder Due to a General Medical 
Condition

As stated previously, a mood disorder can occur as the result 
of adverse medication effects or as the direct physiologic con-
sequence of a medical condition. A study conducted at the 
University of North Carolina and cited in Coping With Heart 
Surgery and Bypassing Depression: A Family’s Guide to the 
Medical, Emotional, and Practical Issues, by Carol Cohan, MA, 
June Pimm, PhD, and James Jude, MD, found that 12 years 
after completely successful bypass surgery, 83% of the patients 
were unemployed due to depression and 57% were sexually 
impotent (Depression For You.com, 2009). The prevalence of 
this disorder is 25% to 40% of individuals with certain neu-
rologic conditions (APA, 2000). The client exhibits a promi-
nent and persistent disturbance in mood, which is depressed, 
markedly diminished, elevated, expansive, or irritable. History, 
physical examination, or laboratory fi ndings confi rm the diag-
nosis of mood disorder in the absence of delirium. Symptoms 
cause clinically signifi cant impairment in areas of functioning. 
(See Clinical Example 21-4.)

Premenstrual Dysphoric Disorder

PMDD is a recurring and severe form of premenstrual syn-
drome (PMS) causing impaired social and occupational func-
tioning, infl uencing interpersonal relationships with family 
and friends. It affects approximately 3% to 7% of menstru-
ating women in the United States. Severe PMDD can affect 

2 years, during which they do not subside for >2 months at a 
time. The symptoms are not caused by a general medical con-
dition or the physiologic effects of a substance. Signifi cant dis-
tress causes impairment in functioning. Cyclothymic  disorder, 
like DD, frequently coexists with borderline personality disor-
der (Sadock & Sadock, 2008) (see Clinical Example 21-3).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF OTHER MOOD DISORDERS
Mood disorder due to a general medical condition; substance-
induced mood disorder; and mood disorder, NOS, are used 
to identify mood disorders that do not meet the criteria for 
MDD; BP I; BP II; cyclothymic disorder; or BPD, NOS. PMDD 
is a new category suggested for possible inclusion in the DSM-
IV-TR after research studies have been completed and evalu-
ated. The specifi er with postpartum onset can be applied to the 
current or most recent mood disorder if the onset occurs within 
4 weeks after childbirth. A brief discussion of mood disorder 
due to a general medical condition, PMDD, and mood disorder 
with postpartum onset is included below. See Chapter 25 for a 
 discussion of substance-induced mood disorder.

CLINICAL SYMPTOMS
AND DIAGNOSTIC  CHARACTERISTICS

Manic Episode

Clinical Symptoms
Mood that is abnormally and persistently  elevated,  •
expansive, or irritable lasting at least 1 week
Infl ated self-esteem or grandiosity •
Decrease in need for sleep •
Increased talking or increased pressure to keep  •
talking
Flight of ideas or subjective feeling of “racing  •
thoughts”
Easily distractible •
Increased goal-directed activity or psychomotor  •
agitation
Excessive overinvolvement in pleasurable  •
 activities usually associated with a high potential 
for painful consequences

Diagnostic Characteristics
Mood disturbance occurring in conjunction with  •
at least three or more clinical symptoms
Marked and signifi cant impairment in activities or  •
relationships with potential for self-harm or injury 
to others
Symptoms not related to a medical condition or  •
use of a substance

CLINICAL EXAMPLE 21.3

The Client with Cyclothymic Disorder

WB, a 35-year-old plumber, was repairing a water 
heater when he began to talk rapidly and tell one 
joke after another to the homeowner. He laughed 
inappropriately and began to brag about his ability 
to “outwork” other employees. When WB returned 
to the company warehouse, his supervisor told him 
that the homeowner had called to inform him about 
WB’s job performance and behavior. The supervi-
sor expressed concern about WB’s actions: dur-
ing the last several months, he had noted that WB 
appeared to be either very happy or depressed. He 
described WB’s mood as similar to the tracks of a 
roller coaster, with several ups and downs. WB was 
advised to see his family physician before he would 
be permitted to continue to work. After a physical 
examination by his physician, WB was referred to 
the local mental health clinic, where the diagno-
sis of cyclothymic disorder was confi rmed. WB was 
assigned to a case manager and was allowed to 
return to work within 2 weeks.
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swings accompanied by irritability, anxiety, sleep  disturbance, 
diffi culty concentrating, and angry outbursts.  Physical 
 symptoms include breast tenderness, abdominal bloating, 
headache, and edema. Symptoms occur the week before the 
onset of menstruation and generally end a few days after men-
ses begins (APA, 2000; Depression-Guide.com, 2005; Patient 
Information, 2002; Sadock & Sadock, 2008).

Mood Disorder with Postpartum Onset 
(Postpartum Depression)

Postpartum depression (PPD) is a crippling disorder, histori-
cally neglected in health care, leaving mothers to suffer in fear, 
confusion, and silence. It can adversely affect the mother–infant 
relationship and lead to long-term emotional problems for the 
child (Beck, 2006). Studies have shown a dramatic increase in 
the incidence of mood disorder after childbirth, with the larg-
est risk within 90 days after delivery and an associated increase 
in risk that continues for approximately 2 years postpartum. 
Reports indicate increased rates of depression of 10% to 16% 
during a period of 2 to 26 weeks after delivery. Approximately 
10% of all new moms experience this disorder. Examples of 
precipitating factors include hormonal change, increased 
stress, lack of sleep, inadequate diet, and lack of family support 
(Depression-Guide.com, 2005; Everest & Nutt, 2007; Mayo 
Clinic.com, 2009).

PPD (also referred to as postnatal depression) is divided 
into three categories, which include postpartum “blues” 
(ie, mild changes, characterized by mild mood change 3 to 
5 days postpartum), postpartum major depression (ie, clini-
cal symptoms of major depression occurring within 5 weeks 
after delivery), and postpartum psychosis (ie, major depres-
sion with psychotic features or, BPD with depressive or mixed 
features). Women with postpartum psychosis are at risk for 
suicide and/or infanticide and require aggressive treatment in 
a controlled setting with careful supervision. Postpartum psy-
chosis occurs in 0.1% of all postpartum women (Warnock, 
2004; Mayo Clinic.com, 2009).

THE NURSING PROCESS

Assessment

Depression is one of the most common psychiatric conditions 
seen in primary care practice. It is important that clinicians 
know how to assess clients with the diagnosis of depression 
and any coexisting medical condition. Clients sometimes 
present diagnostic barriers to depression. They may fail to rec-
ognize their own symptoms (eg, guilt or sleep disturbances), 
feel guilty or stigmatized by their symptoms, or consider them 
signs of weakness. Others have diffi culty reaching out for 
help. Cultural infl uences vary in members of different ethnic 
groups and may also affect a client’s decision to seek help. Fail-
ure to recognize and treat depression can exacerbate or limit 

women at any age between menarche and menopause. 
 Symptoms cease during pregnancy and after menopause 
(Depression-Guide.com, 2005; Young, 2001). Although the 
cause of PMDD has not been established, researchers believe 
that it is the result of a response to abnormally high estrogen 
and progesterone levels in women. Periomenopause occurs 
in the 2 to 8 years preceding menopause and is a time of sig-
nifi cant neuroendocrine and clinical changes. The association 
between hormonal fl uctuation and major depression, and 
the role of estrogen, one of the most potent neuromodulators 
in the brain, must be carefully considered in the diagnosis 
of depression during perimenopause or menopausal transi-
tion (Antai-Otong, 2008; Brandon, Shivakumar, & Freeman, 
2008). Other hypotheses suggest that the biogenic amine 
neurons of women with PMDD are abnormally affected by 
changes in hormones, that the disorder is an example of chro-
nobiologic phase disorder, or that it is the result of abnormal 
serotonin or prostaglandin activity  (Depression-Guide.com, 
2005; Sadock & Sadock, 2008).

PMDD, a generally recognized syndrome, involves mood 
symptoms, behavior symptoms, and physical symptoms. Symp-
toms commonly experienced include dramatic monthly mood 

CLINICAL EXAMPLE 21.4

The Client with Mood Disorder Due to 
a General Medical Condition (Cerebral 
Vascular Accident [CVA])

CD, a 55-year-old woman who was recovering 
from a CVA, was admitted to the subacute unit of 
a long-term care facility for rehabilitation. Before 
the CVA, she had taught school for 30 years. Dur-
ing hospitalization, CD exhibited a fl at affect, 
labile emotion, anger, loss of appetite, progres-
sive weight loss, and insomnia, and would respond 
“I don’t know” to questions posed by the staff. 
A swallow study was conducted to rule out dys-
phagia as the cause of her progressive weight loss. 
The results were negative. The clinical symptoms 
continued and appeared to interfere with physical 
therapy. A  psychiatric consultation was requested. 
The diagnosis confi rmed the presence of a mood 
disorder secondary to a CVA.

SELFAWARENESS PROMPT
Review the risk factors for mood disorders 

in Box 21-1. Do they apply to any member(s) of 
your immediate family? Are you at risk? If so, what 
interventions can be implemented to minimize the 
identifi ed risks?
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effective treatment of existing nonpsychiatric illnesses such as 
 diabetes, emphysema, or cardiovascular disease (Culpepper, 
2006; Trivedi, 2005). The nurse should also keep in mind 
that clients with clinical symptoms of BPD may have psychi-
atric comorbidities such as anxiety or substance abuse. When 
conducting an assessment of a client with a mood disorder, 
maintain eye contact, display empathic listening, and com-
municate interest and concern in an unhurried manner. Focus 
the assessment on the client’s general description or appear-
ance; ability to communicate; mood, affect, and feelings; and 
behavior, as well as the presence of risk factors or medical 
comorbidity.

Screening Tools and Assessment Scales
Many formal screening tools or assessment scales are available 
to determine the presence of mood disorder. Some of the more 
common ones are highlighted in Box 21-3.

Although many screening tools can help identify clients 
with depression, they do not distinguish between MDD and 
BPD. The Mood Disorder Questionnaire (MDQ) has been vali-
dated as a screening tool for BPD and can be completed in 
<5 minutes. It can correctly identify 7 of 10 clients with BPD 
(Hirschfeld, 2004). Furthermore, PMDD, as well as periom-
enopausal and PPDs, is often suffered privately because clini-
cians identify fewer than 50% of the women with these mood 
disorders. Evidence supports screening women for depressive 
symptoms even when their primary symptoms are vasomo-
tor or cognitive. Examples of such screening tools include the 
Greene Climacteric Scale, the Quick Inventory of Depressive 
Symptomatology-Self-Report (QIDS-SR), the Edinburgh Post-
natal Depression Scale (EPDS), and the Postpartum Depression 
Screening Scale (PDSS) (Beck, 2006; Brandon, Shivakumar, & 
Freeman, 2008; Everest & Nutt, 2007). Also, pain is a highly 
prevalent, underappreciated element of depression symptoms, 
yet most depression assessment instruments pay relatively little 
attention to pain. Chapter 9 discusses the importance of self-
reporting of pain and the use of a pain intensity rating scale 
during assessment. Therefore, choose the method that best 
fi ts personal preference, the client population served, and the 
practice setting. Also be aware of the potential harms of screen-
ing, such as false-positive screening results, the inconvenience 
of further diagnostic workup, the adverse effects and costs of 
treatment for clients who are incorrectly identifi ed as having 
a mood disorder, and the potential adverse effects of labeling 
(Berg, 2002).

The U.S. Preventive Services Task Force (2002) recom-
mends asking two specifi c questions when screening a client 
for a mood disorder. Known as the Patient Health Question-
naire 2 (PHQ-2), the two questions about mood and anhe-
donia (the inability to experience pleasure from activities that 
normally produce pleasurable feelings) may be as effective as 
using longer instruments and are as follows:

Over the last 2 weeks, have you felt down, depressed, or • 
hopeless?
Over the last 2 weeks, have you felt little interest or • 
 pleasure in doing things?

Screening Tools and Assessment Scales

Numerous tools and scales can be used to assess a 
client for a mood disorder. These tools and scales 
provide qualitative and quantitative evidence of 
the client’s severity of symptoms. Commonly used 
assessment tools or scales include the following:

Hamilton Rating Scale for Depression (HAM-D-17):  •
A 17-item observer-rated scale that assesses 
depressive symptoms, one of the most widely 
used instruments for the clinical  assessment of 
depressive states
Hamilton Rating Scale for Depression (HAM-D-7):  •
A shorter version of the HAM-D-17. It is con-
sidered to be a simpler and quicker method to 
assess depression in clients.
Global Assessment Scale: A single-item rating  •
scale for evaluating the overall functioning of a 
client during a specifi c period on a continuum 
from psychiatric illness to health
Zung Self-Assessment Scale: A 20-item self-rating  •
scale that assesses the client’s feelings; focuses 
on clinical symptoms of depression within the last 
2 weeks
Wakefi eld Questionnaire: A 12-item self- reporting  •
questionnaire that asks a client to identify per-
sonal feelings at the time the questionnaire is 
completed; each item rated on a scale of 0 to 
3; score of 15 or higher possibly indicative of 
depression
Beck Depression Inventory: A 5-minute, 21-item  •
scale that assesses the intensity of depression in 
individuals between the ages of 13 and 80 years
Geriatric Depression Scale: A 30-item basic  •
screening scale for depression in older adults; 
depression rated as none present, mild,  moderate, 
or severe
General Health Questionnaire (GHQ): Self- •
 administered screening instrument to detect 
psychiatric disorders in community settings and 
 nonpsychiatric clinical settings
Young Mania Rating Scale: An 11-item scale that  •
rates the severity of the client’s condition over 
the previous 48 hours; behavioral observations 
by clinician during the interview also rated
Manic State Rating Scale: A 26-item nurse-rated  •
scale for assessing manic behavior that might 
typically be seen in an inpatient unit
Behavior and Symptom Identifi cation Scale:  •
A comprehensive measure of self-reported symp-
toms and functional health status that may indi-
cate the need for inpatient psychiatric treatment

BOX 21.3
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 during the assessment process. Clients who are depressed may 
have negative views of their environment and of themselves as 
they refl ect on topics of loss, guilt, suicide, and death. They 
may also exhibit clinical symptoms of thought blocking and 
poverty of speech content (the content of the answer is vague 
or obscure).

Clients exhibiting the manic phase of BPD are euphoric. 
However, they also can be irritable. They often demonstrate a 
low frustration tolerance, anger, hostility, and emotional lability 
(eg, exhibiting laughter, irritability, and depressed mood within 
minutes to hours) (APA, 2000; Sadock & Sadock, 2008).

Ask the client to describe the intensity and duration of any 
changes in mood, affect, and feelings, and what meaning he or 
she attaches to these changes. Also assess for possible stressors 
such as changes in physical health, dissatisfaction with marital 
status, alteration in family dynamics or economic status, cul-
tural or ethnic issues, sexual identity issues, and disappoint-
ment with life interests or pursuits. The availability of support 
systems, community ties, and a spiritual framework should 
also be assessed.

Behavior
The client’s behavior is infl uenced by thought content, level of 
cognition, judgment and insight, impulse control (eg, presence 
of aggressive, destructive, suicidal, or homicidal behavior), and 
the presence of perceptual disturbances (eg, delusions or hallu-
cinations). Clients with psychotic depression generally exhibit 
psychomotor agitation, guilt, hallucinations (eg,  auditory, 
visual, or somatic), cognitive impairment (eg, slowed men-
tal processing, impaired attention, and delusions), and more 
suicidal preoccupation compared with clients suffering from 
nonpsychotic depression (Gitlin, 2005).

Nursing assessment focuses on the client’s ability to meet 
daily needs, follow directions, and remain compliant with the 
plan of care. Ask questions regarding sensitivity of mood to 
changes in the sleep/wake cycle, diet, exercise, work shifts, 
season, time zone travel, and postpartum and menstrual symp-
toms if appropriate (St. John, 2005). Assessment should also 
focus on the presence of psychotic or suicidal thoughts (see 
Chapter 31).

Risk Factors
Assess for the presence of risk factors such as pain, substance 
abuse, medical comorbidity, or the use of medication asso-
ciated with behavioral changes and a high risk of a mood 
disorder (see Box 21-2 earlier in this chapter). Prepare the 
client for a physical examination if a medical doctor has 
not seen the client within the last year. While no laboratory 
testing is required as part of the assessment leading to the 
diagnosis of a mood disorder, thyroid function studies, com-
plete blood count, blood urea nitrogen and creatinine levels, 
electrolytes screen, and serum toxicology screen may be con-
ducted to rule out common secondary etiologies. The neces-
sity for other studies, such as computed tomography scan or 
magnetic resonance imaging of the brain, electroencephalo-
gram, and chemical panels, is determined by the history and 

A positive response to one or both questions prompts the 
clinician to follow-up using the more detailed PHQ-9, a nine 
item, self-administered questionnaire (Brody & Serby, 2007).

Regardless of whether a tool, scale, or the two recom-
mended questions are used, when completed, validate impres-
sions with the client to avoid an incorrect interpretation of data 
and to allow the client time to provide any additional informa-
tion that he or she deems important. Input by family mem-
bers or signifi cant others may be necessary to complete the 
assessment process and to determine an appropriate nursing 
diagnosis.

General Description or Appearance
Clients with clinical symptoms of an MDD are often diffi cult 
to approach or assess. The client with major depression may 
avoid eye contact, dress in dull- or drab-colored clothing 
or pay little attention to appearance, assume a stooped pos-
ture, appear older than stated age, and exhibit psychomotor 
 retardation (a generalized slowing of physical and emotional 
reactions) or psychomotor agitation (excessive motor activity 
associated with a feeling of inner tension).

Clients with clinical symptoms of BPD are generally 
excited, talkative to the point of being intrusive, and dressed 
in bizarre fashion. They are often very friendly and invasive 
of the territorial space of others (Sadock & Sadock, 2008). 
Assessment data must refl ect which phase of BPD the client 
is presently exhibiting and describe the frequency with which 
the symptoms cycle from depressed mood to hypomanic or 
manic episode (eg, hours, days, or months). Remember that 
 rapid-cyclers have four or more episodes per year.

Communication
In clients with mood disorders, body language may replace 
communication skills because the client is unable to convey 
feelings or thoughts. For example, clients with depression may 
respond to questions with single words and exhibit delayed 
responses to questions—requiring the nurse to wait 2 or 3 min-
utes for a response. Ask clients if they have diffi culty under-
standing questions asked or diffi culty fi nding the appropriate 
words to respond to questions. Conversely, clients with manic 
features generally exhibit hyperactivity, in which their speech 
is pressured, they exhibit fl ighty ideas or racing thoughts, and 
they are considered a nuisance to those around them. They 
cannot be interrupted while they are speaking. Ask clients if 
they talk before they think or if their thinking is too fast.

The inability of clients to relate to the nurse may hinder 
the development of a therapeutic relationship and the formu-
lation of accurate nursing diagnoses. Consequently, it may be 
necessary to obtain additional information from family mem-
bers or employees who bring or send clients for treatment, due 
to clients’ social withdrawal as evidenced by decreased com-
munication or verbalization of suicidal or homicidal thoughts.

Mood, Affect, and Feelings
Feelings of isolation, hopelessness, helplessness, ambivalence, 
hostility, guilt, or concern about memory are often noted 
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being weak and seeking  treatment for  depression  carried addi-
tional shame (Frieden, 2004).

According to the results of four different studies, (ie, Urban 
Men’s Health Study, National Comorbidity Sample, Midlife 
Development in the United States Study, and National Health 
and Nutrition Examination Survey), although gay men are 
signifi cantly more likely than adult U.S. men in general to be 
clinically depressed or distressed, they are often reluctant to 
seek professional help. Predictors of depression among gay 
men included antigay violence or threats, community alien-
ation rated as “very high,” lack of a domestic partner, and not 
identifying oneself as gay (Perlstein, 2004).

Asian Americans are the most diverse of the minority 
populations, with 20 different dialects and >38 different ethnic 
groups. They are known to be underutilizers of mental health 
services in the United States. In such culturally diverse settings, 
barriers to the recognition of mood disorders include client-
 centered factors, such as decreased treatment-seeking behavior, 
language acculturation issues, and decreased access to health 
care. Keep in mind that depression may not be acknowledged 
or may be experienced in somatic terms rather than as sadness 
or guilt. For example, Chinese culture emphasizes harmony 
between the person and society. Identifying depression among 
older Chinese immigrants is challenging because their cultural 
background and health beliefs lead them to express depression 
symptoms in unique ways. Emotional expression is viewed as 
self-centered and antisocial; therefore, it is suppressed. Further-
more, Hispanics may speak of “having nerves,” Asians of being 
“out of balance,” and African Americans of “feeling evil” or “being 
angry.” Judging the seriousness of clinical symptoms also may 
differ among cultures. Culturally distinctive experiences may 
be underdiagnosed or misdiagnosed as psychotic symptoms 
(APA, 2000; Chen, Caine, & Wang, 2009; Jain, Bailey, Maletic, 
& Trivedi, 2008).

Nursing Diagnoses

Before making a nursing diagnosis/diagnoses, be sure that an 
underlying medical condition does not go unrecognized. This 
is a crucial point because otherwise the planned interventions 
may be ineffective. Several factors infl uence the formulation of 
nursing diagnoses. They include the client’s medical condition 
(assuming that the medical condition has been evaluated and 
a diagnosis has been established if a comorbid medical condi-
tion exists), ability to perform activities of daily living, level of 
depression or manic state (including the presence or absence 
of psychotic symptoms), and the client’s admission to or denial 
of suicidal ideation or plan. The presence or absence of a support 
system is also considered. Examples of North American Nurs-
ing Diagnosis Association (NANDA) Nursing Diagnoses related 
to mood disorders are presented in the  accompanying box.

Outcome Identifi cation

Outcome identifi cation for the client with major depres-
sion focuses on the client’s needs, such as safety and security, 

thorough physical exam (Culpepper, 2006; St. John, 2005; 
Thomason, 2006).

Because the client may have a history of a mood disorder, 
obtain information about prior treatment, including the use of 
and response to antidepressant medication or other psychotro-
pic medication and any alternative therapies. Obtain a family 
history to rule out the presence of genetic or biologic predis-
position to depression. Clients who exhibit treatment-resistant 
depression should be evaluated for the presence of psychotic 
symptoms. Research has shown that clients with moderate-to-
severe depression exhibit negative symptoms of schizophre-
nia (see Chapter 22) and that clients with  moderate-to-severe 
mania exhibit disorganized speech and behavior. Clients 
 diagnosed with severe mood disorders may exhibit psychotic 
symptoms such as hallucinations, delusions, paranoia, and 
catatonia continuously for 2 years to life (Lake & Hurwitz, 
2006). Clients with psychotic depression often hide delusional 
beliefs, cognitive defi cits, or suicidal ideation. Ask for permis-
sion to talk with signifi cant others if psychotic depression is 
suspected (Boschert, 2005).

Transcultural Considerations
Culture can infl uence the experience of mood disorder symp-
toms and methods for communicating how one feels. Con-
sider the Hispanic, African American, gay, and Asian-American 
communities. Hispanics are the largest minority group in the 
United States. Research has shown that despite lower incomes, 
lower education levels, poorer access to health care, and higher 
levels of depression, Hispanic populations in the United States 
experience a lower adult mortality rate than Whites. Accord-
ing to a recent study, Hispanic immigrants consider the client– 
provider relationship to be immensely important. Clients who 
perceive their provider as a sympathetic clinician with their best 
interest in mind are more likely to adhere to treatment recom-
mendations. In another study, 315 Mexican American women 
living in California were surveyed. The results indicated that 
the Hispanic women who spent their childhood in Mexico 
before immigrating to the United States showed lower levels 
of depression and higher levels of satisfaction with their lives. 
Intrinsic strengths such as having a sense of mastery, life satis-
faction, and resilience contributed to lower depression scores 
in the Hispanic women (Heilemann, Lee, & Kury, 2002).

A recent federal study found that although the lifetime prev-
alence of depression in Whites is said to be 17.9%, as compared 
with 10.4% in African Americans, the persistence rate of depres-
sion in the African American population is 56.5% compared to 
38.6% in Whites (Jain, Bailey, Maletic, & Trivedi, 2008). Inter-
views with depression experts and African  Americans who have 
depression were shown in a video, Black and Blue: Depression in 
the African-American Community. According to the experts, Afri-
can Americans are less likely to seek help for depression, but 
they are more likely than Whites to be exposed to stressors that 
put them at a higher risk of developing the condition. They also 
have higher rates of illnesses (eg, heart disease, stroke, AIDS) 
that put them at a higher risk for  depression. One of the clients 
interviewed stated he did not want anyone to think of him as 
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Acceptance: Clients with depression are not always able • 
to express their feelings and may exhibit peculiar behav-
ior or low self-esteem. Clients with manic behavior may 
be manipulative and demanding.
Honesty: Clients with low self-esteem are less able to • 
tolerate disappointment.
Empathy: Any attempts to cheer up a client with depres-• 
sion or to minimize negative, painful feelings will be 
viewed as an inability to understand the client’s feelings 
or problems. Doing so may lead to further withdrawal, 
isolation, or depression.
Patience: Clients with depression may be unable to make • 
decisions as simple as what to eat for breakfast or what 
clothing to wear. Clients who exhibit manic behavior 
may elicit feelings of irritation, frustration, or anger on 
the part of the caregiver.

Clients with depression may attempt self-infl icted harm or suf-
fer injury due to severe depression, lack of interest, psycho-
motor retardation, the inability to concentrate, or the inability 
to defend themselves against aggressive persons. Be aware of 
the potential for self-destructive behavior. Such an action may 
occur as the client’s psychomotor retardation lessens, the abil-
ity to concentrate returns, and the person is able to formu-
late a plan of action. Instituting protective care is essential (see 
 Chapters 12 and 31).

 physical health, acceptance, belonging, positive self-concept, 
and empowerment. In addition to those for the client with 
depression, outcomes for the manic client will focus on oppor-
tunities to channel energy and to accurately perceive reality. 
Examples of Stated Outcomes related to mood disorders are 
listed in the accompanying box.

Planning Interventions

Planning interventions for clients with mood disorders can be 
done with a feeling of optimism and satisfaction, because most 
mood disorders are time-limited or can be stabilized with med-
ication and other therapies that enable the client to achieve a 
healthier state of functioning (Antai-Otong, 2001). For example, 
clients exhibiting clinical symptoms of a mood disorder second-
ary to a stressful life event often experience a time-limited mood 
disorder that responds positively to therapeutic interventions. 
Conversely, clients with the diagnosis of BPD often do well when 
taking medication but are at risk for an exacerbation of clinical 
symptoms if they discontinue taking the prescribed medication.

Be alert to a personal vulnerability to depressive disor-
ders. Working with such clients may cause one to react to the 
atmosphere of depression and, in turn, experience symptoms 
of depression. When planning care for clients with the diag-
nosis of depression or BPD, strive to attain and maintain the 
 following personal attitudes:

EXAMPLES 
OF NANDA NURSING DIAGNOSES

MOOD DISORDER

Dressing and Grooming Self-Care Defi cit related  •
to signifi cant loss of interest in personal hygiene 
and appearance secondary to depression
Activity Intolerance related to inactivity  secondary  •
to depression
Imbalanced Nutrition: Less than Body Require- •
ments related to anorexia secondary to  depression 
or manic state of BPD
Fatigue related to hyperactivity secondary to  •
manic state of BPD
Hopelessness related to poor self-concept sec- •
ondary to depression
Impaired Verbal Communication related to  •
 inability to concentrate secondary to depression
Ineffective Coping related to delusions of gran- •
deur secondary to manic state of BPD
Situational Low Self-Esteem related to feelings of  •
failure secondary to depression
Disturbed Sleep Pattern related to hyperactivity  •
secondary to manic state of BPD
Social Isolation related to fear of rejection  •
 secondary to low self-concept

Examples of Stated Outcomes

MOOD DISORDERS

The client will demonstrate an increased interest  •
in personal hygiene and appearance.
The client will identify factors that reduce activity  •
tolerance.
The client will report a reduction of symptoms of  •
activity intolerance.
The client will describe causative factors of  •
anorexia when known.
The client will describe rationale for the use of an  •
appetite stimulant.
The client will discuss the causes of fatigue. •
The client will demonstrate improved ability to  •
express self.
The client will identify personal coping patterns  •
and the consequences of the behavior that 
results.
The client will identify two positive attributes  •
about self.
The client will describe factors that prevent or  •
inhibit sleep.
The client will demonstrate an improved ability to  •
socialize with peers or staff.
The client will differentiate between reality and  •
fantasy.
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become more pronounced. Clients tend to withdraw and lose 
interest in their environment and self-care. Clients with MDD 
or psychotic depression fall asleep early, awaken early, and feel 
better as the day progresses. The client with mania may experi-
ence sleep deprivation due to hyperactivity. A client exhibiting 
manic behavior commonly stays awake for a few days and then 
succumbs to physical exhaustion. Good sleep hygiene is an 
important self-management tool that clients can use to help 
control their disease course. Encourage clients to keep strict 
sleep–wake cycles, avoid naps except if a shift worker or elderly, 
avoid caffeine and over-the-counter stimulants, avoid the use 
of alcohol, exercise early in the day, spend time in bright light 
while awake, avoid stimulating activities prior to bedtime, not 
watch the clock, eat a light snack before bedtime if hungry, and 
use the bedroom primarily for sleeping and intimate relations 
(Doghramji, 2006).

For the client with a short attention span or one who is 
unable to concentrate, engage the client in simple activities, 
such as a card game or a short walk. These activities are most 
effective because the client’s self-esteem is enhanced when the 
tasks are completed. Also consider the client’s energy level for 
activities. The more energy the task requires, the less energy 
the client will have to engage in hostile, aggressive behavior.

Displaying acceptance can be challenging when a client 
exhibits hyperactivity, anger, hostility, or demanding, manipu-
lative behavior. Limit-setting may be necessary as the client 
attempts to express feelings and emotional needs.

Medication Management
Several factors that determine medication adherence need to 
be addressed if medication management is to be effective: the 
client’s willingness to take medication, the client’s ability to 
pay for prescribed medication, the presence of an adequate 
support group to encourage participation in the plan of care, 
and the presence or absence of treatment-resistant mood dis-
order (ie, nonresponsive to an adequate dose of medication). 
Major depression often is severe and chronic, and many 
clients remain ill even after multiple rounds of medication 
management.

Monitoring a client’s medication compliance and observing 
for potential adverse effects are a challenging intervention. It is 
important that a collaborative care approach in which the client 
and the nurse work together be implemented at the beginning 
of medication management. Clients who are new to antidepres-
sant therapy are at the greatest risk of discontinuing therapy, 
and that risk is greatest at the time of fi rst prescription refi ll. The 
length of time a client will be receiving antidepressant therapy, 
the possibility of requiring more than one medication, and the 
management of adverse effects that may occur should be dis-
cussed with the client (Brunk, 2005). Clients with the diagnosis 
of a depressive disorder may require an antidepressant (eg, ser-
taline [Zoloft]) in combination with psychotropic agents to treat 
clinical symptoms of psychosis (eg, risperidone [Risperdal]). It 
may be necessary to administer an antidepressant that is also 
effective in the  treatment of underlying anxiety (eg,  fl uoxetine 
[Prozac]) or insomnia (eg,  mirtazapine [Remeron]). There are 

Protective care may be necessary for the client with mania 
as well as for the client with depression. Persons who exhibit 
manic behavior may injure themselves as a result of exces-
sive motor activity, inability to concentrate, distractibility, or 
poor judgment. Their destructive tendencies, often caused 
by poor impulse control, may include self-infl icting behavior 
and accidental injury. They may provoke self-defensive actions 
unintentionally from others who fear injury. If the client is 
experiencing psychotic symptoms, the potential for homicidal 
behavior could exist.

Planning care may require a multidisciplinary team 
approach to address additional risk factors such as a medical 
condition that may or may not contribute to the client’s clini-
cal symptoms, dual diagnosis such as the presence or history 
of alcohol or substance abuse, history of treatment-resistant 
depression, lack of social support, or a stressful life event such 
as the death of a spouse or divorce. A thorough knowledge base 
about psychotropic medication and a profi ciency in adminis-
tration, fi rm foundational understanding about the current use 
of somatic therapies, and the ability to provide client and fam-
ily education are key elements of planning care.

Implementation

Implementing appropriate nursing interventions can occur in 
a variety of settings. Typically, hospitalization is recommended 
for clients who are severely depressed, display suicidal ide-
ation, or require medical care secondary to depression. Clients 
displaying symptoms of acute manic behavior require hospital-
ization as well. Providing a safe environment is of the utmost 
importance.

Assistance in Meeting Basic Needs
The severity of the client’s symptoms directly infl uences the 
degree of importance for physical care. The more severe the 
depression or mania is, the more important physical care 
becomes because the client loses interest in self-care and may 
have diffi culty making decisions. Assistance with bathing, 
grooming, personal hygiene, and selection of appropriate attire 
may be necessary.

Dietary needs also require close monitoring. The cli-
ent with depression may exhibit lack of appetite or anorexia, 
whereas the client with mania may be too hyperactive to eat. 
Nutritional supplements, dietary snacks, or fi nger foods may 
be necessary. Also monitor intake and output daily until the 
client is able to take the responsibility of meeting nutritional 
needs.

Evaluate the client’s periods of rest and activity. Up to 80% 
of depressed clients experience diffi culties in falling asleep, 
interrupted nocturnal sleep, or early morning awakening 
(Doghramji, 2006). The client with depression may sleep con-
tinuously in an attempt to avoid the problems and anxieties of 
reality. Dysthymic depression is characterized by increased feel-
ings of depression as the day progresses. Such clients generally 
“feel better in the morning” and are more productive at that 
time. As the day progresses, clinical symptoms of  depression 
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[Zyprexa]) or  anticonvulsant (eg, valproic acid [Depakene]) to 
stabilize aggressive or overtly disruptive behavior secondary to 
manic behavior or psychotic symptoms (see Drug Summary 
Table 21-1).

several options for  medication  management of clients with 
the diagnosis of BPD depending upon the client’s presenting 
symptoms. A client with BPD may require a mood stabilizer 
(eg, lithium [Eskalith]) as well as a neuroleptic (eg, olanzapine 

DRUG SUMMARY TABLE 21.1

Drugs Used for Mood Disorders

Generic (Trade) Name 
Disorder Daily Dosage Range Implementation

Drug Class: Antidepressants

bupropion  (Wellbutrin) 
MDD, SAD

150–450 mg Give in divided doses; monitor for CNS stimulant effects (eg,  agitation, 
increased motor activity, seizure risk), dry mouth,  headache, nausea 
and vomiting, and constipation; avoid use of alcohol.

duloxetine (Cymbalta) MDD 20–60 mg Give once or twice daily as prescribed; contraindicated during or 
within 14 days of MAOI therapy; caution in use in clients with mania, 
renal or liver disease; monitor for GI disturbances, fatigue, dizziness, 
urinary hesitation or retention; increased BP, asthenia or hyponatremia.

fl uoxetine (Prozac) MDD, 
BPD, PMDD

10–80 mg Give in the morning; give in divided doses if taking >20 mg/day; con-
traindicated during or within 14 days of MAOI therapy; avoid use of 
alcohol; monitor client’s response closely in the presence of hepatic or 
renal impairment or diabetes mellitus as well as for headache, nervous-
ness, abnormal sleep pattern, tremor, GI disturbances, and weight loss.

mirtazapine (Remeron) MDD 15–45 mg Contraindicated during or within 14 days of MAOI therapy; give at 
bedtime to induce sleep; avoid use of alcohol; monitor for drowsi-
ness, increased appetite and weight gain, dizziness, dry mouth, and 
 constipation.

paroxetine (Paxil) MDD, PMDD 10–50 mg Contraindicated during or within 14 days of MAOI therapy; limit 
amount of drug given to potentially suicidal clients; administer in the 
morning; use cautiously in the presence of renal or hepatic impair-
ment; monitor for drowsiness, headache, tremor, somnolence, GI 
 disturbances, and sexual dysfunction in males.

sertraline (Zoloft) MDD, PMDD 50–200 mg Contraindicated during or within 14 days of MAOI therapy, or with 
pimozide (Orap) or disulfi ram (Antabuse); give once daily in AM or 
PM; if given in concentrated form, dilute just before giving in 4 oz 
water, ginger ale, orange juice, etc.; monitor for increase in uric acid 
and hyponatremia, GI disturbances, tremor, weight loss, and anxiety.

venlafaxine (Effexor XR) 
MDD, SAD

37.5–225 mg Contraindicated during pregnancy; should not be taken concurrently 
with MAOIs; give once daily in AM with food; monitor BP and reduce 
dose or discontinue if hypertension occurs; monitor for dreams, tremor, 
dizziness, somnolence, GI disturbance, and dry mouth.

Drug Class: Anticonvulsants as Mood Stabilizers for Bipolar Disorder

divalproex (Depakote ER) BPD 250–500 mg Give once daily; monitor liver function, platelet count, and ammonia 
levels per protocol; discontinue drug if rash occurs; advise the client to 
wear medical ID alert bracelet; monitor for bruising, jaundice, sedation, 
and tremor.

gabapentin (Neurontin) BPD 300–3, 600 mg Give in divided doses if taking >300 mg/day; take with food to prevent 
GI disturbance; advise the client to wear medical ID alert bracelet; 
monitor for dizziness, insomnia, somnolence, and ataxia.
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DRUG SUMMARY TABLE 21.1 (Continued )

Drugs Used for Mood Disorders

Generic (Trade) Name 
Disorder Daily Dosage Range Implementation

lamotrigine (Lamictal) BPD 25–400 mg Give once or twice daily as prescribed; monitor renal and hepatic 
function before and during therapy per protocol; if rash occurs, dis-
continue immediately and be prepared with appropriate life support 
if needed; monitor for dizziness, drowsiness, GI disturbance, and 
headache; advise the client to wear medical ID alert bracelet.

topiramate (Topamax) BPD 25–400 mg Give twice daily as prescribed; take with food if GI disturbances occur; 
maintain adequate fl uid intake in the presence of renal disease; advise 
the client to avoid use of alcohol because serious sedation can occur; 
monitor for ataxia, somnolence, dizziness, nystagmus, and fatigue.

Drug Class: Lithium Salts

lithium carbonate (Eskalith)
BPD

900–1,800 mg Give in divided doses with food or milk after meals; ensure adequate 
daily intake of fl uid (2,500–3,000 mL) and salt unless medically 
contraindicated; monitor for ECG changes, hand tremor, lethargy, 
slurred speech, muscle weakness, GI disturbances, and polyuria; follow 
protocol regarding obtaining lithium levels, thyroid tests, CBC and 
 differential, and baseline ECG.

Drug Class: Atypical Antipsychotics

aripiprazole (Abilify) MDD, 
BPD

10–30 mg Give once daily; monitor for adverse effects.a

olanzapine (Zyprexa) BPD 5–20 mL Give once daily; monitor for weight gain and adverse effects.a

risperidone (Risperdal) BPD 0.5–16 mg Give once daily or in two divided doses; mix oral solution with water, 
juice, low-fat milk, or coffee; monitor for galactorrhea, weight gain, and 
adverse effects.a

Although a client may report an improvement in clinical 
symptoms after taking prescribed medication for 1 week, most 
antidepressant medication does not become effective or reach 
a therapeutic level for at least 2 or 3 weeks. Thus, additional 
dosage adjustments may be required or a second psychotro-
pic agent may be necessary to augment or hasten the onset of 
the antidepressant’s action to achieve the desired effect. Clients 
may become frustrated during this time because they expect 
immediate relief from their clinical symptoms. They may inter-
pret the need for additional dosage adjustments or the addition 
of an augmenting agent as a poor response to the medication 
and discontinue taking it. Compliance with medication therapy 
also may be negatively affected if the client experiences transi-
tory or untoward adverse effects and then refuses to  continue 
with the prescribed medication. Further compounding this 
problem is the issue involving blood samples to  monitor 

the client’s blood drug levels. Clients may refuse to take the 
 medication because they object to having blood drawn to 
monitor laboratory values. A fi nger-stick lithium test approved 
by the Food and Drug Administration (FDA) can eliminate the 
inconvenience that often discourages clients who take lithium. 
New strategies have been proposed for less frequent monitor-
ing of serum valproate levels in medically healthy clients who 
take valproate (Jefferson, 2005; Kaneria, Patel, & Keck, 2005). 
Moreover, clients with the diagnosis of BPD often stop taking 
medication when they begin to feel better.

Rapid-cycling BPD can be more diffi cult to treat effec-
tively. Lithium, which is often considered fi rst-line treatment 
for non–rapid-cycling BPD, is signifi cantly less effective in 
 rapid-cycling clients. Anticonvulsive agents such as valproate 
(Depakote), divalproex (Depakene), and lamotrigine (Lamictal) 
are considered to be more effi cacious. Atypical  antipsychotics 

NOTE: The use of SSRIs and atypical antidepressants listed above is considered to be the fi rst line of antidepressant drugs used in the treatment of major 
depression because they are better tolerated and produce fewer adverse effects in overdoses than older drugs such as TCAs and MAOIs. Anticonvulsants, 
lithium (Eskalith), and olanzapine (Zyprexa) are standard treatments for the manic phase of BPD; however, adjunctive use of benzodiazepines or other 
 antipsychotics may be necessary to stabilize clinical symptoms. See Chapters 16, 19, and 22.
aAdverse effects: Agranulocytosis, changes in blood sugar and lipid serum levels, constipation, dehydration in the elderly, dry mouth, movement disorders 
(eg, EPS, TD, and NMS), orthostatic hypotension, seizures, sexual dysfunction, and somnolence.
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presumably works by shifting the timing or phase of the 
 circadian rhythms of clients with depression. Morning light 
advances the timing, whereas evening light delays the timing 
of circadian rhythms. Thus, using artifi cial light to simulate 
morning light can be effective for clients with SAD and, in 
some instances, with treatment-resistant depression (Kaplan, 
1999; Williams, 2005; Wilner, 2008).

Vagus nerve stimulation (VNS) is a new surgical option for 
treatment-resistant depression. A pacemaker-like device surgi-
cally implanted in the left side of the chest sends tiny electric 
pulses to the left vagus nerve in the neck every few seconds. 
The nerve then relays messages deep into the brain (ie, key 
areas of serotonergic and noradrenergic innervation relevant to 
depression). It is believed that VNS helps regulate the release of 
neurotransmitters in the brain. Preliminary data suggests that 
VNS also could help manage anxiety disorders, obesity, pain 
syndromes, and Alzheimer’s disease. Adverse effects include 
voice alteration or hoarseness, headache, cough, shortness of 
breath, neck pain, dysphagia, and other pain. There is a small 
risk for infection and nerve damage. Clients may deactivate the 
device with a magnet if they are uncomfortable. Pulse stimula-
tion stops when a magnet is held against the left upper chest 
and resumes when the magnet is removed (Rado & Janicak, 
2005; Sadock & Sadock, 2008).

Interactive Therapies
Cognitive, interpersonal, group, family, or behavioral psycho-
therapy may be utilized according to each client’s particular 
condition and coping capacity. Cognitive psychotherapy is as 
effective as antidepressant medication in the treatment of mild-
to-moderate depression. Because high expressed emotions play 
a role in relapse of BPD, using family therapy to reduce these 
emotions could decrease relapse rates. The approach chosen 
is infl uenced by client preference, stage and severity of illness, 
concurrent life situations, and psychological traits. The nurse–
therapist should address issues such as housing, relationships, 
and employment, including working hours and workplace 
stress. The frequency of the therapy chosen depends on the 
need to monitor medication compliance and suicide risk, 
severity of the illness, the client’s own support network, and 
the nature of the psychotherapeutic goals.

Clients with mania should show some response to medi-
cation, such as decreased agitation and restlessness and an 
increased attention span, before therapy sessions begin. Clients 
with depression do not benefi t from therapy if they display 
psychomotor retardation. See Chapters 14 and 15 for a discus-
sion of the nurse’s role in interactive therapies.

In addition, occupational and recreational therapy may be 
used to channel the activity level of clients exhibiting manic 
behavior or psychomotor agitation. Clients with depression 
may exhibit an increase in self-esteem as they participate in 
these therapies.

Complementary and Alternative Therapies
The increased interest in complementary and alternative 
 therapies has led to the growing use of natural remedies in 

such as aripiprazole (Abilify) and olanzapine (Zyprexa) recently 
received FDA approval to stabilize clinical symptoms of BPD 
and possibly reduce relapse or rapid-cycling. For the great 
majority of clients with rapid-cycling BPD, lifetime pharma-
cotherapy is required (Marcotte, Hussain, & Solomon, 2001; 
Sherman, 2004).

Research has shown the use of ketamine, an N-methyl-
D-aspartate (NMDA) receptor antagonist, may have therapeu-
tic value in the treatment of clients with treatment-resistant 
depression. According to a preliminary study, a single intrave-
nous infusion of ketamine relieved clinical symptoms within 2 
hours of administration and the response persisted for 1 week. 
The director of the National Institutes of Health, Dr. Zerhouni, 
noted that the public health implications of being able to treat 
major depression this quickly would be enormous and these 
fi ndings demonstrate the importance of developing new classes 
of antidepressants that are not simply variations of existing 
medications (Higgins, 2007; Moon, 2006).

Pain Management
The neurobiologic substrate of pain symptoms appears to 
involve both serotonergic and noradrenergic descending path-
ways. These pathways play a role in buffering pain sensations, 
and dysfunctions in the two neurotransmitter systems result 
in amplifi cation of pain. Dual-action agents that modulate 
noradrenergic as well as serotoninergic systems (serotonin– 
norepinephrine reuptake inhibitors such as venlafaxine 
[Effexor], mirtazapine [Remeron], and duloxetine [Cymbalta]) 
seem to be more effective in reducing pain associated with 
depression. This is not to say that all clients need dual-action 
antidepressant treatment; however, the presence of pain sug-
gests that dual-action agents should be considered in the plan 
of care for clients with a mood disorder (Sherman, 2004).

Somatic Therapies
Electroconvulsive therapy (ECT) has been used for clients who 
experience treatment-resistant or severe depression.  Chapter 17 
discusses the nurse’s role in ECT. Transcranial magnetic stimu-
lation (TMS) was recently introduced as an alternative somatic 
therapy to conventional unipolar or bipolar ECT. In this ther-
apy, stimulation is applied over the left dorsolateral prefron-
tal cortex to minimize the occurrence of a seizure. During the 
procedure, clients are awake, may sit upright, and are able to 
move and able to interact with staff. Upon completion of the 
procedure, they can immediately go about their daily routine 
without supervision. This procedure is advantageous because 
anesthesia and seizure induction are not needed. In addition, 
the client experiences minimal to no cognitive disruption. 
In October, 2008, the FDA approved the use of this somatic 
approach for clients with MDD who failed one adequate anti-
depressant trial in the current depressive episode (Dowd, Rado, 
Welch, & Janicak, 2008; Sadock & Sadock, 2008).

Phototherapy—or the exposure to bright artifi cial light—
can markedly reverse the symptoms of SAD, which occurs in 
the fall and winter. It has also shown to benefi t women with BPD 
who did not respond to conventional therapies.  Phototherapy 
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Education focuses on teaching clients to recognize the onset 
or recurrence of clinical symptoms of depression or mania, 
understand the dynamics of mood disorders and the impor-
tance of establishing a support system, recognize the adverse 
effects of prescribed medication including serotonin syndrome, 
and understand the consequences of medication noncompli-
ance such as antidepressant discontinuation (withdrawal) 
syndrome. Stress the importance of consulting the prescriber 
before  discontinuing any medication (Shaler, 2007) (see 
 Supporting Evidence for Practice 21-1).

Caution clients who exhibit manic behavior to not assume 
too many responsibilities or overextend themselves. Instruct 
clients with depression to contact a support person if feelings 
of depression return or increase in intensity.

Clients and their families need to understand that BPD is 
a syndrome and not a single symptom. Some clients, especially 
teenagers, may have trouble distinguishing bipolar symptoms 
from their personalities. Several reputable Web sites are avail-
able as educational resources to help clients and their fami-
lies or caregivers recognize disease symptoms and distinguish 
them from ordinary emotions, cognitions, and behaviors so 
that relapse can be recognized and treated early (Miklowitz, 
2004).

Evaluation

The client’s response to interventions is evaluated based on the 
attainment of desired outcomes. The nurse compares the cli-
ent’s clinical symptoms as initially seen when entering treat-
ment with symptoms exhibited following completion of a 

the management of mood disorders. These remedies include 
St. John’s wort, SAM-e, valerian, kava-kava, and black cohosh.

Although the exact mechanism of action is unknown, 
research studies indicate that St. John’s wort affects dopamin-
ergic, serotonergic, noradrenergic, and gabaminergic systems, 
whereas SAM-e increases levels of dopamine and serotonin 
(Milton, 2001; Resnick, 2001). Unfortunately, St. John’s wort 
and SAM-e may interact with other antidepressants and pro-
duce adverse effects such as lethargy, incoherence, or increase 
in the effects of monoamine oxidase inhibitors (MAOIs) and 
selective serotonin reuptake inhibitors (SSRIs). Both St. John’s 
wort and SAM-e may induce hypomania or mania in clients 
with BPD (see Chapter 18).

Valerian is an oral sedative hypnotic used to reduce anxi-
ety associated with depression. Kava-kava is taken to decrease 
restlessness. When kava-kava is combined with alprazolam 
(Xanax), coma may result. Black cohosh root is used to relieve 
the clinical symptoms of PMDD and PMS.

The effectiveness of acupuncture as a treatment for major 
depression in women has been investigated. The results of a 
controlled clinical trial indicate that acupuncture provides 
signifi cant symptom relief at rates comparable with standard 
treatments such as psychotherapy or pharmacotherapy (Allen, 
2000). These results suggest that a larger clinical trial is war-
ranted. For a more in-depth discussion of other alternative 
therapies used to treat mood disorders, see Chapter 18.

Client Education
Client education, an ongoing process, begins as soon as the cli-
ent exhibits the ability to concentrate and process  information. 

The Use of Psychoeducation as an Intervention in the Treatment of Bipolar Disorder

SUPPORTING EVIDENCE FOR PRACTICE 21.1

PROBLEM UNDER INVESTIGATION / Recurrence of 
clinical symptoms in BPD

SUMMARY / The study consisted of 120 outpatient 
subjects with the diagnosis of BPD who had been in 
remission for at least 6 months and who scored <6 on 
the Young Mania Rating Scale and <8 on the  Hamilton 
Depression Rating Scale. Subjects, after matching for 
age and sex, were randomly assigned to receive 21 
sessions of group psychoeducation (experimental 
group) or 21 sessions of nonstructured group meet-
ings (control group), in addition to standard psychiat-
ric care. Group psychoeducation focused on the early 
detection of symptoms, enhancement of treatment 
compliance, and lifestyle. Researchers concluded that 
23 subjects (38%) in the psychoeducation group had 
signifi cantly fewer relapses and recurrences per sub-
ject and demonstrated an increased time span be-
tween recurrences of depression, manic, hypomanic, 

or mixed episodes than did 36 subjects (60%) in the 
control group. At 2-year follow-up, 55 subjects (92%) 
in the control group met criteria for recurrence of 
BPD, compared with 40 subjects (67%) in the psycho-
education group. The number of hospitalizations and 
days of hospitalization per subject were signifi cantly 
lower in the psychoeducational group compared with 
the control group.

SUPPORT FOR PRACTICE / Group psychoeduca-
tion, when used as a nursing intervention for clients 
with the diagnosis of BPD being treated with psychop-
harmacologic agents, may facilitate early detection of 
a recurrence of symptoms and thereby decrease the 
severity of the episode.

SOURCE: Colon, F., et al. (2003). A random trial on the effi cacy of group 
 psychoeducation in the prophylaxis of recurrences in bipolar patients whose 
disease is in remission. Archives of General Psychiatry, 4(60), 402–407.
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develop movement disorders similar to those produced by 
neuroleptics, serotonin syndrome, and serotonin withdrawal 
syndrome (see Chapter 16). Be alert for evidence of these 
adverse effects during the evaluation process.

If evaluation reveals an inadequate response to interven-
tions, the nurse reevaluates the nursing diagnosis, inquires 
about medication adherence, evaluates the degree and nature 
of response, and determines an appropriate time to reevaluate 
the client’s progress. Evaluation is an ongoing process as the 
client continues to progress toward optimal health. Nursing 
Plan of Care 21-1 illustrates the nursing process, focusing on 
the client with bipolar I disorder.

plan of care. Input by family members and members of the 
 treatment team is important.

An important aspect of evaluation involves determining 
the resolution of clinical symptoms. Not all clinical symptoms 
improve at the same time. Residual symptoms (the phase of 
an illness that occurs after the remission of the initial clinical 
symptoms) have been identifi ed in some clients on antidepres-
sant therapy. These symptoms include anergia (sluggishness or 
listlessness), apathy (indifference), asthenia (profound fatigue 
with loss of motivation and short-term memory problems), 
excessive daytime somnolence, fatigue, and hypersomnia.

Although SSRIs are employed to treat an array of mood 
disorders because they generally produce fewer adverse effects 
and are usually well tolerated, clients have been known to 

NURSING PLAN OF CARE 21.1

THE CLIENT WITH BIPOLAR I DISORDER

Carl’s boss approached him with concern about the 
changes that he had observed. He offered support by 
arranging for Carl to participate in the employee assis-
tance program, which was staffed by a psychiatric nurse 
practitioner. Carl accepted his offer and scheduled an 
appointment.

DSM-IV-TR DIAGNOSIS: Bipolar I disorder: most recent 
episode mixed

ASSESSMENT: Personal strengths: alert and oriented, 
intelligent, employed, supportive employer, willing to 
seek treatment, absence of psychotic symptoms

WEAKNESSES: Poor coping skills, self-neglect, avoided 
social contact with peers

By age 31, Carl had already achieved a high-level  position 
as a computer programmer/analyst for a large computer-
manufacturing fi rm. He exhibited endless energy and 
unrelenting drive. By the time he turned 35, Carl was 
facing the loss of his career. His early success was over-
shadowed by a pattern of excess. Over the course of 9 
months, Carl had purchased an enormous house, a sports 
car, and a variety of exotic pets, and was faced with credit 
problems due to his spending spree. During the same 
time, Carl spent prolonged periods, as much as 5 days at 
a time, in his home with the shades drawn. He would not 
answer the telephone and would not answer the door-
bell when friends stopped by to check on his well-being. 
His physical appearance had changed, as his hair had 
grown long and shaggy. He exhibited a 25-pound weight 
loss, and he neglected his personal hygiene.

NURSING DIAGNOSIS: Ineffective Individual Coping related to poor impulse control secondary to manic 
behavior

OUTCOME: The client will identify at least three positive coping measures that can be used when feeling 
increased stress and/or the impulse to spend money.

PLANNING/IMPLEMENTATION RATIONALE

Explore ways to relieve stress. Verbalization of feelings may help relieve stress.

Discuss the events that lead to impulsive spending 
and buying.

Identifi cation of precipitating events may prepare the 
client to avoid similar circumstances in the future.

Explore the need for medication and/or supportive 
therapy to improve coping skills.

Involving the client facilitates his understanding and 
acceptance of responsibility to stabilize his behavior.
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NURSING DIAGNOSIS: Imbalanced Nutrition: Less than Body Requirements as evidenced by a 25-pound 
weight loss related to self-neglect secondary to mixed episodes of BPD

OUTCOME: The client will increase oral intake as evidenced by eating three meals daily.

PLANNING/IMPLEMENTATION RATIONALE

Consult with dietitian to determine daily caloric 
requirements and ideal body weight range.

The client’s increased activity level during a manic epi-
sode increases the need for nutrients. The client may also 
neglect nutritional needs during a depressed episode.

Encourage the client to eat meals with others when 
able.

Eating meals with others increases socialization and 
provides an opportunity for the client to eat balanced, 
nutritional meals.

Obtain daily weights until weight is stable. The client’s increased activity level increases the need for 
nutrients to stabilize weight, avoid continued weight loss, 
and achieve the appropriate body weight range.

NURSING DIAGNOSIS: Dressing and Grooming Self-Care Defi cit related to mixed episodes of depressed 
mood and manic behavior

OUTCOME: The client will demonstrate an increased interest in personal hygiene and appearance.

PLANNING/IMPLEMENTATION RATIONALE

Provide positive feedback about appearance. The client may lack interest in personal hygiene and 
appearance. Positive feedback can foster feelings of 
well-being and promote self-esteem.

Discuss employee dress code. The client may be unaware of an employee dress code. 
Encouraging compliance facilitates responsibility for 
appropriate dressing and grooming.

NURSING DIAGNOSIS: Social Isolation related to loneliness secondary to mixed episodes of depression and 
manic behavior

OUTCOME: The client will socialize with at least one peer daily at work.

PLANNING/IMPLEMENTATION RATIONALE

Identify at least one person with whom the client 
feels comfortable enough to socialize.

The client is more likely to socialize if the 
 surroundings are familiar.

Identify community support groups for clients with 
BPD.

The client will need to develop social skills with 
 others to facilitate relationships at work.

EVALUATION: Prior to termination of participation in the employee assistance program, the client will meet 
stated outcomes and demonstrate an improvement in mood, affect, and behavior. Appearance and personal 
hygiene will improve. The client will also verbalize an understanding of his diagnosis, recognize clinical symp-
toms of relapse, and understand the need for continuum of care.
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KEY CONCEPTS
Mood disorders (eg, depressive disorders and BPDs) are • 
considered one of the most widespread psychiatric dis-
orders. Approximately 20.9 million American adults (or 
9.5% of the U.S. population) at least 18 years of age or 
older have a mood disorder in a given year. Mood disor-
ders affect clients of all ages and are underdiagnosed and 
undertreated.
Symptoms of mood disorders were described in medical • 
literature as early as the 4th and 5th centuries BC. In 1889, 
Emil Kraepelin introduced the criteria now used in the 
classifi cation of bipolar I disorder and a mood disorder 
that occurs in late adulthood.
Various theories describe the causes of mood disorders. • 
Certain risk factors for mood disorders have been estab-
lished, serving as clinical practice guidelines that require 
review during the assessment of a client who exhibits 
 clinical symptoms of a mood disorder.
Mood disorders can be caused by a medical illness or • 
can result from the adverse effects of certain medications. 
Women may experience PMDD or mood disorder with 
postpartum onset during childbearing years.
Several screening tools and assessment scales are used to • 
assess a client for evidence of a mood disorder. Assess-
ment focuses on the client’s general description or appear-
ance; ability to communicate; mood, affect, and feelings; 
and behavior. Possible stressors and risk factors such as a 
comorbid medical or psychiatric condition or the  presence 

of pain also are explored. Availability of support systems 
is identifi ed.
During the assessment process, nurses should acknowl-• 
edge the fact that culture can infl uence the experience of 
mood disorder symptoms and methods for  communicating 
how one feels.
Nurses need to exhibit acceptance, honesty, empathy, • 
and patience throughout the nursing process to prevent 
experiencing symptoms of depression when working 
with clients diagnosed with mood disorders. Additionally, 
nurses need to validate their impressions with the client 
to avoid an incorrect interpretation of data. This valida-
tion also allows the client time to provide any additional 
 information he or she deems important.
Nursing interventions focus on providing assistance in • 
meeting basic needs, medication management, assisting 
with somatic therapy, providing interactive therapy or 
complementary and alternative therapy, and providing 
 client education.
Evaluation, an ongoing process as the client progresses • 
toward optimal health, includes comparing clinical symp-
toms noted when entering treatment with symptoms exhib-
ited following completion of a plan of care. Input by family 
members and members of the treatment team is important.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. As winter progresses, you notice that a classmate seems 
depressed and unmotivated. Attempts to discuss a 
mutual class project are met with disinterest. At fi rst you 
are confused, but after several weeks, you notice she 
is not dressed as neatly as usual, is eating all the time, 
and is sleepy in class. What depressive disorder do you 
suspect? What questions should you ask her to ascertain 
if your conclusion is correct? What recommendations can 
you make to her?

 2. Your client with depression confi des in you that her new 
medication, amitriptyline (Elavil), isn’t working and she 
is going to stop taking it. On checking her medication 
Kardex, you notice she has been taking this drug for 
5 days. Prepare a client education plan to teach her about 
this drug and her depression.

Refl ection

Refl ect on the chapter opening quote by Culpepper. In 
your own words, explain what is meant by the statement, 
 “Depression is a highly prevalent yet underdiagnosed and 

undertreated condition.” What obstacles or challenges during 
your clinical experiences have you observed that may contrib-
ute to the underdiagnosis and undertreatment of clients with 
clinical symptoms of depression? Please explain.

NCLEX-Style Questions

 1. While teaching a group of clients with a mood disorder 
about causation of the illness, the nurse explains the 
biogenic amine hypothesis as involving which of the 
 following?
a. alterations in the neurotransmitters norepinephrine 

and serotonin acting on areas in the brain that affect 
mood

b. alterations in the neurotransmitters dopamine and 
acetylcholine acting on areas in the brain that affect 
mood

c. foods that contain elevated amounts of tyramine 
 contributing to mood disorders in susceptible people

d. hormones from the thyroid gland that are produced 
in lesser amounts and increase metabolism and 
 contribute to mood
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 2. The nurse assesses a client with a mood disorder for 
which factor associated with an increased incidence of 
this problem?
a. family history
b. health of the mother during pregnancy
c. male gender
d. female gender

 3. When attempting to differentiate DD from an MDD, 
which fi ndings would the nurse expect to assess if the 
 client is experiencing DD? Select all that apply.
a. delusions
b. incoherence of speech
c. hallucinations
d. poor appetite
e. sleeping diffi culties
f. feelings of hopelessness

 4. The nurse would assess a client diagnosed with 
 cyclothymic disorder for which behaviors?
a. feelings of grandiosity and increased spending
b. feelings of depression and decreased sleep
c. periods of hypomania and depressive symptoms
d. periods of depression-accompanied excessive sleep

 5. A client with the diagnosis of MDD, single episode, 
without psychotic features, is admitted to the inpatient 
psychiatric unit. Which question would be best to assess 
the magnitude of the client’s depression?
a. “How long have you felt depressed?”
b. “Have you ever experienced depression before?”
c. “What are your feelings of depression like for you?”
d. “How would you rate your depression on a scale of 1 

to 10?”
 6. A female client with bipolar I disorder is noted to wear 

excessive makeup, brightly colored evening clothes 
that do not match, a vest, three different scarves, and 
several necklaces and bracelets. Several peers on the 
unit have been laughing about her appearance. Which 
nursing action would be best to preserve the client’s 
self-esteem?
a. helping the client change into more appropriate attire
b. explaining to the peer group that the client has BPD
c. discussing issues of good grooming at the community 

meeting
d. telling the client that she must select less fl amboyant 

clothing
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LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Compare at least three current theories contributing to the 
understanding of the development of schizophrenia.

 2. Articulate the classifi cation of the fi ve phases of 
 schizophrenia.

 3. Differentiate the positive, negative, and disorganized 
symptoms of schizophrenia.

 4. Distinguish the fi ve subtypes of schizophrenia.
 5. Understand why cultural differences should be consid-

ered when assessing clinical symptoms in clients with 
suspected psychotic disorders.

 6. Analyze why an antidepressant drug and an atypical  
antipsychotic agent may be necessary to stabilize the 
clinical symptoms of schizophrenia.

 7. Articulate the criteria that indicate the presence of 
 metabolic syndrome.

 8. Recognize the importance of assessing for the presence of 
psychogenic polydipsia.

 9. Explain the terms awareness syndrome or awakening 
 phenomena.

10. Discuss why a client with the diagnosis of schizophrenia 
may develop treatment-resistant symptoms.

11. Compare and contrast the rationale for the use of the 
following interactive therapies generally effective when 

Schizophrenia and 
Schizophrenic-like 
Disorders

The burden of psychiatric conditions has been  heavily 

 underestimated. Disability caused by active psychosis in 

 schizophrenia produces disability equal to quadriplegia.

—NATIONAL INSTITUTE OF MENTAL HEALTH, 2001

Affective disturbance
Ambivalence
Autistic thinking
Awakening phenomena
Awareness syndrome
Dementia praecox
Disorganized symptoms
Dopamine hypothesis
Double-bind situation
Echolalia
Echopraxia
Looseness of association
Metabolic syndrome
Negative symptoms
Pica
Positive symptoms
Psychogenic polydipsia
Schizophrenia

KEY TERMS
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 providing care for clients with schizophrenia: group 
 therapy, cognitive–behavioral therapy (CBT), and 
 personal therapy.

12. Discuss the purpose of including the client and family in 
multidisciplinary treatment team meetings.

13. Comprehend the importance of continuum of care for 
clients with schizophrenia.

14. Construct therapeutic nursing interventions when plan-
ning care for a client with the diagnosis of schizophrenia, 
paranoid type.

Schizophrenia is considered the most common and disabling 
of the psychotic disorders. Although it is a psychiatric disor-
der, it stems from a physiologic malfunctioning of the brain. 
This disorder affects all races and is more prevalent in men 
than in women. No cultural group is immune, and persons 
with intelligence quotients of the genius level are not spared. 
 Schizophrenia occurs twice as often in people who are unmar-
ried or divorced as in those who are married or widowed. Peo-
ple with schizophrenia are more likely to be members of lower 
socioeconomic groups.

The onset of schizophrenia may occur late in adolescence 
or early in adulthood, usually before the age of 30. Although 
the disorder has been diagnosed in children, approximately 
75% of persons diagnosed as having schizophrenia develop 
the clinical symptoms between the ages of 16 and 25 years. 
Schizophrenia usually fi rst appears earlier in men, in their late 
teens or early 20s, than in women, who are generally affected 
in their 20s or early 30s (National Institute of Mental Health, 
2008).

Clinical symptoms can be draining on both the person 
with schizophrenia and his or her family because it is consid-
ered a chronic syndrome that typically follows a deteriorating 
course over time. Clients experience diffi culty functioning in 
society, in school, and at work. Family members often provide 
the fi nancial support, possibly assuming the responsibility for 
monitoring medication compliance.

Approximately 2.4 million people, or 1.1% of the earth’s 
population, suffer from schizophrenia or schizophrenic-like 
disorders (disorders similar to schizophrenia). Schizophrenia 
impairs self-awareness for many individuals so that they do not 
realize they are ill and in need of treatment. Statistics indicate 
that approximately 40% of these individuals (or ∼1.0 million 
people) do not receive psychiatric treatment on any given day, 
resulting in homelessness, incarceration, or violence (National 
Advisory Mental Health Council, 2001; National Institute of 
Mental Health, 2008).

Deinstitutionalization and cost shifting by state and local 
governments to the federal government, namely Medicaid, 
have contributed greatly to this crisis situation. Additionally, 
changes in state laws (advocated by civil liberties groups) have 
made it very diffi cult to assist in the treatment of psychotic 
individuals unless they pose an imminent danger to themselves 
or others. Consequently, individuals with psychotic disorders 
have been relocated into nursing homes, general hospitals, or 
prisons, or have been forced to live in the streets or homeless 
shelters (see Chapter 35). 

This chapter discusses the history, etiology, clinical 
symptoms, and diagnostic characteristics associated with 
 schizophrenia and schizophrenic-like disorders. The different 

classifi cations of schizophrenia are presented, and the role of 
the psychiatric–mental health nurse is described, emphasizing 
the importance of medication management and stabilization of 
clinical symptoms.

HISTORY OF SCHIZOPHRENIA
Written descriptions of schizophrenia have been traced back to 
Egypt during the year 200 BC. At that time, mental and physical 
illnesses were regarded as symptoms of the heart and the uterus 
and thought to originate from blood vessels, fecal matter, a poi-
son, or demons. Ancient Greek and Roman literature indicated 
that the general population had an awareness of schizophrenia. 
Greek physicians blamed delusions and paranoia on an imbal-
ance of bodily humors. Hippocrates believed that insanity 
was caused by a morbid state of the liver. By the 18th century, 
an understanding about the relationship between nerves and 
organs increased, and it was fi nally decided that disorders of 
the central nervous system were the cause of insanity.

Although the term schizophrenia (from the Greek roots 
schizo [split] and phrene [mind]) is <100 years old, it was fi rst 
described as a specifi c mental illness in 1887 by a psychiatrist, 
Emil Kraepelin. Eugen Bleuler, a Swiss psychiatrist, coined the 
term in 1911. He was also the fi rst individual to describe the 
positive and negative symptoms of schizophrenia. Both Kraepe-
lin and Bleuler subdivided schizophrenia into three categories 
based on prominent symptoms and prognoses: disorganized, 
catatonic, and paranoid. Diagnostic and Statistical Manual of 
Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) lists 
fi ve classifi cations originally described by DSM-III in 1980: dis-
organized, catatonic, paranoid, residual, and  undifferentiated 
(American Psychiatric Association [APA], 2000).

The 19th century saw an explosion of information about 
the body and mind. Evidence was mounting that mental illness 
was caused by disease in the brain. As a result of research dur-
ing the last two decades, the evidence that schizophrenia is bio-
logically based has accumulated rapidly. Furthermore, research 
in the genetics of human disease is also helping to develop 
more effective therapies and eventually cures for this poten-
tially disabling mental disorder (Schizophrenia.com, 2006).

ETIOLOGY OF SCHIZOPHRENIA
Recent research suggests that schizophrenia involves  problems 
with brain chemistry and brain structure. However, no single 
cause has been identifi ed to account for all cases of schizo-
phrenia. Scientists are currently investigating possible fac-
tors contributing to the development of schizophrenia. 
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Examples of possible factors include genetic predisposition; 
 biochemical and neurostructural changes in the brain, organic 
or  pathophysiologic changes of the brain, environmental or 
cultural infl uences, perinatal infl uences, and psychologi-
cal stress. Research is rapidly progressing beyond the level 
of simple transmitters to defi ne neuroanatomical and neuro-
physiological circuits that lie at the heart of cerebral dysfunc-
tion in schizophrenia. Furthermore, brain-imaging technology 
has demonstrated that schizophrenia is as much an organic 
brain disorder as is Parkinson’s disease or multiple sclerosis 
(Brier, 1999; Kennedy, Pato, Bauer, Carvalho, & Pato, 1999; 
 Sherman, 1999a; Spollen, 2005). Numerous theories about the 
cause of schizophrenia have been developed. Some of the more 
common theories are described here.

Genetic Predisposition Theory

The genetic, or hereditary, predisposition theory suggests that 
the risk of inheriting schizophrenia is 10% to 20% in those 
who have one immediate family member with the disease and 
approximately 40% if the disease affects both parents or an 
identical twin. Researchers have recently identifi ed three patient 
groups considered to be at “ultra-high risk” for the develop-
ment of schizophrenia. The risk factors for one group include 
a family history of psychosis, schizotypal personality disorder 
(see Chapter 24), and the presence of functional decline for at 
least 1 month and not longer than 5 years. The conversion rate 
for this group is considered to be 40% to 60%. Approximately 
60% of people with schizophrenia have no close relatives with 
the illness (Narasimhan & Buckley, 2005; Sherman, 1999a).

The fi rst true etiologic subtype of schizophrenia, the conse-
quence of a chromosome deletion referred to as the 22q1 deletion 
syndrome, has been identifi ed. Persons with this syndrome have 
a distinct facial appearance, abnormalities of the palate, heart 
defects, and immunologic defi cits. The risk of developing schizo-
phrenia in the presence of this syndrome appears to be approxi-
mately 25%, according to Dr. A. Bassett of the University of 
Toronto (Baker, 1999; Kennedy et al., 1999; Sherman, 1999d).

Scientists also may be close to identifying genetic loca-
tions of schizophrenia, believed to be on human chromo-
somes 13 and 8. One study found that mothers of clients with 
schizophrenia had a high incidence of the gene type H6A-B44 
( Kennedy et al., 1999; Sherman, 1999d).

Research is now exploring how to proceed with genome 
scanning and DNA marker technology. To date, seven genes 
have been confi rmed by at least several groups of investiga-
tors worldwide as increasing the risk for schizophrenia. Over 
the next 2 to 3 years, it is likely that between 10 and 20 genes 
will be implicated (Weinberger, 2004). The reader is referred 
to resources in the fi eld of neuropsychiatric medicine for 
 additional information.

Biochemical and Neurostructural Theory

The biochemical and neurostructural theory includes the 
 dopamine hypothesis; that is, that an excessive amount of the 
neurotransmitter dopamine allows nerve impulses to bombard 

the mesolimbic pathway, the part of the brain normally involved 
in arousal and motivation. Normal cell  communication is 
 disrupted, resulting in the development of hallucinations and 
delusions, symptoms of schizophrenia (Fig. 22-1).

The cause of the release of high levels of dopamine has not 
yet been found, but the administration of neuroleptic medica-
tion supposedly blocks the excessive release. Other neurotrans-
mitters or chemicals in the brain, such as the amino acids glycine 
and glutamate, and proteins called SNAP-25 and a-fodrin are 
also being studied. For example, glutamate is considered to be 
the most prevalent excitatory neurotransmitter in the brain. 
Dysfunction of glutamate receptors, which are likely present on 
every cell in the brain, may be the cause of many neurologic and 
psychiatric disorders (Kennedy et al., 1999; Spollen, 2005).

Abnormalities of neurocircuitry or signals from neurons 
are being researched as well. Supposedly, a neuronal circuit 
fi lters information entering the brain and sends the relevant 
information to other parts of the brain for determining action. 
A defective circuit can result in the bombardment of unfi ltered 
information, possibly causing both negative and positive symp-
toms. Overwhelmed, the mind makes errors in perception 
and hallucinates, draws incorrect conclusions, and becomes 
delusional. To compensate for this barrage, the mind with-
draws and negative symptoms develop (Kennedy et al., 1999;
 Well-Connected, 1999). Cognitive defi cits, impairments of 

FIGURE 22-1 Dopamine receptors (the dopamine  hypothesis).
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attention and executive function, and certain types of memory 
defi cits may be the result of abnormal circuitry in the  prefrontal 
cortex (Moore, 2005).

Organic or Pathophysiologic Theory

Those who suggest the organic or pathophysiologic theory 
offer hope that schizophrenia is a functional defi cit occurring 
in the brain, caused by stressors such as viral infection, tox-
ins, trauma, or abnormal substances. They also propose that 
schizophrenia may be a metabolic disorder. Extensive research 
needs to be done, because the case for this theory rests mainly 
on circumstantial evidence (Well-Connected, 1999).

Environmental or Cultural Theory

Proponents of the environmental or cultural theory state that the 
person who develops schizophrenia has a faulty reaction to the 
environment, being unable to respond selectively to numerous 
social stimuli. Theorists also believe that persons who come from 
low socioeconomic areas or single-parent homes in deprived 
areas are not exposed to situations in which they can achieve or 
become successful in life. Thus they are at risk for developing 
schizophrenia. Statistics are likely to refl ect the alienating effects 
of this disease rather than any causal relationship or risk factor 
associated with poverty or lifestyle (Kolb, 1982).

Developmental Theory

Experts suggest that the risk of schizophrenia exists if the 
developing fetus or newborn is deprived of oxygen during 
pregnancy; if the developing fetus or newborn is exposed to 
teratogenic agents such as infections, alcohol, chemicals, medi-
cations, or radiation; or if the mother suffers from malnutri-
tion or starvation during the fi rst trimester of pregnancy. The 
development of schizophrenia may occur during fetal life at 
critical points in brain development, generally the 34th or 35th 
week of gestation. The incidence of trauma and injury during 
the second trimester and birth has also been considered in the 
development of schizophrenia. Research studies have shown 
that schizophrenia occurs more frequently in individuals born 
during the winter and spring months (About.com, 2009; Knol.
Google.com, 2009; Well-Connected, 1999).

Psychological or Experiential Theory

Although genetic and neurologic factors are believed to play 
major roles in the development of schizophrenia, research-
ers also have found that the prefrontal lobes of the brain are 
extremely responsive to stress. Individuals with schizophrenia 
experience stress when family members and acquaintances 
respond negatively to the individual’s emotional needs. These 
negative responses by family members can intensify the indi-
vidual’s already vulnerable neurologic state, possibly triggering 
and exacerbating existing symptoms.

Stressors that have been thought to contribute to the onset 
of schizophrenia include poor mother–child relationships, 

deeply disturbed family interpersonal relationships, impaired 
sexual identity and body image, rigid concept of reality, and 
repeated exposure to double-bind situations (Kolb, 1982). 
A double-bind situation is a no-win experience, one in which 
there is no correct choice. For example, a parent tells a child who 
is wearing new white tennis shoes that he may go out to play in the 
park when it stops raining but that he is not to get his shoes dirty. 
At the same time, the parent’s body language and facial expres-
sion convey the message that the parent prefers that the child stay 
indoors. The child does not know which message to follow.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
Symptoms of schizophrenia may appear suddenly or develop 
gradually over time. It is a disorder that currently is not curable. 
Five phases of schizophrenia have been identifi ed. They include 
the premorbid, prodromal (ie, beginning), onset, progressive, 
and chronic or residual phases. No clinical symptoms of schizo-
phrenia are expressed during the premorbid phase. Gradual, 
subtle behavioral changes appear during the prodromal phase. 
For example, tension, the inability to concentrate, insomnia, 
withdrawal, or cognitive defi cits may be present. These changes 
worsen and become recognizable as the symptoms that char-
acterize schizophrenia. Cognitive defi cits have been proven to 
exist 20 years before the third phase, referred to as the onset 
phase of schizophrenia, occurs. Once the symptoms of schizo-
phrenia manifest, the illness evolves into the progressive phase. 
During this phase, clients may recover from the fi rst episode 
and experience repeated relapses. The end stage of schizophre-
nia is referred to as the chronic or residual phase, during which 
time the client has experienced repeated episodes and relapses 
for a number of years  (Lieberman, 2004; Moon, 1999).

In 1896, Emil Kraepelin introduced the term dementia 
praecox, a syndrome characterized by hallucinations and 
delusions. As noted earlier, Eugen Bleuler introduced the term 
schizophrenia and cited symptoms referred to as Bleuler’s 4 
A’s: affective disturbance, autistic thinking, ambivalence, and 
looseness of association. Affective disturbance refers to the 
person’s inability to show appropriate emotional responses. 
Autistic thinking is a thought process in which the indi-
vidual is unable to relate to others or to the environment. 
 Ambivalence refers to contradictory or opposing emotions, 
attitudes, ideas, or desires for the same person, thing, or situ-
ation. Looseness of association is the inability to think logi-
cally. Ideas expressed have little, if any, connection and shift 
from one subject to another.

Current classifi cation of clinical symptoms of schizophre-
nia fall into three broad categories: positive symptoms, negative 
symptoms, and disorganized symptoms. Positive (or pro-
ductive) symptoms refl ect the presence of overt psychotic or 
distorted behavior, such as hallucinations, delusions, or suspi-
ciousness, possibly caused by an increased amount of dopamine 
affecting the cortical areas of the brain. Negative (or defi cit) 
symptoms refl ect a diminution or loss of normal functions, such 
as affective fl attening, alogia, avolition, anhedonia, and  attention 
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defi cit; these symptoms are thought to result from cerebral 
atrophy, an inadequate amount of dopamine, or other organic 
functional changes in the brain. The category of disorganized 
symptoms was recently added. This category refers to the pres-
ence of confused thinking, incoherent or disorganized speech, 
and disorganized behavior such as the repetition of rhythmic 
gestures (Andreasen, 1987; Sadock & Sadock, 2008). These 
symptoms and diagnostic characteristics are listed in the accom-
panying Clinical Symptoms and Diagnostic Characteristics box.

Two diagnostic categories have been developed to describe 
the etiology and onset of schizophrenia: type I and type II. 
In type I schizophrenia, the onset of positive symptoms is 
 generally acute. Type I symptoms generally respond to typi-
cal neuroleptic medication. Theorists believe that an increased 
number of dopamine receptors in the brain, normal brain 
structure, and the absence of intellectual defi cits contribute to 
a better prognosis than for those identifi ed with type II schizo-
phrenia (Sadock & Sadock, 2008).

Type II schizophrenia is characterized by a slow onset of neg-
ative symptoms caused by viral infections and abnormalities in 
cholecystokinin. Intellectual decay occurs. Enlarged  ventricles 
are present. Response to typical neuroleptic medication is 
minimal. However, negative symptoms generally respond to 

atypical antipsychotic medication (Sadock & Sadock, 2008; 
Sherman, 1999c).

As noted earlier, the DSM-IV-TR identifi es fi ve subtypes of 
schizophrenia: paranoid, catatonic, disorganized, undifferenti-
ated, and residual (APA, 2000). A brief summary of each sub-
type and a clinical example of each of the fi rst three subtypes 
are given in the following paragraphs. Box 22-1 summarizes 
the fi ve subtypes of schizophrenia.

Paranoid Type

Clients exhibiting paranoid schizophrenia tend to experience 
persecutory or grandiose delusions and auditory hallucina-
tions (Fig. 22-2). They also may exhibit behavioral changes 
such as anger, hostility, or violent behavior. Clinical symptoms 
may pose a threat to the safety of self or others (see Clinical 
Example 22-1). Prognosis is more favorable for this subtype 
of schizophrenia than for the other subtypes of schizophrenia. 
Clients in whom schizophrenia occurs in their late twenties 
and thirties usually have established a social life that may help 
them through their illness. In addition, ego resources of para-
noid clients are greater than those of clients with catatonic and 
disorganized schizophrenia (Sadock & Sadock, 2008).

CLINICAL SYMPTOMS
AND DIAGNOSTIC  CHARACTERISTICS

Schizophrenia Clinical symptoms

Positive Symptoms
Excess or distortion of normal functions •
Delusions (persecutory or grandiose) •
Conceptual disorganization •
Hallucinations (visual, auditory, or other sensory  •
mode)
Excitement or agitation •
Hostility or aggressive behavior •
Suspiciousness, ideas of reference •
Pressurized speech •
Bizarre dress or behavior •
Possible suicidal tendencies •

Negative Symptoms
Diminution or loss of normal functions •
Anergia (lack of energy) •
Anhedonia (loss of pleasure or interest) •
Emotional withdrawal •
Poor eye contact (avoidant) •
Blunted affect or affective fl attening •
Avolition (passive, apathetic, social withdrawal) •
Diffi culty in abstract thinking •
Alogia (lack of spontaneity and fl ow of conversation) •
Dysfunctional relationship with others •

Disorganized Symptoms
Cognitive defects/confusion •
Incoherent speech •
Disorganized speech •
Repetitive rhythmic gestures (such as walking in cir- •
cles or pacing)
Attention defi cits •

Diagnostic Characteristics
Evidence of two or more of the following: •

Delusions
Hallucinations
Disorganized speech
Grossly disorganized or catatonic behavior
Negative symptoms

Above symptoms present for a major portion of the  •
time during a 1-month period
Signifi cant impairment in work or interpersonal rela- •
tions, or self-care below the level of previous function
Demonstration of problems continuously for at least  •
a 6-month interval
Symptoms unrelated to schizoaffective disorder and  •
mood disorder with psychotic symptoms and not 
the result of a substance-related disorder or medi-
cal condition
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Classifi cation of Subtypes of Schizophrenia

PARANOID:

1. Preoccupation with one or more delusions or 
frequent auditory hallucinations

2. None of the following is prominent: disor-
ganized speech, disorganized or catatonic 
behavior, or fl at or inappropriate affect.

CATATONIC: At least two of the following are 
 present:

1. Motor immobility (ie, rigidity), waxy fl exibility, 
or stupor

2. Excessive motor activity that is purposeless
3. Extreme negativism or mutism
4. Peculiarities of voluntary movement as evi-

denced by posturing, stereotyped move-
ments, prominent mannerisms, or prominent 
grimacing

5. Echolalia (repeats all words or phrases heard) 
or echopraxia (mimics actions of others)

DISORGANIZED: All of the following are promi-
nent and criteria are not met for catatonic type:

1. Disorganized speech
2. Disorganized behavior
3. Flat or inappropriate affect

UNDIFFERENTIATED: Meets diagnostic character-
istics but not the criteria for paranoid, disorganized, 
or catatonic subtypes

RESIDUAL:

1. Absence of prominent delusions, hallucina-
tions, disorganized speech, and grossly disor-
ganized or catatonic behavior

2. Continuing evidence of, in attenuated form, 
the presence of negative symptoms or two or 
more symptoms of diagnostic characteristics

Reprinted with permission from the Diagnostic and  Statistical 
Manual of Mental Disorders, 4th Edition, Text Revision. 
 Copyright 2000, American Psychiatric Association.

BOX 22.1

The student nurse’s reaction to paranoid or delusional 
behavior may be that of overzealousness in attempting to con-
vince the client that the student is genuinely concerned about 
his or her well-being. The student may become frustrated if the 
client is unreceptive to interventions focusing on the establish-
ment of trust. The student may experience fear if the client 

FIGURE 22-2 The client with paranoid schizophrenia 
 experiencing auditory hallucinations.

CLINICAL EXAMPLE 22.1

The Client with Schizophrenia, 
Paranoid Type

BW, a 35-year-old mechanic, was brought to the 
admissions offi ce by his wife because he had 
exhibited strange behavior for several months. He 
accused his wife of poisoning his food, spending 
all his money, having an affair with his boss, and 
telling stories about him. He displayed no facial 
expressions during his initial interview and became 
quite argumentative when questioned about his 
job. At the end of the interview, BW confi ded in the 
interviewer that he had been receiving messages 
from Jesus Christ while watching television.

exhibits unpredictable behavior. Fear is a normal response that 
results in the exercise of caution.

Catatonic Type

Psychomotor disturbances, such as stupor, rigidity, excitement, 
or posturing, are the prominent feature of catatonic schizo-
phrenia. Echolalia, the pathological parrot-like repetition of 
a word or phrase, and echopraxia, the repetitive imitation of 
movements of another person, are also features of catatonic 
schizophrenia. Clients are at risk medically because of extreme 
withdrawal (eg, selective mutism, rigidity, or resistance to com-
mands), which can result in a vegetative condition referred 
to as catatonic stupor or excessive motor activity referred to 
as catatonic excitement that could produce exhaustion or self-
 infl icted injury (McClenahan & Westphal, 2006) (see Clinical 
Example 22-2).
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CLINICAL EXAMPLE 22.2

The Client with Schizophrenia, 
Catatonic Type

CS, a 25-year-old engineer, was admitted to the 
hospital as a result of dehydration because of 
refusing to eat. During his hospitalization, CS 
was negativistic, refusing nursing care, food, and 
medication. He rarely spoke and assumed uncom-
fortable positions in bed for long periods. When 
placed in various positions by the nurse during the 
morning bath or shower, CS remained in the posi-
tions until the nurse changed them. He also exhib-
ited purposeless movements of his hands and feet 
while sitting in a chair.

CLINICAL EXAMPLE 22.3

The Client with Schizophrenia, 
Disorganized Type

MJ, a 19-year-old waitress, was seen in the admit-
ting offi ce of a psychiatric hospital. During the 
initial interview, she giggled inappropriately. Her 
long, uncombed hair fell over her face, concealing 
her facial expressions. She mumbled incoherently 
at times and displayed the behavior of a 13- or 
14-year-old adolescent. She complained of numer-
ous aches and pains and stated that voices told her 
she was being punished for not cleaning her room. 
MJ’s mother stated that she remained in her room 
at home and did not socialize with friends. Her par-
ents sought help when they noticed her behavior 
regressing during the last 2 months.

The student nurse may feel challenged when the client 
with catatonic schizophrenia is unresponsive to interventions 
and continues to exhibit selective mutism or refuses nursing 
care, food, and medication. Purposeless movements of hands 
and feet or extreme catatonic excitement that could result in 
harm to the caretakers may elicit fear in the student.

Disorganized Type

The clinical symptoms of disorganized schizophrenia are con-
sidered the most severe of all subtypes. The client experiences 
a disintegration of personality and is withdrawn. Speech may 
be incoherent. Behavior is uninhibited, along with a lack of 
attention to personal hygiene and grooming. Prognosis is poor 
(see Clinical Example 22-3).

Because most clients who are diagnosed with schizophrenic 
disorder, disorganized type, are of a young age, student nurses’ 
reactions may vary from shock to disbelief. Students may 
identify with the client who is close to their age or resembles 
someone they know. This reaction could interfere with the 
development of a therapeutic relationship. Such feelings need 
to be shared and explored with the clinical instructor.

Undifferentiated Type

Undifferentiated schizophrenia usually is characterized by atyp-
ical symptoms that do not meet the criteria for the subtypes of 
paranoid, catatonic, or disorganized schizophrenia. The client 
may exhibit both positive and negative symptoms. Odd behav-
ior, delusions, hallucinations, and incoherence may occur. Prog-
nosis is favorable if the onset of symptoms is acute or sudden.

The student nurse may feel uncomfortable or fearful in 
the presence of a client diagnosed with undifferentiated schizo-
phrenia. The presence of atypical, disorganized clinical symp-
toms may prevent the student from attempting to communicate 
with the client.

Residual Type

Residual schizophrenia is the subtype used to describe clients 
experiencing negative symptoms following at least one acute 
episode of schizophrenia. Clinical symptoms may persist over 
time, or the client may experience a complete remission.

SCHIZOPHRENIC-LIKE 
DISORDERS
The DSM-IV-TR lists fi ve subtypes of schizophrenic-like 
 disorders: schizoaffective disorder, schizophreniform disorder, 
brief psychotic disorder, psychotic disorder due to a general 
medical condition, and shared psychotic disorder. The fi rst 
four disorders are discussed briefl y here. See Chapter 28 for 
discussion of shared psychotic disorders.

Schizoaffective disorder is characterized by an uninter-
rupted period of illness during which, at some time, the cli-
ent experiences a major depressive, manic, or mixed episode 
along with the negative symptoms of schizophrenia. During 
that same period of illness, in the absence of prominent mood 
symptoms, the individual exhibits delusions or hallucinations 
for at least 2 weeks.

SELFAWARENESS PROMPT
Review the fi ve subtypes of schizophrenia. 

Which subtype would be the most challeng-
ing to you as you provide nursing care? Why do 
you consider a client with this classifi cation of 
schizophrenia to be challenging? How would you 
 prepare yourself to meet these challenges?
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The diagnosis of schizophreniform disorder is used when the 
client exhibits features of schizophrenia for >1 month but fewer 
than 6 months. Impaired social or occupational  functioning 
does not necessarily occur.

Brief psychotic disorder is a disturbance that involves the 
sudden onset of at least one of the positive symptoms of psy-
chosis such as hallucinations, delusions, disorganized speech, 
or grossly disorganized or catatonic behavior. The disturbance 
occurs for at least 1 day but for <1 month, as the individual 
eventually exhibits a full recovery or return to the former level 
of functioning.

Psychotic disorder due to a general medical condition is the 
diagnosis used to describe the presence of prominent hallu-
cinations or delusions determined as resulting from the direct 
physiologic effects of a specifi c medical condition. For exam-
ple, olfactory hallucinations may be experienced in the pres-
ence of temporal lobe epilepsy. A right parietal brain lesion may 
cause an individual to develop delusions. Evidence from his-
tory, physical examination, or laboratory fi ndings is  necessary 
to confi rm the diagnosis.

THE NURSING PROCESS

Assessment

Assessing clients exhibiting clinical symptoms of  schizophrenia 
can be challenging. For example, clients may refuse to commu-
nicate or may communicate ineffectively as a result of impaired 
cognition or the presence of psychotic symptoms such as hal-
lucinations or delusions. It is important that the nurse appears 
sincere, calm, and nonjudgmental during the assessment pro-
cess, as clients with the diagnosis of schizophrenia may be dis-
trustful, easily distracted, or have poor impulse control. Focus 
on the client’s general description or appearance, including 
mood, behavior, and ability to communicate. Information 
regarding the client’s past and present psychiatric history, med-
ical history, and support system should be obtained.

Screening Tools and Assessment Scales
Assessment scales such as the Positive and Negative Syndrome 
Scale (PANSS), the Scale for Assessment of Negative Symptoms 
(SANS), the Brief Psychiatric Rating Scale (BPRS), or the Men-
tal Status Examination (MSE) are frequently used in the collec-
tion of data about orientation, memory, thought and perceptual 
processes, intellectual function, judgment, insight, affect, and 
mood. Clients with clinical symptoms of schizophrenia gen-
erally perform poorly on a wide range of neuropsychological 
tests because vigilance, memory, and concept formation are 
most affected. Clients with schizophrenia also tend to perform 
poorly on intelligence tests; however, the Repeatable Battery 
for the Assessment of Neuropsychological Status (RBANS) 
has proven to be an effective screening tool. It is a brief, 
 standardized instrument that screens for cognitive impairment 
(Sadock & Sadock, 2008; Science Direct.com, 2009).

The Abnormal Involuntary Movement Scale (AIMS) and 
Extrapyramidal Symptom Rating Scale (ESRS) are two rating 
scales designed to measure involuntary movement of the face, 
mouth, trunk, and limbs in clients who have been prescribed 
neuroleptic/antipsychotic medication. Tardive dyskinesia 
affects approximately 20% to 30% of clients who have been on 
such medications (Mind Disorders.com, 2009).

General Description or Appearance
According to L. A. Opler, a physician at Columbia University, 
the symptoms of schizophrenia should act as a guide during the 
assessment and development of a plan of care. In other words, 
he suggests the question to ask during assessment is, “What’s 
the problem here?” (Sherman, 2004). Along the same line, Sul-
livan (2004) discusses the use of a schizophrenia treatment 
algorithm or decision tree as an educational tool and guide for 
health care professionals, including nurses, conducting assess-
ment. The algorithm presents a list of symptom clusters that 
should be assessed. These symptom clusters are listed in the 
accompanying Symptom Clusters in the Schizophrenia box. The 
 schizophrenia algorithm is available at http://www.ipap.org.

Assess for the presence of alterations in thinking (eg, delu-
sions, concrete thinking, or loose associations), perception (eg, 
hallucinations or lack of ability to relate to the  environment), and 
behavioral responses (eg, bizarre behavioral patterns, agitation, 
impulsive behavior, or negative symptoms of  schizophrenia) 

SYMPTOM CLUSTERS

in Schizophrenia

Suicidality: 25% to 50% of individuals with  •
 schizophrenia attempt suicide at least once, and 
5% to 9% succeed.
Positive, negative, and disorganized symptoms •
Behavioral changes such as aggression or violent  •
tendencies
Substance abuse: 40% to 60% of individuals with  •
schizophrenia abuse alcohol and/or stimulants.
Nicotine use: Individuals with schizophrenia use  •
nicotine to self-medicate to alleviate adverse 
effects of neuroleptic medication, dysphoric 
mood, and attentional defi cits. Nicotine lowers 
blood levels of neuroleptics.
Compliance if the client has a history of prior treat- •
ment. Noncompliance, which varies from 30% to 
50%, is generally a result of adverse effects of 
medication.
Adverse effects of medication including move- •
ment disorders
Metabolic syndrome: Metabolic syndrome may  •
be present as an inherent characteristic in clients 
with schizophrenia or result from the use of anti-
psychotic medication (see Chapter 16).
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(Thomason, 2006). Document the presence of any motor symp-
toms such as restlessness, tremor, or abnormal movements that 
may be adverse effects of antipsychotic agents.

Also assess the client’s mood and ability to communi-
cate. Approximately 25% of clients with schizophrenia have 
major symptoms of depression. It can be diffi cult to distin-
guish depression from the negative symptoms of schizophre-
nia (Sherman, 1999b). Be aware that depressive symptoms are 
frequent, often severe, and clinically meaningful in schizophre-
nia. They may indicate a fi rst episode or be a predictor of a 
relapse of schizophrenia. As stated earlier, attempted suicide 
among clients with the diagnosis of schizophrenia is relatively 
high. Clients with few negative symptoms who have a higher 
level of intelligence, can think abstractly, and can refl ect on 
their illness are at the highest risk for suicide (Meltzer, 2005; 
Zoler, 1999).

History and Physical Examination
Collection of data regarding the client’s present or past psy-
chiatric and medical history may be diffi cult to obtain if the 
client presents with negative symptoms. If appropriate, obtain 
subjective data from family members, signifi cant others, or 
assigned caretakers. Answers to questions such as “What is the 
client’s legal status?” “Where does the client live?” “Has the cli-
ent received psychiatric care in the past?” “How compliant is 
the client with prescribed treatment?” “Does the client have a 
history of substance or nicotine abuse?” provide pertinent data. 
The client may not be able to state what, if any, medication 
has been prescribed and by whom. Therefore, focus additional 
questions on whether the client has experienced any adverse 
effects to previously prescribed medication. Assess whether the 
client has an active support system, whether the client is able 
to perform activities of daily living, and whether the client dis-
plays any bizarre eating habits such as pica (eating nonnutri-
tive substances) or compulsive overeating.

Document the client’s physical condition noted during the 
assessment. Comorbid medical problems that are commonly 
seen in clients with psychotic disorders include obesity, hyper-
tension, type 2 diabetes, and hepatitis. A complete physical 
exam may be necessary to differentiate schizophrenia versus 
acute psychosis resulting from an organic disease or nonpsy-
chotropic medication. Almost 65% of the drugs included in the 
Physicians’ Desk Reference list potential psychiatric side effects 
(Sidhu & Balon, 2008).

Suspicion of medical illness on the basis of vital signs, 
physical exam, or history should be thoroughly evaluated. The 
prevalence of metabolic syndrome among individuals with 
serious mental disorders who take antipsychotics is 27% com-
pared to 14.4% among individuals not taking antipsychotics. 
Necessary lab work may include head computed tomography 
scan, alcohol level, drug screen, electrolytes, complete blood 
count, liver function tests, blood urea nitrogen (BUN)/creati-
nine levels, and tests of endocrine function (Clinician Reviews, 
2005; Freeman, 2008).

Another key area of assessment is the client’s fl uid intake. 
Assess how much water is consumed daily. Psychogenic 
 polydipsia, the compulsive behavior of drinking 3 L or more 

of fl uid per day, is a chronic, relapsing, and potentially life-
threatening disorder that occurs in 6% to 20% of clients with 
the diagnosis of schizophrenia. Polydipsia may also occur 
when clients with multiple psychiatric diagnoses are given sev-
eral medications to control clinical symptoms. Consequently, 
hyponatremia, electrolyte imbalance, and seizures may occur. 
Additional symptoms of psychogenic polydipsia include mus-
cle cramps and changes in mental status, such as confusion 
and disorientation (DeMott, 2000; Perch & O’Connor, 2009).

Transcultural Considerations
According to the DSM-IV-TR, clinicians have a tendency to 
overdiagnose schizophrenia in some ethnic groups. Persons 
with the diagnosis of schizophrenia in developing nations tend 
to experience a more acute course with a better outcome than 
do individuals in industrialized nations.

In the paper, Infusing Culture Into Psychopathology: 
A Supplement for Psychology Instructors, Ritts (1999) discusses 
the prevalence and cultural diversity of clinical symptoms of 
schizophrenia in China, Japan, Korea, India, Islamic culture, 
Israel, Nigeria, Hispanic culture, Germany, and Native Ameri-
can culture. For example, the prevalence of schizophrenia 
is higher in China compared with its prevalence in Western 
countries. Catatonic schizophrenia is more common in Asia, 
Africa, and developing countries. This may be due to the pres-
ence of strong family systems and social structures that place 
lower demands on sick individuals. In the Hispanic culture, 
hallucinations take the form of ghosts, spirits, or animals. 
Individuals with the diagnosis of schizophrenia in Germany 
exhibit delusions related to sexual, homosexual, or techni-
cal content. Bhugra (2005) adds that there is no difference 
globally in the prevalence of schizophrenia between men and 
women, nor among urban, rural, or mixed sites although 
migrants and homeless individuals have higher rates. Devel-
oping countries have lower prevalence rates of schizophrenia 
than  industrialized countries.

Always consider cultural differences when assessing clini-
cal symptoms in clients with suspected psychotic disorders. 
Ideas that appear delusional in one culture may be acceptable 
in another. For example, speaking in tongues or the presence 
of visual or auditory hallucinations with religious content 
may be considered a normal religious experience or a special 
sign to some individuals. (See Chapter 4 for a more complete 
 discussion.)

Nursing Diagnoses

Several factors are considered during the formulation of the 
nursing diagnosis. They include the client’s ability to com-
municate with nursing staff; the client’s ability to perform 
activities of daily living; the presence of positive, negative, or 
disorganized symptoms; and the presence of a comorbid medi-
cal or psychiatric disorder. Subjective data may be diffi cult to 
validate if the client does not have an active support system. 
After data have been collected, validated, and prioritized, the 
nursing diagnoses are made. Always consider whether the 
 client is exhibiting an acute onset of symptoms, is  exhibiting 
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 decompensation of symptoms secondary to failure to take 
prescribed medication, or is being seen for case management. 
Examples of North American Nursing Diagnosis Association 
(NANDA) Nursing Diagnoses used while planning care of cli-
ents with clinical symptoms of schizophrenia are highlighted 
in the accompanying box.

Outcome Identifi cation

Expected outcomes are stated for each nursing diagnosis. 
The statement of outcomes is infl uenced by several factors, 
such as the client’s ability to perform activities of daily living, 
 compliance with plan of care, and current medical status. Other 

EXAMPLES 
OF NANDA NURSING DIAGNOSTICS

SCHIZOPHRENIA

Disturbed Thought Processes related to the  •
 presence of persecutory delusions
Disturbed Sensory Perception related to the  •
 presence of visual hallucinations
Self-Care Defi cit related to poor personal  •
hygiene
Impaired Verbal Communication related to  •
thought disturbance (looseness of association)
Noncompliance related to refusal to take  •
 prescribed psychotropic medication
Disturbed Sleep Pattern related to the presence  •
of auditory hallucinations
Social Isolation related to homelessness •
Ineffective Coping related to fear •

Examples of Stated Outcomes

SCHIZOPHRENIA

The client will communicate with members of the  •
treatment team.
The client will verbalize his or her physical needs. •
The client will exhibit compliance with  medication  •
management.
The client will demonstrate the ability to perform  •
personal hygiene on a daily basis with minimal 
assistance or prompting.
The client will verbalize a decrease in the  •
 frequency of visual hallucinations.
The client will verbalize a decrease in the  presence  •
of persecutory delusions.
The client will exhibit an increase in the ability to  •
socialize.
The client will exhibit an accurate perception of  •
reality.

factors include present coping strategies and level of cognitive 
function, the presence or absence of support systems and ade-
quate income, and the clinical setting in which each treatment 
occurs. Examples of Stated Outcomes are highlighted in the 
accompanying box.

Planning Interventions

The nurse’s role in planning interventions varies as biologic, 
cognitive, perceptual, behavioral, and emotional disturbances 
are considered. Medical interventions may be necessary to 
meet biologic or physical needs. Diagnostic studies may be per-
formed to rule out organicity. Medication may be required to 
treat depression, anxiety, or hostility, as well as psychotic symp-
toms. Cognitive therapy, behavioral techniques, and other sup-
portive therapies may be used to empower clients to monitor 
their thoughts; overcome tendencies to withdraw; increase their 
ability to concentrate; take responsibility for self-care; and cope 
with guilt, sadness, humiliation, and aggressive impulses. Elec-
troconvulsive therapy may be necessary for treatment-resistant 
symptoms. Client and family education also focuses on reorien-
tation to living skills, empowerment, and health maintenance.

The effects of schizophrenia and schizophrenic-like dis-
orders are profoundly emotional. Clients may refl ect a lack of 
separate identity; react negatively to perceived intrusion of pri-
vacy or closeness of personal space; exhibit low self-esteem, 
self-derogation, and lack of self-worth; display lack of trust; 
exhibit lack of self-control; and display profound depression 
(Peplau, 1996). Experts generally agree that treatment should 
include an integrated approach focusing on clients as well as 
their family members or signifi cant others.

Continuum of care also must be addressed in the planning 
phase to avoid relapse or recidivism. Community treatment 
programs and vocational rehabilitation are highly benefi cial 
and cost-effective. According to the National Institute of Men-
tal Health report to Congress on treatment effi cacy (2001), the 
acute treatment success rate for schizophrenia at 6 months was 
65%. Relapse rate at 2 years in clients who received antipsy-
chotic medication plus psychosocial therapy specifi c to schizo-
phrenia was 25%, compared to 63% in clients given medication 
alone (Jancin, 1998). The failure to provide comprehensive 
treatment for clients with a dual diagnosis has also been cited 
as a cause of recidivism (see Chapter 32).

Implementation

Implementation focuses on establishing a trusting relationship; 
establishing clear, consistent, open communication; providing 
a safe environment; alleviating positive, negative, and disorga-
nized symptoms; and maintaining biologic integrity. Interven-
tions may differ depending on the client’s clinical symptoms 
(ie, acute, rehabilitative, or chronic phase of illness), prognosis, 
and the clinical setting.

Remember that all behaviors are meaningful to the client, if 
not to anyone else. Clients may refuse to communicate or may 
communicate ineffectively as a result of self- contradictory or con-
fl icting statements, frequent changes in subject,  inconsistency 
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in verbalization, the use of incomplete sentences or fragmented 
phrases, or the presence of delusions or hallucinations. Encour-
agement such as “Help me to understand how you feel” has 
been therapeutic when communicating with clients. Commu-
nicate in simple, easy-to-understand terms, directed at the cli-
ent’s present level of functioning. See Chapter 11 for additional 
information regarding therapeutic interactions.

Assistance in Meeting Basic Needs
Clients with the diagnosis of schizophrenia often exhibit 
 cognitive and behavioral impairment, loss of initiative, low 
energy, poor concentration, sleep disturbance, social isolation, 
and withdrawal (Mahoney, 2005). Providing a safe, structured 
environment is important to maintain biologic integrity and to 
protect the client from potential self-harm caused by command 
hallucinations, irrational behavior, disorientation, or poor 
safety awareness. Clients may require help with activities of 
daily living because of self-care defi cits. Limit-setting, time-out, 
or physical restraints may be necessary during the acute phase 
of schizophrenia to decrease agitation or aggressive behavior, 
or to prevent physical injury to self or others. Box  22-2 lists 
specifi c nursing interventions for clients  exhibiting agitation, 
hallucinations, and delusions. See Chapter 12 for additional 
discussion of the therapeutic milieu.

Medication Management
Clients with schizophrenia often have serious comorbid 
 medical conditions such as cardiovascular disease,  respiratory 

 disease, asthma, chronic obstructive pulmonary disease, 
 diabetes, obstructive sleep apnea, obesity, cancer, and HIV/
AIDS. Furthermore, schizophrenia is associated with behaviors 
and lifestyle issues that increase the risk for serious medical 
conditions. Obesity, binge eating, substance abuse, smoking, 
lack of exercise, and poor nutrition are widespread among 
clients (National Center for Health Statistics, 2005). Clients 
who receive four or more medications concomitantly are, sta-
tistically speaking, at very high risk for a drug interaction. In 
these situations, appropriate references or a pharmacist should 
be consulted regarding the risk of potential drug interactions 
(Crimson, 2005).

Medication management of schizophrenia focuses on 
 stabilizing acute symptoms and then maintaining therapeutic 
plasma levels of the medications to avoid a relapse or exacer-
bation of clinical symptoms. Drug Summary Table 22-1 lists 
the major antipsychotic agents prescribed. The use of second-
generation antipsychotics has improved the quality of life for 
clients by relieving a greater spectrum of clinical symptoms 
of schizophrenia and schizophrenic-like disorders. Not only 
are these new agents effi cacious, but they are also safer and 
better tolerated, and thus more effective. Table 22-1 lists the 
 characteristics of second-generation antipsychotics.

The nurse’s role during medication management includes 
administering medication, monitoring responses to the pre-
scribed medication, and reporting any adverse effects. Dosage 
of atypical antipsychotics is a complex matter, and metabolic 
interactions with other drugs and agents such as  cigarette 

AGITATION

Remove clients from, or avoid, situations known to  •
cause agitation.
Decrease stimulants such as caffeine, bright lights,  •
and loud noise or music.
Avoid display of anger, discouragement, or frustra- •
tion when interacting with the client.
Avoid criticism and do not argue with the client. •
Set limits and follow through with consequences if a  •
violation occurs.
Monitor for physical discomfort such as pain or  •
physical illness.
Administer prescribed medication as ordered. •

HALLUCINATIONS

Decrease environmental stimuli such as loud noise,  •
extremely bright colors, or fl ashing lights. If visual 
hallucinations occur, ask the client to describe what 
is seen.
Attempt to identify precipitating factors by ask- •
ing the client what happened before the onset of 

 hallucinations. If auditory hallucinations occur, ask the 
client what the voices are saying. Suggest humming, 
listening to music, exercising, or talking to others.
Monitor television programs to minimize external  •
stimuli that may precipitate hallucinations.
Monitor for command hallucinations that may pre- •
cipitate aggressive or violent behavior.
Administer prescribed medication as ordered. •

DELUSIONS

Do not whisper or laugh in the presence of the client. •
Do not argue with the client or attempt to disprove  •
delusional or suspicious thoughts.
Explain all procedures and interventions, including  •
medication management.
Provide for personal space and do not touch the  •
 client without warning.
Maintain eye contact during interactions with the  •
client.
Provide consistency in care and assigned caregivers  •
to establish trust.

Interventions for Agitation, Hallucinations, and Delusions

BOX 22.2
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DRUG SUMMARY TABLE 22.1

Antipsychotic Drugs Used for Schizophrenia

Generic (Trade) Name Daily Dosage Range Implementation

aripiprazole (Abilify) 
(atypical antipsychotic)

10–30 mg give q.d. Headache, anxiety, GI upset, insomnia, drowsiness; monitor for 
adverse effects.a

clozapine (Clozaril) 
(atypical antipsychotic)

75–900 mg give q.d. or b.i.d. Follow Clozaril Client Management protocol (ie, dispense only 1 
week’s supply at a time; monitor WBC and cholesterol levels); moni-
tor for weight gain, sedation, tachycardia, increased salivation, and 
adverse effects.a

fl uphenamine (Prolixin) 
(typical antipsychotic)

2.5–4.0 mg give t.i.d. or q.i.d. Monitor for insomnia, restlessness, rash, blood dyscrasias, 
 photosensitivity, weight change, and adverse effects.a

haloperidol (Haldol) 
(typical antipsychotic)

2–20 mg give b.i.d. or t.i.d. Monitor for refractory arrhythmias, abnormal BUN and WBC lab 
results, increased motor activity, and adverse effects.a

olanzapine (Zyprexa) 
(atypical antipsychotic)

5–20 mg give q.d. Monitor for somnolence, dizziness, constipation, weight gain, and 
adverse effects.a

paliperidone (Invega) 
(atypical antipsychotic)

3–12 mg give once daily in AM Monitor for tachycardia, anxiety, somnolence, headache, QT prolon-
gation, and adverse effects.a

quetiapine (Seroquel XR) 
(atypical antipsychotic)

300–800 mg give q.d. in PM Take on an empty stomach or with a small meal; administer small 
quantity to any client with suicidal ideation; monitor for tachycardia 
and adverse effects.a

risperidone (Risperdal) 
(atypical antipsychotic)

0.5–16 mg give q.d. or b.i.d. Mix oral solution with water, juice, low-fat milk, or coffee; monitor 
for galactorrhea, weight gain, and adverse effects.a

ziprasidone (Geodon) 
(atypical antipsychotic)

20–160 mg Monitor EKG for QT changes; monitor for adverse effects.a

NOTE: Several of the drugs listed are available in various forms and dosages: oral solution, oral disintegrating tabs, and injections. If the client does not 
respond adequately to the prescribed antipsychotic agent, adjunctive medication such as lithium (Eskalith), an anticonvulsant such as carbamazepine (Tegre-
tol) or valproate (Depakene), or a benzodiazepine such as clonazepam (Klonopin) may be added. Refer to Chapter 16, for additional information.
aAdverse effects: Agranulocytosis, changes in blood sugar and lipid serum levels, constipation, dehydration in the elderly, dry mouth, movement disorders 
(eg, EPS, TD, and NMS), orthostatic hypotension, seizures, sexual dysfunction, somnolence, and prolactin elevation

smoke must be taken into account as well. For example, 
smoking induces hepatic clearance of many psychotropics, 
and smoking cessation can be associated with increased drug 
serum levels (Gottlieb & Evins, 2007). Management of adverse 
drug effects can be challenging because they can involve many 
organs and systems in the body. As noted in Chapter 16, clients 
taking atypical antipsychotics are at risk for the development of 
metabolic syndrome (hypertension, hyperlipidemia, obesity, 
and hyperglycemia). Three different organizations have defi ned 
and listed criteria of metabolic syndrome: World Health Orga-
nization (WHO), National Cholesterol Education Program, and 
International Diabetes Foundation. The  following mnemonic, 
PHATS, is used to monitor metabolic syndrome risk factors 
listed by the National Cholesterol Education Program:

Blood • Pressure >130/85 mm Hg
Serum • HDL cholesterol <40 mg/dL in men and 50 mg/dL 
in women

A• bdominal obesity indicating waist circumference of 
>102 cm or >40 inches in men and 88 cm or >35 inches 
in women
T• riglycerides ≥150 mg/dL
Fasting blood glucose (• Sugar) ≥110 mg/dL

The presence of three of the fi ve positive criteria indicates met-
abolic syndrome (Grove, 2006; Zoorob & Smith, 2007).

Sleepiness and lethargy generally occur at the beginning of 
psyhotropic drug therapy. Other adverse effects include allergic 
reactions, dry mouth, weight gain, menstrual irregularities, and 
sexual dysfunction. Table 22-2 lists nursing interventions for 
these common adverse effects that may contribute to the client’s 
 noncompliance. Additional interventions, as well as client edu-
cation regarding the use of antipsychotic drugs, are discussed 
in Chapter 16. The nurse also plays a major role in developing 
a therapeutic relationship and educating the client and family 
about prescribed medication to promote compliance. Factors that 
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TABLE 22.1

Characteristics of Second-Generation Antipsychotics

Drug (Year of 
 Beginning Use) Trade Name

Daily Dosage
(mg/day)

Therapeutic 
Plasma Level Comparison of Adverse Effects

clozapine (1988) Clozaril 75–900 350–500 mg/mL No increased motor activity. 
Weight gain.
Multiple adverse effects.
Effect on cholesterol metabolism leading to 
decreased serum cholesterol levels.

risperidone (1992) Risperdal 0.5–16 5–30 mg/mL Minimal increase in motor activity.
Minimal weight gain.
Galactorrhea.

olanzapine (1994) Zyprexa 5–20 21–54 mg/mL Minimal increase in motor activity.
Weight gain.
Effect on cholesterol metabolism leading to 
decreased serum cholesterol levels.

quetiapine (mid-1990s) Seroquel XR 300–800 45–100 mg/mL No increase in motor activity.
Minimal adverse effects even with higher 
doses.

ziprasidone (late 1990s) Geodon 20–160 Not established Minimal increase in motor activity.
No weight gain.
Changes in QT segment of EKG 
 (prolongation).

aripiprazole 
(2002, December)

Abilify 10–30 Not established Anxiety.
Headache.
Insomnia.
Considered to cause minimal adverse effects.

paliperidone (2006) Invega 3–12 Not established Commonly observed adverse effects are 
akathisia and extrapyramidal disorder.

TABLE 22.2

Nursing Interventions for Common Adverse Effects of Antipsychotic Medications

Adverse Effect Nursing Interventions

Allergic reaction Educate the client to report any rashes, edema, or other unusual symptoms to rule out an allergic reaction.

Dry mouth Encourage the use of low-calorie or sugarless hard candy, mints, gum, or beverages.

Menstrual irregularity Inform the client that menstrual irregularity may occur. Encourage her to report any changes in menses, 
including the possibility of pregnancy.

Somnolence or lethargy Explain that drowsiness is usually a transient symptom. Caution the client to avoid driving or operating 
hazardous equipment.

Sexual dysfunction Inform the client that sexual dysfunction has been identifi ed as a potential adverse effect of neuroleptic 
medication.
Conduct a sexual history.
Provide emotional support.

Weight gain Instruct the client to monitor weight on a weekly basis.
Educate the client about dietary measures to avoid weight gain.
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Medication Compliance in Clients with the Diagnosis of Schizophrenia

SUPPORTING EVIDENCE FOR PRACTICE 22.1

PROBLEM UNDER INVESTIGATION / How clients 
with the diagnosis of schizophrenia perceive their 
 illness and the use of medication

SUMMARY OF RESEARCH / The compliance of 
102 clients receiving clozapine (Clozaril) for schizo-
phrenia was assessed at time of discharge from treat-
ment using a semi-structured interview based on the 
Subjective Illness theory. Components of the theory 
focus on whether clients see themselves as being ill, 
how they describe their situation, what they believe 
to be the cause of their illness, and what treatment 
they think will improve their mental health. Data col-
lected included gender, living arrangement, length 
of illness, the presence of grandiose delusions or 
unpleasant adverse effects of medication, attitudes 
toward medication, and the client’s satisfaction with 
the psychiatrist. Findings indicated that 56.4% of the 
clients felt they were ill, 14.1% felt they had been ill, 
and 21.8%  denied being ill. In addition, 25% of the 
clients expected their mental health to improve, 25% 

expected some relapses, and another 25% expected 
their condition to stabilize or possibly get worse. At 
time of discharge and after 3 months, 33% of the cli-
ents had not been taking medication as prescribed 
and approximately 16% had changed their dosage. 
None of the components of Subjective Illness theory 
appeared to have a signifi cant infl uence on medica-
tion compliance; however, the most signifi cant pre-
dictor of adherence was the presence of a therapeutic 
alliance between the client and the psychiatrist.

SUPPORT FOR PRACTICE / This study underscores 
the importance of establishing a therapeutic relation-
ship with a client. For clients diagnosed with schizo-
phrenia, establishment of this therapeutic relationship 
increases the probability of medication compliance 
and potential for stabilization of clinical symptoms.

SOURCE: Holzinger, A., Loffl er, W., Muller, P., et al. (2002). Subjective 
illness theory and antipsychotic medication compliance by patients with 
schizophrenia. Journal of Nervous and Mental Disease, 190, 597–603.

 contribute to noncompliance include the client’s dysfunctional 
belief about medication (eg, taking medication indicates weakness 
or dependency), lack of insight regarding the need to take medi-
cation, forgetting to take medication, and the lack of an under-
standing about the diagnosis of schizophrenia (Pinninti, Stolar, & 
Temple, 2005) (see Supporting Evidence for Practice 22-1).

The earlier schizophrenia is treated, the better the  outcome 
is. The use of antipsychotic drugs during the fi rst episode is 
thought to decrease the frequency of hospitalization and to 
decrease the time required to control symptoms fully. Dos-
ages vary depending on the age of the client, weight, extent 
of presenting clinical symptoms, physiologic status, and use 
of additional medication. Generally, higher doses are used to 
treat acute episodes and lower doses are administered during 
the periods of remission. Improvement in psychotic symptoms 
may be evident within 1 or 2 days. However, the full benefi t 
evolves over approximately 6 to 8 weeks. Additional medica-
tion may be prescribed to treat depression or another  comorbid 
psychiatric disorder.

After symptoms are stabilized, clients may exhibit what 
has been referred to as the awareness syndrome or awaken-
ing phenomena. For example, after clinical symptoms such as 
hallucinations, confusion, and ideas of reference are stabilized, 
the client may begin to experience inner emotions such as anxi-
ety and fear as he or she regains an awareness of reality. Ineffec-
tive or dysfunctional coping mechanisms no longer shield the 
client from environmental stress. Conversely, therapeutic levels 
of medication may enable clients to assume responsibility for 
themselves and to participate in various treatment modalities 

such as individual, group, cognitive, behavioral, supportive, or 
family therapy.

Over time, treatment resistance may occur due to sev-
eral factors such as inherent biologic factors, inadequate dose 
or plasma level of the prescribed drug, missed diagnosis of a 
comorbid medical or psychiatric disorder, or inappropriate 
psychosocial treatment. The following interventions have been 
used as an approach to treatment-resistant symptoms exhib-
ited by clients with the diagnosis of schizophrenia:

 1. Reassessing the diagnosis and degree of compliance
 2. Monitoring serum blood levels to optimize the dosage of 

the neuroleptic
 3. Switching to another neuroleptic if the fi rst drug is 

 ineffective
 4. Adding a benzodiazepine to reduce agitation resulting 

from high levels of anxiety or an antidepressant if moder-
ate to severe depression or suicidal ideation is present

 5. Adding an anticonvulsant to improve tension, excitement, 
mood, or agitated behavior

 6. Using clozapine if the client has not responded favorably 
to the use of two different neuroleptics

Interactive Therapies
Three interactive therapies are generally effective when 
 providing care for clients with schizophrenia: group therapy, 
CBT, and personal therapy (a fl exible form of individual ther-
apy). Group therapy focuses on real-life plans, problems, and 
relationships. It may be behaviorally oriented, insight  oriented, 
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or supportive. Group therapy reduces social  isolation, increases 
the sense of cohesiveness, and improves the client’s reality-test-
ing ability. CBT is thought to improve cognitive distortions, 
reduce distractibility, and correct errors in judgment. Clients 
with some insight into their illness are good candidates for 
CBT. For example, multifaceted treatment with pharmaco-
therapy and a 10-step CBT intervention that teaches coping 
skills, builds in self-rewards, and provides cues written on 
index cards to reinforce abstinence increases the likelihood of 
smoking cessation in clients. The goal of personal therapy is to 
enhance personal and social adjustment and forestall relapse 
(Gottlieb & Evins, 2007; Sadock & Sadock, 2008).

According to Ronald Diamond, MD, a professor of 
 psychiatry at the University of Wisconsin, Madison, most indi-
viduals with schizophrenia whose clinical symptoms are stabi-
lized have much the same goals as anyone else (eg, a new car, 
more money, and a nice house); however, until recently, few 
clinicians have asked clients what they want from life. In the 
past, individual therapy between the client and the therapist 
has focused on the goals of the therapist rather than those of 
the client. Diamond proposes a collaborative recovery approach 
similar to that of personal therapy between the therapist and 
the client. He believes that clients will participate in treatment 
if they trust the therapist and feel they are accomplishing their 
personal goals. Elements of the recovery approach include 
the instillation of hope (belief in oneself) that one can fully 
recover from even the most severe forms of mental disorders. 
The incorporation of spirituality is also becoming increasingly 
accepted as a reigning therapeutic treatment approach during 
interactive therapy (Fisher, 2009; Hughes, 2005).

Psychosocial Therapies
Social skills training, family-oriented therapy, case manage-
ment (Chapter 8), and assertive community treatment (ACT; 
Chapters 8 and 35) are forms of psychosocial therapies pro-
vided for clients with the diagnosis of schizophrenia. Social 
skills training focuses on stabilization of behavior, improve-
ment of social performance within family and with peers, 
improvement of social perception with the family, and the 
enhancement of extrafamilial relationships (Sadock & Sadock, 
2008). Family-oriented therapy is usually a brief but inten-
sive course that focuses on identifying and avoiding potentially 
troublesome situations. If a problem does emerge with the cli-
ent, the aim of the therapy is to resolve the problem quickly. 
Additional psychosocial therapies include community support 
groups,  community-based partial hospitalization or outpatient 
 programs, and vocational education.

Clinical Antipsychotic Trials of Intervention 
Effectiveness (CATIE)
Schizophrenia has been linked to violence. Predictors of vio-
lence among persons with psychotic disorders include fail-
ure to take medication, drug or alcohol abuse,  delusional 
thoughts, command hallucinations, or a history of violence. 

Approximately 50% of schizophrenic clients have a substance 
abuse disorder (Sullivan, 2004). In response to this crisis 
situation and because of the heterogeneity and complexities 
of this illness, the National Institute of Mental Health has 
given the highest priority to training, research, and educa-
tion about schizophrenia and schizophrenic-like disorders. 
The purpose of the Clinical Antipsychotic Trials of Interven-
tion Effectiveness (CATIE) study is to determine which medi-
cations are most effective and, as a result, improve the quality 
of life for people with schizophrenia. Four clinical suggestions 
regarding the treatment of chronic schizophrenia have been 
noted thus far: minimizing extrapyramidal symptoms is essen-
tial, avoiding the use of adjunctive anticholinergic agents mini-
mizes the risk of tardive dyskinesia, appropriate dosing of the 
antipsychotic is key to accomplishing a therapeutic effect, and 
the antipsychotic choice and dosage should be matched to the 
client’s vulnerability (Hillard, 2006; Nasrallah, 2006; Tandon 
& Constantine, 2006). Given the information released during 
the CATIE study, one can see that the role of the nurse can be 
quite challenging as client and family education is provided to 
promote medication adherence, health maintenance, lifestyle 
modifi cation, and client empowerment.

Client and Family Education
The client and his or her family members and/or signifi cant 
others are all involved in the plan of care. They are encouraged 
to attend multidisciplinary treatment team meetings, where 
they are introduced to members of the team and given an 
opportunity to discuss any concerns. During team meetings, 
the client is encouraged to participate in goal-setting, allowing 
the client to set the pace. Realistic expectations of the client 
and family are explored. Stressful situations that might trigger 
relapse are identifi ed. The effi cacy of medication management 
is discussed, including the importance of recognizing early 
signs of serious adverse effects. Continuum of care is planned 
to lessen the chance of recidivism. (See Chapters 8 and 35 
for additional information regarding continuum of care, case 
 management, and ACT.)

Evaluation

The purpose of evaluation is to compare the client’s current 
mental status with stated desirable outcomes identifi ed and 
to monitor the client’s continuum of care. If the outcomes 
have not been met, consider the reasons why. For example, 
outcomes may not be achieved because of the client’s lack of 
belief in success, or unrealistic expectations regarding recov-
ery. Lack of social support or income, or a cognitive defi cit 
that limits the client’s insight regarding his or her illness may 
also be factors. Depression may occur because of a decline in 
dopamine level as the client ages. Additional specifi c nursing 
interventions and changes in outcomes may be necessary (see 
 Nursing Plan of Care 22-1).
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NURSING PLAN OF CARE 22.1

THE CLIENT WITH SCHIZOPHRENIA, UNDIFFERENTIATED TYPE

Janet stated that she felt better while taking medi-
cation and, therefore, believed that she was cured 
of her illness. Consequently, she stopped taking the 
medication. When Janet’s sister confronted her about 
her recent behavioral changes, Janet was insightful 
enough to tell her sister that she needed help and 
agreed to see the nurse at the center where she 
received follow-up care.

DSM-IV-TR  DIAGNOSIS: Schizophrenia,  undifferentiated 
type

ASSESSMENT: Personal strengths: Alert; oriented to per-
son, place, and time; insightful; motivated for treatment; 
good support system; receives disability  payments

WEAKNESSESS: Visual hallucinations; delusional thoughts; 
noncompliance regarding medication  management; inco-
herent speech at times

Janet, a 47-year-old White female, was brought to the 
mental health center by her sister, who expressed con-
cern about recent behavioral changes exhibited by 
Janet. She stated that Janet was diagnosed with schizo-
phrenia, undifferentiated type, at age 40 and was placed 
on Risperdal 1.0 mg b.i.d.

Janet lived with her sister. She was unemployed but 
received Social Security Disability compensation. Janet 
was able to perform activities of daily living indepen-
dently until recently, when she discontinued taking her 
medication. As a result of medication noncompliance, 
Janet became overly concerned about insects and bugs 
that she believed were in her room. She began to wear 
gloves to protect her hands as she sprayed insect repel-
lant on all the furniture. She also turned the water on in 
her bathroom sink because she believed the bugs con-
taminated the sink. Unfortunately, she neglected to turn 
the water off and fl ooded the bathroom.

Although she was oriented to person, place, and 
time, Janet’s speech had become incoherent at times. 

NURSING DIAGNOSIS: Noncompliance regarding medication management

OUTCOME: Within 24 hours, the client will resume taking prescribed medication.

PLANNING/IMPLEMENTATION RATIONALE

Instruct the client and sister that medication restores 
biochemical imbalance and reduces  psychotic 
 symptoms.

Clients who are educated about their illness and 
treatment are more likely to remain compliant with 
their plan of care.

Educate the client and sister about recidivism 
 secondary to noncompliance.

The client stopped taking medication because she 
thought she was cured.

NURSING DIAGNOSIS: Disturbed Sensory Perception related to the presence of visual hallucinations and 
 delusional thoughts

OUTCOME: Within 48–72 hours of medication compliance, the client will voice the absence of hallucinations 
and delusions.

PLANNING/IMPLEMENTATION RATIONALE

Explore stressors contributing to psychotic 
 symptoms.

Identifi cation of stressors may increase insight into 
the client’s fears and reduce anxiety.

Ask the client to notify the clinic of response to 
medication within 3 days.

The client is to assume responsibility for resuming 
medication compliance.

Shives_Chap22.indd   338Shives_Chap22.indd   338 11/6/2010   4:34:24 PM11/6/2010   4:34:24 PM



CHAPTER 22    Schizophrenia and Schizophrenic-like Disorders 339

PLANNING/IMPLEMENTATION RATIONALE

Instruct the sister not to confront the client about 
delusions.

Confrontation may exacerbate the client’s 
 symptoms and result in mistrust of her primary 
 support system.

Encourage participation in reality-based activities at 
home with sister.

Reinforcement of reality helps the client resume prior 
level of independence.

NURSING DIAGNOSIS: Impaired Verbal Communication related to disordered thinking secondary to schizo-
phrenia

OUTCOME: Within 48–72 hours of medication compliance, the client will demonstrate an improved ability to 
express self.

PLANNING/IMPLEMENTATION RATIONALE

Provide alternative methods of communication if 
necessary, such as pointing or gesturing.

The client may have diffi culty expressing self verbally 
due to visual hallucinations or fears.

Provide a nonrushed, quiet environment to decrease 
frustration.

Environmental stimuli may exacerbate psychotic 
symptoms.

Instruct the sister in repetitive approaches to 
improve communication.

Repetitive communication approaches are less 
stressful to cognitively impaired clients.

EVALUATION: The client and sister will verbalize an understanding of the plan of care. A follow-up visit is 
scheduled in 1 week. A community support group for clients and families of clients with schizophrenia has been 
identifi ed. The sister will return with the client to provide supportive data regarding behavior, mood, affect, 
communication, and medication compliance.

KEY CONCEPTS
Approximately 2.4 million people suffer from  schizophrenia • 
and schizophrenic-like disorders.
As a result of deinstitutionalization and changes in fi nan-• 
cial reimbursement for care, approximately 1.0 million 
of those individuals who suffer from schizophrenia and 
schizophrenic-like disorders do not receive psychiatric 
treatment.
Recent research suggests several theories regarding the • 
etiology of schizophrenia such as genetic predisposition, 
biochemical or neuroendocrine changes, and organic or 
pathophysiologic changes in the brain. The most widely 
held theory is the dopamine hypothesis.
Five phases of schizophrenia have been identifi ed. They • 
include the premorbid, prodromal, onset, progressive, 
and chronic or residual phases.
Clinical symptoms of schizophrenia are described as • 
 positive, negative, or disorganized.

The fi ve subtypes of schizophrenia are paranoid, catatonic, • 
disorganized, undifferentiated, and residual.
Assessment of objective clinical symptoms of schizophrenia • 
can be challenging; therefore, the nurse also uses subjec-
tive data presented by family members, signifi cant others, 
or representatives from the client’s support system.
Current treatment of schizophrenia and schizophrenic-like • 
disorders involves an integrated multidisciplinary approach 
that focuses on nursing interventions occurring in a thera-
peutic milieu. Treatment modalities include the use of nurs-
ing and medical interventions to meet biologic or physical 
needs, psychopharmacology, interactive and psychosocial 
therapies, and supportive therapies to empower clients. Cli-
ent and family education is included in the plan of care. Con-
tinuum of care must be addressed to decrease recidivism.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Critical Thinking Questions

 1. As you take the fi rst bite of your burger in a fast-food 
restaurant, you notice a disheveled, dirty man in the 
booth across from you. He is talking to himself and 
gesturing wildly. Describe your thought processes as you 
assess this man. What interventions, if any, would be 
appropriate?

 2. Observe a psychiatric treatment milieu and analyze how 
the unit is therapeutic for a client with schizophrenia.

 3. Develop a presentation for families of clients with 
schizophrenia that includes the following points: 
theories of causality, symptoms of disorder, relation-
ship between stress and symptoms, use of medications 
in treatment, and helpful responses to symptomatic 
behavior.

Refl ection

Reread the chapter opening quote. In what manner does 
active psychosis in schizophrenia produce disability equal to 
quadriplegia? Cite two or three examples to substantiate your 
explanation. How would these examples of disability affect the 
family of a client with schizophrenia? Identify what support 
systems the family and client could use.

NCLEX-Style Questions

 1. A client with schizophrenia, disorganized type, is 
 admitted to the inpatient unit. He frequently giggles and 
mumbles to himself. He hasn’t taken a shower for the last 
3 days, presenting a disheveled, unkempt appearance 
and other clients are beginning to complain. Which state-
ment would be most appropriate for the nurse to use in 
persuading the client to shower?
a. “Clients on this unit take showers daily.”
b. “It’s time to shower. I will help you.”
c. “You’ll feel better if you shower.”
d. “Would you like to take a shower?”

 2. A new client is being admitted to a care facility. The client 
is a 22-year-old Caucasian male who has been diagnosed 
with paranoid schizophrenia. The nurse expects to assess 

which of the following in a client with the  diagnosis of 
schizophrenia, paranoid type?
a. anger, auditory hallucinations, persecutory delusions
b. abnormal motor activity, frequent posturing, autism
c. fl at affect, anhedonia, alogia
d. silly behavior, poor personal hygiene, incoherent 

speech
 3. The client experiences a disintegration of personality 

and is withdrawn. Speech may be incoherent. Behavior 
is uninhibited, along with a lack of attention to personal 
hygiene and grooming. Which type of schizophrenia best 
describes the above symptoms?
a. catatonic type
b. paranoid type
c. undifferentiated type
d. disorganized type

 4. A patient is experiencing auditory hallucinations in the 
form of the voice of his deceased mother. Which nursing 
response would be most appropriate when a client talks 
about hearing voices?
a. “I do not hear the voices that you say you hear.”
b. “Those voices will disappear as soon as the medicine 

works.”
c. “Try to think about positive things instead of voices.”
d. “Voices are only in your imagination.”

 5. During a community meeting, a client with schizophre-
nia begins to shout and gesture in an angry manner 
frightening the audience. Which nursing intervention 
would be the priority?
a. determining reasons for the client’s agitation
b. encouraging appropriate behavior in a group
c. facilitating group process in responding to the client
d. maintaining safety of the client and others

 6. After a class on schizophrenia and its phases, the nursing 
students identify the following phases of schizophrenia. 
Place the phases in the correct sequence from fi rst to last.
a. prodromal
b. premorbid
c. residual
d. progressive
e. onset
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Binge eating
Body mass index (BMI)
Cachexia
Developmental obesity
Obesity
Purging
Reactive obesity
Russell’s sign

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Differentiate the terms anorexia nervosa, bulimia nervosa, and obesity.
 2. Explain why obesity is not categorized as an eating  disorder.
 3. Discuss the following theories of eating disorders: genetic or  biochemical; 

psychological or psychodynamic; and family systems.
 4. Discuss the following theories of obesity: genetic or  biologic, and 

 behavioral.
 5. Describe at least fi ve clinical symptoms shared by clients with anorexia 

nervosa and clients with bulimia nervosa.
 6. Articulate the rationale for medical evaluation of a client with an eating 

disorder or the diagnosis of obesity.
 7. State the criteria for inpatient treatment of a client with an eating 

 disorder.
 8. Identify the medical complications of anorexia nervosa, bulimia nervosa, 

and obesity.
 9. Construct an assessment tool to identify clinical  symptoms of an eating 

disorder.
 10. Understand the rationale for the use of psychoactive drugs in the 

 treatment of eating disorders.
 11. Formulate a plan of care for a client with the diagnosis of bulimia 

 nervosa.

Eating Disorders

Eating disorders are fascinating, confusing, challenging and deeply 

disturbing. Physicians, nurses, psychotherapists and other medical 

and mental health providers frequently fi nd themselves confused 

and feel overwhelmed when dealing with these disorders.

—SOBEL, 2005

23
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etiology or course of a particular case of obesity, the diagnosis is 
listed under psychological factors affecting medical condition. 
Disorders of feeding and eating that are usually fi rst diagnosed in 
infancy or early childhood are included in Chapter 29.

Although anorexia is not commonly seen among older adults, 
the results of the National Diet and Nutrition Survey in  London 
in 1998 revealed that 43% of independent elderly persons 
consumed fewer than 1,500 calories per day and 16% to 18% 
consumed fewer than 1,000 calories per day. This group of indi-
viduals are at risk for developing anorexia because of physiologic 
changes related to aging, pathological conditions (eg, stroke, den-
tal problems), adverse effects of medications (eg, levothyroxine, 
theophylline), social factors (eg, dependency on others to meet 
needs), environmental factors (eg, poverty), or psychological con-
ditions (eg, depression) (Endoy, 2005). The issue of  involuntary 
weight loss in the elderly is addressed in Chapter 30.

This chapter focuses on the history of eating disorders and 
etiology of anorexia, bulimia, and obesity and addresses the 
clinical symptoms and diagnostic characteristics of each. Using 
the nursing process approach, the chapter describes the care of 
a client with an eating disorder.

HISTORY OF EATING 
DISORDERS
Egyptian hieroglyphics, Persian manuscripts, and Chinese 
scrolls describe disorders very like what we now call anorexia 
nervosa and bulimia nervosa. Ancient Romans used vomitoriums 
(lavatory chambers that accommodated vomiting) to relieve 
themselves after overindulging at lavish banquets. African lore 
describes voluntary restrictors who refused to eat during times 
of famine so that their children would be able to eat. When the 
famine passed, some of these individuals, who were admired 
by peers, continued to refuse to eat in spite of the danger of 
dying. During the 9th century, followers of St. Jerome, who 
starved themselves in the name of religion, became thin and 
stopped having menstrual cycles. In Europe, the fi rst formal 
description of anorexia nervosa in medical literature was made 
by Richard Morton in 1689. Two other physicians, Lasegue in 
1873 in France and Gull in 1874 in England, wrote articles 
about anorexia nervosa in modern medical literature. During 
the 19th century, the term anorexia was used, and the psycho-
logical aspects of the disease were described. Signifi cant work 
was provided by the writing and the insight of Hilde Bruch, a 
physician who assisted in the categorization of anorexia ner-
vosa and began to separate it from other diseases associated 
with weight loss (ANRED, 2006; Sobel, 2005.)

ETIOLOGY OF ANOREXIA 
NERVOSA AND BULIMIA
The prevalence of eating disorders is at an all-time high. Preoc-
cupation with body image, a component of self-concept, has 
increased over the years as the diet and fi tness industry has 

Eating disorders such as anorexia nervosa, bulimia nervosa, and 
obesity are dangerous psychological illnesses that cast a wide 
net, gathering victims who share certain traits, including low 
self-esteem, lack of self-respect, and body dissatisfaction. They 
are among the most prevalent and challenging illnesses in this 
country, with conservative estimates saying that 5 to 10 million 
girls and women and 1 million boys and men meet the diagnostic 
criteria for one or more eating disorder at any given time. They 
are frequently underdiagnosed and, when diagnosed, clients are 
often treated incorrectly. Unfortunately, a surprising number of 
individuals do not seek help. Others will remain ill or die, even 
after years of treatment (Mahoney, 2006; Sobel, 2005).

According to statistics released by Anorexia Nervosa and 
Related Eating Disorders (ANRED), Inc., about 1% or 1 out of 
100 female adolescents between the ages of 10 and 20 years 
has anorexia. Additionally, approximately 4% or 4 out of 
100 college-aged women have bulimia or bulimic patterns. 
There seems to be an increase in the incidence of middle-aged 
women with anorexia and bulimia, possibly because this group 
has consistently considered image to be of major importance. 
Statistics on males with eating disorders are diffi cult to fi nd, 
but estimates are that about 5% to 10% of the individuals diag-
nosed with anorexia and 10% to 15% diagnosed with bulimia 
are male. Over the next decade, as public awareness of dieting 
and eating disorders increases, the number of males seeking 
treatment for eating disorders is likely to increase. Reliable sta-
tistics regarding the prevalence of eating disorders in young 
children or older adults are limited. Although such cases do 
occur, they are not common (ANRED, 2006; Frieden, 2004).

At the same time, medical experts warn that America’s 
weight problem is reaching epidemic proportions. In the 
United States, approximately 60% of adult Americans, both 
male and female, are overweight. About 34% are considered 
to be obese, and many of these individuals have binge eating 
habits. Furthermore, about 31% of American teenage girls and 
about 28% of boys are overweight (ANRED, 2006).

The American Heart Association recognizes obesity as a 
distinct risk factor for heart disease. In 1998, The National 
Heart, Lung, and Blood Institute released a report stating 
that obesity is a complex chronic disease requiring clinician 
 assessment and intervention (Sharp, 1998).

All three disorders may have serious medical consequences 
if clients remain untreated. However, with proper help, per-
sons with an eating disorder can often learn to stabilize their 
eating patterns, maintain a healthy weight, and become less 
preoccupied with food.

Eating disorders are characterized by severe disturbances in 
eating behavior. Three specifi c diagnoses exist: anorexia nervosa; 
bulimia nervosa; and eating disorder, not otherwise specifi ed 
(American Psychiatric Association [APA], 2000b). The Diagnostic 
and Statistical Manual of Mental Disorders, 4th Edition, Text Revision 
(DSM-IV-TR) has not identifi ed obesity as a psychiatric diagno-
sis (APA, 2000a). Obesity is considered to be a general medical 
condition because a consistent association with a psychological 
or behavioral syndrome has not been established. When there 
is evidence that psychological factors are of importance in the 
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 activity of hormones such as thyroid-stimulating hormone, 
 gonadotropin-releasing hormone, and corticotropin-releasing 
factors and neurotransmitters such as serotonin, dopamine, 
and norepinephrine that preserve the balance between energy 
output and food intake. According to this theory, nerve path-
ways descending from the hypothalamus control levels of 
sex hormones, thyroid hormones, neurotransmitters, and the 
adrenal hormone cortisol, all of which infl uence appetite, body 
weight, mood, and responses to stress. Research has concluded 
that genetics is 80% responsible for determining the tendency 
to become obese (Murphy, 2007; Sadock & Sadock, 2008; 
Sharp, 1998). Studies of twins indicate that if an identical twin 
develops anorexia nervosa, the other twin has a 50% to 90% 
chance of developing the disorder too. Also, if an identical twin 
develops bulimia nervosa, the other twin has a 35% to 83% 
chance of developing the same disorder (DiscoveryHealth.com 
Disease Center, 2003). Furthermore, individuals with a mother 
or sister who has anorexia are considered to be 12 times more 
likely than others with no family history of anorexia to develop 
it themselves and they are four times more likely to develop 
 bulimia (ANRED, 2006).

A third theory speculates that high levels of enkephalins 
and endorphins, opiate-like substances produced in the body, 
infl uence eating disorders. Opioids act on the central nervous 
system, producing analgesia, change in mood, drowsiness, and 
mental slowness. Gastrointestinal tract motility and appetite 
are diminished. These biologic changes may contribute to the 
denial of hunger in clients with anorexia nervosa. Euphoria is 
not uncommon because plasma endorphin levels are raised in 
some clients with bulimia nervosa after vomiting (Sadock & 
Sadock, 2008).

A fourth theory postulates that anorexia results from an 
imbalance of hormones caused by excessive physical activity. 
A self-perpetuating cycle develops in which restricted food 
intake heightens the urge to move, and constantly increasing 
exercise releases hormones that depress interest in eating.

A fi fth theory links the presence of obsessive– compulsive 
behavior with eating disorders. According to this theory, 
elevated levels of vasopressin, neuropeptide Y, peptide 
YY, or a decreased level of cholecystokinin contribute to 
 obsessive–compulsive eating behavior patterns commonly 
seen in anorexia nervosa.

Recent research has focused on etiological factors includ-
ing birth trauma (eg, cephalohematoma); preterm birth 
(eg, <32 completed gestational weeks); infection (streptococ-
cus anorexia nervosa); and activity of brain functioning in the 
right inferior and superior prefrontal lobe and the right parietal 
regions in women diagnosed with anorexia nervosa, purging 
type. Further research is needed to verify the role these fac-
tors may play in the development of eating disorders (Moore, 
2004a; Sobel, 2005).

Psychological and Psychodynamic Theories

A wide range of psychological infl uences contributing to 
the development of an eating disorder has been suggested. 

emphasized that “thin is in.” Pop stars’ clothing styles reinforce 
the thin, sexy ideal girls strive for. In addition, more skin is 
shown on television and in the movies than ever before (Irvine, 
2001; Tumolo, 2003). The dissatisfaction with body image (ie, 
a negative self-concept) commonly seen in older children, ado-
lescents, and young adults appears to be fully developed in 
girls as young as 5 years (Moon, 2001).

Four separate elements of body image as described by 
Schilder (1950) include

the actual, subjective perception of the body that an indi-• 
vidual forms related to physical appearance and function;
a mental picture of one’s body that the individual devel-• 
ops based on internalized feelings and attitudes related 
to past experiences (eg, a woman who successfully loses 
50 pounds and achieves a dress size of 9 still refers to 
herself as “fat”);
social experiences or societal stereotype regarding accept-• 
able physical appearance (eg, an adolescent subscribes to 
a “fi tness” magazine and determines that he must reduce 
his caloric intake and increase his exercise to develop a 
muscular physique similar to that of the male model in 
the magazine); and
an idealized body image that an individual incorporates • 
into one’s mental picture.

Body image is changed as one progresses through the differ-
ent developmental stages of life. Persistent preoccupation with 
one’s body image can impair emotional and cognitive develop-
ment, interfere with interpersonal relationships, and place an 
individual at risk for the development of an eating disorder 
(Bensing, 2003).

Theories of eating disorders are categorized as genetic or 
biochemical theories, psychological or psychodynamic theo-
ries, and family systems theories. The information presented 
here summarizes the major concepts discussed in the Harvard 
Mental Health Letter (Grinspoon, 1997), the Internet Mental 
Health Web site (http://www.mentalhealth.com/), the Anorexia 
Nervosa and Related Eating Disorders, Inc., Web site (http://
www.anred.com/stats.html), and the National Eating Disor-
ders Association Web site (http://www.nationaleatingdisor-
ders.org/). Other references are cited when additional relevant 
information was located in literature.

Genetic or Biochemical Theories

Several theories have attempted to describe the causes of eat-
ing disorders. According to a study published in the May 2001 
issue of Molecular Psychiatry, researchers in Germany and the 
Netherlands have found that one form of a gene for Agouti-
related protein (AGRP), a chemical messenger that stimulates 
appetite, occurs more frequently among anorexic persons. This 
discovery suggests that disruptions of the brain’s system for 
governing food intake contribute to eating disorders (Associ-
ated Press, 2001; Sobel, 2005).

A second theory states that eating disorders, includ-
ing obesity, could be caused by abnormalities in the 
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that they want or need nurturing. The family may indirectly 
encourage this behavior by praising the individual for being 
strong (Bruch, 2003).

The enmeshed family theory states that families with ano-
rectic daughters are smothering toward their members. The 
responsibilities of each person and the boundaries among 
them are indistinct. Everyone is said to be overresponsive 
to and overprotective of everyone else. Individual needs are 
not met, feelings are not honestly acknowledged, and con-
fl icts are not openly resolved. As the daughter reaches puberty, 
the parents are reluctant to make necessary changes in the 
family rules and roles. Anorexia is considered to be a symp-
tom of a rigid family system’s need and inability to change 
(Minuchin, 1974).

Researchers have recently focused on the relationship 
between maladaptive parental behavior and eating disorders. 
Johnson, Cohen, Kasen, and Brook (2002) investigated child-
hood adversities, including the issue of childhood sexual 
abuse, and their role in the development of an eating disorder 
during adolescence and early adulthood. They identifi ed sev-
eral experiences that placed children at risk: physical neglect 
or sexual abuse, low parental affection, low parental commu-
nication with the child, low parental time spent with the child, 
poverty, and low parental education. Living in such a nega-
tive environment created an “empty” feeling and loss of con-
trol over one’s environment. Consequently, individuals who 
experienced childhood adversities sought perfection to control 
their environment in a favorable fashion. Unfortunately, the 
development of an eating disorder became a solution to the 
problem.

ETIOLOGY OF OBESITY
Obesity is not a simple problem of will power or self-control, 
but rather a complex, multifactorial disease. Increasing evi-
dence reveals that genetic, gender, physiologic, psychological, 
environmental, and cultural factors play a part in the devel-
opment of obesity (Crouch, 2005). Theories regarding the 
etiology of obesity are generally grouped into the following 
categories: genetic or biologic and behavioral theories.

Genetic or Biologic Theories

The fi rst theory, referred to as the set-point theory, proposes 
that body weight is physiologically regulated like pulse or 
body temperature. Body weight is maintained as the body self-
adjusts its metabolism and its release of hormones (Keesy & 
Hirvonen, 1997).

A second theory states that heredity or genetic predisposi-
tion plays a part in the development of obesity. On the basis of 
studies of identical and fraternal twins and adopted children, 
theorists postulate that if a person has one obese parent, the 
chance of that child becoming obese is 60%; if both parents 
are obese, the chances increase to 90%. Furthermore, identi-
cal twins raised apart are more likely to have similar amounts 

One theory addresses the theme of starvation as a form of 
 self-punishment, with the unacknowledged purpose of pleas-
ing an introjected or internalized parent. This parent is seen 
as imposing harsh restrictions on the otherwise well-behaved, 
orderly, perfectionistic, hypersensitive individual.

A second theory suggests that fasting restores a sense of 
order to a female who fears the independence of adult femi-
ninity (eg, social and sexual functioning) and fears becoming 
like her mother. Fasting allows the client to exert control over 
herself and others. The ability to lose weight is a substitute for 
independence as well as an avoidance of acknowledging one’s 
sexual desires (Sadock & Sadock, 2008).

A third theory notes that individuals starve themselves 
to suppress or control feelings of emotional emptiness. They 
struggle for perfection to prove that they do not depend on 
others to validate their self-concept or self-esteem. Conversely, 
teenagers with problems managing anger are more likely to 
engage in bulimic behavior without purging than those who 
manage anger appropriately (Finn, 2004).

A fi nal theory postulates that females develop an eating dis-
order because they believe their parents have never responded 
adequately to their initiatives or recognized individualities. 
Anorectic females have diffi culty distinguishing personal 
wants from those of others and fear abandonment if they take 
independent action. Rather than allowing outside infl uences, 
including food, to invade them, anorectics deny their needs 
and will not permit anyone else to control them.

Family Systems Theories

Parents wield a great deal of infl uence over children’s self-
concepts and perceptions of the world. The desire to please 
parents, on whom we are totally dependent as children, is 
also extremely powerful. Three theories about family rela-
tionships and the development of eating disorders have 
emerged: confl ict between parent–child expectations, family 
preoccupation with weight and appearance, and “enmeshed” 
families.

The fi rst theory focuses on parental expectations of chil-
dren. Parents may emphasize intellectual abilities or athletic 
talents while ignoring emerging emotional needs of their chil-
dren. Unfortunately, some children try endlessly to gain the 
approval of an overcontrolling, authoritative, passive, or emo-
tionally distant parent while refusing to acknowledge feelings 
or ideas that may confl ict with or contradict those of the fam-
ily. Anorectics use the avoidance of food to gain attention and 
satisfy emotional needs. Bulimic individuals soothe themselves 
with food.

According to the second theory, both anorectic and 
bulimic individuals are insecure about their physical shape 
and size. Preoccupation with weight by parents or siblings 
close to them can inadvertently set into motion a chain of feel-
ings and events emphasizing external appearances. Thinking 
that life would be perfect if only they were thinner or more 
attractive, the individuals assume nurturing or caretaking 
roles toward siblings or other family members. They fail to see 
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CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF EATING DISORDERS
Clients with eating disorders share similar clinical symptoms 
or warning signs including unusual thoughts, feelings, and 
behavior around food as well as an unhealthy amount of 
body fat or unhealthy body mass index (BMI). The BMI, 
an indicator of physical fi tness, identifi es whether a person 
is overweight or underweight based on height in relation to 
weight. Individuals who exhibit a BMI <18.4 are considered 
to be underweight. A normal BMI range is 18.5 to 24.9. An 
individual with a BMI of 25 to 29.9 is considered to be mod-
erately overweight or preobese. An individual with a BMI 
of 30 to 34.9 is considered to be moderately obese (Class I 
Obesity), whereas an individual with a BMI of 35 to 39.9 is 
considered to be severely obese (Class II Obesity). An indi-
vidual with a BMI of more than or equal to 40 is deemed to 
be extremely obese (Class III Obesity) (National Heart, Lung, 
& Blood Institute, 1998). Box 23-1 provides a formula for 
calculating BMI and a chart to determine BMI using height 
and weight.

Examples of clinical symptoms shared by clients with 
 eating disorders include

focus on body weight and lack of fat to measure one’s • 
worth;
constant dieting on low-calorie, high-restriction diets • 
(clients who were obese and tried dieting without 
 success);
impaired body image;• 
preoccupation with food or refusal to discuss it;• 
use of food to satisfy negative feelings such as anger, • 
rejection, or loneliness;
compulsive exercising (clients who were obese and tried • 
dieting without success);
fear of not being able to stop eating;• 
abuse of drugs or alcohol before bingeing; and• 
stealing, shoplifting, or prostitution to obtain money for • 
food.

Clinical symptoms specifi c to each disorder are discussed 
within each classifi cation.

Anorexia Nervosa

The client with anorexia nervosa refuses to maintain a normal 
body weight, intensely fears weight gain, and exhibits a dis-
turbed perception about his or her body. See the accompany-
ing Clinical Symptoms and Diagnostic Characteristics box.

Statistics indicate that anorexia nervosa is the third most 
common chronic illness among adolescents. It occurs 10 to 20 
times more frequently in females than in males. Most individ-
uals with anorexia are teenaged girls or women who usually 
are bright achievers. However, the incidence of males suffering 
from this disorder has increased. Age has little signifi cance: 

of body fat than fraternal twins raised separately (Foreyt & 
Poston, 1997).

A third theory, referred to as the leptin theory, states that 
an obesity gene directs the formation of leptin (a protein pro-
duced by fat cells), which acts on the hypothalamus and infl u-
ences hunger and satiety. Most obese individuals experience a 
resistance to leptin’s satiety effect (Albu et al., 1997).

A fourth theory describes the role of medical problems 
in the development of obesity. Hormonal syndromes such 
as hypothyroidism, hypercortisolism (Cushing’s syndrome), 
pseudohypoparathyroidism, and primary hyperinsulinism 
have been identifi ed as risk factors for obesity, especially 
in childhood and adolescence (Dietz & Gortmaker, 1984; 
Faust, 2001).

Recent obesity research at the Monell Chemical Senses 
Center in Philadelphia focused on the biology of craving and 
its infl uence on nutritional status and the development of obe-
sity. The premise of the research questioned whether food crav-
ing is caused by nutrient or caloric defi cit. Research fi ndings 
indicated that nutritional and caloric deprivation was not nec-
essary to create food cravings. They also found that there was 
almost a tripling or quadrupling of food cravings during the 
trial when subjects could eat whatever they wanted (Moore, 
2004b).

Behavioral Theories

Inactivity has long been recognized as a contributor to obesity. 
Most clients who have been obese for some time suffer from 
an inherited low metabolic rate or resting energy expenditure 
(REE). One behavioral theory suggests that people may be 
obese not because they eat too much but because they expend 
too little energy. This low energy expenditure, coupled with 
an inactive lifestyle, may cause weight gain or a diffi culty in 
maintaining a healthy weight (White, 2000).

According to research, more than one third of the over-
weight population, when surveyed, reported that they did not 
engage in any physical activity during their leisure time. Fur-
thermore, surveys have indicated that children and adolescents 
participate in fewer than three sessions of vigorous activity per 
week. Exercise is known to reduce body fat and build healthy 
muscle mass. Conversely, lack of exercise contributes to obe-
sity (Centers for Disease Control and Prevention, 1996; Whita-
ker, Pepe, Seidel, & Dietz, 1997; White, 2000).

A second behavioral theory, referred to as the external cue 
theory, suggests that people eat in response to environmental 
stimuli. Therefore, as stimuli increase (eg, television commer-
cials regarding food or drink, passing a fast-food restaurant, 
or certain times of the day associated with eating), individuals 
eat when they aren’t hungry and they do not stop eating when 
they are full (James, 2001).

A third behavioral theory focuses on psychosocial factors. 
An individual may eat in response to emotions such as lone-
liness, sadness, anger, or celebration. Stressful interpersonal 
or family dynamics may also be contributing factors (Epstein, 
Wisniewski, & Weng, 1994).
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BOX 23.1

Determining BMI

BMI = Weight (pounds) / Height (inches)2 × 703
Example: A person who weighs 150 pounds and is 5 feet 5 inches (65 inches) tall.
BMI = 150 pounds / 65 inches × 65 inches × 703 = 150 / 4225 × 703 = 24.95

BODY MASS INDEX CHART

19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35

HEIGHT 
(INCHES) BODY WEIGHT (POUNDS)

58 91 96 100 105 110 115 119 124 129 134 138 143 148 153 162 167 173
59 94 99 104 109 114 119 124 128 133 138 143 148 153 158 163 168 173
60 97 102 107 112 118 123 128 133 138 143 148 153 158 163 168 174 179
61 100 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185
62 104 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 191
63 107 113 118 124 130 135 141 146 152 158 163 169 175 180 186 191 197
64 110 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204
65 114 120 126 132 138 144 150 156 162 168 174 180 186 192 198 204 210
66 118 124 130 136 142 148 155 161 167 173 179 186 192 198 204 210 216
67 121 127 134 140 146 153 159 166 172 178 185 191 198 204 211 217 223
68 125 131 138 144 151 158 164 171 177 184 190 197 203 210 216 223 230
69 128 135 142 149 155 162 169 176 182 189 196 203 209 216 223 230 236
70 132 139 146 153 160 167 174 181 188 195 202 209 216 222 229 236 243
71 136 143 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250
72 140 147 154 162 169 177 184 191 199 206 218 221 228 235 242 250 258
73 144 151 159 166 174 182 189 197 204 212 219 227 235 242 250 257 265
74 148 155 163 171 179 186 194 202 210 218 225 233 241 249 256 264 272
75 152 160 168 176 184 192 200 208 216 224 232 240 248 256 264 272 279
76 156 164 172 180 189 197 205 213 221 230 238 246 254 263 271 279 287

SOURCE: National Heart, Lung, and Blood Institute. Body Mass Index Table, retrieved from http://www.nblbi.nih.gov/guidelines/obesity/
bmi.tbl.htm.

The diagnosis has been made in male clients spanning from as 
young as 5 years to as old as 70 years (Tumolo, 2003). Charac-
terized by an aversion to food, intense fear of becoming obese, 
and distorted body image, this disorder may result in death 
due to serious malnutrition. Of diagnosed anorectic clients, 
10% to 20% die. Half of these deaths are due to suicide or as 
a result of disease-related complications including heart dis-
ease. Another 20% of those treated continue to focus on food 
and weight issues, remain dangerously underweight, and suf-
fer from frequent relapses (Eating Disorder.com, 2009; Jancin, 
1999; Kirkby & Brown, 2007).

Various methods are used to lose weight. Methods 
include purging, or attempts to eliminate the body of excess 
calories by induced vomiting; abuse of laxatives, enemas, 
diuretics, diet pills, or stimulants; excessive exercise; or a 
refusal to eat. Deceitful behavior may prevail as the anorec-
tic client disposes of food that he or she is supposed to eat. 
Although the following symptoms may occur as the disor-
der progresses (not all persons who are anorectic exhibit all 

symptoms), clients rarely seek help unless a medical crisis 
occurs:

Dry, fl aky, or cracked skin• 
Brittle hair and nails; hair beginning to fall out• 
Amenorrhea or menstrual irregularity• 
Constipation• 
Hypothermia due to loss of subcutaneous fat• 
Decreased pulse, blood pressure, and basal metabolic rate• 
Skeletal appearance; BMI of 16 or below• 
Presence of lanugo (downy soft body hair seen on new-• 
born infants)
Loss of appetite• 
Callus formation on fi nger (• Russell’s sign) due to self-
induced purging
Dental caries• 
Total lack of concern about symptoms• 

The preanorectic person is generally considered to be a “model 
child and student” who is meek, compliant, perfectionistic, and 
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Calorie counting, dieting, and excessive exercise or • 
hyperactivity
Weighing self several times daily• 
Depressed mood• 
Amenorrhea or irregular menses• 
Wearing of loose-fi tting clothing to hide physical appear-• 
ance as it changes (Fig. 23-1)
Denial of hunger• 

As the eating disorder progresses, the anorectic person displays 
behaviors such as manipulation, stubbornness, hostility, and 
deceitfulness. Defense mechanisms used include denial, dis-
placement, projection, rationalization, regression, isolation, 
and intellectualization. Comorbid psychiatric disorders that 
occur with anorexia nervosa include depression (65%), social 
phobia (34%), and obsessive–compulsive disorder (26%) 
(Sadock & Sadock, 2008).

According to Erikson’s stages of emotional development, 
food may become a power struggle between the mother and 
the child between the ages of 2 and 3 years. Children between 

CLINICAL SYMPTOMS 
AND DIAGNOSTIC CHARACTERISTICS

Anorexia Nervosa

Clinical Symptoms
Refusal to maintain a minimally normal body  •
weight
Intense fear of gaining weight, even with preoc- •
cupation with thoughts of food
Signifi cant distortion in perception of body size  •
or shape
Amenorrhea (in women who have established a  •
menstrual cycle)
Depressed mood •
Social withdrawal •
Irritability •
Insomnia •
Decreased interest in sex •
Infl exible thinking •
Strong need to control one’s environment •

Diagnostic Characteristics
Maintenance of body weight of less than 85% of  •
what is expected for age and height, or failure in 
attaining expected weight during growth period
Extreme infl uence of body weight or shape on  •
one’s self-perception
Denial of seriousness of current extremely low  •
body weight
Absence of three consecutive menstrual cycles •

Restricting type: Engagement in activities such as 
dieting, fasting, or excessive exercise

Binge eating/purging type: Engagement in binge 
eating, purging, or both via self-induced vomit-
ing or misuse of laxatives, diuretics, or  enemas

overachieving. The individual usually is overly sensitive, fears 
independence and sexual relationships, has a low self-concept, 
and is resistant to growing up and maturing. Starvation is an 
attention-getting device that permits the anorectic client full 
control of his or her body, allowing the individual to remain in 
or revert to a prepubertal state.

Warning signs that should alert parents, teachers, or others 
to the possibility of anorexia nervosa include the following:

Drastic weight  loss in the presence of unusual eating • 
habits, such as fasting, bingeing, or refusal to eat except 
tiny portions
Obsession with neatness or personal appearance, includ-• 
ing frequent mirror gazing. The person constantly checks 
on his or her appearance, fearing unattractiveness and 
obesity.
Hostility and the desire to control others• 

FIGURE 23-1 The client with anorexia nervosa. Note the 
layered, baggy clothing to conceal the weight loss.

Shives_Chap23.indd   349Shives_Chap23.indd   349 11/6/2010   4:37:40 PM11/6/2010   4:37:40 PM



350 UNIT  VI Clients with Psychiatric Disorders

Bulimia Nervosa

Bulimia nervosa is an eating disorder characterized by episodic 
binge eating, a rapid consumption of a large amount of food 
(in <2 hours) associated with regular behaviors such as purg-
ing and excessive exercise. The person is aware that the behav-
ior is abnormal, fears the inability to stop eating voluntarily, is 
self-critical, and may experience depression after each episode. 
See the accompanying Clinical Symptoms and Diagnostic 
 Characteristics box.

Bulimia nervosa is signifi cantly more common in women 
than in men (10:1 ratio). The age of onset is usually between 
17 and 25 years (APA, 2000a). The BMI of clients with buli-
mia varies due to fl uctuations in weight. If underweight, the 
BMI usually ranges from 16 to 19. Others may be slightly 
 overweight.

the ages of 4 and 5 years use food to sedate feelings of guilt and 
powerlessness. A love/trust relationship with food becomes 
solidifi ed between the ages of 6 and 12 years. Between the ages 
of 13 and 18 years, food can be controlled with no interference 
(Erikson, 1993, 1994).

Living in an environment that may be overprotective, rigid, 
or lacking in confl ict resolution, the anorectic person achieves 
secondary gains such as love and undue attention because 
he or she is considered to be a special or unique  person (see 
 Clinical Example 23-1).

CLINICAL EXAMPLE 23.1

The Client with Anorexia Nervosa

MJ, 19 years old, was a sophomore in college 
when her psychology professor noted a change in 
her classroom behavior as well as a sudden weight 
loss. When questioned about her behavior, MJ told 
the professor that she was losing weight to com-
pete for a position on the track team, although she 
was unable to give him a specifi c goal regarding 
her desired weight. She began to wear loose-fi tting 
clothing and would refer to herself as overweight 
although others commented on her thinness. MJ’s 
meek, compliant behavior changed to that of a 
deceitful, hostile, and manipulative person. She 
isolated herself at mealtimes and engaged in vari-
ous exercises after eating. At times, she would eat 
large amounts of food and then induce vomiting. 
A close friend observed MJ taking large amounts 
of over-the-counter diet pills as well as laxatives. 
In an effort to continue her weight loss, MJ would 
set her alarm so that she could exercise during the 
night and also awaken for early morning jogging. 
She became obsessed with exercising. Her physi-
cal appearance deteriorated as her hair began 
to fall out, her skin became quite dry, and acne 
developed. MJ also complained of being chilly all 
the time and wore layered clothing. During track 
practice, MJ became light-headed, felt irregular 
heartbeats, perspired profusely, and experienced 
severe fatigue. The track coach took her to the col-
lege health clinic to be examined by the physician. 
Physical examination revealed poor skin turgor and 
other symptoms of dehydration. The physician also 
suspected a potassium and protein defi cit, although 
MJ denied any eating problems. Her weight 
was approximately 15 pounds under the desired 
weight for her height and body build. She had lost 
25 pounds in a 4-month period and experienced 
amenorrhea for 3 months. The college physician 
recommended that MJ see the school counselor 
regarding her concern about weight loss.

CLINICAL SYMPTOMS 
AND DIAGNOSTIC CHARACTERISTICS

Bulimia Nervosa

Clinical Symptoms
Binge  • Eating
Excessive infl uence of body shape and weight on  •
self-evaluation
Use of self-induced vomiting; misuse of  laxatives,  •
diuretics, or enemas; fasting or excessive  exercise
Low self-esteem •
Mood disturbance •
Possible stimulant use •

Diagnostic Characteristics
Evidence of recurrent episodes of binge eating  •
occurring on the average of at least two times per 
week over a period of 3 months
Consumption of food in amounts signifi cantly  •
greater in a specifi c period of time than that 
which others would consume in that same  specifi c 
period of time
Feelings of lack of control over eating during the  •
binge period
Recurrent use of inappropriate measures to  •
 compensate for binge eating and prevent weight 
gain
Demonstration of undue infl uence of body shape  •
and weight on self-perception
Episode occurrences not limited to episodes of  •
anorexia nervosa

Purging type: Regular participation in self-induced 
vomiting or misuse of medications or enemas to 
rid body of food during binge eating episode

Nonpurging type: Regular participation in fast-
ing or excessive exercising during binge eating 
 episode; no use of purging activities
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10% of individuals in obesity clinics, and 25% of individu-
als seen in bariatric surgery clinics have clinical symptoms of 
this disorder. SRED is described as the involuntary eating while 
sleep-walking with partial or complete amnesia. The normal 
suppression of eating during the sleep period is uninhibited. 
No statistics are available at this time regarding the prevalence 
of this disorder. In addition, a client would be diagnosed with 
eating disorder, not otherwise specifi ed, if the client repeatedly 
chewed and spit out—but not swallowed—a large amount of 
food. Another example of this diagnosis is a female client who 
meets all of the criteria for anorexia nervosa except that she has 
regular menses (Cloak & Powers, 2006; eMed TV.com, 2009; 
Howell, Schenck, & Crow, 2007; Townsent, 2007).

Obesity

Although obesity (increased body weight resulting from an 
excess accumulation of stored body fat) is not classifi ed as a 
DSM-IV-TR disorder, individuals exhibiting clinical symptoms 
of obesity and coexisting diagnoses such as anxiety or depres-
sion have been treated in the psychiatric setting. Such individ-
uals frequently refer to themselves as bulimics who experience 
recurrent episodes of binge eating but who do not purge. They 

Certain traits are found among individuals with bulimia, 
who often view themselves as unlovable, inadequate, and 
unworthy. The desire to please becomes very powerful as the 
adolescent strives to be perfect, thin, loved, and accepted. Also, 
many adolescents feel insecure about their physical shape and 
size in a society that places value on external appearance and 
nurturing. The psychiatric implications are signifi cant because 
approximately 50% of clients with bulimia nervosa also experi-
ence depression and require antidepressant medication. Other 
comorbid psychiatric disorders include substance-related, 
personality, anxiety, bipolar I, and dissociative disorders. Buli-
mia nervosa may develop into a chronic disorder and occur 
 intermittently over several years (Sadock & Sadock, 2008).

Serious medical consequences may occur because of alter-
nating bingeing and purging. However, the individual may 
not seek treatment until a medical emergency occurs. These 
 situations include

chronic infl ammation of the lining of the esophagus;• 
rupture of the esophagus;• 
dilation of the stomach;• 
rupture of the stomach;• 
electrolyte imbalance or abnormalities, leading to • 
arrhythmias of the heart and metabolic alkalosis;
heart problems, irreversible heart failure, and death due • 
to abuse of ipecac syrup;
chronic enlargement of the parotid glands;• 
dehydration;• 
irritable bowel syndrome or abnormal dilation of the • 
colon;
rectal prolapse, abscess, or bleeding;• 
rupture of the diaphragm, with entrance of the abdomi-• 
nal contents into the chest cavity;
dental erosion; gum disease;• 
chronic edema; and• 
fungal infections of the vagina or rectum.• 

See Clinical Example 23-2.

Eating Disorder, Not Otherwise Specifi ed

This category is for disorders of eating that do not meet the 
criteria for any specifi c eating disorder. Statistics indicate that 
50% of individuals who present for treatment of an eating dis-
order receive the diagnosis of eating disorder, not otherwise 
specifi ed (EDNOS). Approximately 4% to 6% of the general 
population develops EDNOS. Three examples are binge eating 
disorder (BED), night eating syndrome (NES), and sleep-related 
eating disorder (SRED). BED is characterized by clinical symp-
toms similar to bulimia nervosa without purging or excessive 
exercise. According to a small European study, the prevalence 
of BED in outpatient psychiatric populations was found to be 
4%. Lifetime prevalence has been estimated to be 2.8%. NES 
is characterized by morning anorexia, evening hyperphagia 
(abnormally increased appetite for and increased consumption 
of food), and awakening at least once a night to eat snacks. 
Research has shown that 1.5% of the general population, 

CLINICAL EXAMPLE 23.2

The Client with Bulimia Nervosa

LR, a 22-year-old computer programmer, was seen 
in the emergency room of a local community hos-
pital with complaints of weakness, rapid pulse, 
dizziness, and diffi culty swallowing. A physical 
assessment disclosed symptoms of dehydration 
with a possible electrolyte imbalance. On being 
questioned further, LR confi ded to the physician 
that she was concerned about her weight and had 
tried various measures to control her appetite. She 
found herself craving for sweets and other high-
calorie foods. When such feelings occurred, she 
would devour everything in sight that was easily 
ingested, eating for 1–2 hours at times. Her gro-
cery and restaurant bills were quite high, over 
$150.00 per week, because of such cravings. After 
such bingeing episodes, LR would induce vomiting 
to avoid weight gain. She stated that she felt out 
of control and anxious when she binged. Her main 
fear was of becoming fat, and when she vomited, 
she was able to relieve herself of guilt feelings due 
to overeating. Recent publicity about anorexia and 
bulimia had caused her to seek help for physical 
symptoms that had been present for several weeks. 
LR agreed to a complete physical examination and 
referral to a counselor who had experience working 
with bulimic clients.
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An initiative, Healthy People 2010, published by the 
Department of Health and Human Services (2000), identi-
fi es the 10 leading health goals and their importance as public 
health concerns. Two of the goals that will be used to measure 
the health of the nation over the next 10 years address activity 
and obesity. They state

reduce the proportion of children and adolescents who • 
are overweight or obese and
increase from 75% to 85% the proportion of children • 
and adolescents aged 6 through 17 who engage in vigor-
ous physical activity that promotes cardiorespiratory 
fi tness 3 or more days per week for at least 20 minutes 
per occasion.

THE NURSING PROCESS

Assessment

A client with clinical symptoms of a psychiatric disorder 
(eg, depression, delusions, delirium, eating disorder) may 
refuse to eat, be uninterested in eating, lack a desire to eat, 
or exhibit obsessive–compulsive eating behavior. The client 
may be experiencing physical or psychological problems that 
affect one’s appetite or that make it diffi cult for the client to eat 
(Schultz & Videbeck, 2009).

The assessment of clients with clinical symptoms of an eat-
ing disorder is a complex process focusing on the client’s medi-
cal status, physical appearance, ability to meet basic needs, 
mood and affect, cognitive abilities, interpersonal skills, and 
behavioral manifestations. Skill is needed in eliciting feelings 
and thoughts from clients who are generally secretive about 
their illness and who often use intellectualization to defend 
their behaviors. A fi rm but caring approach is used. When 
obtaining a history, responses to questions such as “What do 
you think about your weight?” or “What do you think would 
be a good weight for you?” often reveal information about body 
image disturbance and the client’s perception of ideal body 
weight (Kameg, Mitchell, & Chmielewski, 2003). Using an 
assessment tool is helpful in determining whether a psychiat-
ric problem underlies the individual’s abnormal eating habits, 
inability to eat, or refusal to eat.

Assessment Tools
Several assessment guides can be used to collect data about the 
client with an eating disorder.

The Eating Attitudes Test (EAT-26), developed in 1982, 
is probably the most widely used standardized measure of 
symptoms and concerns characteristic of eating disorders. It 
was selected as the screening instrument used in the 1998 
National Eating Disorders Screening Program. The EAT-26 
alone does not yield a specifi c diagnosis of an eating disor-
der; however, studies have shown that it can be an effi cient 

admit to a lack of control over eating and relate to a history of 
repeated attempts to lose or stabilize their weight. According 
to a new diagnostic category proposed for inclusion in the next 
revision of the DSM-IV-TR, these individuals may meet the cri-
teria for BED.

The prevalence of obesity in America has tripled since the 
early 1900s. Weight gain is most pronounced in both sexes 
between the ages of 25 and 44 years. After age 50 years, weights 
of men stabilize and may even decline between the ages of 60 and 
74. Women continue to gain in weight until age 60; then weight 
begins to decline (APA, 2000a; Sadock & Sadock, 2008).

Developmental obesity begins in childhood with overeat-
ing, and reactive obesity occurs in later life, when compulsive 
eating is used to cope with stress. Comorbid psychiatric disor-
ders may include depression, anxiety, or a psychotic disorder 
in which an individual develops an abnormal eating pattern.

Obesity has increased by approximately 54% in children 6 
to 11 years of age over the last 20 years. Childhood and adoles-
cent obesity is distinct from obesity in other life stages because 
psychosocial and biologic changes accompanying puberty 
infl uence interventions (James, 2001).

Obesity in childhood has been addressed by numerous 
researchers. According to the National Health and Nutrition 
Examination Survey, 25% to 30% of children are obese. Fur-
thermore, approximately 39% of children 6 to 17 years of age 
weigh 20% more than their ideal body weight (Klish, 1998). 
Children who live in the Northeastern region of the United 
States, who reside in densely populated areas, who watch tele-
vision rather than exercise, and whose parents are both obese 
are at greater risk for obesity (James, 2001). Obesity in chil-
dren is usually caused by a combination of excessive caloric 
intake and insuffi cient exercise; however, it is also a feature of 
various congenital and acquired syndromes such as Down’s, 
Klinefelter’s, and Prader–Willi syndromes.

The social stigma of being overweight can have long-term, 
devastating effects on self-esteem because obese children are 
often teased and rejected by their peers. For example, in August 
1996, a 12-year-old boy in central Florida hung himself the 
morning that school was to start. His parents stated that he 
had tried all summer to lose weight before he was scheduled 
to enter middle school. His pediatrician stated that the boy’s 
body frame was large and, genetically, he was predisposed to 
develop faster than his peers.

SELFAWARENESS PROMPT
Refl ect on the style of clothing that you prefer 

to wear (eg, casual, sport, business). Why do you 
prefer this style of clothing? When you look at 
your refl ection in the mirror, are you satisfi ed with 
your appearance? If not, how would you change 
it? What measures would you take?
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comorbid psychiatric disorder (eg, depression, anxiety, 
obsessive–compulsive behavior, substance abuse, suicide 
attempts)

Physical Examination
Data collection during a physical examination may prove to 
be challenging if the client is experiencing adverse effects of 
psychoactive drugs. For example, clients taking antidepressant 
medication such as sertraline (Zoloft), venlafaxine (Effexor), 
and fl uoxetine (Prozac) may exhibit clinical symptoms of 
anorexia and weight loss. Also, the impact of antipsychotic-
associated weight gain is growing with increased use of these 
medications such as risperidone (Risperdal), ziprasidone 
(Geodon), or olanzepine (Zyprexa). Antipsychotics are used 
off-label to treat several conditions such as refractory obses-
sive–compulsive disorder, treatment-refractory major depres-
sive disorder, bipolar disorder, and agitation associated with 
dementias in the adult population. They are also used off-label 
to treat autism, oppositional defi ant disorder, and pervasive 
developmental disorder in the pediatric population. With such 
widespread use of psychotropic agents across ages and condi-
tions, it is not surprising that there are increased cases of over-
weight and obesity, as well as weight loss, among clients with 
psychiatric disorders (Rapaport, 2006).

A physical examination is conducted to rule out any seri-
ous or potentially life-threatening medical complications. 
Ask the client for a list of all medication, including over-
the- counter medication and herbal preparations. Document 
the dosage, length of time the client has taken the  medication, 
and the presence of any adverse effects. Record data about 
the client’s height and weight and assess the client’s BMI 
(Fig. 23-2). Although most health care providers use clini-
cal impression and weight-for-age and weight-for-height per-
centiles, the U.S. Preventive Services Task Force (USPSTF) 
 recommends that BMI should be used to determine whether 
an individual is underweight, overweight, or obese (Abraham, 
2004; USPSTF, 2004). Clients with a history of anorexia ner-
vosa may wear layered clothing to conceal weight loss. The 
physical examination may reveal clinical symptoms of cachexia 
(eg, malnourishment and emaciation) due to extreme weight 
loss. Conversely, clients with a history of bulimia nervosa gen-
erally appear to be within their ideal body weight range or even 
slightly above ideal body weight.

Muscari (1998) suggests that a systems review address 
symptoms specifi c to eating disorders such as cold intoler-
ance, fatigue, irregular menses, constipation, lethargy, den-
tal problems (eg, discoloration, dental caries), and a history 
of electrolyte or fl uid imbalances. Be alert for possible medi-
cal complications of anorexia nervosa, bulimia nervosa, and 
obesity. For example, metabolic syndrome, a cluster of cardi-
ometabolic risk factors (ie, elevated fasting glucose, elevated 
waist circumference, an unfavorable lipid profi le, and hyper-
tension), is common, particularly in the overweight and obese 
population. Data from the Centers for Disease Control and 

screening instrument as part of a two-stage screening process. 
A cutoff score of 20 indicates a potential eating disorder and 
the need for a follow-up interview. The EAT-26 takes 10 min-
utes to complete. It is available at http://www.stuaff.niu.edu/
csdc/EAT26.htm (Eating Disorder Referral and Information 
Center, 2006).

A new tool, the SCOFF questionnaire (acronym for Sick, 
Control, One, Fat, and Food), can be used to assess a client for 
an eating disorder (Kirkby & Brown, 2007; Murphy, 2007). 
The client is asked fi ve questions:

Do you make yourself • Sick because you feel uncomfort-
ably full?
Do you worry that you have lost • Control over how much 
you eat?
Have you recently lost more than the equivalent of • One 
stone (13–14 pounds) in a 3-month period?
Do you believe yourself to be • Fat when others say you are 
too thin?
Would you say that • Food dominates your life?

If the client answers yes to two or more questions, a referral is 
necessary for further evaluation to determine the presence of 
an eating disorder. Additional eating disorder assessment tools 
are available for use in the clinical setting. Conant (1996) and 
Muscari (1998) have developed assessment guides to use when 
collecting biopsychosocial data about clients with anorexia 
nervosa, bulimia nervosa, or obesity. Abraham (2004) lists sev-
eral questions that are appropriate for obesity assessment in 
children. Regardless of the specifi c tool used, the focus is on 
the following:

Weight history and what the client thinks an ideal weight • 
would be
Perception of body appearance, including self-concept • 
and sexuality
Lifestyle, including living arrangements, meal preparation, • 
fi nancial resources, neighborhood resources, occupation, 
and available support
Eating habits or pattern, including kinds, amounts, and • 
frequency of food used or avoided
Dieting history, including date of onset and what prompted • 
dieting
Bingeing and purging rituals surrounding food consump-• 
tion such as the use of diet pills, diuretics, laxatives, or 
herbal remedies
Physical activities or exercise used to achieve ideal weight• 
Sleep–wake pattern, including the use of sleep remedies• 
Interpersonal relationships with family, peers, or authority • 
fi gures, including history of physical or sexual abuse
Spiritual diffi culties resulting from excessive preoccupa-• 
tion with food or body
Behavioral changes such as the presence of mood swings • 
or withdrawal from others to eat or starve
Psychiatric history regarding any prior treatment for an • 
eating disorder as well as the absence or presence of a 
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comprehensive metabolic panel (including serum • 
sodium, potassium, amylase, blood glucose, magnesium 
and phosphate levels) to rule out electrolyte imbalance, 
hypoglycemia, and other abnormalities;
hemogram to rule out anemia, leukopenia, neutropenia, • 
or thrombocytopenia;
endocrine studies such as growth hormone level, cortisol • 
level, and thyroid profi le to rule out medical abnormalities;
ultrasonography to rule out gallstones, blood urea nitro-• 
gen, creatinine, and urinalysis to rule out dehydration, 
kidney stones, ketonuria;
electroencephalogram (EEG) to rule out any neurologic • 
causes for clinical symptoms; and
drug screen such as for benzodiazepine or • 
 psychostimulant use.

In the assessment of obesity, if Cushing’s syndrome is sus-
pected, a 24-hour urine cortisol level assessment followed by 
a low-dose dexamethasone suppression test may be benefi cial. 
Clients with signs, symptoms, or laboratory studies consistent 
with a secondary cause for obesity may be referred to a special-
ist such as an endocrinologist or specialist in internal medicine 
for a more complete evaluation to rule out a comorbid medical 
condition (Hensrud, 1999).

Transcultural Considerations
As with any assessment, be sure to address the client’s cultural 
and ethnic background. Anorexia nervosa is considered to be 
prevalent in industrialized societies with an abundance of food 
and where physical attractiveness is linked to being thin. Such 
societies include the United States, Canada, Europe, Australia, 
Japan, New Zealand, and South Africa. Bulimia nervosa occurs 
with roughly similar frequencies as anorexia nervosa in the 
industrialized societies listed herein. This disorder affects pri-
marily White individuals but has been reported among other 
ethnic groups (APA, 2000a).

A report in the Harvard Mental Health Letter (Grinspoon, 
1998) suggests that eating disorders are not chiefl y a feature 
of Western or White culture. Fifteen hundred Black, White, 
Asian, and mixed-race social science students at six universi-
ties answered questions about their weight, height, and eating 
habits. Sixty percent of the men and forty-fi ve percent of the 
women thought that their weight was normal, whereas nine-
teen percent of the men and forty-one percent of the women 
felt they were overweight. Black students were more likely 
than White students to have some symptoms of bulimia or 
anorexia. Asian students had fewer symptoms; the results for 
mixed-race students resembled those for White students. It 
was concluded that nothing in their culture or social circum-
stances seems to protect South African Black students against 
eating disorders.

Obesity among men increased signifi cantly between 2003 
and 2004 (33.2%). Among minority groups, non-Hispanic 
Blacks now exhibit the highest prevalence of obesity in men 
(34%), while non-Hispanic Whites exhibit 31.1% obesity, and 
Mexican Americans 31.6%. Non-Hispanic Blacks also exhibit 

 Prevention’s Behavioral Risk Factor Surveillance System show 
the increasing trends for medical complications such as dia-
betes, including gestational diabetes, among individuals with 
obesity (Gavin, 2006) (Table 23-1).

Laboratory Tests
Additional tests may be necessary depending on the client’s 
medical status (Hill, 2006; Kirkby & Brown, 2007). They 
include

electrocardiogram (ECG) to detect bradycardia, arrhyth-• 
mias, prolonged QT interval;

FIGURE 23-2 The nurse weighing the client with anorexia 
nervosa.
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TABLE 23.1

Medical Complications of Anorexia Nervosa, Bulimia Nervosa, and Obesity

Organ/System Anorexia Bulimia Obesity

Cardiovascular Arrhythmias, hypotension, 
 congestive heart failure, mitral 
valve prolapse, ECG abnormalities, 
fl uid and electrolyte imbalance, 
peripheral vasoconstriction with 
acrocyanosis, sudden cardiac death

Cardiomyopathy, peripheral myopa-
thy, hypotension, fl uid and electrolyte 
imbalance

Hypertension, coronary artery 
disease, varicose veins, left 
ventricular hypertrophy, heart 
failure

Endocrine/metabolic Delayed onset of puberty, 
 amenorrhea, growth retardation, 
elevated growth hormone levels, 
hypothermia, elevated serum 
 cortisol levels, severe hypoglycemia

Fluid and electrolyte imbalance (eg, 
dehydration, hypokalemia, metabolic 
acidosis or alkalosis, hypocalcemia), 
irregular menses, abnormal serotonin 
metabolism, elevated serum cortisol 
levels, disordered thermoregulation, 
decreased estrogen levels

Adult-onset diabetes, 
 complications with pregnancy, 
gout

Gastrointestinal Delayed gastric emptying, gastric 
dilatation and rupture, refeeding 
pancreatitis, chronic constipation, 
abdominal hernia, elevated liver 
enzymes

Salivary and parotid gland hypertrophy, 
pancreatitis, esophageal perforation, 
esophagitis, gastritis, gastric dilatation 
and rupture, abdominal hernia, consti-
pation, hypokalemic ileus, steatorrhea, 
abnormal liver enzymes, tooth enamel 
erosion, dental caries, periodontal 
disease

Cholelithiasis, cholecystitis, 
colon cancer, hepatosteatosis, 
hypertriglyceridemia, low 
HDL cholesterol

Genitourinary Decreased glomerular fi ltration 
rate, renal calculi, elevated blood 
urea nitrogen (BUN), hypovolemic 
nephropathy, candida infection

Reduced glomerular fi ltration rate, 
elevated BUN, pyuria, hematuria, pro-
teinuria, polyuria, candida infection

Urinary incontinence; breast 
cancer; endometrial  cancer; 
risk of cancer of colon, 
rectum, and prostate in men; 
renal vein thrombosis; gall 
bladder and biliary cancer in 
women

Hematologic Anemia, leukopenia, 
 thrombocytopenia, low erythrocyte 
sedimentation rate, folate and iron 
defi ciency, clotting factor abnormal-
ities, hypofi brinogenemia, impaired 
immune response

Vitamin K–defi cient coagulopathy None

Integumentary Hair loss, lanugo-like hair, dry skin, 
brittle hair and nails, petechiae, 
purpura, edema

Russell’s sign (fi nger calluses and 
 abrasions), increased risk for acne

Skin irritation or breakdown

Musculoskeletal Muscle enzyme abnormali-
ties, pathologic stress fractures, 
 osteopenia, osteoporosis, arrested 
skeletal growth, loss of muscle mass

Stress fractures, osteoporosis Arthritis, limited mobility, 
bone spurs on heels

Respiratory Pulmonary edema secondary to 
heart failure

Aspiration pneumonitis, pulmonary 
edema

Obstructive sleep apnea, 
restrictive lung disease

Neurologic Signifi cant loss of brain tissue 
and abnormal electrical activity, 
 seizures, ventricular enlargement

Seizures, ventricular enlargement None
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 developmental level, coping skills, emotional status,  behavioral 
responses, and family dynamics. A coexisting psychiatric 
disorder such as substance abuse, alcoholism, or obsessive–
compulsive disorder may be present. Psychotic symptoms 
or delirium may occur in severe cases. See the accompany-
ing North American Nursing Diagnosis Association (NANDA) 
nursing diagnoses box for examples.

Outcome Identifi cation

Outcome identifi cation should embrace a multidisciplinary col-
laborative approach including a nurse’s sense of clinical leader-
ship, education, and client advocacy. Physician and pharmacist 
collaboration may be needed to ensure the client is getting the 
proper dose of medication based on body weight and present-
ing symptoms. Outcome identifi cation may be stated in the 
form of short-term and long-term outcomes. Short-term out-
comes focus on keeping the client safe, stabilizing any exist-
ing medical condition including weight loss, correcting food 
misinformation, normalizing eating behaviors, and decreasing 
clinical symptoms of a comorbid psychiatric disorder such as 
anxiety or depression. Long-term outcomes focus on help-
ing the client develop more constructive coping mechanisms, 
maintain a stable body weight, and meet nutritional goals 
independentlyas well as helping the client and family resolve 
any psychological issues that precipitated the eating disorder 

the highest prevalence of extreme obesity (5.4%), compared to 
non-Hispanic Whites (2.8%) and Mexican Americans (1.7%) 
(Tariman, 2008).

Several studies have reported information about obesity 
in children and adolescents (James, 2001). According to the 
Centers for Disease Control and Prevention, obesity is more 
prevalent in Native American schoolchildren living on or near 
reservations compared with U.S. children of all ages and gen-
ders. The National Center for Health Statistics reported that 
the percentage of obesity (56%) in certain subgroups of Latino 
children (eg, Mexican Americans, Puerto Ricans, and Cubans) 
and in African American children (41%) is greater than that in 
Caucasian children (29%).

The International Obesity Task Force estimates that the 
prevalence of obesity in developed countries is similar to that 
in the United States. The most dramatic increase has been in 
the United Kingdom, where the prevalence of obesity doubled 
between 1980 and 1995. In Japan, obesity has doubled among 
men in the last two decades and almost doubled for young 
women between ages 20 and 29 years. Obesity in China is more 
common in urban areas and among women (Jain, 2004).

Nursing Diagnoses

When formulating nursing diagnoses, consider several fac-
tors such as the client’s physical health, nutritional status, 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

EATING DISORDERS

Imbalanced Nutrition Less than Body Require- •
ments related to refusal to eat
Imbalanced Nutrition More than Body Require- •
ments related to undesirable eating patterns
Anxiety related to inadequate coping mechanisms •
Disturbed Body Image related to fear of being  •
overweight
Constipation related to inadequate food and fl uid  •
intake
Diarrhea related to laxative abuse •
Fatigue related to excessive exercise •
Defi cient Fluid Volume related to refusal to drink  •
fl uids
Impaired Social Interaction related to regressive  •
behavior
Compromised Family Coping related to enabling  •
behaviors
Risk for Impaired Skin Integrity related to low  •
body mass secondary to malnutrition
Chronic Low Self-Esteem related to body image  •
distortion

Examples of Stated Outcomes

EATING DISORDERS

The client will increase caloric and nutritional  •
intake.
The client will establish regular nutritional eating  •
patterns.
The client will verbalize feelings of self-worth,  •
guilt, anger, or anxiety.
The client will demonstrate decreased obsessive– •
compulsive behavior.
The client will be free of self-infl icted injury. •
The client will participate in a treatment program. •
The client will evidence improvement in physi- •
cal status related to complications of obesity or 
 bulimia.
The client will acknowledge problems with  •
 socialization.
The client will identify the reasons for feelings of  •
isolation.
The client will identify appropriate diversional  •
activities.
The client will verbalize fears related to health  •
needs.
The client will identify alternatives to present  •
coping patterns.
The client will acknowledge self-harm thoughts. •
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clients with chronic eating disorders, and individuals with 
comorbid conditions. Outpatient interventions for clients with 
eating disorders are the preferred approach. Inpatient inter-
ventions are highly problematic because clients often deny the 
illness, evade therapeutic interventions, and engender negative 
reactions in health care professionals.

Criteria for Hospitalization
Clients are usually hospitalized when the following criteria 
are met: suicidal ideation is exhibited, severe purging or self-
destructive behavior is out of control, psychosis is evident, the 
family is demonstrating crisis, the environment is nonsupport-
ive, the client fails to respond to outpatient interventions, or any 
life-threatening condition based on laboratory data monitored 
during treatment is occurring. The primary goal of inpatient care 
is weight gain under medical supervision and stabilization of 
any life-threatening medical conditions or behavior. Table 23-2 
summarizes the criteria for hospitalization based on data pro-
vided by the APA (2000a, 2000b) and Sadock and Sadock 
(2008).

Clients may be admitted to a general hospital, intensive 
care unit, medical–psychiatric unit, or psychiatric  hospital, 
depending on the severity of clinical symptoms. Length of 
stay is determined by response to interventions as well as 
 certifi cation by the client’s insurance company.

Implementation

A holistic approach is recommended when providing care for 
clients with the diagnosis of an eating disorder. Depending on 
symptom severity, the nurse may provide care in a variety of 
settings (eg, inpatient, partial hospitalization, or outpatient). 

(Decker, 2003; Murphy, 2007; Schultz &  Videbeck, 2009). 
According to a study of the outcomes for clients with anorexia 
nervosa, about 50% achieved complete recovery, 21% had an 
intermediate outcome, and 26% had an outcome that was poor, 
with an overall mortality rate of 9.8% (Sullivan, Bulik, Fear, & 
Pickering, 1998). In a similar study of clients with bulimia ner-
vosa, 50% were reported to have recovered fully, 30% experi-
enced occasional relapse, and almost 20% continued to exhibit 
the full criteria for bulimia nervosa (Keel & Mitchell, 1997). 
See the accompanying box for Examples of Stated Outcomes 
for clients with eating disorders.

Planning Interventions

Treatment for clients with eating disorders varies depending 
upon the individual’s motivation for treatment and the sever-
ity and duration of the eating disorder. Planning involves the 
client and family and, in many settings, a multidisciplinary 
approach. Members of the multidisciplinary team directed by 
the nurse include a physician or internist, dietitian, psycho-
therapist, social worker, and occupational therapist. Dance, 
music, art, and drama therapy have also been used in planning 
care for clients with eating disorders.

Appropriate planning needs to consider where inter-
ventions will occur (Finkelstein, 1999). The client’s weight, 
 eating behavior, attitude about food, cognition, physiologic 
 symptoms, and associated psychiatric symptoms determine 
whether interventions should occur in the hospital, in a partial 
hospitalization program, in an intensive outpatient program, 
or in a private outpatient clinical setting. Special consideration 
is given to pregnant women, high-school or college students, 
female athletes, men, diabetic clients, very young clients, older 

SOURCES: American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed., Text Revision). Washington, DC: Author; American Psychiatric 
 Association. (2000). Practice guidelines for the treatment of patients with eating disorders (2nd ed.). Washington, DC: American Psychiatric Press; and Sadock, B. J., & Sadock, V. A. (2008). 
Kaplan & Sadock’s synopsis of psychiatry: Behavioral sciences/clinical psychiatry (10th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.

TABLE 23.2

Criteria for Hospitalization

Criteria Adults Children

Weight <75% of ideal body weight Acute weight loss due to refusal to eat

Vital signs
 Pulse
 Blood pressure
 Temperature

<40 bpm
<90/60 mm Hg
<97.0°F (36.1°C)

<50 bpm
<80/50 mm Hg
<97.0°F (36.1°C)

Laboratory values Abnormal hepatic, renal, or 
cardiovascular profi les
Serum glucose <60 mg/dL
Serum K <3 meq/L

Abnormal hepatic, renal, or cardiovascular profi les
Serum glucose <60 mg/dL
Hypokalemia
Hypophosphatemia

ECG Abnormal Abnormal

Suicidal Ideation or attempt Ideation or attempt
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liquid diet, or a special diet recommended by the dietitian may 
be chosen. Refeeding syndrome is a potential problem for all 
eating-disordered clients who have refused to eat, are cachexic, 
and are reintroduced to fl uids and food to meet metabolic 
needs. They are at risk for severe metabolic imbalances, result-
ing in cardiovascular, pulmonary, neurologic, hepatic, and bone 
marrow dysfunction. Refeeding also unmasks many nutritional 
defi ciencies such as electrolyte and fl uid imbalances, glucose 
intolerance, liver dysfunction, and thiamine defi ciency. Once 
the client’s medical condition has been stabilized, a determina-
tion is made whether the client should remain hospitalized or 
be discharged and followed up on an outpatient basis. Most 
clients fare well, some have a moderate challenge, and a few 
have very severe or even fatal consequences (Johnson, 2005).

Also monitor intake and output, vital signs, weight, elimi-
nation patterns, and activity level, and assist with obtaining 
laboratory data as ordered. Perform or assist with skin care as 
necessary because the client is at risk for skin breakdown due 
to lack of muscle and subcutaneous tissue. Provide adequate 
clothing and bedding to prevent hypothermia. Encourage good 
dental hygiene. Clients who engage in purging are at risk for 
the development of dental caries or periodontal disease. Purg-
ing also contributes to the erosion of dental enamel secondary 
to the presence of gastric acid in emesis.

Stabilization of Behavior
Effective treatment programs use behavioral methods to sta-
bilize clinical symptoms of eating disorders. Anorectic clients 
can be quite manipulative as they attempt to divert attention 
from their eating habits. Such manipulation may include eat-
ing slowly, hiding food, or giving food to other persons. Limit-
ing mealtimes decreases the amount of time the client is dealing 
with issues of food and eating. After meals, supervise the client 
for a specifi ed amount of time to prevent bingeing or purging. 
The chance of successful treatment is better if the client main-
tains a body weight >90 pounds. That weight appears to be a 
critical turning point in a client’s response to therapy.

The mere act of hospitalization or the development of a 
behavioral contract implies that compliance is expected and 
necessary if recovery is to occur. Assigning one member of the 
multidisciplinary staff to be the client’s contact person mini-
mizes the possibility of staff-splitting or manipulation.

Explore alternate methods to minimize compulsive exer-
cise habits that were used by anorectic clients to promote 
weight loss. Clients with bulimia or obesity can achieve weight 
loss with exercise plans and diets implemented by the staff. 
Exercise has been proven to boost self-esteem and body image, 
relieve stress and anxiety, improve mood and cognition, pro-
vide social opportunity, and decrease fatigue. It also improves 
general fi tness by lowering diastolic blood pressure, promot-
ing fat loss, raising HDL and lowering LDL cholesterol, and 
strengthening immune function (Kenny, 2001).

Expect to implement limit-setting or similar interventions 
to decrease regressive or negativistic behavior. Consequences 
are established with input from the client. For example, certain 
privileges are earned if the client completes a daily schedule, 

Adjusting to mood swings and changes of behavior can be 
quite challenging as the nurse assists the client with meeting 
basic needs, provides medication management, engages the 
client in interactive therapies, promotes self-help, and provides 
client education.

Assistance with Meeting Basic Needs
Be cognizant of any transference by the client and use caution 
to avoid the response of countertransference. As noted earlier, 
clients may have diffi culty relating to individuals they perceive 
to be mother, father, or authority fi gures. The following is a 
list of approaches that have been used successfully to avoid 
confl ict and develop a trusting relationship with a client when 
providing assistance to meet the client’s basic needs:

Be matter-of-fact, friendly, patient, and casual if the client • 
is withdrawn or sullen.
Avoid statements that indicate shock, disbelief, or disgust • 
at the eating or purging behaviors.
Set limits to avoid manipulative behavior.• 
Remain neutral (ie, do not take sides or attempt to per-• 
suade the client) when the client is indecisive or ambiva-
lent.
Avoid confrontation and be nonjudgmental when the • 
 client exhibits hostility or anger.
Avoid discussions or explanations about food, diet, or the • 
body unless these issues are linked with feelings.
Approach the client with positive expectations despite • 
negative behavior.
Allow the client to maintain some control; for example, in • 
decision-making.
Avoid comparing the client’s behavior or appearance with • 
others’.

Creation of a Safe Environment
Clients with eating disorders may display impulsive, unpre-
dictable, obsessive–compulsive, ritualistic, or self-abusive 
behavior. Living in a safe, structured environment minimizes 
the chance of injury to self or others. It also permits assess-
ment for suicidal thoughts or other signs of depression as 
behavioral change or weight gain occurs. Partial hospitaliza-
tion ( Chapter 8) is designated for clients who are between 75% 
and 90% of ideal body weight, who do not have laboratory 
abnormalities, and who are not at an immediate risk for self-
 destructive behavior. If the client remains an outpatient, the 
family or  support system is involved in maintaining a safe envi-
ronment. (See Chapter 31 for a discussion of nursing interven-
tions for clients who exhibit self-abusive or suicidal behavior.)

Stabilization of Medical Condition
After a comprehensive medical evaluation, nursing interven-
tions focus on providing care for physical problems and meet-
ing the basic needs of the client. Collaborate with the client 
to devise an eating plan that will provide adequate nutrition, 
retention of food, and restoration of a healthy body weight. For 
clients with anorexia, total parenteral nutrition, tube feedings, 
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tunnel vision regarding a positive response to nursing inter-
ventions and therapy. Administering medication before weight 
is restored and medical problems are stabilized may precipitate 
a medical crisis such as cardiac arrhythmias or seizures.

Drug therapy is considered for clients with obesity who 
are unable to control their urge to eat, who have a BMI of 30 or 
above, or who have a BMI of at least 27 and other risk factors 
such as hypertension, diabetes mellitus, or elevated cholesterol 
or triglyceride levels. Most weight loss occurs in the fi rst 6 to 
8 months, followed by a plateau period or weight regain after 
cessation of medication (Sharp, 1998).

Dexfenfl uramine (Redux) and fenfl uramine (FenPhen) 
have been withdrawn from the market because of an associ-
ation with valvular heart disease. Two drugs have Food and 
Drug Administration approval for extended weight loss treat-
ment: sibutramine (Meridia) and orlistat (Xenical). Although 
sibutramine, a serotonin norepinephrine reuptake inhibitor, has 
not been linked to valvular heart disease or pulmonary hyper-
tension, it can increase blood pressure. Clients who take SSRIs, 
venlafaxine (Effexor), erythromycin, ketoconazole (Nizoral), or 
alcohol should be monitored for drug–drug interactions with 
sibutramine. Adverse effects also include constipation, dry 
mouth, insomnia, anorexia or increased appetite, and nervous-
ness. Orlistat is a lipase inhibitor that blocks the absorption of 
about one third of ingested dietary fat. Adverse effects include 
fecal urgency, fatty/oily stools, increased defecation, and fecal 
incontinence. Clients taking warfarin or cyclosporine should 
be monitored for potential drug–drug interactions with orlistat 
(Bartlett, Lancaster, & New, 2005; Hensrud, 1999; Lundquist, 
Sirimaturos, & Cannon, 2006; Sharp, 1998). Other agents 
include off-label use of topiramate (Topamax), phentermine 
hydrochloride (Adipex-P), phendimetrazine tartrate (Bontril 
PDM), benzphetamine hydrochloride (Didrex), and diethyl-
propion hydrochloride (Tenuate) (Murphy, 2003).

Interactive Therapies
Several approaches have been documented as effective in 
the treatment of eating disorders. See Supporting Evidence 
for Practice 23-1. These approaches include cognitive– 
behavioral therapy (CBT), interpersonal psychotherapy (IPT), 
solution-focused brief therapy (SFBT), and family therapy. 
They are generally included as part of inpatient and outpatient 
treatment protocols as well as continuum of care (see Chapters 
14 and 15).

CBT and IPT
On the basis of research fi ndings, the effi cacy of CBT and IPT 
have been compared in the treatment of eating disorders. Ben-
efi cial effects of CBT were evident sooner, by about week 6. 
However, both treatments were equally effective in the long-
term. Both therapies focused on binge eating, purging, con-
cerns about shape and weight, and thinking patterns. CBT 
was found to produce interpersonal change after the client 
 overcame binge eating and purging and no longer felt ashamed 
of such behavior. Randomized controlled trials involving binge 
eating clients have found CBT and IPT to be equally effective 

and they are taken away if the client chooses not to participate 
in the schedule.

Medication Management
Most research related to psychopharmacologic treatment of eat-
ing disorders during the last 15 years has focused on bulimia 
nervosa. Statistics reveal that of 100 clients with bulimia nervosa, 
some 77 will persevere with a course of medication treatment, 
and approximately 25 will be in remission at the end of treat-
ment with a single antidepressant. Selective  serotonin reuptake 
inhibitors (SSRIs) are considered to be the fi rst line of treatment 
to reduce the bingeing and purging behavior of bulimia ner-
vosa. Off-label use of the anticonvulsant topiramate (Topamax), 
tricyclic antidepressants (TCAs) such as imipramine (Tofranil), 
and naltrexone (an opiate antagonist) is considered effective in 
stabilizing bingeing, obsessive– compulsive behavior, and any 
underlying  depression. The antiemetic  ondansetron (Zofran) 
may also be used to stabilize nausea, vomiting, and purging 
behavior (Cote, 2001; Grady, 1997; Sadock & Sadock, 2008; 
Williams, Goodie, & Motsinger, 2008). Caution is exercised 
with the use of monoamine oxidase inhibitors (MAOIs) because 
of the potential for food–drug interaction during binge eating.

Apart from the treatment of comorbid psychopathology 
such as delirium, phobias, substance abuse, impulse control 
disorder, major depression, or obsessive–compulsive behavior, 
the role for psychopharmacologic agents in the treatment of 
anorexia nervosa is limited (Cote, 2001). For the nonpurging 
anorectic client, appetite stimulants such as cyproheptadine 
(Periactin), megestrol acetate (Megace), or dronabinol (Marinol) 
may be used to accelerate weight gain during initial refeeding 
phases of treatment. Multivitamins, vitamin D, oral contracep-
tives, and calcium supplements are recommended to prevent 
further bone loss in clients with anorexia. Antidepressants have 
limited effi cacy in the treatment of anorexia nervosa and should 
not be the sole treatment modality. The SSRI fl uoxetine (Pro-
zac) may be used in the maintenance phase of treatment after 
a weight gain has occurred and physiologic and psychological 
functions are restored. The use of other SSRIs such as sertraline 
(Zoloft) and paroxetine (Paxil) is being explored. Premeal anxi-
olytics may be prescribed because clients are usually extremely 
phobic and anxious about eating. Other agents that have been 
used include TCAs, MAOIs, and atypical antipsychotics. Unfor-
tunately, TCAs have adverse effects such as the prolongation of 
the QT interval that can cause cardiac arrhythmias.  Atypical 
antipsychotics such as olanzipine (Zyprexa) and risperidone 
(Risperdal) are used to decrease body image disturbance and 
anxiety. They also have the potential to promote weight gain. 
(Cote, 2001; Grady, 1997; Kameg et al., 2003; Sadock & 
Sadock, 2008; Williams et al., 2008). Drug Summary Table 23-1 
 highlights the major drugs used for eating disorders.

Clients with anorexia or bulimia often are resistant to tak-
ing any medication because they fear a loss of control and pos-
sible weight gain. They may exhibit behaviors such as palming 
or cheeking medication and disposing of it when out of the 
watchful eye of the nursing staff. Suicidal clients may save 
medication to overdose if they feel a loss of control and have 
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in decreasing binging but have little impact on weight (Cloak 
& Powers, 2006; Johnson, 2000).

Clients with eating disorders are often ambivalent about 
change. With CBT, the nurse–therapist plays an important 
role in helping clients with eating disorders to recognize their 

 problems, to increase motivation for treatment, and to partici-
pate in the coordination of care. The nurse–therapist guides cli-
ents as they focus on meal planning impulse control,  relaxation 
or distraction techniques, and problem-solving. Detailed eat-
ing and behavioral diaries are often a requirement. Clients 

DRUG SUMMARY TABLE 23.1

Drugs Used For Eating Disorders

Generic (Trade) Name
Daily Dosage 
Range (mg) Implementation

Drug Class: SSRIs

fl uoxetine (Prozac) anorexia, bulimia 10–80 Give in the morning; give in divided doses (AM and at noon) if 
taking more than 20 mg/day; should not be given concurrently with 
or until after 2 weeks of discontinuation of an MAOI; avoid use of 
alcohol; monitor client’s response closely in the presence of hepatic 
or renal impairment or diabetes mellitus as well as for headache, ner-
vousness, abnormal sleep patterns, GI disturbance, and weight loss.

Drug Class: TCAs

amitriptyline (Elavil) bulimia 50–150 Contraindicated during or within 14 days of MAOI therapy; 
75–150 mg may be given in divided doses or 50–100 mg may be 
given daily at h.s.; monitor for alteration in vital signs, weight gain, 
anticholinergic effects, confusion, EPS, and CNS overstimulation.

desipramine (Norpramin) bulimia 75–200 Contraindicated during or within 14 days of MAOI therapy; may 
be given daily in single or divided doses; monitor for symptoms of 
adverse effects similar to those of amitriptyline.

imipramine (Tofranil) bulimia 75–200 Contraindicated during or within 14 days of MAOI therapy; 
give total dose at h.s. if drowsiness occurs; monitor for signs and 
 symptoms of infection and obtain CBC if infection is suspected; 
instruct the client to avoid prolonged exposure to sunlight or 
sunlamps and to use sunscreen or protective garments; monitor for 
anticholinergic effects and orthostatic hypotension.

Drug Class: Appetite Stimulants

cyproheptadine (Periactin) anorexia 
during refeeding

4–20 Usually given in divided doses prior to meals; give syrup form 
if unable to take tablets; instruct the client to avoid taking with 
alcohol and to report diffi culty breathing, thickening of bronchial 
secretions, hallucinations, tremors, loss of coordination, unusual 
bleeding or bruising, visual disturbances, or irregular heartbeat.

megestrol acetate (Megace) anorexia 
during refeeding

80–320 Give in divided doses q.i.d.; monitor for bleeding, rash, fl uid 
retention, and edema; monitor weight gain according to estab-
lished weight goals; discontinue drug and notify physician if signs 
of thromboembolic disease (eg, leg pain, swelling, shortness of 
breath, and so forth) occur.

Drug Class: Atypical Antipsychotics

olanzapine (Zyprexa) anorexia 2.5–20 Usually given at night; monitor for occasional  anticholinergic 
effects such as constipation, weight gain, hyperglycemia, 
 orthostatic hypotension, EPS, TD, NMS.

risperidone (Risperdal) anorexia 0.5–6 Usually given once daily; mix oral solution with water, juice, 
 low-fat milk, or coffee; monitor for galactorrhea, weight gain, EPS, 
TD, and NMS.

Shives_Chap23.indd   360Shives_Chap23.indd   360 11/6/2010   4:38:43 PM11/6/2010   4:38:43 PM



CHAPTER 23    Eating Disorders   361

tenance of the eating problem. Four key issues are addressed: 
grief, interpersonal disputes, role transitions, and long-standing 
avoidance of relationships. The long-term effi cacy of individual 
therapy in the treatment of anorexia nervosa is unclear (Decker, 
2003; MacKenzie, 1997; Williams et al., 2008).

SFBT
SFBT empowers clients to recognize and acknowledge their 
own abilities and resourcefulness. The nurse–therapist views 
the client as basically healthy, resourceful, and able to solve 
problems. The client is challenged with two key questions: 
“How would your life be different if you did not have an eating 
disorder?” and “How is your life different when your eating 
behavior is under control?” The clinician’s role during SFBT is 
to learn the client’s view of the problem and what changes need 
to occur as a result of treatment (Decker, 2003).

Family Therapy
Family therapy has proven effective for the treatment of ado-
lescents with bulimia and anorexia according to data presented 
at an international conference sponsored by the Academy for 
Eating Disorders (Worcester, 2004). Family therapy is recom-
mended because family members are often confused about 
what to do. Like alcoholism or drug abuse, eating disorders 
affect the entire family. Family members may initially ignore 
the client’s preoccupation with diet, exercise, and weight loss 
or gain until clinical symptoms are evident. Endless arguments 
over food may occur as the client’s mood and behavior change 
and the client socially withdraws from the family. The goal of 
family therapy is to diffuse feelings of blame or responsibil-
ity for the eating disorder, to listen to respective viewpoints, 

with anorexia like to prepare meals for others but avoid eat-
ing, whereas  clients with bulimia may binge and purge secretly 
or hoard food for future bingeing (Williams et al., 2008) 
(Fig. 23-3).

During CBT, clients are expected to eat some meals together 
under supervision. Cognitive strategies focus on dysfunctional 
beliefs about food, body shape, and weight; the intense link 
between self-concept and physical appearance; body image 
distortions; and interpersonal sensitivity. Group participation 
is used primarily for its supportive qualities.

The nurse–therapist can conduct IPT on an individual or 
group basis. The goal of this model is to identify the connections 
among realistic thinking, self-esteem, expression of emotions and 
needs, control and autonomy, life events, and the onset or main-

The Use of Guided Self-Change as an Intervention in the Treatment of Bulimia Nervosa

SUPPORTING EVIDENCE FOR PRACTICE 23.1

PROBLEM UNDER INVESTIGATION / Does a guid-
ed self-change (GSC) approach incorporating the use 
of a self-care model manual motivate clients with the 
diagnosis of bulimia nervosa to change behavior?

SUMMARY OF RESEARCH / This study conducted 
in Germany included 62 subjects over the age of 
15 years (average age, 28.7 years) who have suffered 
from bulimia nervosa for an average of 8.5 years. Two 
treatment interventions, CBT and GSC, were utilized. 
The group receiving CBT participated in 16 weekly 
sessions with a trained therapist. Sessions focused on 
problem-solving skills, concepts about weight, be-
havior modifi cation, and correcting erroneous ideas 
about bulimic behavior. The group receiving GSC re-
ceived a self-help manual and participated in eight 
 semimonthly sessions with a trained therapist. Ses-
sions focused on motivation, biologic and cultural in-

fl uences, food  diaries, strategies for regaining control, 
and learning to like one’s body. Data were collected 
immediately after and up to 2 years following the in-
tervention. Results indicated that both groups had 
signifi cant improvement in vomiting, dietary restraint, 
overeating, and shape.

SUPPORT FOR PRACTICE / This study provides sup-
port for psychiatric–mental health nursing interven-
tions for clients with the diagnosis of bulimia nervosa. 
Issues such as motivation for treatment and recovery, 
biologic and cultural infl uences on eating behavior, 
self-concept, problem-solving skills, strategies for re-
gaining control, and dietary restraint are important 
components.

SOURCE: Thiels, C. M., Schmidt, U, Treasure, J., Garthe, R., & Troop, N. 
(1998). Guided self-change for bulimia nervosa incorporating use of a 
 self-care manual. American Journal of Psychiatry, 155(7), 947–953.

FIGURE 23-3 The client with anorexia nervosa writing in a 
food diary.
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The format is that of a classroom. Personal self-disclosure 
is neither expected nor encouraged. The nurse, who is the 
leader of the group, promotes discussion about the material 
being presented and encourages opinions. Family involve-
ment is encouraged. The goal is to provide information and 
to begin the correction of erroneous notions about food and 
eating.

Individual client education focuses on the client’s under-
standing of the dynamics of a specifi c eating disorder. Review 
the medical complications of the disorder and discuss positive 
coping skills, as well as an emergency plan to respond to emo-
tional triggers. Assist with developing nutritional plans and a 
healthy exercise program with the input of the dietitian and 
activity-therapy staff.

The purpose of self-help and support groups is discussed. 
The client identifi es one or two confi dants with whom he or 
she can relate without fear of rejection. The client learns that 
recovery involves coping with negative feelings without binge-
ing or purging, effectively communicating with others, and 
rebuilding family and social relationships.

Individual client education can also occur during motiva-
tional interviewing (MI), a client-centered style of interaction 
that is particularly useful during the evaluation of obese cli-
ents in the primary care setting. MI helps clients explore and 
resolve their ambivalence about changing negative behaviors 
such as overeating or faulty eating habits. The goal of MI 
is to help clients progress through the stages of change (ie, 
precontemplation, contemplation, preparation, action, and 
maintenance). Originally developed and proven effective in 
clients with addictive behaviors, it has proven effective as a 
therapeutic tool in the treatment of clients with obesity and 
binge eating disorder (Tariman, 2008; Waldrop, 2006). The 
Stages of Change Model is discussed in detail in Chapter 25.

Evaluation

The treatment of clients with eating disorders is time-
 consuming, emotionally charged, and lengthy. Recovery 
does not occur overnight. It is a lifelong process. Statistics 
cited indicate that 25% of clients with anorexia nervosa are 
expected to recover, 25% remain chronically ill, and 50% 
achieve partial improvement. Forty percent of those who 
recover will relapse. Ten-year mortality rate is 6.7%; thir-
ty-year mortality rate is 18% to 20%. Recovery and relapse 
rates are not much better for clients with bulimia nervosa 
(Sherman, 2001).

The prognosis for weight reduction in clients with obe-
sity is poor. Ninety percent of clients who are obese and lose 
 signifi cant amounts of weight regain it eventually. The progno-
sis for juvenile-onset obesity is poor, and juvenile clients are 
more likely to have a comorbid emotional disturbance than 
adult clients (Sadock & Sadock, 2008).

Surgical intervention may be a last resort for severely 
obese clients who are unable to control their weight and who 
are at high risk for obesity-related morbidity or mortality. 
Various types of weight loss surgery are available, and all use 

and to help parents become part of a unifi ed team in assist-
ing the client to change his or her behavior. It addresses the 
client’s need to control others, the family members’ ways of 
communicating with each other, and what must be done to 
restore healthy family relationships. Issues such as enmesh-
ment, overprotectiveness, rigidity, and lack of confl ict resolu-
tion are addressed during the sessions. Siblings and members 
of an extended family may also be asked to attend. Relapse 
may occur when the families of clients are confl icted and dis-
engaged.

Sullivan (2005) discusses a unique parent skills-training 
program that has been implemented in the eating disorders pro-
gram at Duke University, Durham, NC. The focus of the program 
is to explore the vital role of parents as part of the treatment 
team for adolescents with eating disorders and to develop spe-
cifi c parenting skills aimed at helping modify eating behavior. 
Parents address three barriers that potentiate mealtime confl ict: 
negative perfectionism, expressed negative emotion, and poor 
self-effi cacy. They learn how to create a home environment that 
doesn’t foster negative perfectionism, they learn how to work 
diligently on avoiding negative verbal communication with 
their children, and they learn to model positive coping strategy 
so that their children will learn new adaptive skills when they 
experience anger or similar  emotions.

Self-Help and Support Groups
Self-help groups can give the client information and support 
during lifelong recovery. Williams et al. (2008) describe the 
use of guided self-help programs to treat clients with the diag-
nosis of BED. The purpose of the program is to help clients 
understand functions of disordered eating, increase healthy 
eating habits, decrease unhealthy dieting, identify alterna-
tives to bingeing, cope with distress, and establish a relapse 
prevention plan. A detailed description of the components of 
the program, including the purpose and strategies, is avail-
able at http://www.aafp.org/afp/AFPprinter/20080115/187.
html?print=yes. Names and addresses of support groups and 
meeting times can generally be obtained from local mental 
health centers, local hospitals, employee assistance programs, 
the Internet, or national organizations such as Overeaters 
Anonymous, the American Dietetic Association Consumer 
Nutrition Hotline, and the National Association of Anorexia 
Nervosa and Associated Disorders. Baker (2006) lists several 
weight loss programs, including their Web sites, products, and 
the type of support offered.

In addition, several educational tools are available in the 
form of seminars, workbooks, pamphlets, diaries, videos, and 
Internet Web sites. For example, “Shape Up America” is a cam-
paign founded by former Surgeon General C. Everett Koop 
to promote healthy weight and physical activity. E-therapy is 
available for individuals who are resistant to conventional face-
to-face treatment (Sherman, 2000).

Client Education
Psychoeducational groups are generally recommended for all 
but the most severely ill clients at an early point in treatment. 
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may include attending a specifi c support group, keeping 
scheduled appointments with a therapist or community men-
tal health nurse, or participating in family therapy (see  Nursing 
Plan of Care 23-1).

 gastric resection or intestinal malabsorption (or a  combination) 
to induce and sustain weight loss. Candidates for surgical 
 intervention must meet strict criteria and be committed to 
maintenance counseling, dietary therapy, behavior therapy, 
and physical therapy (Crouch, 2005).

Evaluation is also an ongoing process as the client 
 progresses through a treatment program. Continuum of care 

NURSING PLAN OF CARE 23.1

THE CLIENT WITH ANOREXIA NERVOSA, BINGE EATING/PURGING TYPE

a rigorous exercise program by  participating in sports, 
riding a stationary bike 20 minutes a day, using the Stair-
master for 35 minutes, and using Nautilus weights. She 
has also begun bingeing and purging. She relates that 
food, losing weight, and exercise are constantly on her 
mind. She would like to stop bingeing and purging but 
doesn’t know how.

DSM-IV-TR DIAGNOSIS: Anorexia nervosa, binge eat-
ing/purging type

ASSESSMENT: Personal strengths: High school senior, 
intelligent, motivated for treatment

WEAKNESSES: Obsessive–compulsive exercising, binge–
purge activity, weight loss below ideal body weight, low 
self-concept

May, a high school senior, voluntarily comes to the high 
school health clinic because of dizziness, weakness, and 
abdominal cramping for the past 3 days. Her vital signs 
are within normal range, but she appears to be below her 
ideal body weight. Initially, May refuses to be weighed, 
but on further questioning, she reveals that she is 5 feet 
7 inches tall and weighs 112 pounds. With some encour-
agement, she relates the following information.

After nearly 4 years of playing competitive high 
school sports, she has quit the softball, volleyball, and 
soccer teams and has given up all hope of making the 
track and cross-country teams. She feels the sports were 
not supplying her with the amount of exercise she needs 
to keep her weight “down” as she perceives herself to 
be fat. She is unable to state what she perceives to be an 
ideal or “safe” body weight.

May began dieting in 9th grade. During the fi rst 
month, she lost 25 pounds. Since then, she has  maintained 

NURSING DIAGNOSIS: Imbalanced Nutrition: Less than Body Requirements due to binge–purge activity and 
excessive exercising

OUTCOME: The client will increase nutritional and caloric intake while restricting binge–purge activity and 
excessive exercise.

PLANNING/IMPLEMENTATION RATIONALE

Establish a contract with the client regarding oral 
intake and limiting activity to lose weight.

Contracting promotes a sense of control and self-
 responsibility while establishing goals.

Supervise the client during mealtime and after meals. 
Do not allow the client to use the bathroom until at 
least 30 minutes after each meal.

Supervision prevents the client from hiding, spilling, 
or discarding food, or using the bathroom to vomit or 
dispose of concealed food.

Request a dietary consult. The client needs to discuss beliefs about food, 
weight, and nutrition.

Educate the client about medical complications 
 associated with anorexia nervosa.

The client may have little knowledge about the 
potential for medical complications caused by 
 bingeing and purging.
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PLANNING/IMPLEMENTATION RATIONALE

Discuss the types of foods that the client eats to 
relieve anxiety or stress.

The client has the opportunity to discuss the use of 
food as an ineffective coping behavior.

Encourage the client to explore non–food-related 
 coping skills.

The client learns to separate emotional issues from 
food and eating behaviors.

Educate the client about problem-solving. The ability to problem-solve promotes self- confi dence 
and the development of effective coping skills.

NURSING DIAGNOSIS: Disturbed Body Image related to a negative self-concept and the perception of being fat

OUTCOME: The client will verbalize a realistic body image perception.

PLANNING/IMPLEMENTATION RATIONALE

Using a nonjudgmental approach, encourage the cli-
ent to express feelings, especially about the way she 
views herself.

Using a nonjudgmental approach gives the client 
permission to discuss personal feelings without fear 
of rejection.

Be realistic when providing feedback to the client 
about her body image perceptions (eg, “safe” body 
weight for her height).

The client’s perception of her body image is closely 
related to her negative self-concept. Provid-
ing  honest feedback may help clarify the client’s 
 perceptions of her body image.

EVALUATION: May agreed to be seen on an outpatient basis. Evaluation would occur during each scheduled 
appointment, because relapse can occur at any time during treatment. Evaluation focuses on May’s compliance 
with her behavioral contract, her ability to express her feelings, her self-concept, and any changes she has made to 
develop a healthy lifestyle. The client agreed to be seen by her attending physician for a physical evaluation, to meet 
with a dietitian for nutritional education, and to allow family members to be involved in the plan of care. A multidisci-
plinary team meeting would also be scheduled with May to discuss her continuum of care while attending school.

KEY CONCEPTS
Although eating disorders are among the most challeng-• 
ing illnesses confronting mental health professionals, a 
surprising number of individuals do not seek help. Others 
remain ill or die, even after years of treatment.
Although statistics indicate that more females than males • 
are affected by eating disorders, the number of males seek-
ing treatment for eating disorders is likely to increase over 
the next decade as public awareness of dieting and eating 
disorders increases.
Although obesity is not categorized as an eating disorder, • 
the diagnosis is included under the category of psycho-
logical factors affecting medical condition when there is 
evidence that psychological factors are of importance in 
the etiology or course of obesity.
Theories regarding the development of eating disorders • 
focus on genetic or biochemical factors,  psychological 
or psychodynamic factors, and family interactions or 

 relationships. Theories regarding the development of obe-
sity focus on genetic or biologic, and behavioral factors.
Clinical symptoms of eating disorders are refl ected in • 
unusual thoughts, feelings, and behavior around food, 
as well as an unhealthy amount of body fat (unhealthy 
BMI).
Anorexia nervosa is characterized by an aversion to food • 
and may result in death due to serious malnutrition or 
other medical complications.
Bulimia nervosa is characterized by the rapid consumption • 
of a large amount of food within a 2-hour period. Serious 
medical consequences may occur because of  alternating 
bingeing and purging.
Individuals with a BMI of 25 to 29.9 are considered to be mod-• 
erately overweight or preobese. Class I Obesity is  diagnosed 
when a client exhibits a BMI of 30 to 34.9. Individuals with a 
BMI of 35 to 39.9 are considered to be severely obese (Class II 
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managing medication, providing or assisting with interac-
tive therapies, encouraging the use of self-help and sup-
port groups, and providing education for the client and 
family.
Evaluation of the client’s response to interventions and • 
treatment is an ongoing process. Recovery is considered a 
lifelong process in which relapses may occur. Surgical inter-
vention may be a last resort for severely obese clients who 
are at high risk for obesity-related morbidity or  mortality.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Obesity). Individuals with a BMI of 40 or greater are deemed 
to be extremely obese (Class III Obesity).
Assessment of a client with an eating disorder is a complex • 
process that focuses on the client’s medical status, physical 
appearance, ability to meet basic needs, mood and affect, 
cognitive abilities, interpersonal skills, and behavioral 
manifestations.
The primary goal of inpatient care is weight gain under • 
medical supervision and stabilization of any  life- threatening 
medical conditions or behaviors.
Nursing interventions focus on creating a safe  environment, • 
stabilizing the client’s medical condition and behavior, 

Critical Thinking Questions

 1. While performing an admission health assessment on a 
21-year-old woman admitted for a breast biopsy procedure, 
you fi nd the following: dry, fl aky skin; brittle nails and hair; 
low blood pressure; slow pulse; and very visible bony prom-
inences. Your questions uncover amenorrhea and a distorted 
body image. What nursing interventions are appropriate?

 2. Contact a nurse practitioner at a local college health 
center. What materials about eating disorders does she 
have available for students? Ask the nurse practitioner to 
discuss her view of her role in caring for this population.

 3. Search the literature for a body image assessment tool 
developed by a nurse. Administer the tool to classmates who 
appear thin, average, and overweight. What are your  fi ndings?

Refl ection

Refl ect on the chapter opening quote by Sobel. Why do you 
think Sobel stated that eating disorders are fascinating? How 
are they confusing? Why are they challenging? In what way are 
they deeply disturbing?

NCLEX-Style Questions

 1. The nurse assesses the family of a 16-year-old client 
with anorexia as being characterized by overresponsive-
ness and overprotectiveness that are contributing to the 
client’s condition. Which term would the nurse use to 
document this family characteristic?
a. chaotic
b. enablement
c. enmeshment
d. functional

 2. Which personality characteristic would the nurse expect 
to fi nd in a client with anorexia nervosa?
a. anger
b. compliance
c. rebellion
d. suspicion

 3. A 14-year-old Caucasian female client tells the nurse that 
she frequently feels compelled to eat a large amount of 
food in a small amount of time as fast as she can. The 
nurse identifi es this problem as characteristic of which 
eating disorder?
a. anorexia
b. bulimia
c. overeating
d. compulsiveness

 4. A client has just been admitted to your program for treat-
ment. The client has a diagnosis of reactive obesity and is 
struggling to cope. As the nurse, you understand that a cli-
ent with reactive obesity generally overeats for which reason?
a. providing for self-nurturing
b. reducing feelings of stress
c. relieving boredom
d. satisfying feelings of hunger

 5. Parents of an adolescent female bring their daughter to 
your clinic. They suspect that she is anorexic. Which 
of the following questions would be most appropriate 
for you as the nurse to ask a client who is suspected of 
 having the eating disorder anorexia nervosa?
a. “Do you feel you have a problem controlling your 

weight?”
b. “Do you use diet pills, diuretics, laxatives, or purging 

to lose weight?”
c. “Do people tell you that you are too fat?”
d. “Do you eat only when you are hungry?”

 6. A 21-year-old female is diagnosed with anorexia nervosa. 
Upon examination, you get the following vital signs and 
information from her. Which fi ndings would indicate the 
need for the client to be hospitalized? Select all that apply.
a. blood pressure of 100/60 mm Hg
b. blood glucose level of 54 mg/dL
c. pulse rate of 60 beats per minute
d. oral temperature of 96.4°F
e. suicidal ideation
f. serum potassium of 5 mEq/L
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Personality disorders are among the least understood and recog-

nized disorders in both psychiatry and general medical care. They 

are among the most common of the severe mental disorders and 

occur frequently with other illnesses (eg, substance use disorders, 

mood disorders, anxiety disorders).

—PERSONALITY DISORDERS FOUNDATION, 2005

Personality 
Development 
and Personality 
Disorders

Ego
Egocentrism
Id
Personality
Personality disorder
Projective identifi cation
Schemata
Splitting
Superego

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Defi ne the terms personality and personality disorder.
 2. Summarize the concepts of the following theories of personality develop-

ment: Freud’s psychoanalytic theory, Erikson’s psychosocial theory, and 
Piaget’s cognitive developmental theory.

 3. Discuss the importance of a working knowledge of personality growth 
and development in the mental health setting.

 4. Recognize factors that may contribute to the development of behavioral 
disturbances in a client with paranoid personality disorder (PPD).

 5. Identify the characteristics of schizoid personality disorder.
 6. Explain the importance of recognizing cultural diversity in clients who 

exhibit disturbances in cognition, affect, interpersonal relationships, and 
impulse control.

 7. Articulate four outcomes to reduce behavioral disturbances in a client 
with the diagnosis of borderline personality disorder (BPD).

 8. Formulate a list of nonproductive reactions a nurse may exhibit when 
working with clients who exhibit clinical symptoms of antisocial person-
ality disorder.

 9. Develop an educational tool to use when interacting with an elderly cli-
ent who has clinical symptoms of dependent personality disorder (DPD).

 10. Construct a nursing plan of care for a client with the diagnosis of histri-
onic personality disorder (HPD).
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Personality is a global descriptive label that refers to a 
 distinctive set of traits, behavior styles, and patterns that make 
up our character and individuality. The word personality may 
have certain qualifying adjectives with psychiatric signifi cance 
appended to it, such as passive or aggressive, or words without 
pathological overtones, such as religious, ambitious, or friendly 
(National Mental Health Association, 2006; Sadock & Sadock, 
2008). Personality is the total of a person’s internal and exter-
nal patterns of adjustment to life, determined in part by the 
individual’s genetic makeup and by life experiences. Thus, the 
dynamics of personality development become increasingly 
complex throughout the lifespan as one continually interacts 
with the environment and experiences various stages of physical 
and psychological maturation. Factors infl uencing psychologi-
cal maturation include genetic endowments such as inherited 
traits, potentials, and characteristics; environmental stressors 
including parental relationships, peer relationships, and cultural 
and social experiences; individual accomplishments that are the 
results of learning and adaptation; and one’s mental health sta-
tus at each developmental stage. Therefore, a newborn or infant 
reacts differently to a given environmental stimulus than does 
an adolescent, a young adult, or an elderly person.

Personality is believed to occur along a continuum, with 
healthy traits at one end, personality styles at different grada-
tions along the continuum, and personality disorders at the 
opposite end. Personality disorder is defi ned as a long-term 
maladaptive pattern of perception, emotional regulation, anxi-
ety, and impulse control. This disorder differs signifi cantly 
from cultural expectations and begins in adolescence or early 
adulthood. It is one of the least understood and recognized dis-
orders in both psychiatry and general medical care. Ironically, 
as a group, personality disorders are among the most common 
of the severe mental disorders and occur frequently with other 
illnesses such as substance use or mood disorders. Personality 
disorders can lead to enormous personal and societal costs, 
including lost productivity, hospitalizations, signifi cant unhap-
piness, imprisonment, and suicide (Counseling Resource.com, 
2009; Lebelle, 2006).

Researchers analyzed data from the 2001 to 2002 National 
Epidemiologic Survey on Alcohol and Related Conditions. An 
estimated 30.8 million adult Americans (or 14.8%) met the 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, 
Text Revision (DSM-IV-TR) criteria for at least one personality 
disorder. Of these 30.8 million, 16.4 million had obsessive–
compulsive personality disorder (OCPD), 9.2 million had PPD, 
7.6 million had antisocial personality disorder, 6.5 million had 
schizoid personality disorder, 4.9 million had avoidant person-
ality disorder, 3.8 million had HPD, and 1.0 million had DPD 
(Grant, Hasin, & Stinson, 2004; Silk & Heap, 2008).

This chapter focuses on the theories of personality devel-
opment and the etiology, clinical symptoms, and diagnostic 
characteristics of personality disorders. It also addresses the 
effects of a personality disorder on the client and his or her 
family, and health care providers. The chapter uses the nursing 
process to provide information about providing care to clients 
diagnosed with a specifi c personality disorder.

THEORIES OF PERSONALITY 
DEVELOPMENT
Various theories of personality maturation are presented in 
developmental psychology classes as part of the curriculum 
in nursing programs. Generally, these theories are categorized 
as psychoanalytic, cognitive, behavioristic, and interpersonal. 
A summary of the more common theories, such as those of 
Sigmund Freud, Eric Erikson, and Jean Piaget, are presented 
in this chapter.

Freud’s Psychoanalytic Theory of Personality 
Development

Freud’s theory of personality development describes three 
major categories: the development of personality, the organi-
zation or structure of personality, and the dynamics of per-
sonality. Freud explains the development of the personality 
by describing three levels of consciousness: the unconscious, 
preconscious (subconscious), and conscious. The unconscious 
level consists of drives, feelings, ideas, and urges outside of the 
person’s awareness. This is the most signifi cant level of con-
sciousness because of its effect on behavior. A considerable 
amount of psychic energy is used to keep unpleasant memories 
stored in the unconscious level of the mind. The preconscious or 
subconscious level, midway between the conscious and uncon-
scious levels, consists of feelings, ideals, drives, and ideas that 
are out of one’s ongoing awareness but can be recalled readily. 
The conscious level of the personality is aware of the present and 
controls purposeful behavior.

The organization or structure of the personality (Freud, 
1960) consists of the id, which is an unconscious reservoir of 
primitive drives and instincts dominated by thinking and the 
pleasure principle; the ego, which meets and interacts with the 
outside world as an integrator or mediator and is the executive 
function of the personality that operates at all three levels of 
consciousness; and the superego, which acts as the censoring 
force or conscience of the personality and is composed of mor-
als, mores, values, and ethics largely derived from one’s parents. 
The superego operates at all three levels of consciousness.

According to Freud’s explanation of the dynamics of the 
personality, each person has a certain amount of psychic energy 
to cope with the problems of everyday living. The id’s energy 
is used to reduce tension and may be exhibited, for example, 
by frequency of urination, daydreaming, or eating. The ego’s 
energy controls the impulsive actions of the id and the moral-
istic and idealistic actions of the superego. One whose energy 
is controlled primarily by the superego generally behaves in an 
overly moralistic manner because the structure of the personal-
ity (eg, superego) monopolizes the psychic energy that governs 
the person’s behavior.

In his psychosexual theory, Freud also describes fi ve 
phases of the psychobiologic process that have a great impact 
on personality development: oral, anal, phallic or oedipal, 
latency, and genital.
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The oral phase (0–18 months) is a period in which plea-• 
sure is derived mainly through the mouth by the actions 
of sucking or biting.
During the anal phase (18 months to 3 years), attention • 
focuses on the excretory function, and the foundation is 
laid for the development of the superego.
In the phallic or oedipal stage (3–7 years), a stage of • 
growth and development, the child identifi es with 
the parent of the same sex, forms a deep attachment to 
the parent of the opposite sex, develops a sexual identity 
of male or female role, and begins to  experience guilt.
During the latency phase (7 years to adolescence), the • 
person learns to recognize and handle reality, has a lim-
ited sexual image, develops an inner control over aggres-
sive or destructive impulses, and experiences intellectual 
and social growth.
In the genital phase (puberty or adolescence into • 
adult life), the fi nal stage of psychosexual develop-
ment, the  individual develops the capacity for object 
love and mature sexuality and establishes identity and 
 independence.

Erikson’s Psychosocial Theory of Personality 
Development

Erik Erikson (1968) emphasizes the concept of identity or 
an inner sense of sameness that perseveres through external 
changes, identity crises, and identity confusion in the dynam-
ics of personality development. He posits that there are eight 
psychosocial stages in one’s lifespan. Table 24-1 highlights 
these stages, focusing on each stage’s area of confl ict and res-
olution, basic virtues or qualities acquired, and positive and 
negative behavior.

According to Erikson, these developmental stages consist 
of a series of normative confl icts that every person must han-
dle. The two opposing energies (developmental crisis) must 
be synthesized in a constructive manner to produce positive 
expectations for new experiences. If the crisis is unresolved, the 
person does not develop attitudes that will be helpful in meet-
ing future developmental tasks. Failure to resolve a challenge 
or confl ict also results in negative behavior or developmental 
problems. An opportunity to resolve such confl icts recurs later 
in one’s lifespan.

TABLE 24.1

Summary of Erikson’s Psychosocial Theory

Developmental 
Stage

Area of Confl ict 
and Resolution

Virtues or 
Qualities

Positive Behavior or 
Resolution of Confl ict Negative Behavior

Sensory–oral or early 
infancy (birth to 
18 months)

Trust versus mistrust Drive and hope Displays affection, confi dence, 
gratifi cation, recognition, and the 
ability to trust others

Suspicious of others, fears 
affection, projection

Muscular–anal or 
later infancy (18 
months to 3 years)

Autonomy versus 
shame and doubt

Self-control and 
willpower

Cooperative, expresses oneself, 
displays self-control, views self 
apart from parents

Self-doubt, denial, depen-
dency and codependency, 
low self-esteem, loss of 
self-control

Locomotor–genital or 
early childhood 
(3–5 years)

Initiative versus guilt Direction and 
purpose

Tests reality, shows imagination, 
displays some ability to 
evaluate own behavior, exerts 
positive controls over self

Excessive guilt, feels vic-
timized, passive, apathetic

Latency or middle 
childhood (6–11 
years)

Industry versus 
inferiority

Method and 
competence

Develops a sense of duty and 
scholastic and social competen-
cies, displays perseverance and 
interacts with peers in a less 
infantile manner

Feels inferior, lacks moti-
vation, uncooperative, 
incompetent, unreliable

Puberty and adoles-
cence (12–18 years)

Identity versus role 
confusion

Devotion and 
fi delity

Displays self-certainty, experi-
ments with role, expresses 
ideologic commitments, chooses 
a career or vocation, and develops 
interpersonal relationships

Self-doubt, dysfunctional 
relationships, rebellion, 
substance abuse

Young adulthood 
(19–40 years)

Intimacy versus isola-
tion

Affi liation and 
love

Establishes mature relationship 
with a member of the opposite 
sex, chooses a suitable marital 
partner, performs work and social 
roles in socially acceptable manner

Self-imposed isolation, 
emotionally jealous, 
 possessive
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Piaget’s Cognitive Developmental Theory

Jean Piaget’s (1963) theory views intellectual development as a 
result of constant interaction between environmental infl uences 
and genetically determined attributes. Piaget’s research focused 
on four stages of intellectual growth during childhood, with 
emphasis on how a child learns and adapts what is learned from 
the adult world. The four stages are sensorimotor, preopera-
tional thought, concrete operational, and formal operational.

During the sensorimotor stage (0–2 years), the infant uses 
the senses to learn about self and the environment by explor-
ing objects and events and by imitating. The infant also devel-
ops schemata, or methods of assimilating and accommodating 
incoming information; these include looking schema, hearing 
schema, and sucking schema.

The preoperational thought stage (2–7 or 8 years) is subdi-
vided into the preconceptual and intuitive phases. The precon-
ceptual phase, which occurs between the ages of 2 and 4 years, 
involves the child’s learning to think in mental images and the 
development of expressive language and symbolic play. In the 
intuitive phase, which occurs between the ages of 4 and 7 years, 
the child exhibits egocentrism, seeing things from his or her 
own point of view. The child is unable to comprehend the ideas 
of others if they differ from his or her own. As the child matures, 
he or she realizes that other people see things differently.

The concrete operational stage begins at approximately 
8 years of age and lasts until age 12 years. The child is able to 
think more logically as the concepts of moral judgment, num-
bers, and spatial relationships are developed.

The formal operational stage begins at age 12 years and lasts 
to adulthood. The person develops adult logic and is able to 
reason, form conclusions, plan for the future, think abstractly, 
and build ideals.

ETIOLOGY OF PERSONALITY 
DISORDERS
During the process of personality development, the person 
establishes certain traits that enable him or her to observe, 
interact with, and think about the environment and oneself. If 

the person develops a positive self-concept, body image, and 
sense of self-worth and is able to relate to others openly and 
honestly, he or she is said to have characteristics of a healthy 
personality. Should the person develop infl exible, maladaptive 
behaviors (eg, manipulation, hostility, lying, poor judgment, 
and alienation) that interfere with social or occupational func-
tioning, the person exhibits signs and symptoms of a personal-
ity disorder.

Personality disorders can range from mild to more severe 
based on how pervasive the symptoms of a particular personal-
ity disorder are and to what extent a person exhibits these symp-
toms. Although most individuals can live fairly normal lives 
with mild symptoms of personality disorders, during times of 
increased stress or external pressures (eg, caused by work, fam-
ily, or a new relationship), the symptoms will be exacerbated 
and begin to seriously interfere with the individual’s emotional 
and psychological functioning. Personality disorders are usu-
ally recognizable by adolescence or earlier (ie, BPD can start as 
early as age 5), continue throughout adulthood, and become 
less obvious throughout middle age (National Mental Health 
Association, 2006).

The potential causes of personality disorders are as 
numerous as the people who suffer from them. Genetic and 
biologic factors, as well as a combination of one’s personality, 
social development, and parental upbringing, are associated 
with these disorders. Environmental factors may cause a per-
son who is already genetically vulnerable to develop a per-
sonality disorder (National Mental Health Association, 2006; 
Sadock & Sadock, 2008). A discussion of the more common 
theories regarding the development of personality disorders 
follows.

Genetic Factors

Although research has not isolated the cause of any specifi c 
factor at this time, investigations of 15,000 pairs of twins in the 
United States revealed that monozygotic twins, living together 
or apart, develop personality disorders much more frequently 
than dizygotic twins do. Cluster A personality disorders 
(eg, paranoid, schizoid, or schizotypal) occur more frequently 

Table 24.1 Summary of Erikson’s Psychosocial Theory (Continued)

Developmental 
Stage

Area of Confl ict 
and Resolution

Virtues or 
Qualities

Positive Behavior or 
Resolution of Confl ict Negative Behavior

Middle adulthood 
(41–64 years)

Generativity versus 
stagnation

Productivity and 
ability to care for 
others

Spends time wisely by engaging in 
helpful activities such as teaching, 
counseling, community activi-
ties, and volunteer work; displays 
creativity

Egocentric, disinterested 
in others, overinvolved in 
activities

Late adulthood or 
maturity (65 years to 
death)

Ego integrity versus 
despair

Renunciation or 
“letting go,” and 
wisdom

Reviews life realistically, accepts 
past failures and limitations, helps 
members of younger generations 
view life positively and realisti-
cally, accepts death with dignity

Feels hopeless and help-
less, fears death, dwells on 
past failures and disap-
pointments, unable to 
adjust to aging process
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in biologic relatives of clients with schizophrenia than in 
 control groups. Cluster B personality disorders (eg, antiso-
cial, borderline, histrionic, or narcissistic) apparently have a 
genetic basis as well. Antisocial personality disorder is associ-
ated with alcohol use disorder. Depression is common in the 
family backgrounds of clients with BPDs. Cluster C personality 
disorders (eg, obsessive–compulsive, dependent, or avoidant) 
also may have a genetic basis. Clients with avoidant personal-
ity disorders often exhibit clinical symptoms of anxiety and 
depression (Sadock & Sadock, 2008).

Biologic Factors

Research has also indicated that individuals with high levels of 
hormones such as testosterone, 17-estradiol, and estrone are 
thought to be biologically predisposed to the development of 
a personality disorder. Studies of dopaminergic and serotoner-
gic systems indicate that, although in many persons dopamine 
and serotonin reduce depression and produce a sense of gen-
eral well-being, high levels of these neurotransmitters have 
produced impulsive and aggressive behaviors. Furthermore, 
changes in electrical conductance on electroencephalograms 
have been noted in clients with antisocial and BPDs (Sadock 
& Sadock, 2008).

Psychoanalytic Factors

Each human being’s personality is largely determined by 
his or her characteristic defense mechanisms. According to 
Sadock and Sadock (2008), underlying defensive behav-
iors or mechanisms that are used to resolve confl ict include 
fantasy, dissociation, isolation, projection, splitting, passive 
aggression, and acting out. When these behaviors or mecha-
nisms are effective, they can abolish anxiety and depression. 
Therefore, individuals with personality disorders are reluctant 
to abandon them.

According to Freud’s theory, socially deviant persons have 
defective egos through which they are unable to control their 
impulsive behavior. Additionally, a weak superego results in 
the incomplete development or lack of a conscience. Persons 
with immature superegos feel no guilt or remorse for socially 
unacceptable behavior. The drive for prestige, power, and 
possessions can result in exploitative, manipulative behavior. 
Moreover, urban societies—such as inner cities—are charac-
terized by a low degree of social interaction, thereby fostering 
the development of personality disorders.

Childhood Experiences

As noted earlier, according to the various theories of personal-
ity development, negative or maladaptive behavior can occur 
during childhood. Following are examples of childhood expe-
riences that could contribute to the development of a personal-
ity disorder:

Parental rewarding of a behavior such as a temper tantrum • 
encourages acting out (ie, the parent gives in to a child’s 
wishes rather than setting limits to stop the behavior).

Creativity is not encouraged in the child; therefore, the • 
child does not have the opportunity to express himself 
or herself or learn to relate to others. The ability to be 
creative could provide the child with the opportunity 
to develop a positive self-concept and sense of self-
worth.
Rigid upbringing also has a negative effect on the • 
 development of a child’s personality because it 
 discourages experimentation and promotes the 
 development of low self-esteem. It may also cause 
feelings of hostility and alienation in the child–parent 
relationship.
Parental fostering of dependency discourages personality • 
development and allows the child to become a conform-
ist, rather than an independent being with an opportu-
nity to develop a positive self-concept.
Parents or authority fi gures display socially undesirable • 
behavior and the child identifi es with them. As a result 
of this identifi cation process, the child imitates behavior 
that he or she believes to be acceptable by others. Such 
behavior frequently puts the child in direct confl ict with 
society.

CHARACTERISTICS OF 
PERSONALITY DISORDERS
A personality disorder is described as a nonpsychotic illness 
characterized by maladaptive behavior, which the person 
uses to fulfill his or her needs and bring satisfaction to him-
self or herself. Most personality-disordered people experi-
ence a permanent stage of anger as a result of frustration, 
perceived or actual rejection, conflict, or resentment. Their 
anger is often suppressed or repressed; however, it can be 
sudden, raging, frightening, and without an apparent prov-
ocation by an outside agent. The anger is manifested only 
when the individual’s defenses are down, incapacitated, or 
adversely affected by internal or external circumstances. 
The individual is unable to redirect his or her primitive 
pent-up anger (Vaknin, 2006). Maladaptive behaviors 
begin during childhood or adolescence as a way of cop-
ing and remain throughout most of adulthood, becoming 
less obvious during middle or old age. As a result of his 
or her inability to relate to the environment, the person 
acts out his or her conflicts socially. Emotional, economic, 
social, or occupational problems are often seen as a result 
of maladaptive behavior (American Psychiatric Association 
[APA], 2000).

Individuals with personality disorders have many com-
mon characteristics. They are included in Box 24-1.

Individuals with personality disorders rarely seek psy-
chiatric help because the person lacks insight regarding his 
or her behaviors and does not view them to be maladaptive, 
contributing to a personality disorder (Lebelle, 2006). Refer to 
Box 24-2 for a summary of The National Epidemiologic Survey 
on Alcohol and Related Conditions study on individuals at risk 
for personality disorders.
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CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF PERSONALITY DISORDERS
The DSM-IV-TR Axis II groups personality disorders into three 
clusters or descriptive categories (APA, 2000). Persons who 
exhibit paranoid, schizoid, and schizotypal personality disor-
ders are considered “odd” or eccentric in the vernacular and are 
grouped in the fi rst cluster, Cluster A. Persons with disorders in 
the second cluster, Cluster B—antisocial, borderline, histrionic, 
and narcissistic personality disorders (NPDs)—are considered 
to be emotional, erratic, or dramatic in behavior. Anxious or 
fearful behaviors are often present in the third cluster, Cluster C, 
which includes obsessive–compulsive, dependent, and avoidant 
personality disorders. The category Personality Disorder, Not 

Otherwise Specifi ed (NOS), is reserved for those disorders that 
do not fi t into any of the three clusters. See the accompanying 
Clinical Symptoms and Diagnostic Characteristics box.

Although factors that may contribute to the development 
of a personality disorder were discussed earlier in this chapter, 
additional information regarding a specifi c personality disor-
der is included with each disorder to clarify the development 
of clinical symptoms unique to the disorder.

Common Characteristics/Personality 
 Disorders

Infl exible, socially unacceptable behaviors •
Self-centeredness •
Manipulative and exploitative behavior •
Inability to tolerate minor stress, resulting in  •
increased inability to cope with anxiety or 
 depression
Lack of individual accountability for behavior,  •
blaming others for their problems
Diffi culty dealing with reality because of a dis- •
torted or superfi cial understanding of self and 
the perceptions of others
Vulnerability to other mental disorders such as  •
obsessive–compulsive tendencies and panic 
attacks

BOX 24.1 CLINICAL SYMPTOMS
AND DIAGNOSTIC  CHARACTERISTICS

Personality Disorders

Clinical Symptoms
Changes in cognition •
Fluctuation in emotional responses (affect) •
Changes in interpersonal functioning •
Fluctuating impulse control •

Diagnostic Characteristics
Evidence of an enduring pattern of behavior  •
and inner experience in at least two of the areas 
above
Stable, long-lasting pattern exhibited as a marked  •
deviation from that which is expected in the indi-
vidual’s culture
Onset most likely traceable to adolescence or  •
early adulthood
Pattern widespread, occurring over personal and  •
social situations
Resultant distress in important areas of  •
 functioning
Pattern not associated with or due to a medical  •
condition or another mental disorder

Results of National Epidemiologic Survey

The National Epidemiologic Survey on Alcohol and 
Related Conditions (Grant, Hasin, & Stinson, 2004), 
mentioned earlier in this chapter, surveyed individuals 
at risk for the development of personality disorders. 
Trained personnel conducted face-to-face interviews 
with 43,093 noninstitutionalized U.S. adults. A sum-
mary of their fi ndings follows:

Women were more likely than men to have avoidant,  •
dependent, and paranoid personality disorders.
Men were three times more likely than women to  •
have antisocial personality disorders.
Separated/divorced/widowed or never-married indi- •
viduals were more likely than their counterparts to 

have avoidant, dependent, paranoid, schizoid, and 
histrionic personality disorders.
Native Americans were more likely than Whites to  •
have avoidant, paranoid, schizoid, and antisocial 
personality disorders.
White persons were more likely than Asian or His- •
panic persons to have obsessive–compulsive per-
sonality disorder.
Paranoid, schizoid, and histrionic personality dis- •
orders were more prevalent among Black persons 
than among White persons.

BOX 24.2
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Cluster A Disorders: Odd, Eccentric 
Behavior

Paranoid Personality Disorder
Individuals who develop a PPD have chronic hostility that is 
projected onto others. This hostility develops in childhood as a 
result of poor interpersonal family relationships. As a result, the 
person who has experienced much loneliness becomes unwar-
rantedly suspicious and mistrusts people. The person may sus-
pect attempts to trick or harm him or her, question the loyalty 
of others, display pathological jealousy, observe the environ-
ment for any signs of threat, display secretiveness, become 
hypersensitive, or display excessive feelings of self-importance. 
The person also may appear to be unemotional, lack a sense of 
humor, and lack the ability to relax. PPD can usually be differ-
entiated from delusional disorder because features such as fi xed 
delusions and hallucinations are absent. Interpersonal relation-
ships are poor, especially when relating to authority fi gures or 
co-workers, contributing to lifelong interpersonal, marital, and 
occupational problems (see  Clinical Example 24-1).

Clients with paranoid personality thrive in an environ-
ment in which caution and wariness are rewarded and in 
which individuals are not required to reveal themselves or 
otherwise make themselves vulnerable. They falter in environ-
ments and  relationships that require high levels of trust and 
 interdependence. The prevalence of PPD is 0.5% to 2.5% of 

the general population. This disorder is seen more frequently in 
men (APA, 2000; Lebelle, 2006; Paul, 2005; Sadock & Sadock, 
2008; Schultz & Videbeck, 2009; Silk & Heap, 2008).

Schizoid Personality Disorder
Synonyms for someone with a schizoid personality disor-
der include “introvert” and “loner” because the person has no 
desire for social involvement. Although the specifi c etiology is 
unknown, a combination of genetic and environmental factors, 
particularly in early childhood, is thought to be a contributing 
factor. For example, a child may have had parents who were 
cold or unresponsive to emotional needs, were scornful during 
interactions with the child, or did not demonstrate love toward 
the child (Mayo Clinic Staff, 2009b). The clinical symptoms 
include a pervasive pattern of detachment from social relation-
ships and a restricted range of emotional expression in inter-
personal settings. The individual avoids close relationships with 
family or others, chooses solitary activities, has little interest in 
sexual experiences, does not take pleasure in activities, lacks 
close friends or confi dants, appears indifferent to praise or criti-
cism, and exhibits emotional coldness such as detachment or 
fl attened affect. Attention is usually focused on objects such as 
books and cars rather than people (see Clinical Example 24-2).

CLINICAL EXAMPLE 24.1

The Client with a Paranoid Personality 
Disorder

JV, a 43-year-old Cuban immigrant who worked for 
a local utility company, was admitted to the hospital 
for surgery due to a work-related knee injury. During 
the assessment, the nurse practitioner noted that JV 
was hesitant to answer personal questions related to 
his medical history and appeared reluctant to pro-
vide information about his family. JV’s oldest daugh-
ter, who had accompanied him to the hospital, 
offered to provide the necessary information. She 
also informed the nurse that her father frequently 
warned the members of the family to lock the doors 
and windows because he did not trust his neighbors. 
He refused to allow his wife to leave the house while 
he was at work and insisted that his children notify 
him of their activities when they left home. The nurse 
learned that JV had emigrated from Cuba when 
he was 20 years old “to get away from the Castro 
regime.” According to JV’s daughter, he was a good 
father who provided well for his family and attended 
church regularly. Although JV did not verbalize any 
fi xed delusional thoughts, he was very suspicious of 
strangers or new neighbors. The nurse practitioner 
noted that JV was exhibiting clinical symptoms of a 
paranoid personality disorder.

CLINICAL EXAMPLE 24.2

The Client with a Schizoid Personality 
Disorder

MN, a 30-year-old unmarried auto mechanic 
employed by a small car dealership for the past 
5 years, was asked by his employer to mentor or 
train 2 new mechanics. Both of the newly hired 
mechanics quit within a few weeks of employ-
ment stating that MN was impossible to learn 
from or to work with. They both stated that MN 
was unfriendly and did not provide any guidance. 
When confronted by his employer, MN’s expres-
sion was bland as he stated that he was doing his 
best and could not understand the reason for the 
complaints. His employer had been pleased with 
MN’s work in the past and was reluctant to lose him 
but realized that more mechanics were necessary 
to provide services to meet the growing demands 
of his dealership. The employer discussed his con-
cerns with MN and suggested that MN be seen by a 
mental health therapist if he wanted to keep his job. 
MN followed through with a scheduled appoint-
ment at the local mental health clinic where a plan 
of care was developed to treat his clinical symp-
toms of schizoid personality disorder. His employer 
welcomed him back to work with the understand-
ing that MN would continue to receive outpatient 
treatment. The employer also stated that he would 
help MN develop a brief training program for new 
mechanics with easy to follow guidelines.
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The client with schizoid personality disorder manages to get 
ahead in chaotic or challenging environments that do not make 
emotional demands. He or she may function well in vocations 
where one generally works alone and is indifferent to approval 
or criticism of others. The client does not thrive well in corporate 
environments in which one is expected to be intimate or closely 
connected to others. The prevalence of schizoid personality 
disorder is estimated to be approximately 7.5% of the general 
population; some studies report that males are twice as likely 
to develop this type of personality disorder (APA, 2000; Paul, 
2005; Sadock & Sadock, 2008; Schultz & Videbeck, 2009).

Schizotypal Personality Disorder
The classifi cation of schizotypal personality disorder is used 
to diagnose persons whose symptoms are similar to, but not 
severe enough to meet, the criteria for schizophrenia. Some 
experts contend that childhood abuse, neglect, or stress results 
in brain dysfunction that gives rise to schizotypal symptoms. 
Both genetics and environmental circumstances are thought 
to be contributing factors (Mayo Clinic Staff, 2009c). Clients 
generally exhibit a disturbance in thought processes referred 
to as magical thinking, superstitiousness, or telepathy (a “sixth 
sense”). They experience ideas of reference, limit social con-
tacts to those involved in the performance of everyday tasks, 
describe perceptual disturbance such as illusions or deperson-
alization, demonstrate peculiarity in speech but no loosening 
of association (shifting of speech from one frame of reference 
to another), and appear aloof or cold because they exhibit an 
inappropriate affect. Paranoid ideation, odd or eccentric behav-
ior or appearance, and excessive social anxiety associated with 
paranoid fears are generally present.

Clients with the diagnosis of schizotypal personality dis-
order succeed in unconventional environments in which their 
embrace of the unusual or fantastic is applauded. They are 
unsuccessful in corporate environments that require adher-
ence to conventional codes of behavior. This disorder fi rst may 
be apparent in childhood or adolescence. It has been reported 
in approximately 3% of the population but the sex ratio is 
unknown. Only a small percentage of individuals with this 
disorder develop schizophrenia or other psychotic disorders 
(APA, 2000; Paul, 2005; Sadock & Sadock, 2008; Schultz & 
Videbeck, 2009).

Cluster B Disorders: Emotional, Erratic, 
or Dramatic Behavior

Individuals with Cluster B personality disorders are often 
referred to as relationship destroyers. They also have the greatest 
risk for suicide when compared with individuals with Cluster 
A or Cluster C disorders. The risk is similar for individuals 
with a major mood disorder but without a personality disorder. 
Factors contributing to an increased risk of suicide include the 
presence of comorbid mood or addiction disorders, severity of 
childhood sexual abuse, degree of antisocial or impulsive char-
acteristics, and a history of premature psychiatric discharges 
in which the client has minimal support in the community 
(Lambert, 2003; Silk & Heap, 2008).

Antisocial Personality Disorder
Synonyms for antisocial personality disorder include 
 sociopathic, psychopathic, and semantic disorder. Several fac-
tors have been proposed to explain the development of the 
antisocial personality, although the exact cause is unknown. 
These factors include the following:

Genetic or hereditary factors interfere with the develop-• 
ment of positive interpersonal relationships during child-
hood. The child, therefore, does not learn to respect the 
rights of others.
Biologic factors such as low levels of serotonin may com-• 
bine with environmental factors and place the individual 
at risk for a personality disorder.
The child may become self-indulgent and expect special • 
favors from others but does not display appreciation or 
reciprocal behavior.
Brain damage or trauma precipitates the development of • 
antisocial behavior (see Supporting Evidence for 
Practice 24-1).
Low socioeconomic status encourages the development • 
of an antisocial personality; people may turn to maladap-
tive behaviors, such as stealing, lying, or cheating, just to 
survive.
Parents unconsciously foster antisocial behavior in • 
children during developmental years. If parents are too 
involved in their own personal problems or lifestyle and 
neglect to spend time with the child or be available when 
help is needed, the child learns to fend for himself or 
herself.
Any behavior that results in a secondary gain of atten-• 
tion, security, or love is tried. If desirable results are 
obtained, the child continues to use the maladaptive 
behavior to meet his or her needs.

Antisocial behavior is usually seen in clients between the ages 
of 15 and 40 years. The diagnosis of conduct disorder is given to 
clients who exhibit clinical symptoms before age 18. Clinical 
symptoms of conduct disorder usually include truancy, misbe-
havior at school resulting in suspension or expulsion, delin-
quency, substance abuse, vandalism, cruelty, and disobedience. 
See Chapters 29 and 33 for additional information.

Clients with antisocial behavior demonstrate lack of remorse 
or indifference to persons whom one has hurt or mistreated, or 
from whom one has stolen; expectation of immediate gratifi -
cation; failure to accept social norms; impulsivity; consistent 
irresponsibility; aggressive behavior; lack of respect for social 
norms; repeated lying; and reckless behavior that disregards the 
safety of others (APA, 2000; Lebelle, 2006; Sadock & Sadock, 
2008; Silk & Heap, 2008; Schultz & Videbeck, 2009).

Clients with the diagnosis of antisocial personality disor-
der survive in exciting, fast-paced environments in which they 
are forced to live by their wits. They have diffi culty surviving 
in tightly constrained environments in which they must follow 
the rules and customs of others. Statistics show that 80% to 
90% of all crime is committed by individuals with antisocial 
personality disorder. Cessation of criminal activities tends to 
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occur at around age 40 years. This disorder is more prevalent 
in men (3%) than in women (1%). In prison populations, the 
prevalence may be as high as 75% (APA, 2000; Paul, 2005; 
Sadock & Sadock, 2008) (see Clinical Example 24-3).

Borderline Personality Disorder
Latent, ambulatory, and abortive schizophrenics are examples 
of previous labels for the DSM-IV-TR classifi cation of BPD. The 
client has symptoms that fall between moderate neurosis and 
frank psychosis, and he or she almost always appears to be in 
a state of crisis (Sadock & Sadock, 2008).

Theorists state that BPDs may be a result of a faulty parent–
child relationship in which the child is unable to resolve the 
developmental stage of autonomy versus shame and doubt (see 
Table 24-1 presented earlier in this chapter). In other words, the 
child does not experience a healthy separation from the mother 
and, therefore, is unable to interact appropriately with the envi-
ronment. The parent and child share negative feelings and are 
bound together by mutual feelings of guilt. Another possible 
cause is trauma experienced at a specifi c stage of development, 
usually 18 months, weakening the person’s ego and ability to 
handle reality. A third theory states that the person experiences 
an unfulfi lled need for intimacy. As a result of attempting to 
establish an ideal relationship, the person becomes disillu-
sioned and experiences rage, fear of abandonment, and depres-
sion. In addition, research has shown that individuals with BPD 
have a biologic defect in the amygdala, the area of the brain that 
helps to regulate emotions, causing severe mood swings and 
abnormal behavior (Epigee.org, 2006).

Individuals with BPD may exhibit impulsive, unpredict-
able behavior related to gambling, shoplifting, sex, and sub-
stance abuse. Contributing to unstable, intense interpersonal 
relationships are inappropriate, intense anger; unstable affect 
refl ecting depression, dysphoria, or anxiety; disturbance in 
self-concept, including gender identity; and the inability to 
control one’s emotions. Behaviors such as mood swings or 
transient psychotic episodes that are exacerbated by stress, 

The Impact of Spanking on Children

SUPPORTING EVIDENCE FOR PRACTICE 24.1

PROBLEM UNDER INVESTIGATION Is there a pos-
sible causal relationship between punishment by 
spanking and antisocial behavior in children?

SUMMARY OF RESEARCH A study, the National 
 Longitudinal Survey of Youth-Child Supplement, was 
conducted at the Ohio State University Center for 
 Human Resource Research. The subjects were 807 
mothers of 910 children aged 6 to 9 years. The mothers 
were interviewed between 1988 and 1990 regarding 
the frequency of spanking of their children as a form 
of punishment for antisocial behavior (eg, disobedi-
ence, cheating, lying, and lack of remorse). Analysis 
controlled for the amount of antisocial behavior at the 
study onset, maternal emotional warmth, cognitive 
stimulation, and socioeconomic status.  Results indi-
cated that 44% of the mothers spanked their children 
the week preceding the beginning of the study. Not 

only did children with greater frequency of spanking 
in 1988 have higher antisocial behavior scores, but 
as the frequency of spanking continued between 
1988 and 1990, so did the antisocial behavior scores. 
Spanking was more likely to be related to increased 
scores in boys and in European American children 
than in children of ethnic minority status.

SUPPORT FOR PRACTICE Although not everyone 
who is physically disciplined will develop antisocial be-
havior, psychiatric–mental health nurses can educate 
families and communities that alternative forms of dis-
cipline of children (eg, limit-setting, time-out, or the 
use of a behavioral contract) need to be established.

SOURCE: Straus, M. A., Sugarman, D. B., & Giles-Sims, J. (1997). Spank-
ing by parents and subsequent antisocial behavior of children. Archives of 
Pediatrics and Adolescent Medicine, 8(151), 761–767.

CLINICAL EXAMPLE 24.3

The Client with an Antisocial Personality 
Disorder

MS, a 19-year-old male, was referred to the local 
community mental health center for a psychiatric–
mental health evaluation. According to his parents, 
who accompanied MS to the center, he had shown 
a lack of remorse after he had seriously injured his 
cousin in a fi ght. They noted that MS frequently 
displayed a lack of respect for his parents and 
repeatedly lied about his involvement with other 
friends who were stealing items from local depart-
ment stores. He dropped out of school at the age of 
16 years after he obtained his driver’s license. MS 
was recently arrested for driving under the infl u-
ence of alcohol. He agreed to attend a driver’s 
education class to remove the points from his driv-
ing record. However, he failed to attend the class. 
When confronted by his parents, he lied to them, 
stating that the class had been canceled. The result 
of the psychiatric–mental health evaluation revealed 
the DSM-IV-TR diagnosis of antisocial personality 
disorder.
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 paranoid  ideation, severe dissociation, masochism, frantic 
efforts to avoid real or imagined abandonment, and suicidal 
ideation may occur. The client often reports feeling empty, 
lonely, unable to experience pleasure, and unable to maintain 
employment. Self-mutilating or risky behavior that could result 
in accidental injury or death tends to confi rm the presence of 
an underlying self-destructive wish (APA, 2000; Roth, 2007; 
Silk & Heap, 2008) (Fig. 24-1).

The defense mechanisms most commonly used to protect 
the individual from the harshness of reality include denial, 
projection, regression, splitting, and projective identifi cation. 
Splitting (the inability to integrate and accept both positive 
and negative feelings at the same moment) and projective 
identifi cation (ability to project uncomfortable or aggres-
sive aspects of one’s own personality onto external objects or 
another person) may be identifi ed as primitive defenses (Rowe, 
1989). Splitting is the result of a dynamic, ambivalent, and 
powerful struggle between regression (dependency) and indi-
vidualization (independency). This primitive defense mecha-
nism generally occurs and can become fi xated between the 
ages of 18 months and 3 years. With splitting, the person can 
handle only one type of feeling about an object or individual 
at a time, such as pervasive negativism, rejection, love, hate, 
or anger; therefore, the individual begins to view objects or 
others as “all good” or “all bad.” This polarization of feelings is 
a powerful force that protects the individual against the ego’s 
perception of the harshness of reality or intense anxiety (Goin, 
2006; Pine, 2004; Stringer, 2009). Splitting is opposite to the 
feeling of ambivalence, in which a person can simultaneously 

experience feelings of love and hate for another person. During 
projective identifi cation, the person projects uncomfortable 
aspects of oneself (eg, hostility toward women) onto someone 
else. The projector then tries to coerce the other person into 
identifying with the aspect that has been projected (eg, hostil-
ity toward women). Finally, the recipient of the projection and 
the projector feel a sense of union or oneness (eg, they both 
acknowledge hostility toward women). Once the projective 
identifi cation has occurred, the projector no longer experiences 
internal confl ict. Other examples of uncomfortable aspects of 
oneself that clients with BPD may project to resolve internal 
confl ict include guilt, helplessness, and suspiciousness (Pine, 
2004; Sadock & Sadock, 2008; Stringer, 2009).

Clients with BPD exist fairly well in creative, permissive envi-
ronments in which they are free to pursue their passions. They 
have diffi culty existing in environments in which they imagine 
or feel abandoned by a loved one(s). BPD occurs in all races; is 
thought to affect about 1% to 2% of the population, 6% of a pri-
mary care population, 10% to 20% of psychiatric outpatient pop-
ulations, and 15% to 20% of psychiatric inpatient populations; 
is prevalent in women (female-to-male ratios as high as 4:1); and 
typically presents by late adolescence (APA, 2000; Lebelle, 2006; 
Oldham, 2008; Paul, 2005; Sadock & Sadock, 2008).

Histrionic Personality Disorder
HPD is characterized by a pattern of theatrical or overly dramatic 
behavior. Some theorists believe that HPD is the result of child-
hood factors such as the lack of criticism or discipline, positive 
reinforcement for certain behaviors, or unpredictable atten-
tion during childhood that confuse a child about what types of 
behavior are acceptable. Individuals commonly display discom-
fort in situations in which they are not the center of attention. 
The client uses physical appearance, inappropriate sexually 
seductive or provocative behavior, and self-dramatization and 
emotional exaggeration to draw attention to self. Style of speech 
is excessively impressionistic and lacking in detail as the client 
exhibits labile emotions. The client is easily infl uenced by oth-
ers or by circumstances and considers relationships to be more 
intimate than they really are (Cleveland Clinic.com, 2009b).

Clients with the diagnosis of HPD enjoy living in artistic 
environments in which they receive attention and admiration 
for expressing themselves. They have diffi culty living in environ-
ments in which they are treated like ordinary workers or they 
are forced to confront their own failures. Although they may be 
creative and imaginative, they exhibit dependency and helpless-
ness and handle feelings of criticism poorly. This condition is 
diagnosed more frequently in women and occurs in approxi-
mately 2% to 3% of the general population. Comorbid psychiat-
ric disorders may include somatization disorder and alcohol use 
disorder (APA, 2000; Paul, 2005; Sadock & Sadock, 2008).

Narcissistic Personality Disorder
The main characteristic of an NPD is an exaggerated or gran-
diose sense of self-importance or entitlement. Theorists believe 
that contributing factors include a dysfunctional childhood in 
which the child is subjected to excessive pampering, extremely 

FIGURE 24-1 The client with a borderline personality 
 disorder who exhibits self-mutilating behavior.
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high parental expectations, abuse, or neglect. Clinical  symptoms 
usually develop in early childhood. Typically, the client is 
preoccupied with fantasies of unlimited success, power, and 
beauty, believing that he or she is unique and should associate 
with other high-status individuals. The client requires excessive 
admiration and envies others, believing that they are envious of 
him or her. The client also displays arrogance and may display 
a sense of entitlement and lack empathy as he or she exploits 
others (APA, 2000; Lebelle, 2006; Mayo Clinic.com, 2009a).

Clients who exhibit clinical symptoms of NPD thrive well 
in competitive entrepreneurial environments in which they 
can match wits with others and emerge on top. They have 
diffi culty accepting criticism and existing in environments in 
which they are treated like ordinary workers or forced to con-
front their own failures. Because clients value beauty, strength, 
and youthful attributes, aging is handled poorly. Although this 
disorder is prevalent in <1% of the general population and 
occurs predominantly in men, the number of cases reported 
is increasing steadily. Furthermore, because the client is prone 
to extreme mood swings, the risk for suicide is considered to 
be higher in individuals with NPD compared with individu-
als with other personality disorders. Offspring of clients with 
this disorder may have a higher than usual risk for the devel-
opment of this disorder themselves (National Mental Health 
Association, 2006; Paul, 2005; Sadock & Sadock, 2008).

Cluster C Disorders: Anxious, Fearful 
Behavior

Obsessive–Compulsive Personality Disorder
Many professionals such as nurses, accountants, and bank tell-
ers may exhibit obsessive–compulsive traits as they attempt 
to avoid errors or mistakes when they perform task-oriented 
duties. Conversely, individuals with OCPD are preoccupied 
with rules and regulations, are overly concerned with organi-
zational and trivial detail, and are excessively devoted to their 
work and productivity.

The individual is preoccupied with details, lists, and rules 
to the extent that the major point of the activity is lost. Perfec-
tionism interferes with task completion, as the client is overly 
conscientious, scrupulous, infl exible, and reluctant to delegate 
duties to others. For example, completion of a task can be 
affected when excessive time is spent using a precise manner in 
putting everything in its precise place in precisely the right man-
ner. Leisure activities and friendships are excluded because of 
the client’s excessive devotion to work and productivity. The 
inability to discard worn-out or worthless objects that have no 
sentimental value is refl ective of the client’s miserly spending 
style (APA, 2000; Lebelle, 2006).

Clients with OCPD enjoy organized, orderly environ-
ments in which conscientiousness and attention to detail are 
rewarded. They have diffi culty living in unstructured, chaotic 
environments with few rules or customs. They commonly 
experience depression. Interpersonal relationships are affected 
when a signifi cant other experiences feelings of resentment or 
hurt. Although the prevalence of this disorder is unknown, 
estimates have been set at approximately 8% of the U.S. 

 population. OCD is more common in men and is diagnosed 
most often in fi rst-born children. It also occurs more fre-
quently in fi rst-degree biologic relatives of clients with the dis-
order than in the general population (Grant, Hasin, &  Stinson, 
2004; Paul, 2005; Sadock & Sadock, 2008).

Dependent Personality Disorder
Although the exact cause is unknown, the development of 
DPD likely involves both biological and developmental factors. 
Some theorists believe that authoritarian or overprotective par-
enting style can lead to the development of this disorder in 
susceptible individuals (Cleveland Clinic.com, 2009a). Clients 
with the diagnosis of DPD (also referred to as passive–depen-
dent personality disorder) are thoughtful and considerate, 
faithful and devoted, and agreeable and cooperative; however, 
they lack self-confi dence and are unable to function in an inde-
pendent role. Such persons allow others to become responsible 
for their lives because they experience diffi culty making every-
day decisions, disagreeing with others, and initiating projects 
or doing things independently. Clients go to excessive lengths 
to obtain nurturance and support from others. As a result of 
dependency on others, the client is unrealistically preoccupied 
with fears of being left alone to care for himself or herself.

Clients with DPD are more successful in secure, soothing 
environments in which they can lean on others as they attempt 
to make their own choices and decisions. They have diffi culty 
surviving in challenging, go-it-alone environments in which 
they are forced to rely only on themselves. They urgently seek 
another relationship when a close relationship ends. Persons 
with recurrent or chronic illness in childhood are considered to 
be most prone to this disorder, which occurs more frequently in 
women than in men (see Clinical Example 24-4). DPD is esti-
mated to occur in 0.5% of the general population, is more prev-
alent in rehabilitation and psychiatric inpatient settings than in 
outpatient practices, and is the most frequently seen personality 
disorder in mental health clinics (APA, 2000; Bornstein, 2007; 
Lebelle, 2006; Paul, 2005; Sadock & Sadock, 2008).

Avoidant Personality Disorder
The client with avoidant personality disorder is highly sensi-
tive to rejection, criticism, humiliation, disapproval, or shame, 
appearing devastated by the slightest amount of disapproval. This 
extreme sensitivity interferes with participation in occupational 
activities, development of interpersonal relationships, and the 
ability to take personal risks or engage in new activities. Social 
withdrawal occurs because the client views himself or herself as 
socially inept, personally unappealing, or inferior to others.

Clients with avoidant personality disorder are more suc-
cessful in structured, stable environments with a minimum of 
new experiences and new people. They have diffi culty adjust-
ing to loose, unpredictable environments, especially those 
requiring social activities or public appearances. Feelings of 
anxiety, anger, and depression are common. Social phobia may 
occur when withdrawal and hypersensitivity persist over time. 
This disorder is prevalent in 1% to 10% of the general pop-
ulation and in approximately 10% of clients seen in mental 
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health clinics (APA, 2000; Lebelle, 2006; Paul, 2005; Sadock 
& Sadock, 2008). Box 24-3 summarizes common descriptive 
behaviors of the different personality disorders discussed in 
the preceding paragraphs.

Personality Disorder, Not Otherwise 
Specifi ed

Two personality disorders are now listed in the category of per-
sonality disorder, NOS. These are passive–aggressive personal-
ity disorder and depressive personality disorder.

Passive–Aggressive Personality Disorder
Also referred to as negativistic personality disorder, an individual 
with passive–aggressive personality disorder exhibits covert 
obstructionism through manipulative behavior, procrastination 
(fi nds excuses for delays), stubbornness, and ineffi ciency due 
to dependency upon others. These behaviors are a manifesta-
tion of passively expressed underlying aggression. Clients lack 
self-confi dence and are pessimistic about the future. No epide-
miologic data are available at this time (APA, 2000; Sadock & 
Sadock, 2008).

Depressive Personality Disorder
Clients diagnosed with depressive personality disorder exhibit 
lifelong depressive symptoms similar to those seen in dysthy-
mic disorder and major depressive disorder. They are chroni-
cally unhappy and exhibit a low self-esteem. They are also 
self-critical and denigrating about their work, themselves, and 
their relationships with others. They exhibit poor posture, 
raspy or hoarse voice, fl at or blunted affect, and psychomotor 

retardation. No epidemiologic data are available at this time 
(APA, 2000; Sadock & Sadock, 2008).

THE NURSING PROCESS

Assessment

A thorough assessment, including a nursing history and physi-
cal examination, is particularly important for clients with per-
sonality disorders, to determine the severity of the disorder and 
ascertain the presence of any underlying biologic disturbances 
or comorbid, potentially treatable syndromes. For example, 
individuals with personality disorders are more likely to have 
a history of an eating disorder, substance use disorder, or sig-
nifi cant trauma. Because personality disorder often manifests 
in adolescence, a detailed history of the client’s childhood and 
adolescent behavioral patterns is essential.

During the assessment, recognize that the client may not 
be comfortable talking to strangers and most likely did not 
choose to be seen. Observe for the presence of vague, inconsis-
tent comments and the appearance of pseudo-cooperation. The 
client may not acknowledge any psychiatric/psychological diffi -
culties. If the client is too excitable or angry, ask the client what 
can make the diffi cult situation easier for him or her. Do not 
assume all statements are manipulative (Silk & Heap, 2008).

According to the diagnostic criteria for a personality disor-
der, disturbances of cognition, affect, interpersonal  functioning, 

CLINICAL EXAMPLE 24.4

The Client with a Dependent Personality 
Disorder

AJ, a 35-year-old married woman, is seen in the 
primary care practitioner’s offi ce for treatment of 
a severe upper respiratory infection. During the 
initial assessment, the client defers the questions 
to her husband, who has accompanied her. The 
husband informs the nurse practitioner that his 
wife has a history of respiratory infections dating 
back to early childhood. The nurse practitioner 
observes AJ’s dependency on her husband when 
AJ is asked to change into a gown for her physical 
examination. AJ insists that the husband remains in 
the room during the examination. After the exami-
nation, the nurse practitioner discusses the treat-
ment options with AJ and her husband. Again, AJ 
asks her husband for his opinion and tells the nurse 
practitioner that her husband makes all the “dif-
fi cult” decisions. The nurse practitioner notes that 
AJ is exhibiting clinical symptoms of a dependent 
personality disorder.

Personality Disorders: Common Descriptive 
Behaviorsa

Antisocial personality: Impulsive, aggressive, 
manipulative

Avoidant personality: Shy, timid, “inferiority 
complex”

Borderline personality: Impulsive, self-destruc-
tive, unstable

Dependent personality: Dependent, submis-
sive, clinging

Histrionic personality: Emotional, dramatic, 
theatrical

Narcissistic personality: Boastful, egotistical, 
“superiority complex”

Obsessive–compulsive personality: Perfection-
istic, rigid, controlling

Paranoid personality: Suspicious, distrustful
Schizoid personality: Socially distant, detached
Schizotypal personality: Odd, eccentric

BOX 24.3

aPersonality Disorder, Not Otherwise Specifi ed (NOS) is not 
listed. Individuals with this diagnosis exhibit mixed features 
and do not meet the full criteria for any one personality 
disorder.
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and impulse control are present and deviate markedly from the 
expectations of the individual’s culture. These criteria provide 
the guidelines for a systematic assessment.

Screening and Assessment Tools
Various screening and assessment tools have been utilized in 
the diagnosis and treatment of clients with personality dis-
orders. The more common instruments are the International 
Personality Disorder Examination (IPDE), the Millon Clinical 
Multiaxial Inventory-III (MCMI-III), the Structured Interview 
for DSM-IV Personality Disorders (SIDP-IV), and the Hare Psy-
chopathy Checklist-Revised (Hare PCL-R).

The IPDE was developed within the Joint Program for the 
Diagnosis and Classifi cation of Mental Disorders of the World 
Health Organization (WHO) and U.S. National Institutes of 
Health (NIH) and provides a uniform approach for assess-
ing personality disorders for both the DSM-IV-DM and the 
ICD-10 classifi cation systems. The IPDE contains both a self-
administered screening questionnaire and a semistructured 
interview booklet with scoring materials. The IPDE Screening 
Questionnaire is a self-administered carbonless form that con-
tains 77 DSM-IV or 59 ICD-10 items written at a fourth-grade 
reading level. The patient responds either True or False to 
each item and can complete the questionnaire in 15 minutes 
or less. The clinician can quickly score the questionnaire and 
identify those clients whose scores suggest the presence of a 
personality disorder. Then, the IPDE clinical interview can 
be administered. Results from the IPDE Interview allow the 
examiner to assign a defi nite, probable, or negative diagno-
sis for each personality disorder (Bornstein, 2007; Loranger, 
2005).

The MCMI-III, based on the theories of personality and 
psychopathology (ie, the study of origin, development, and 
manifestations of mental or behavior disorders), is specifi cally 
designed to help assess both Axis I disorders (clinical disorders 
and conditions such as anxiety and depression) and Axis II 
disorders (personality disorders and mental retardation). The 
test contains 175 items that, for the most part, can be self-
administered by an individual with at least an eighth-grade 
education within 20 to 30 minutes. This instrument can assist 
in the diagnosis and development of a treatment approach 
that takes into account the client’s personality style and coping 
behavior (Millon, 2005). A detailed discussion of this screen-
ing instrument is available at http://en.wikipedia.org/wiki/
Millon_ Clinical_Multiaxial_Inventory. 

SELFAWARENESS PROMPT
Review the clinical symptoms of the different 

personalities listed in Cluster B of the DSM-IV-TR 
classifi cation of personality disorders. Which per-
sonality disorder do you feel would be the most 
challenging to you as a nurse? Why? Do you feel 
that your level of tolerance would interfere with 
providing care for clients with the disorder you 
identifi ed? Explain your answer.

The SIDP-IV is a semistructured interview that uses 
 questions to examine behavior and personality traits from the 
client’s perspective. It is organized by topics rather than dis-
orders to allow for a more natural conversational fl ow. This 
instrument helps distinguish lifelong behavior from temporary 
states that can result from an episodic psychiatric disorder. 
Similar to the MCMI-III, this instrument can assist in the diag-
nosis and development of a treatment approach to improve 
the client’s quality of life (Pfohl, Blum, & Zimmerman, 1997). 
Additional information regarding the SIDP-IV is available at 
http://www.appi.org/book.cfm?id=8937.

The Hare PCL-R contains two parts: a semistructured inter-
view and a review of the client’s fi le records and history. During 
the assessment, the clinician scores 20 items to determine the 
presence of psychopathic or antisocial tendencies in an indi-
vidual. They include the nature of the client’s interpersonal 
relationships, affective or emotional involvement, responses to 
other people and situations, evidence of social deviance, and 
lifestyle. The items focus on two key aspects that help defi ne 
antisocial personality disorder: selfi sh and unfeeling victimiza-
tion of other people and an unstable, antisocial lifestyle (Ency-
clopedia of Mental Disorders, 2009). Additional information 
regarding the Hare PCL-R is available at http://www.minddis-
orders.com/Flu-Inv/Hare-Psychopathy-Checklist.html.

Disturbance of Cognition
Clients with personality disorders may have diffi culty coping 
with stress. Cognitive ability may be diffi cult to assess if the 
client is delusional, suspicious, or distrustful; exhibits magi-
cal thinking or distorted perceptions of self, other people, or 
events; or displays impoverished thoughts. Illusions or feelings 
of depersonalization (complaint of feeling strange or unreal) 
may be exhibited by clients with schizotypal personality disor-
der. Insight and judgment may be impaired because maladap-
tive coping behaviors have become a way of life. Individuals 
with DPD exhibit problematic dependency stemming from self-
defeating thought patterns, including helplessness-inducing 
automatic thoughts and self-deprecating statements. Further-
more, disturbance in cognition may result in self-care defi cits. 
Anticipate the need to obtain additional data from family or 
friends, because clients may exhibit denial and minimize clini-
cal symptoms (Bornstein, 2007; Silk & Heap, 2008).

Disturbance of Affect
Pay particular attention to the intensity, degree of lability, and 
appropriateness of the client’s affect. He or she may be irritable 
and/or indifferent, exhibit emotional coldness such as fl at affect 
or detachment, exhibit anger, or exhibit dysphoria. Clinical 
symptoms of anxiety or depression may be present. Obtaining 
information about the onset of symptoms and history of any 
previous treatment is signifi cant. Also inquire whether the cli-
ent has ever attempted suicide or exhibited self-mutilation and 
whether the client relies on alcohol or drugs to “feel good.” For 
example, clients with the diagnosis of BPD may have a history 
of experiencing trauma, assault, or abuse, or a history of sub-
stance abuse or use. Furthermore, clients with BPD who expe-
rience chronic, low-grade depression and harbor an underlying 
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self-destructive wish may not report suicidal ideation or may 
deny a desire to die (Roth, 2007; Silk & Heap, 2008).

Disturbance of Interpersonal Functioning
Collect data regarding the client’s interpersonal functioning. 
He or she may be reserved, introverted, socially withdrawn, 
and/or lonely; lack close friends or confi dants; or display indif-
ference toward others. Pose questions to family members and 
friends such as, “Has the client ever been able to maintain a 
satisfactory interpersonal relationship?” to help provide insight 
into the client’s interpersonal skills. For example, clients with 
symptoms of DPD have diffi culty making decisions and con-
tinually seek advice and reassurance; clients with the diagno-
sis of schizoid personality disorder exhibit detachment from 
social relationships; and clients with a history of BPD fail to 
maintain healthy, productive relationships (Bornstein, 2007; 
Roth, 2007; Silk & Heap, 2008).

Dysfunctional Behavior: Lack of Impulse Control
Families commonly endure episodes of explosive anger and 
rage, self-mutilation, and suicide attempts by clients. These 
individuals are often referred to treatment by loved ones who 
recognize a troubling pattern or who have reached their per-
sonal limit in trying to cope with the client’s behavior. Displays 
of unpredictable behavior by the client with a personality dis-
order are possible during the assessment. Therefore, perform 
the assessment in a structured environment. Focus the assess-
ment on the client’s behavior, such as the following:

Which maladaptive behaviors does the client exhibit that • 
lead to lack of impulse control?
Does the client have a history of being aggressive, disre-• 
spectful, reckless, or destructive?
Is the client presently at suicidal or homicidal risk?• 
Are any legal charges pending due to illegal activities such • 
as gambling, shoplifting, or dealing in drugs?
Has the client been arrested in the past?• 

Individuals with histrionic behavior are prone to confl ict with 
the law, given their inappropriate sexually seductive or provoc-
ative behavior. Overuse of prescription drugs, alcohol, or other 
substances result in frequent emergency room visits by clients 
with BPD. Other problematic behaviors include sexual promis-
cuity and engaging in extreme behaviors such as reckless driv-
ing. Clients with antisocial behavior are frequently treated in 
forensic settings because they fail to comply with social norms 
when meeting their needs for immediate gratifi cation (Roth, 
2007; Silk & Heap, 2008).

Transcultural Considerations
Culture is an important variable in the development of per-
sonality. To understand an ethnic group and work effectively 
with clients or family members, be aware of a culture’s distinc-
tive qualities and the lifestyles, values, and structures within it 
that infl uence the development of personality. Poor communi-
cation, interpersonal tension, the inability to work effectively, 
and a poor assessment of health problems can result if cultural 
differences are ignored. Therefore, pay attention to the  client’s 

racial identity, religious preferences, and unique  cultural 
 experiences.

As stated in the DSM-IV-TR, judgments about personal-
ity functioning must take into account the individual’s ethnic, 
cultural, and social background. Do not confuse personality 
disorders with problems associated with acculturation after 
immigration or with the expression of habits, customs, or reli-
gious and political values professed by the individual’s culture 
of origin. For example, members of ethnic minority groups, 
immigrants, or political and economic refugees who display 
guarded or defensive behaviors because of unfamiliarity with, 
or in response to, the perceived neglect or indifference of the 
majority of society may be labeled as having PPD. Others may 
exhibit defensive behavior and interpersonal styles similar to 
that of schizoid personality disorder. Always obtain additional 
information from informants who are familiar with the client’s 
cultural background and determine whether behaviors are cul-
turally sanctioned. See Chapter 4, which addresses cultural and 
ethnic considerations in psychiatric nursing in greater detail.

Nursing Diagnoses

Nursing diagnoses also focus on ability to meet basic needs, 
disturbances of cognition, affect, interpersonal functioning, 
and impulse control. See the accompanying box for Examples 
of North American Nursing Diagnosis Association (NANDA) 
Nursing Diagnoses related to personality disorders.

EXAMPLES 
OF NANDA NURSING DIAGNOSES

PERSONALITY DISORDERS

Disturbed Thought Processes related to non–  •
reality-based thinking
Disturbed Thought Processes related to distorted  •
perceptions of self and others
Anxiety related to unsatisfactory interpersonal  •
relationships
Hopelessness related to low self-esteem •
Ineffective Coping related to lack of impulse  •
 control
Ineffective Coping related to lack of insight •
Impaired Social Interaction related to  manipulation  •
of rules for personal gain
Impaired Verbal Communication related to lack  •
of desire for interaction
Risk for Other Directed Violence related to low  •
frustration tolerance
Disturbed Sleep Pattern related to agitation •
Social Isolation related to socially or legally unac- •
ceptable behavior
Social Isolation related to lack of consideration  •
of others
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Outcome Identifi cation

Outcome identifi cation for clients who exhibit clinical  symptoms 
of personality disorders generally focuses on  improving their 
ability to differentiate reality from fantasy, developing posi-
tive coping skills to reduce stress, improving impulse control 
and decreasing dysfunctional behavior, developing skills to 
improve interpersonal relationships, and developing insight 
into their illness. See the accompanying Examples of Stated 
Outcomes box related to personality disorders.

Planning Interventions

A working knowledge of personality development and differ-
ences in cultural norms and patterns is important for develop-
ing an effective plan of care. Personality disorders are chronic, 
pervasive illnesses that may show exacerbations and complica-
tions. As such, it is important to keep in mind that individuals 
with a personality disorder often require a longer time in treat-
ment, and although a cure is not realistic, personality disorders 
are defi nitely treatable. When developing the plan of care, focus 
on the client’s developmental needs that have not been resolved. 
Interventions are planned to assist the client in understanding 
identifi ed problems and to anticipate possible future develop-
mental stressors (Personality Disorders Foundation, 2005).

Nursing interventions are directed at the specifi c behav-
iors, characteristics, and symptoms that are common to an 

identifi ed disorder. Clients may exhibit dependent, helpless, 
childlike behaviors resulting from feelings of abandonment. 
Clinical symptoms of anxiety or chronic depression may be 
present. Planning interventions is challenging because the 
client may distort ideas and perceptions of others, lack moti-
vation for change, exhibit stubbornness or procrastination, 
attempt to manipulate or split staff, exhibit distrust, or become 
completely dependent on assigned caregivers.

Be aware of personal reactions to the client when plan-
ning interventions. The subject of nonproductive reactions 
of nursing staff to clients with BPD was identifi ed by Lego 
(1996). Many of these reactions could occur when planning 
and providing interventions for clients with any of the person-
ality disorders. For example, the nurse may feel responsible 
for the welfare of the client with schizotypal or DPD, express 
guilt because of failure to develop certain interventions to 
help the client who is exhibiting histrionic or avoidant behav-
ior, or feel disappointment because specifi c interventions were 
not discussed by staff or included in the plan of care. Such 
reactions should be discussed with members of the nurs-
ing staff because each member brings a different experience 
to the attention of the group. When combined, these pieces 
of information help provide a more comprehensive view of 
each nurse’s responsibilities and relieve the individual nurse 
of the perceived burden of being the only viable caretaker 
(Lego, 1996).

Implementation

Establish an environment in which the client, but not the mal-
adaptive behavior, is accepted. Examining one’s own feelings 
about such behavior is crucial to ensure that these feelings do 
not interfere with therapeutic nursing interventions. Personal 
feelings, beliefs, and attitudes must be identifi ed, discussed, 
and accepted before one can work effectively with clients in 
the clinical setting. Also, be aware of the potential for transfer-
ence and countertransference to occur. It is neither necessary 
nor particularly desirable for the client to like you person-
ally. Your purpose is not to be the client’s friend. Maintain-
ing a professional role with the client provides a fi rm basis 
on which to establish a therapeutic relationship in the best 
interests of the client. Roth (2008) recommends the following 
“treatment caveats” when working with clients with personal-
ity disorders:

 1. Avoid allowing the client to engage you in exaggerated, 
fabricated tales that are designed to manipulate, charm, or 
distract you from treatment goals.

 2. Neither accept nor reject the client’s claim of helplessness 
or innocence. Explain that you will help the client identify 
choices and actions that caused his or her predicament. If 
the client insists on blaming others, refocus the discussion 
on the client’s actions and choices that created the problem.

 3. Provide interventions for symptoms that can be treated, 
such as disturbances in cognition, anxiety, or substance 
abuse, without allowing them to become excuses for dys-
functional or criminal behavior.

Examples of Stated Outcomes

PERSONALITY DISORDERS

The client will verbalize increased insight into his  •
or her behavior.
The client will demonstrate decreased manipula- •
tive behavior.
The client will exhibit increased impulse control. •
The client will not harm others or destroy  •
 property.
The client will communicate directly and hon- •
estly with other clients and staff about personal 
 feelings.
The client will demonstrate satisfactory, effective  •
relationships with support people.
The client will use the support system without  •
becoming overly dependent on it.
The client will demonstrate alternate ways to deal  •
with frustration.
The client will be free of self-infl icted harm. •
The client will verbally recognize that others do  •
not see his or her belief as real.
The client will establish an adequate balance of  •
rest, sleep, and activity.
The client will stop acting on the delusional  •
belief.
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Additionally, remember that clients usually enter treatment 
because increased anxiety has disrupted social interaction; the 
client has developed an awareness of and dissatisfaction with 
his or her unsatisfactory lifestyle; or a signifi cant other has 
insisted that psychiatric care be sought.

Assistance in Meeting Basic Needs
Clients with the diagnosis of a personality disorder may neglect 
self-care, have diffi culty sleeping, display ineffective coping, 
exhibit unpredictable aggressive or self-destructive behavior result-
ing from poor impulse control, isolate themselves from others, or 
demonstrate noncompliance with the nursing plan of care. Ensure 
a safe environment, promote trust, and provide consistency when 
providing assistance in meeting the client’s basic needs.

Symptom Management
Some examples of nursing interventions that have proven effec-
tive in managing the symptoms of clients with personality disor-
ders are highlighted in Box 24-4 (Carpenito-Moyet, 2008; Sadock 
& Sadock, 2008; Schultz & Videbeck, 2009). Always be sure to 
individualize the interventions to meet each client’s needs.

Medication Management
According to the Collaborative Longitudinal Personality Disor-
ders Study, about 81% of clients with personality disorders are 

receiving psychopharmacologic medications. A second study 
shows that 78% of clients with BPD and 68% of clients with 
other personality disorders received medication during more 
than 4 years of a 6-year period. At the end of 6 years, 71% of 
clients with BPD and 54% of clients with other personality 
 disorders were still taking medications (Evans, 2005).

Pharmacotherapy is not used exclusively to treat person-
ality disorders. Rather, medications are used as adjunctive 
therapy, with psychotherapy, psychoeducation, and fam-
ily support playing a much larger and more dominant role. 
When medication seems indicated, the usual approach is 
to let the problematic manifestation (eg, anxiety, behavioral 
disturbances, depression, distorted perceptions, impulsiv-
ity) guide the choice of the medication to be prescribed and 
administered. For example, a client with the diagnosis of BPD 
may be prescribed an anticonvulsant such as carbamazepine 
to manage aggressive behavior, olanzepine to control dis-
torted perceptions, and venlafaxine to treat a chronic mood 
disorder, whereas a client with the diagnosis of obsessive–
compulsive personality disorder may be given fl uoxetine to 
stabilize clinical symptoms of anxiety (Leard-Hansson & Gutt-
macher, 2007; Mayo Clinic Staff, 2009c; Sadock & Sadock, 
2008; Sherman, 2001; Silk & Heap, 2008). Drug Summary 
Table 24-1 highlights the common drugs used for the client’s 
specifi c symptoms.

Managing the Symptoms of Clients with Personality Disorders

BOX 24.4

For the client with a disturbance in cognition, helpful 
interventions may include the following:

Reinforcing reality if the client verbalizes illusions  •
or feelings of depersonalization. Helping the client 
select someone he or she trusts to minimize suspi-
cious or delusional thoughts.
Encouraging the client to validate perceptions before  •
taking action that may precipitate  diffi culties.
Exploring with the client present maladaptive  coping  •
mechanisms and the purpose they serve.
Exploring alternate coping mechanisms to reduce  •
stress.
Assisting the client to develop insight regarding the  •
purpose of nursing interventions.

If the client displays a disturbance in affect, try the 
following:

Encourage the client to verbalize feelings of anger,  •
hostility, worthlessness, or hopelessness.
Give attention and support when the client expresses  •
feelings honestly and openly.
Encourage the client to share his or her feelings with  •
others.
Provide a safe environment if the client expresses sui- •
cidal ideation or exhibits self-mutilation  behavior.

For the client with a disturbance in interpersonal 
functioning, possible interventions include the fol-
lowing:

Exploring reasons the client has diffi culty establish- •
ing interpersonal relationships.
Exploring the client’s self-concept and self-esteem. •
Exploring the client’s perception of how others view  •
him or her.
Providing positive feedback regarding your obser- •
vations of the client’s strengths.
Encouraging the client to socialize with at least one  •
person daily.

When the client exhibits dysfunctional behavior indic-
ative of poor impulse control, the following interven-
tions may be helpful:

Stating limits and behavior expected from the  •
 client.
Enforcing all limits without apologizing. •
Being direct, confronting the client when limits are  •
not observed.
Discussing consequences of the client’s failure to  •
observe limits.
Discussing behavior with the client in a nonjudg- •
mental manner.
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NOTE: Various prescribing models shape the use of psychotropic agents to treat clinical symptoms of personality disorders such as psychosis, behavioral 
changes, depression, and anxiety.

DRUG SUMMARY TABLE 24.1

Examples of Drugs Used for Personality Disorders

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: Antipsychotics (for paranoia, psychoses, aggression, and posttraumatic stress)

haloperidol (Haldol) 4–16 mg Monitor for refractory arrhythmias, abnormal BUN and WBC results, 
increased motor activity, EPS, TD, and NMS.

olanzapine (Zyprexa) 5–20 mg Monitor for weight gain, EPS, TD, and NMS.

risperidone (Risperdal) 0.5–16 mg Monitor for GI upset, somnolence, tachycardia, weight gain, orthostatic 
hypotension, EPS, TD, and NMS.

Drug Class: Anticonvulsants (for aggression, impulsivity, mood disorders, and suicidality)

carbamazepine (Tegretol) 600–1200 mg Administer with food to prevent GI upset; arrange for frequent liver 
function tests and discontinue drug if hepatic dysfunction occurs; follow 
protocol regarding CBC, platelet, reticulocyte, and serum iron lab work 
prior to initiation of drug and during drug therapy; obtain serum carbam-
azepine level per protocol during drug therapy; monitor for drowsiness, 
dizziness, GI disturbance, and skin rash.

valproate (Depakote) 500–1500 mg Arrange for liver function, platelet count, and ammonia levels per protocol 
before and during drug therapy; discontinue drug if rash occurs; advise 
the client to wear medical ID alert bracelet; monitor for bruising, jaundice, 
sedation, and tremor.

Drug Class: Antidepressants (for depression, anxiety, panic attacks)

fl uoxetine (Prozac) 10–80 mg Should not be taken concurrently with MAOIs; monitor for and dis-
continue if any of the following occur: serotonin syndrome or NMS-like 
symptoms, tremor, or unexplained allergic reaction; monitor for GI upset, 
weight loss, mania, and platelet dysfunction.

venlafaxine (Effexor) 75–375 mg Contraindicated during pregnancy; should not be taken concurrently 
with MAOIs; monitor BP and reduce dose or discontinue if hypertension 
occurs; monitor for dreams, tremor, dizziness, somnolence, GI distur-
bance, and dry mouth.

Drug Class: Antianxiety Agents

clomipramine (Anafranil) 25–300 mg Is contraindicated during or within 14 days of MAOI therapy; administer 
with food; monitor for anticholinergic effects, GI disturbances, somno-
lence, weight gain, male sexual dysfunction, and seizures.

clonazepam (Klonopin) 0.5–20 mg Monitor liver function and blood count in clients on long-term therapy; 
monitor for mild paradoxical excitement during the fi rst 2 weeks of ther-
apy, respiratory distress, palpitations, and constipation; instruct the client 
to avoid use of alcohol and sleep-inducing or over-the-counter drugs.
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Whenever psychotropic medication is used, exercise 
 caution because clients with antisocial, borderline, paranoid, 
and schizoid personality disorders may not be compliant with 
this mode of treatment. In addition, a history of substance 
abuse or drug dependency may also negate this approach.

Interactive Therapies
Nurse–therapists have the most diffi culties with those suffer-
ing from personality disorders because clients are diffi cult to 
please, block effective communication, avoid the development 
of a trusting relationship, and cannot be relied upon for accu-
rate information regarding problems or how problems arose. 
As noted earlier, clients with personality disorders often exhibit 
transference that can interfere with therapy (Lebelle, 2006).

Treatment approaches focus on restructuring the per-
sonality in age-appropriate clients, assisting clients in com-
pleting developmental levels and tasks, and setting limits for 
maladaptive behavior such as acting out. Most clients with a 
personality disorder require some combination of extended 
psychotherapy and medication. The key to successful treat-
ment of clients with personality disorders is to avoid split 
treatment (eg, one clinician provides interactive therapy while 
another manages the medication), replacing it with integrated 
and coordinated care to avoid contradictions, discontinuities, 
and disagreements among all involved. If split treatment is 
used, the effort requires not only that the two clinicians have 
respect for and some basic understanding of what each is 
attempting to accomplish but also that the two approaches are 
coordinated (Silk, 2001).

Clients with a personality disorder need to have an espe-
cially clear grasp of the often complex combination of attitudes 
and core beliefs that they hold. Cognitive therapists present 
an information-processing model to help clients understand 
how they incorporate data that support their belief about self 
while excluding or discounting data that are contrary (Beck, 
1996; Cleveland Clinic.com, 2009a, 2009b; Mayo Clinic Staff, 
2009a, 2009b, 2009c). Dialectical behavioral therapy, a form 
of cognitive–behavioral therapy (CBT) that focuses on coping 
skills so that clients learn to better control their emotions and 
behaviors, appears to be the most effective. Therapy sessions 
focus on a particular problematic behavior or event, beginning 
with the chain of events leading up to it, going through alterna-
tive solutions that might have been used, and examining what 
kept the client from using more adaptive solutions to the prob-
lem. Dialectical behavioral therapy targets high-risk suicidal 
behaviors, behaviors that interfere with therapy, behaviors that 
interfere with quality of life, posttraumatic stress response, low 
self-esteem, and any goals set by the client (Linehan, 1991; 
Muscari, 2005; Personality Disorders Foundation, 2005). CBT 
may focus on current distressing situations as well as negative 
childhood experiences. Group therapy is used to reinforce the 
client’s realization that he or she is not unique and to  discuss 

alternate ways to respond to stress. Reality therapy and inten-
sive psychoanalysis are also used. Clients with personality 
 disorders can learn to think about themselves in more realistic, 
functional ways.

CBT has also been used with elderly clients with 
 personality disorders (Sherman, 1999b). The purpose is 
not to reconfi gure character (this late in life), but to relieve 
 symptoms, foster interdependence, and support “healthy nar-
cissism.” Older adult clients do not tolerate confrontation or 
interpretation well during interactive therapy. Therapy gen-
erally has a strong psychoeducational component (Sherman, 
1999a).

Family nuances are important in the treatment of clients 
with BPD (Johnson, 2000). Research has shown that family 
environment and involvement can affect the outcome of sev-
eral conditions, including BPD. Family overconcern was closely 
related to positive outcomes, because clients interpreted family 
suffering as a form of caring.

Client and Family Education
Although clients frequently deny responsibility for their 
actions and tend to isolate themselves, after clinical symp-
toms are stabilized, clients are encouraged to participate in 
educational groups. Information may be provided regarding 
the impact of comorbid disorders such as anxiety or depres-
sion and how these disorders can be treated. Problem-solving 
groups may be offered to encourage the client to participate in 
role-play situations to explore positive coping skills, improve 
interpersonal skills, or discuss information related to employ-
ment issues. Medication compliance, fi nancial responsibilities, 
or accountability and responsibility for illegal behavior may 
also be addressed. Self-help or support groups that focus on 
anger management or substance abuse behaviors may be pro-
vided for both the client and family members or signifi cant 
others (Mayo Clinic Staff, 2009a, 2009b, 2009c; Personality 
Disorders Foundation, 2005; Sadock & Sadock, 2008; Schultz 
& Videbeck, 2009).

Evaluation

Evaluation of a client’s progress can be diffi cult, given the 
complexity of symptoms exhibited when a client with a per-
sonality disorder enters treatment. Because of his or her abil-
ity to manipulate, resist care, distort perceptions, and transfer 
dependency needs to others, it may take several years to 
modify patterns of behavior to meet stated outcomes. Because 
patterns of behavior are diffi cult to modify or change, clients 
may be frequently arrested. They may require repeated hos-
pitalizations resulting from failure to comply with treatment. 
Treatment of any of the described disorders tends to be long-
term and does not guarantee recovery (see Nursing Plan of 
Care 24-1).
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NURSING PLAN OF CARE 24.1

THE CLIENT WITH PARANOID PERSONALITY DISORDER

Walter, a 51-year-old president of a large accounting 
fi rm, suspected that the certifi ed public accountant for 
the fi rm was misappropriating funds. Walter also ques-
tioned the loyalty and trustworthiness of his partners. He 
was reluctant to confi de in the fi rm’s attorney because 
he feared that the information would be used mali-
ciously against him. He perceived attacks on his reputa-
tion by the accountant and his partners during the last 
corporate meeting and was quick to react angrily to 
their comments. Walter’s partners confronted him about 
the change in his behavior. During the conversation, it 
was obvious that Walter had been harboring unjustifi ed 
doubts about their loyalty. They recommended that he 
be seen by his family physician to rule out exhaustion 

due to the stress of his position. Walter was seen by his 
family physician who ruled out any medical problems 
and referred him to a mental health provider for a psy-
chiatric evaluation.

DSM-IV-TR DIAGNOSIS: Paranoid personality disorder.

ASSESSMENT: Personal strengths: Alert, oriented in all 
spheres; supportive business partners; supportive family 
physician; stable medical condition

WEAKNESSES: Suspicious, with unjustifi ed doubt 
about partners; inability to relate to partners without dis-
playing anger

NURSING DIAGNOSIS: Disturbed Thought Processes related to delusional belief as evidenced by accusatory 
statements and questioning loyalty and trustworthiness of peers

OUTCOME: The client will recognize that others do not share his paranoid thoughts.

PLANNING/IMPLEMENTATION RATIONALE

Do not validate paranoid thoughts, but introduce 
reality when appropriate.

Introducing and reinforcing reality may diminish 
 delusional beliefs.

Let the client know that all feelings, ideas, and beliefs 
are permissible to share with nursing staff.

Reassurance may diminish the client’s fears.

Encourage the client to discuss other topics such as 
family or hobbies.

Discussing concrete or familiar topics may redirect 
the client’s attention to reality.

NURSING DIAGNOSIS: Defensive Coping as evidenced by repeated projection of blame and diffi culty in 
 testing perceptions against reality

OUTCOME: The client will demonstrate less defensive behavior when interacting with his peers and employees.

PLANNING/IMPLEMENTATION RATIONALE

Encourage the client to verbalize his feelings. Verbalizing feelings may help the client work through 
his paranoid thoughts.

Give the client positive feedback when he recognizes 
defensive coping behavior.

Positive feedback provides reinforcement of the cli-
ent’s ability to recognize defensive coping behavior 
and promotes acceptance of behavior.

NURSING DIAGNOSIS: Impaired Social Interaction related to alienation from others secondary to delusional 
thinking

OUTCOME: The client will modify behaviors that are problematic when interacting with others.
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KEY CONCEPTS
Understanding theories of personality development • 
is  necessary to identify characteristics of healthy and 
unhealthy personalities.
Personality disorders exist on a continuum in which • 
symptoms may be described as mild to severe. Factors 
that may contribute to the development of a personality 
disorder have been classifi ed as genetic, biologic, or psy-
choanalytic. Personality disorders are grouped according 
to behavioral clusters. Cluster A includes clinical symp-
toms of odd, eccentric behavior; Cluster B includes clini-
cal symptoms of emotional, erratic, or dramatic behavior; 
and Cluster C includes clinical symptoms of anxious and 
fearful behavior. Cluster B personality disorders carry the 
highest suicide risk, similar to that of non–personality-
disordered clients with major mood disorders.
For the category of personality disorder, NOS, two new • 
disorders are now listed: passive–aggressive personality 
disorder and depressive personality disorder.
The nursing process focuses on the client’s cognition, • 
affect, interpersonal functioning, and behavior, as well as 
his or her ability to meet basic needs.
Nursing assessment should include a detailed history • 
of the client’s childhood and adolescent behavioral pat-
terns. Cultural diversity must be considered during the 

PLANNING/IMPLEMENTATION RATIONALE

Role-play situations in which the client can redirect 
some of the anger generated by suspiciousness 
and doubt.

Role-playing enables the client to explore feelings and 
obtain feedback to develop positive behaviors.

Provide feedback for any interactions or attempts 
to interact with others.

Positive feedback may facilitate the development of 
desired behaviors.

EVALUATION: Clients such as Walter are often noncompliant with treatment due to their inability to trust others. 
Therefore, evaluation focuses on the progress the client makes if he or she agrees to participate in therapy. Inter-
ventions are diffi cult. If Walter agrees to continue in therapy, a referral to community resources (eg, occupational 
therapy, outpatient social clubs or groups) to build the client’s socialization skills may prove to be benefi cial.

assessment process to avoid misdiagnosis of the problems 
associated with acculturation after immigration or misdi-
agnosis as a result of the expression of habits, customs, or 
religious or political values professed by the client’s cul-
ture of origin.
Nursing interventions are directed at assistance in meet-• 
ing basic needs, symptom management, and medication 
management and address the diagnostic criteria of dis-
turbance in cognition, disturbance in affect, disturbance 
in interpersonal functioning, and dysfunctional behavior 
including poor impulse control. Clients may exhibit nega-
tive responses to planned interventions.
Clients with personality disorders may respond to the • 
combination of psychotropic drugs and interactive thera-
pies such as dialectical behavioral therapy, CBT, group, 
and reality therapy.
Client education focuses on the impact of comorbid psy-• 
chiatric disorders, problem-solving techniques, medica-
tion compliance, and participation in specifi c self-help or 
support groups. Treatment tends to be long-term and does 
not guarantee recovery, because recidivism is high.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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CRITICAL THINKING QUESTIONS

 1. Develop an educational presentation for families of 
clients with the diagnosis of personality disorder that 
includes the following information: theories of causality, 
clinical symptoms, and therapeutic approaches that fam-
ily members could use to improve interpersonal relation-
ships with the clients.

 2. Ask classmates of varying cultural backgrounds how 
their culture and childhood experiences have affected 
the development of their personality. Do they exhibit any 
traits of Cluster C disorders, such as obsessive–compul-
sive traits when studying for tests or providing care for 
clients? Do these traits interfere with their daily activities? 
If so, what interventions would you recommend?

REFLECTION

According to the chapter opening quote by the Personality Dis-
orders Foundation, personality disorders are among the least 
understood and recognized disorders in both psychiatry and 
general medical care; however, they are the most common of 
the severe mental disorders. Do you accept this statement to be 
true? If so, what can be done to increase awareness of personal-
ity disorders? Explain your answers.

NCLEX-STYLE QUESTIONS

 1. When you arrive for your shift, you learn that a new cli-
ent has been admitted to your unit. The client has been 
diagnosed as having BPD. Which symptom would the 
nurse expect to assess related to anger expression in a 
client diagnosed with BPD?
a. controlled, subtle anger
b. inappropriate, intense anger
c. inability to recognize anger
d. substitution of physical symptoms for anger

 2. The 45-year-old African American male client with a BPD 
tells the nurse that he is the best nurse in the hospital 
until the nurse sets limits on client behavior. Then, the 
client complains that the nurse is cruel and a “poor 
excuse for a person.” The nurse interprets this behavior 
as demonstration of which of the following?
a. denial
b. rationalization

c. splitting
d. projection

 3. A patient has diffi culty thinking rationally and is com-
plaining of feelings of “not being himself “rather he is 
someone else in the wrong body.” The nurse uses which 
intervention for the client who expresses feelings of dep-
ersonalization as one of the manifestations of a personal-
ity disorder?
a. challenging feelings
b. identifying origin of these feelings
c. reinforcing reality
d. employing diversional activities

 4. When a client is behaving in an unacceptable way, limits 
must be set on the behavior. The nurse sets limits in a 
therapeutic manner by doing which of the following?
a. identifying limits in a clear manner without apologiz-

ing
b. negotiating limits appropriate for the individual client
c. providing various reasons that limits are important
d. substituting persuasive statements for specifi c limits

 5. A 16-year-old female Asian client with a personal-
ity disorder has the nursing diagnosis of Chronic Low 
Self-Esteem related to feelings of worthlessness. Which 
outcome refl ects successful intervention to increase the 
client’s self-esteem?
a. The client will verbally recognize that others do not 

see his or her belief as real.
b. The client will demonstrate appropriate interactions 

with staff and peers.
c. The client will identify accurate and realistic percep-

tion of good and bad qualities.
d. The client will demonstrate alternate ways to deal with 

anxiety and frustration.
 6. After teaching a group of students about personality 

disorders, the instructor determines that the students 
have understood the teaching when they identify which 
personality disorders as belonging to Cluster B disorders 
and may have a genetic component? Select all that apply.
a. paranoid
b. antisocial
c. borderline
d. histrionic
e. dependent
f. obsessive–compulsive
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25
Substance abuse and addiction can negatively impact health, 

 relationships, fi nances, school, and employment. Some people 

hit bottom and seek treatment in an effort to recover. Treatment 

involves helping the individuals become and remain free from 

substances, ideally for the rest of their lives.

—LONDON, 2009

Substance-Related 
 Disorders

Addiction
Addictions nursing
Addictive personality
Alcohol intoxication
Alcohol withdrawal
Aversion therapy
Behavioral dependence
Codependency
Delirium tremens
Detoxifi cation
Drug dependence
Enabling
Habituation
Harm avoidance or reduction
Impaired nurse
Intervention
Korsakoff’s psychosis
Physiologic dependence
Psychological dependence
Stages of Change Model
Substance use
Tolerance
Wernicke’s encephalopathy

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the disease concept of alcoholism and the following theories 
of addiction: biologic, genetic, behavioral and learning, sociocultural, 
 psychodynamic.

 2. Differentiate among the following terms: substance use, addiction, 
 psychological dependence, tolerance, and physiologic dependence.

 3. Discuss the dynamics of enabling and codependency.
 4. Articulate the difference between alcohol dependence and alcohol abuse.
 5. Recognize the more common physiologic effects of  alcoholism.
 6. Identify the common medical problems associated with illicit abuse of 

substances (drugs).
 7. Describe the rationale for the use of substance abuse screening tools 

 during the initial assessment of a client with a substance-related disorder.
 8. Articulate the rationale for the use of the Stages of Change Model when 

planning interventions for a client with a substance-related disorder.
 9. Evaluate the treatment measures, including nursing interventions, for a 

client with a substance-related disorder.
10. Formulate a list of nursing interventions for a client with clinical 

 symptoms of acute substance intoxication.
11. Develop a list of services available to clients who abuse substances.

25
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analgesic and generally enhanced the quality of life. People of 
both sexes and all ages typically drank beer with their meals. By 
1697, distilleries were used to make rum, wine, beer, and cider.

In 1784, Benjamin Rush, a physician, argued that exces-
sive use of alcohol caused injury to physical and psychological 
health. Followers of Rush formed a temperance movement in 
1789 as an organized effort to encourage moderation or com-
plete abstinence in the consumption of intoxicating liquors. 
Drinking had become an activity associated with masculine 
aggression and antisocial behavior. In fact, alcohol was blamed 
for many of society’s problems, among them severe health 
issues, destitution, and crime. The movement’s ranks were 
mostly fi lled by women who, with their children, had endured 
the effects of unbridled drinking by many of the men in their 
lives. By 1826, the American Temperance Society was orga-
nized with a mission to educate individuals about the effects 
of drinking on religion and morality. Antialcohol education 
was introduced in the schools between 1901 and 1902. On 
January 16, 1920, prohibition of the sale and consumption 
of alcohol became a law. Speakeasies soon fl ourished across 
the country and there were underground saloons. Prohibition 
spawned organized crime, bootlegging, and corruption, and, 
by the late 1920s, prohibition became a very unpopular reality. 
Democrats used prohibition as an issue during the 1932 presi-
dential campaign. In February of 1933, Congress passed the 
21st amendment to repeal prohibition. Unfortunately, statistics 
kept by the Center for Disease Control indicate that the use 
and abuse of alcoholism continues to have an adverse effect on 
society (eg, motor vehicle accidents, various medical problems, 
 depression, suicide) (Essortment.com, 2006; Hanson, 2006).

OVERVIEW OF  SUBSTANCE-
RELATED DISORDERS
Terminology Associated with 
Substance-Related Disorders

Substance use is simply the ingestion of a chemically active 
agent such as OTC medication, a prescribed drug, or illicit 
drug, alcohol, or nicotine. Addiction has been defi ned as 
an illness characterized by “compulsion, loss of control, and 
continued patterns of abuse despite perceived negative con-
sequences; obsession with a dysfunctional habit” (American 
Nurses Association [ANA], Drug and Alcohol Nursing Asso-
ciation, & National Nurses Society on Addictions [NNSA], 
1987). Addiction is a term used to defi ne a state of chronic 
or recurrent drug intoxication, characterized by psychological 
and physical dependence as well as tolerance. Habituation, 
also referred to as psychological dependence, is a term used 
to describe a continuous or intermittent craving for a sub-
stance to avoid a dysphoric or unpleasant mood state. Habitu-
ation implies an emotional dependence on a drug or a desire or 
compulsion to continue taking a drug. Tolerance refers to the 
 person’s  ability to obtain a desired effect from a specifi c dose 
of a drug. For example, as a person develops a tolerance for 

Substance-related disorders refers to the use and abuse of  alcohol, 
illicit drugs, or substances such as over-the-counter (OTC) 
or prescription drugs. When substance use creates diffi cul-
ties for the user or ceases to be entirely volitional, it becomes 
the concern of all the helping professions, including nursing. 
This chapter discusses the history of substance use and abuse; 
describes the terminology, epidemiology, clinical symptoms, 
and diagnostic characteristics of the major substance-related 
disorders; and focuses on the application of the nursing pro-
cess as the nurse provides care for a client diagnosed with a 
substance-related disorder.

HISTORY OF SUBSTANCE 
USE AND ABUSE
Individuals have used and abused various substances to 
achieve desired mood states or as defense mechanisms to deal 
with reality. Following is a brief discussion of the limited infor-
mation that is available regarding the history of the origin of 
substance use and abuse.

History of Drug Use and Abuse

According to a Chinese medical compendium dated from 
2737 BC, the Chinese were the fi rst to use marijuana to achieve 
euphoria. As early as the year 2000 BC, the Greeks used opium, 
and the Aztecs incorporated hallucinogens into religious ritu-
als. During the Middle Ages (400–1500), witches brewed potent 
concoctions, and New World merchants transported opium 
along with slaves and rum. The use and abuse of several sub-
stances increased during the Civil War period (1861–1865), 
when soldiers became addicted to prescription drugs that were 
used to alleviate pain in the battlefi eld. Cocaine was introduced 
as a miracle drug and used in patent medicine. Heroin was also 
produced and sold by traveling salesmen; however, the addictive 
potential limited the use of these drugs by society. Marijuana was 
openly used until the federal government discouraged its use in 
1930. The recreational use of illicit drugs resurfaced between 
1950 and 1960. Cocaine, which was popular during the 1970s, 
became available as “crack cocaine” in the 1980s. During the 
1990s, the use of heroin and smoking of marijuana regained pop-
ularity. Since that time, several forms of illicit drugs (eg, meth-
amphetamine, designer drugs, anabolic steroids) have become 
more commonplace in society than ever before. Drug use and 
abuse continues to be a signifi cant public health problem despite 
public outcry and regulation by the U.S. Drug  Enforcement 
 Administration (DEA) (Goulding & Shank, 2005).

History of Use and Abuse of Alcohol

There was a time when the sale and consumption of alcoholic 
beverages was illegal in the United States. Alcohol was fi rst intro-
duced in the United States by the Puritans around 1620. The 
use of alcohol refl ected their religious belief that  drinking was 
a natural and normal part of life. Alcohol was also an  effective 
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10 mg of  diazepam (Valium), he or she increases the dose to 
15 or 20 mg to achieve the desired effects originally experi-
enced at the 10-mg dose. Physiologic dependence refers to 
the physical effects resulting from the multiple episodes of sub-
stance use; it is manifested by the appearance of withdrawal 
symptoms after the person stops taking a specifi c drug. Behav-
ioral dependence refers to the substance-seeking activities and 
pathological use patterns of the person using the substance. 
Behavioral dependence is often associated with social activities. 
For example, an individual may exhibit the behavioral depen-
dence of smoking marijuana or using other illicit substances 
while watching television or attending sports activities with 
one’s peers. Codependency is a term that refers to all the behav-
ioral patterns of family members who have been signifi cantly 
affected by another family member’s substance use or abuse. 
Family members may feel that the substance-using behavior of 
the user is voluntary and willful and that the user cares more 
for the substance than for them. They often experience feelings 
of anger, rejection, denial, failure, guilt, or depression and shift 
the blame for the user’s behavior onto other family members. 
Such behavior by family members actually perpetuates the 
user’s dependence and is referred to as enabling (Sadock & 
Sadock, 2008; Shahrokh & Hales, 2003).

In 1964, the World Health Organization (WHO) sug-
gested substituting the term drug dependence for “addiction” 
to better describe the two concepts of dependence: behavioral 
dependence and physiologic dependence. In addition, the 
word “substance” is used in the Diagnostic and Statistical Man-
ual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) 
because “drug” implies a manufactured chemical, whereas 
many substances associated with abuse patterns occur natu-
rally (eg, marijuana) or are not meant for human consumption 
(eg, glue) (Sadock & Sadock, 2008).

According to the WHO, the words “addict” and “addiction” 
ignore the concept of drug abuse as a medical disorder. How-
ever, a recent literature search noted that several disciplines, 
including nursing and the medical profession, continue to use 
the word “addiction” interchangeably with “drug  dependence” 
and “abuse.”

Epidemiology of Substance-Related 
Disorders

According to the 2007 National Survey on Drug Use and 
Health, a survey of the civilian, noninstitutionalized popu-
lation of the United States aged 12 years or older, 14.4% of 
the population were classifi ed as having past-year substance 
dependence or abuse compared to 9.4% of the population sur-
veyed in 2003. Alcohol- and drug-related use or abuse prob-
lems continue to contribute to enormous damage to society, 
and the magnitude of these costs underscores the need to fi nd 
better ways to prevent and treat these disorders. The rising 
costs from substance-related public health issues warrant a 
major and continuous investment in research on prevention 
and treatment (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2009). 

Globally, alcohol  consumption has increased in recent 
decades, with all or most of that increase in developing coun-
tries. According to recent statistics released by the World Health 
Organization, approximately 76.3 million individuals have been 
diagnosed with alcohol use disorders. There is a causal relation-
ship between alcohol consumption and the development of over 
60 diseases or injuries. For example, approximately 20% to 30% 
of individuals who abuse alcohol develop esophageal or liver 
cancer, cirrhosis of the liver, or epilepsy. Heavy drinking pat-
terns result in motor vehicle accidents, burns, severe depression, 
suicide, or homicide. Alcohol-related medical problems can be 
disabling, chronic, or fatal (Fig. 25-1). For example, fetal alco-
hol syndrome is one of the leading causes of birth defects in the 
United States. Approximately 1.8 million deaths and 58.3 million 
disabilities are the direct result of alcohol abuse (WHO, 2009). 
This increase is often occurring in countries with few methods of 
prevention, control, or treatment. See Supporting Evidence for 
Practice 25-1 for information about mortality and alcohol.

The illicit use of drugs has also taken on global dimensions. 
The National Institute on Drug Abuse estimates that approximately 
20 million individuals commonly abuse drugs. Several diseases 
or disorders are associated with illicit drug use such as dementia, 
HIV/AIDS, and sexual dysfunction. In addition, illicit drug use is 
known to be the cause of suicidal, homicidal, and criminal behav-
ior. There is suffi cient reason to believe that unregulated exces-
sive drug supply and consumption trends in some countries may 
be continuing and new problems may be  developing (National 
 Institute on Drug Abuse, 2009; WHO, 2009).

Substance-related disorders are also responsible for dys-
functional marital and family relationships, divorce, desertion, 
child abuse, displaced children, and impoverished families. 
Clients who abuse alcohol or drugs may develop comorbid 
conditions such as alcohol- or substance-induced mood dis-
orders, anxiety disorders, and dementia. According to data 
provided by Kalorama Information, the worldwide cost of nic-
otine, alcohol, and drug abuse totaled $2,165 billion in 2005 
(Elsevier Global Medical News, 2009). Additional information 
regarding the epidemiology of substance-related disorders is 
provided throughout the discussion of specifi c disorders

Specialty Practice: Addictions Nursing 
Practice

In the 1970s and 1980s, the care of clients with substance-
 related disorders became recognized as a unique nursing practice 
fi eld. The International Nurses Society on Addictions (IntNSA) 
is a professional specialty organization founded in 1975 for 
nurses committed to the prevention, intervention, treatment, 
and management of addictive disorders including alcohol and 
other drug dependencies, nicotine dependencies, eating dis-
orders, dual and multiple diagnosis, and process addictions 
such as gambling. IntNSA’s mission is to advance excellence in 
addictions nursing practice through advocacy, collaboration, 
 education, research, and policy development (IntNSA, 2006).

In 1987, the publication The Care of Clients with Addic-
tions: Dimensions of Addictions Nursing Practice described 
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Brain

Gastrointestinal Tract

Cardiovascular System

Respiratory System

Reproduction

Bone Marrow / Blood Cells

Gastrointestinal tract complications
include acute gastritis, pancreatitis, hepatitis, cirrhosis of the liver,
esophageal varices, hemorrhoids, and ascites. The alcoholic
client usually has a poor nutritional status, including
deficiencies of vitamins A, B, D, and K.

Cardiovascular system complications include portal hypertension,
weakened heart muscle, and heart failure. Broken blood vessels in the
upper cheeks close to the nose and bloodshot eyes are common.

Respiratory tract complications include respiratory depression
and a depressed cough reflex because of the sedative effect of alcohol.
The alcoholic person is susceptible to pneumonia and other
respiratory infections.

Reproductive system complications include
prostatitis, interference with voiding, and release

of sexual inhibitions. Fetal alcohol syndrome caused
by maternal drinking during pregnancy results in

abnormalities in the newborn such as heart defects,
abnormally shaped heads and limbs, genital defects,

and mental retardation.

Central nervous system depression,
resulting in peripheral neuropathy, interference
with nerve conduction, gait changes, and nerve palsies,
occurs frequently. Chronic dependence may cause dementia.

Anemia, an increased susceptibility to infection,
and bruising and bleeding tendencies result from a decrease
in red and white blood cells and abnormal bone marrow functioning.

FIGURE 25-1 Effects of alcohol.
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Biologic Theories

The discovery that all drugs of abuse have one thing in 
common—namely, the stimulation of dopamine secretion—
occurred in the 1980s. With scientifi c innovations, studies 
have identifi ed the neural structures and pathways respon-
sible for pleasure and reinforcement of behavior. For exam-
ple, researchers have discovered that the brains of addicts 
have fewer dopamine D2 receptors in several regions of 
their brains than do the brains of control subjects. Addic-
tive drugs such as cocaine, methamphetamine, heroin, and 
alcoholism capture these receptor sites and pathways or 
neural circuits and subvert normal functions (Stong, 2007; 
Yasgur, 2004). For instance, cocaine blocks the mechanism 
by which dopamine is reabsorbed into the cells that release 
dopamine. Amphetamines provoke the release of dopamine. 
Nicotine acts on a receptor for the neurotransmitter ace-
tylcholine, possibly preventing the enzyme monoamine 
oxidase from breaking up the dopamine molecule. Opi-
ates act at receptor sites for the brain’s own morphine-like 
substances. Sedative-hypnotics, alcohol, barbiturates, and 
benzodiazepines act in various parts of the brain on neu-
rons that release γ-aminobutyric acid (GABA), which directs 
neurons to stop fi ring. Consequently, alcohol and drugs can 
change the way individuals feel and cause them to want to 
take these substances more often (Grinspoon, 1998a; Smith, 
1999; Stong, 2007).

Researchers have also speculated that some individuals 
have a predisposition to or are at risk for addiction due to a 
high level of stress hormones, a defi cit in dopamine function 
that is temporarily corrected by their drug of choice, or the 
presence of electrical phenomena in the brains of people at risk 
for alcoholism (Grinspoon, 1998b; Stong, 2007).

the  dimensions of nursing practice associated with 
 substance- related  disorders as including the care of clients 
with a broad range of abuse and addiction patterns (ANA et al., 
1987). Addictions nursing was defi ned as an area of specialty 
practice concerned with care related to dysfunctional patterns 
of human response that have one or more of the following key 
characteristics: some loss of self-control capacity, episodic or 
continuous maladaptive behavior or abuse of some substance, 
and development of dependence patterns of a physical and/or 
psychological nature.

Addictions nurses employ a client-centered approach. 
Shared decision making, protecting self-determination, and 
ensuring informed consent are all characteristics of this 
treatment philosophy. Client-centered care also requires 
caregivers to set aside personal prejudice and biases and 
be willing and prepared to accept the client’s unique goals, 
wishes, spiritual beliefs, culture, and hopes (Dufrene, 2008). 
The addictions nurse addresses needs at every point on the 
health–illness continuum, uses skills from a number of 
nursing specialties, and collaborates with professionals in 
medicine, psychology, social work, and other disciplines. 
The recognition of addictions nursing as a distinct practice 
area led to the development of Standards of Addictions Nurs-
ing Practice with Selected Diagnoses and Criteria, published in 
1988 (ANA & NNSA).

ETIOLOGY OF SUBSTANCE-
RELATED DISORDERS
Several theories describe the onset of substance-related disor-
ders. A brief summary of the more common theories as well as 
the disease concept of alcoholism follows.

The Relationship Between Alcoholism and Mortality in White Males

SUPPORTING EVIDENCE FOR PRACTICE 25.1

PROBLEM UNDER INVESTIGATION / What is the 
relative risk of mortality among White male problem 
drinkers?

SUMMARY OF RESEARCH / Subjects were 1,853 
White male problem drinkers aged 18–79 years who 
received treatment for alcohol-related problems at 
community mental health centers in the state of Ver-
mont in 1991. Comparison group data were derived 
from the state vital records database. Researchers 
concluded that participation in treatment programs 
was highest for subjects aged 18–29 years, followed 
by subjects who were aged 30–49 years. Problem 
drinkers who were aged 18–29 years were 4.3 times 
as likely to die during the study compared with the 
general population of the same age group, problem 

drinkers aged 30–49 years were 2.5 times as likely 
to die  compared with the general population of the 
same group, and problem drinkers over the age 
of 50 years were 1.5 times as likely to die than the 
 general  population of men in the same age category.

SUPPORT FOR PRACTICE / The psychiatric–mental 
health nurse should assess for alcohol-related prob-
lems during each visit by children, adolescents, and 
adults, regardless of presenting complaints. Client 
education should include a discussion of the risks of 
increased mortality when abusing alcohol.

SOURCE: Banks, S. M., Pandiani, J. A., Schacht, L. M., & Gauvin, L. M. 
(2000). Age and mortality among white male problem drinkers. Addiction, 
95(8), 1249–1254.
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 traditions (eg, Asians and conservative Protestants use  alcohol 
less frequently than do liberal Protestants and Catholics), 
and the companionship and approval of other drug users 
 (Grinspoon, 1998b; Sadock & Sadock, 2008).

Additionally, a drug must be available in suffi cient amounts 
to sustain addiction. For example, college dormitories and 
military bases are two social settings in which excessive and 
frequent drinking are often considered normal and socially 
expected. People risk addiction when they lack other capaci-
ties, choices, interest, or sources of attachment to something 
outside themselves.

Teenagers are at risk for alcohol abuse because it is the 
drug of choice among most adults, it is legal, and it is socially 
acceptable. Parents indirectly sanction the use of alcohol by 
drinking in front of their children and telling them that alco-
holic beverages are acceptable if drunk in moderation.

Teenagers who possess more leisure time and money and 
experience less parental or community supervision are at risk 
for substance abuse, especially when they attend weekend or 
all-night parties. Drugs are available “everywhere,” according 
to grade-school children. OTC drugs, prescriptions readily 
obtained for insomnia, and pain-relief medication used by par-
ents all make substance abuse easy for children and teenagers.

Peers and their values are particularly strong infl uences. 
Experimentation, curiosity, rebellion, and boredom are just 
a few reasons cited by adolescents when asked why they use 
or abuse drugs (National Criminal Justice Reference Service 
[NCJRS], 2004a).

Psychodynamic Theories

Although a particular addictive personality has not been 
identifi ed, many theorists consider individuals who abuse sub-
stances to be fi xed at an oral or infantile level of development. 
The abuser searches for immediate gratifi cation of needs, or 
ways to escape tension, turning to alcohol or drugs to expe-
rience euphoria or oblivion. Characteristics frequently seen 
include low self-esteem, feelings of dependency, low tolerance 
for frustration and anxiety, antisocial behavior, and fear. Theo-
rists are not certain whether these characteristics were present 
before the addictive behavior or whether the characteristics 
are a result of substance or alcohol abuse (Berman, 2001; 
Sadock & Sadock, 2008).

Other theorists believe that early childhood rejection, mal-
treatment, inadequate supervision, overprotection, or undue 
responsibility can cause an individual to become dependent 
on alcohol or drugs to cope with increased anxiety, depres-
sion, social or sexual inadequacy, increased social pressures, 
self- destructive behavior, or due to a desire to lower one’s 
 inhibitions (Berman, 2001; Clark & Thatcher, 2009).

Disease Concept of Alcoholism

The American Medical Association and the U.S. Public Health 
Service declared alcoholism to be a disease in 1956. The mod-
ern theory of alcoholism as a disease was fi rst put forward 

Genetic Theories

Separate studies of twins, adoptees, and siblings indicate that 
the cause of alcohol abuse has a genetic component. According 
to Grinspoon, “Individual differences in sensitivity to the addic-
tive powers of drugs are almost certainly strongly infl uenced by 
genetics” (1998b, p. 1). Jellinek (1977, 1988) theorized that 
some individuals have a predisposition to alcoholism as a result 
of the “loss of control” over alcohol. His theory was supported by 
comparing data from studies of twins living with their biologic 
parents to data from studies of twins born to alcoholic parents 
but separated after birth and raised by nonalcoholic foster par-
ents. The data indicated that children born to alcoholic parents 
are particularly susceptible to becoming alcoholic (Goodwin, 
1979, 1992). Additional studies indicate that several genetic 
markers and genes have been linked to an increased risk of alco-
holism including alleles on chromosome 4 (eg, ADH2, ADH3), 
GABARA 2 gene, and serotonin transporter gene SLC6A4 
(Karpyak, Hall-Flavin, & Mrazek, 2008; McKay, 2007).

Genomic research is in the process of identifying genetic 
variations that predispose to substance use. Recent investiga-
tions have focused on relationships between variations in genes 
that infl uence normal brain development and psychological reg-
ulation (eg, prefrontal cortex, limbic structures, and reward cir-
cuits). Thus, genetic and environmental causes are hypothesized 
to lead to an endophenotype (ie, neurodevelopmental dysmatu-
ration) and developmentally specifi c phenotypes (ie, individual 
characteristics) such as conduct and substance use disorders 
involving alcohol and cannabis in late adolescence. Genomic 
research may allow clinicians to match potential responders 
with substance use treatment options, based on individual client 
genetic profi les (Clark & Thatcher, 2009; Karpyak et al., 2008).

Behavioral and Learning Theories

Behavioral theorists believe that addiction results from the pos-
itive effect of mood alterations and reduction in feelings of fear 
and anxiety that one experiences using drugs or alcohol. Addi-
tionally, several types of learning are thought to be associated 
with compulsive self-administration of drugs. Drug addiction 
involves memory systems that are extraordinarily important in 
motivating our behavior. For example, associative learning is 
exhibited during relapses experienced among clients addicted 
to psychostimulants. The brain is specifi cally designed to 
absorb and respond in very powerful ways to environmental 
cues and contexts. Nothing could be more specifi c, or power-
ful, than large doses of mind-altering drugs. The brain stores 
discrete patterns of information related to specifi c drug usage 
and produces context-independent sensitization of the organ-
ism to the drug or a general lethargy and unresponsiveness 
to the environment. The response depends on the individual’s 
choice of substance (Medina, 2000; Stong 2007).

Sociocultural Theories

The potential for addiction is affected by economic condi-
tions, formal and informal social controls, cultural and  ethnic 
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 inhibition.  Figure 25-1, mentioned earlier in the chapter, 
depicts the potential  medical problems related to the use or 
abuse of alcohol. Individuals who are dependent on or who 
abuse alcohol often exhibit impairments in judgment, orienta-
tion, memory, affect, cognition, speech, and mobility, as well 
as behavioral changes. According to the Centers for Disease 
Control (2007), approximately 61% of the U.S. population 
18 years of age and over admitted to drinking alcohol the past 
year. Additionally, 44.4% of high school seniors admitted to 
drinking. There were 22,073 alcohol-induced deaths exclud-
ing accidents and homicides and 13,050 deaths due to alco-
holic liver disease.

Two categories of alcohol-related disorders are included in 
this classifi cation. The fi rst category, alcohol use disorders, dif-
ferentiates the pattern of use of alcohol as alcohol dependence 
and alcohol abuse. The second category, alcohol-induced dis-
orders, describes the results of the effects of alcohol abuse on 
the CNS.

Alcohol Use Disorders

Patterns of alcohol use disorders include alcohol dependence 
and alcohol abuse. An understanding of these patterns is 
 essential for psychiatric–mental health nursing practice.

Alcohol Dependence
Alcohol dependence is characterized by tolerance to alcohol or 
by the development of withdrawal phenomena upon cessation 
of or reduction in intake (Shahrokh & Hales, 2003). Alcohol 
dependence and alcohol abuse (see discussion that follows) 
share features with other substance-dependence and sub-
stance abuse disorders such as those associated with  sedatives, 
 hypnotics, and anxiolytics.

The essential feature of alcohol dependence is a cluster 
of cognitive, behavioral, and physiologic symptoms indicating 
that the individual continues use of the alcohol despite criti-
cal alcohol-related problems. There is a maladaptive pattern of 
alcohol use resulting in distress as the individual experiences 
a cluster of three or more of seven stated symptoms during a 
12-month period:

 1. Tolerance, defi ned as a need for markedly increased 
amounts of alcohol to achieve desired effect or a mark-
edly diminished effect with continued use of the same 
amount of alcohol

 2. Withdrawal symptoms or the continued use of alcohol to 
relieve or avoid withdrawal symptoms

 3. Intake of alcohol in larger amounts or over a longer 
period of time than that which was intended

 4. Persistent desire or unsuccessful efforts to cut down or 
control use of alcohol

 5. A signifi cant amount of time spent in activities neces-
sary to obtain alcohol, drink alcohol, or recover from its 
effects

 6. Social, occupational, or recreational activities given up or 
reduced because of drinking alcohol

by Jellinek (1988) in his famous book, The Disease Concept of 
Alcoholism. He surveyed 2,000 alcoholic men and classifi ed 
alcoholics into fi ve types. He also identifi ed four progressive 
phases that the alcoholic experiences. Most authorities in the 
fi eld of alcohol abuse base their beliefs on his pioneering work. 
According to the 2006 General Social Survey that addressed 
public attitudes toward alcoholism, a majority of the public 
has come to regard alcohol dependence as a medical illness 
(Wachter, 2008).

Another pioneer, Virginia Davis, proposed the THIQ dis-
ease concept of alcoholism. During cancer research, she discov-
ered a unique substance closely related to heroin identifi ed 
as tetrahydroisoquinoline (THIQ) in the brains of homeless 
chronic alcoholics. The alcoholics studied had not been using 
heroin, so Davis conducted research to determine why THIQ 
was present. A summary of her research fi ndings follows (Sacs 
Consulting.com, 2009):

 1. An individual with the diagnosis of alcoholism consumes 
alcohol.

 2. As the alcohol is metabolized in the liver, it is converted 
to acetaldehyde, a toxic chemical.

 3. In the alcoholic, a small amount of acetaldehyde is 
not eliminated from the body. (In the nonalcoholic, 
 acetaldehyde is converted to acetic acid and then 
 eliminated as water and carbon dioxide.)

 4. The remaining acetaldehyde combines with certain 
neurotransmitters in the brain to form THIQ, a substance 
that is closely related to heroin.

 5. Craving for more alcohol occurs due to the addictive 
quality of the accumulation of THIQ in the brain.

 6. The individual’s complex, observable symptoms become 
chronically progressive and incurable and are thus 
 considered to be a disease.

Alcohol is known to shorten an individual’s life span by 12 
to 15 years unless treatment is received. Like other chronic 
illnesses, alcoholism has certain observable symptoms. For 
example, tolerance occurs as the individual drinks more with 
less effect. Withdrawal occurs when an individual abruptly 
stops drinking after alcohol has become a necessity of life to 
maintain functioning. Finally, alcoholism can be fatal. The 
same can be said for substance abuse, because both the alco-
holic and the substance or drug abuser lose control over when 
they drink or take drugs, how much they take, and where the 
abuse occurs.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF ALCOHOL-RELATED 
DISORDERS
Alcohol (eg, beer, wine, whiskey) is considered a cen-
tral nervous system (CNS) depressant that causes false 
self- confi dence, false sense of belonging, and lowering of 
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Alcohol Withdrawal
Clients generally experience clinical symptoms of alcohol 
withdrawal within several hours to a few days after the ces-
sation or reduction of heavy and prolonged alcohol consump-
tion. The client may experience symptoms such as autonomic 
hyperactivity; increased hand tremor; sleep disturbances, 
insomnia, or nightmares; nausea or vomiting; transient 
visual, tactile, or auditory hallucinations or illusions; delu-
sions and/or psychomotor agitation; anxiety; and grand mal 
seizures. Increased blood pressure may occur. Elevated tem-
peratures in excess of 100°F (37.3°C) and pulse in excess 
of 100 beats per minute may indicate impending alcohol 
 withdrawal delirium.

Alcohol Withdrawal Delirium
Alcohol withdrawal delirium, also referred to as delirium 
tremens, may occur from 24 to 72 hours after the client’s 
last drink. Elevation of vital signs accompanies restlessness, 
tremulousness, agitation, and hyperalertness. Any noises 
or quick movements are perceived as greatly exaggerated, 
shadows are misinterpreted, and illusions and hallucina-
tions frequently occur. The client’s speech is incoherent. 
Serious medical complications may occur if the client is left 
untreated.

Alcohol-Induced Persisting Dementia
Individuals who experience a prolonged, chronic dependence 
on alcohol may develop alcohol-induced persisting dementia. 
Clinical symptoms include a severe loss of intellectual abil-
ity that interferes with social or occupational functioning and 
impaired memory, judgment, and abstract thinking. Perma-
nent brain damage can occur in severe cases.

Alcohol-Induced Persisting Amnestic Disorder
Individuals who drink large amounts of alcohol over a pro-
longed period often have poor nutritional habits. Two CNS 
disorders are associated with alcoholism. The fi rst, Korsa-
koff’s psychosis, is a form of amnesia characterized by a loss 
of short-term memory and the inability to learn new skills. 
Clinical symptoms include disorientation and the use of 
confabulation. Degenerative changes in the thalamus occur 
because of a defi ciency of B-complex vitamins, especially thia-
mine and B

12
. The second disorder is Wernicke’s encephal-

opathy, an infl ammatory hemorrhagic, degenerative condition 
of the brain caused by thiamine defi ciency. Lesions occur in 
the hypothalamus, mamillary bodies, and tissues surrounding 
ventricles and aqueducts. Clinical symptoms include double 
vision, involuntary and rapid eye movements, lack of muscu-
lar coordination, and decreased mental function, which may 
be mild or severe.

Other Alcohol-Induced Disorders
Individuals who abuse alcohol can develop depression, anxiety, 
sexual dysfunction, and sleep disorders. Clinical symptoms of 
anxiety, depression, and sleep disorders were discussed in ear-
lier chapters. Sexual disorders are discussed in Chapter 26.

 7. Continued drinking of alcohol despite knowledge of 
having a persistent or recurrent physical or psychological 
problem that is likely to have been caused or exacerbated 
by alcohol

The DSM-IV-TR also lists specifi ers to accompany the diagno-
sis. These include with physiologic dependence (evidence of 
tolerance or withdrawal) or without physiologic dependence 
(no evidence of withdrawal or tolerance).

Alcohol Abuse
The criteria for alcohol abuse disorder do not include toler-
ance, withdrawal, or a pattern of compulsive use. The indi-
vidual exhibits one or more of the following symptoms in a 
12-month period:

 1. Recurrent drinking of alcohol resulting in a failure to 
fulfi ll major role obligations at work, school, or home

 2. Recurrent drinking in situations in which it is physically 
hazardous

 3. Recurrent alcohol-related legal problems
 4. Continued use despite having persistent or recurrent 

social or interpersonal problems caused by alcoholism

Alcohol-Induced Disorders

As noted earlier, alcohol-induced disorders are the 
result of the effects of alcohol on the CNS. Clients with 
 alcohol-induced disorders exhibit impairment of neurologic 
functioning such as delirium or dementia. They also may 
exhibit behavioral changes. The 12 subtypes of this category 
are listed below. A discussion of selected alcohol-induced 
disorders is presented.

 1. alcohol intoxication;
 2. alcohol withdrawal;
 3. alcohol intoxication delirium;
 4. alcohol withdrawal delirium;
 5. alcohol-induced persisting dementia;
 6. alcohol-induced persisting amnestic disorder;
 7. alcohol-induced psychotic disorder;
 8. alcohol-induced mood disorder;
 9. alcohol-induced anxiety disorder;
 10. alcohol-induced sexual dysfunction;
 11. alcohol-induced sleep disorder; and
 12. alcohol-related disorder, not otherwise specifi ed.

Alcohol Intoxication
Alcohol intoxication occurs after the recent ingestion of alco-
hol and is evidenced by behavioral changes such as decreased 
inhibition, impaired social or occupational functioning, fi ght-
ing, or impaired judgment. The client may exhibit mood 
changes, increased verbalization, impaired attention span, or 
irritability. Other symptoms include slurred speech, disori-
entation, facial fl ushing, lack of coordination, unsteady gait, 
 nystagmus, impaired memory, and stupor or coma.
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chills, and diarrhea (American Psychiatric  Association [APA], 
2000; Sadock & Sadock, 2008). Street names for these 
drugs include “libs,” “blues,” “rainbows,” “yellow-jackets,” 
and “downers.”

Barbiturates are the leading cause of accidental poisoning, 
as well as a primary method of committing suicide. Barbiturate 
dependency is one of the most diffi cult disorders to cure. Clin-
ical symptoms of sedative, hypnotic, or anxiolytic withdrawal 
may include diaphoresis, increased pulse rate (>100 beats per 
minute), hand tremors, nausea and vomiting, insomnia, tran-
sient hallucinations or illusions, psychomotor agitation, and 
anxiety (APA, 2000; Sadock & Sadock, 2008).

Opioid-Related Disorders

An opioid is a drug or naturally occurring substance that resem-
bles opium or one or more of its alkaloid derivatives. Opiates 
are powerful drugs derived from the poppy plant that have 
been used for centuries to relieve pain. The opioid classifi ca-
tion includes natural opioids such as morphine, semisynthet-
ics such as heroin, and synthetics with morphine-like action 
such as codeine or methadone. Medications such as pentazo-
cine, which has both opiate agonist and antagonist effects, are 
also included in this classifi cation. The use of heroin ranked 
ninth out of ten of the most commonly abused illicit drugs 
by  individuals of the U.S. population aged 12 or over in 2006 
(Centers for Disease Control, 2007).

Opioids are narcotic drugs that induce sleep, suppress 
coughing, and alleviate pain. People abuse opiates by tak-
ing them orally, inhaling them (eg, snorting or smoking), or 
injecting them into their veins in an attempt to help relieve 
withdrawal symptoms, for “kicks,” or to “feel good.” The 
user becomes passive and listless as the opioids depress the 
respiratory center of the brain, causing shallow respirations. 
The person also experiences reduced feelings of hunger, 
thirst, pain, and sexual desire. As the effects of the drug 
wear off, the user, who becomes physically and emotion-
ally addicted by requiring increasingly larger dosages, suf-
fers withdrawal symptoms unless another dose of the drug 
is taken.

Opioids, also referred to as “white stuff,” “hard stuff,” and 
“junk,” are considered to be the most addictive drugs. Acute 
overdose or intoxication is identifi ed by symptoms of drowsi-
ness; slurred speech; decreased, slow respirations; constricted 
pupils; and a rapid, weak pulse. The client also may exhibit 
mood swings, psychomotor agitation or retardation, impaired 
judgment, or impaired social or occupational functioning 
(APA, 2000; Sadock & Sadock, 2008).

Opioid withdrawal symptoms begin 12 to 16 hours 
after the last dose and are characterized by watery eyes, 
rhinitis, yawning, sneezing, and diaphoresis. Other symp-
toms include dilated pupils, restlessness and tremors, goose 
bumps, irritability, loss of appetite, muscle cramps, nausea 
and vomiting, fever, and diarrhea. Symptoms subside in 
5 to 10 days if no treatment occurs (APA, 2000; Sadock & 
Sadock, 2008).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF OTHER SUBSTANCE-
RELATED DISORDERS
Ten classes of substances, other than alcohol, are associated 
with both abuse and dependence: amphetamines, caffeine, 
cannabis, cocaine, hallucinogens, inhalants, nicotine, opi-
oids, phencyclidine (PCP), and the group of sedatives, hyp-
notics, and anxiolytics. According to the Centers for Disease 
Control (2007), 8.3% of the U.S. population aged 12 and 
over used illicit drugs such as marijuana, cocaine, and heroin 
during the past year. In addition, 2.8% admitted to nonmedi-
cal use of prescription drugs such as pain relievers, tranquil-
izers, and stimulants, and 29.6% admitted to using tobacco 
products.

A diagnosis of multiple-substance or polysubstance abuse 
occurs when people mix drugs and alcohol. The severity of psy-
choactive substance dependence is classifi ed according to the 
following criteria: mild, moderate, severe, in partial  remission, 
or in full remission.

Sedative-, Hypnotic-, or Anxiolytic-Related 
Disorders

Substances included in the category of sedatives, hypnotics, 
and anxiolytics include benzodiazepines, carbamates, barbi-
turates, barbiturate-like hypnotics, all prescription sleeping 
medications, and all anxiolytic medications except the non-
benzodiazepine antianxiety agents (eg, buspirone). Ingestion 
of these drugs in high doses can be lethal, especially when they 
are mixed with alcohol. According to Prescription for Danger, a 
report of the troubling trend of drug abuse by national teens, 
the most commonly abused agents include sleeping pills and 
antianxiety agents (Antidrug.com, 2008). An additional study, 
Monitoring the Future, that focused on the prevalence of drugs 
most often abused by eighth graders in 2008, ranked tran-
quilizers seventh out of a list of eight drugs frequently abused 
(Monitoring the Future.org, 2009).

Taken orally or intravenously, these drugs are used to 
relax the CNS or slow down body processes. They temporarily 
ease tension and induce sleep. Medically, they may be used in 
the treatment of hypertension, peptic ulcers, or seizures; as a 
relaxant before and during surgery; and as a sedative for use in 
mental and physical illness.

Normal effects of these drugs include a decrease in car-
diac and respiratory rate, lowered blood pressure, and a mild 
depressant action on nerves, skeletal muscles, and the heart. 
Overdoses or intoxication may result in symptoms such as 
slurred speech, incoordination, drunken appearance, stag-
gering gait, nystagmus, impaired memory, stupor, or coma. 
Other symptoms may include poor judgment, mood swings, 
paranoia, lack of sexual inhibition, and aggressive impulses. 
Medical symptoms include dry mouth, headaches,  dizziness, 
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for Disease Control, 2007). A survey of eighth graders in 2008 
revealed that cocaine was listed as one of the eight drugs most 
often abused (National Institute of Drug Abuse, 2009).

Cocaine is available as a white crystalline powder or in 
larger pieces referred to as “rocks.” Powdered cocaine is usually 
sniffed, snorted, smoked in a pipe (freebasing), or injected into 
a vein or subcutaneous tissue.

Physical effects of cocaine intoxication include immediate 
dilation of the pupils and an increase or decrease in blood pres-
sure, pulse, respirations, and body temperature. Users may also 
experience a loss of appetite, nausea and vomiting, weight loss, 
insomnia, impaired thinking, agitation, seizures, chest pain, or 
coma (APA, 2000; Sadock & Sadock, 2008). Long-term effects 
include chronic nose bleed, runny nose, chronic sore throat, 
exhaustion, respiratory ailments, vitamin defi ciencies, danger-
ous weight loss, and miscarriage/birth defects.

Clients who experience cocaine withdrawal may exhibit 
fatigue, an increased appetite, altered sleep patterns, and 
behavioral changes such as agitation or psychomotor retarda-
tion. Panic attacks or cocaine psychosis may occur. Individuals 
with a history of cardiac disease may experience chest pain, 
heart attack, or heart failure. Cocaine also can cause sudden 
heart attack in healthy young people (APA, 2000; Sadock 
& Sadock, 2008).

Cannabis-Related Disorders

Marijuana is a common plant with the biologic name of Canna-
bis sativa. With the ability to act as a stimulant or depressant, it 
is often considered to be a mild hallucinogen with some seda-
tive properties. As of September 2009, 13 states have legal-
ized the use of marijuana to alleviate the symptoms of nausea 
and vomiting during chemotherapy, stimulate appetite in 
clients with HIV/AIDS, and lower ocular pressure in clients 
with glaucoma—Alaska, California, Colorado, Hawaii, Maine, 
Michigan, Montana, Nevada, New Mexico, Oregon, Rhode 
Island, Vermont, and Washington. Arizona allows physicians 
to prescribe marijuana for medical use (federal law prohibits 
physicians from prescribing Schedule I drugs) and Maryland 
allows medical use defense to be presented in court (DEA, 
2009). With written certifi cation from a physician, clients or 
their caregivers are able to register with a state to grow and 
use marijuana. The physician, client, and caregiver are all pro-
tected from arrest and prosecution. According to statistics pro-
vided by the Centers for Disease Control (2007), 6.0% of the 
U.S. population aged 12 and over and 18.8% of high school 
seniors reported use of marijuana in 2006. Marijuana was the 
most frequently abused drug reported by eighth graders in a 
2008 survey, Monitoring the Future (National Institute on Drug 
Abuse, 2009).

When used illegally, marijuana is often combined with 
other addictive substances such as alcohol or nicotine. Most 
users in the 18- to 25-year-old age range are male. Many people 
who try marijuana go on to use it extensively, and many of these 
people use it in combination with other substances such as opi-
oids, PCP, or hallucinogens (APA, 2000; Pfi zer, Inc., 1996).

Amphetamine-Related Disorders

Amphetamines or amphetamine-like substances are medically 
indicated for the treatment of attention defi cit hyperactivity 
disorder, narcolepsy, weight reduction, and treatment-resistant 
depression. Amphetamines (“pep pills”) are drugs that directly 
stimulate the CNS and create a feeling of alertness and self-
confi dence in the user. They are also referred to by drug abus-
ers as “wake-ups,” “speed,” “eye-openers,” “copilots,” “truck 
drivers,” “uppers,” or “bennies.” Although the epidemiology of 
amphetamine abuse is diffi cult to determine, amphetamines 
are the most widely used illicit drugs, second only to cannabis, 
in Great Britain, Australia, and several countries in Western 
Europe. Some studies report up to 600,000 individuals in the 
United States abuse amphetamines. In 2008, amphetamine 
abuse was ranked third among 8th graders following the abuse 
of marijuana and inhalants (National Institute of Drug Abuse, 
2009; Sadock & Sadock, 2008).

These drugs are often abused by oral ingestion, injection 
into veins, smoking, or inhalation of large doses to obtain an 
exaggerated effect of the stimulating action. People also take 
these drugs for kicks, for thrills, or to combat boredom; to 
stay awake or to allow greater physical effort; or to counteract 
the effects of alcohol and barbiturates. Amphetamines are con-
sidered to be dangerous because they can drive a user to do 
things beyond his or her physical limits; they can cause mental 
fatigue, dizziness, and feelings of fear and confusion; and sud-
den withdrawal can lead to depression and suicide. The heart 
and circulatory system also may be damaged from the adverse 
effects of adrenaline overproduction due to drug abuse.

Clinical symptoms of intoxication include tachycardia or 
bradycardia, alterations in blood pressure, cardiac arrhythmias, 
respiratory depression, pupillary dilation, excitability, tremors 
of the hands, increased talkativeness, profuse diaphoresis, dry 
mouth, nausea and vomiting, weight loss, headaches, pallor, 
diarrhea, and unclear speech (APA, 2000; Sadock & Sadock, 
2008). The abuser can develop a psychological dependence on 
stimulants and may experience delusions, auditory and visual 
hallucinations, or a drug psychosis that resembles schizo-
phrenia. Clinical symptoms of withdrawal include dysphoria, 
fatigue, altered sleep patterns, increased appetite, dreams, and 
psychomotor agitation or retardation (APA, 2000; Sadock & 
Sadock, 2008).

Cocaine-Related Disorders

Cocaine is a short-acting CNS stimulant substance that is 
extracted from the leaves of the South American coca plant 
(Erythroxylon coca). Historically, the leaves of the plant were 
chewed for refreshment and were used by peasant laborers to 
relieve fatigue and fi ght off pain or hunger. Cocaine also pro-
duces feelings of happiness, alertness, and sensory awareness 
and enhances one’s self-esteem. Although statistics regarding the 
use of cocaine are diffi cult to obtain, the CDC states that 2.0% 
of high school seniors and 0.9% of the U.S. population aged 
35 and over admitted to the use of cocaine in 2006  (Centers 
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Art Linkletter leaped from her apartment in a suicidal panic 
brought on by LSD. Diane had an exciting career, loving family, 
good health, and no material worries. According to her father, 
no explanation could be found for her tragic death except the 
fact that she had taken LSD.

Phencyclidine
PCP, commonly known as “angel dust,” is an extremely dan-
gerous substance. It can be taken orally or smoked. Originally 
used as a surgical anesthetic, PCP was found to cause extreme 
agitation, ataxia, stupor, hallucinations, and psychosis. Persons 
who experience PCP intoxication have enormous strength, 
experience unbelievably paranoid reactions, and literally do 
not know pain. They may become violent, destructive, and 
confused after one dose. Clinical symptoms of PCP intoxica-
tion include vomiting, seizures, tachycardia, muscle rigidity, 
and extremely high blood pressure (APA, 2000; Sadock & 
Sadock, 2008). The rate of PCP use varies most markedly with 
geography. The highest incidence of use in the United States 
is in Washington, DC, followed by Los Angeles, Chicago, and 
Baltimore. Although the actual rate of use is unknown, PCP is 
associated with approximated 3% of substance abuse deaths 
and 32% of substance-related emergency room visits  nationally 
(Sadock & Sadock, 2008).

Inhalant-Related Disorders

Inhalants are any chemicals that give off fumes or vapors and, 
when inhaled, produce symptoms similar to intoxication. 
Commonly abused inhalants include glue, gasoline, lighter 
fl uid, paint thinner, varnish, shellac, nail polish remover, and 
aerosol-packaged products. The person who inhales or sniffs 
such substances may experience inhalant intoxication. Clini-
cal symptoms include unsteady gait, slurred speech, dizzi-
ness, nystagmus, tremor, blurred vision, lethargy, depressed 
refl exes, muscle weakness, euphoria, stupor, or coma. After 
such a “high,” the person may experience a loss of coordina-
tion, a distorted perception of reality, and hallucinations and 
convulsions (APA, 2000; Sadock & Sadock, 2008). Although 
withdrawal-like symptoms have occurred in animals exposed 
to certain inhalants, no clinically meaningful withdrawal syn-
drome occurs in humans. Statistics indicate that inhalant use 
has risen among teenage girls in the United States. Accord-
ing to data revealed during the National Survey on Drug Use 
and Health, the most common inhalants preferred by girls 
aged 12 to 17 years were more likely to include glue, shoe pol-
ish, spray paint, and aerosol hair sprays, whereas boys of the 
same age were more likely to inhale nitrous oxide to get high 
 (SAMHSA, 2009).

Dangers of inhaling gasoline, glue, or paint thinners include 
temporary blindness and damage to the lungs, brain, and liver. 
Immediate effects of inhalant abuse may last from a few sec-
onds to several minutes. Chronic effects may occur at any time 
after inhalation of toxic products or materials. Deaths have 
occurred as a result of suffocation caused by placing a plastic 
bag,  moistened cloth, or plastic container against one’s face.

Persons who use marijuana usually smoke it in a pipe or as 
a rolled cigarette (“joint”). Individuals also may take it orally as 
capsules or tablets, on sugar cubes, or in food. Holders (“roach 
clips”) are used to get the last puffs from marijuana cigarette 
butts when they become too short to handle with fi ngers. Slang 
names for marijuana include “pot,” “herb,” “grass,” “weed,” 
“smoke,” and “Mary Jane.”

Marijuana acts quickly, in approximately 15 minutes, after 
it enters the bloodstream, and its effects last approximately 2 
to 4 hours. It affects a person’s mood, thinking, behavior, and 
judgment in different ways, and in large doses, it can cause 
hallucinations.

General physiologic symptoms of intoxication include 
increased appetite, lowered body temperature, depression, 
drowsiness, unsteady gait, inability to think clearly, excitement, 
reduced coordination and refl exes, and impaired judgment. 
Users of large amounts may experience suicidal ideation or 
have delusions of invulnerability, causing them to take risks.

Although marijuana is not considered to be physically 
addicting and no withdrawal criteria have been established, 
it may lead to psychological dependence, thereby retarding 
personality growth and adjustment to adulthood. Its use also 
can expose the user to those using and pushing stronger drugs 
(APA, 2000).

Hallucinogen- and Phencyclidine-Related 
Disorders

Hallucinogens and PCP are associated only with abuse because 
physiologic dependence has not been demonstrated. They are 
referred to as “mind benders” or psychedelic drugs, affecting the 
mind and causing changes in perception and  consciousness.

Hallucinogens
Examples of hallucinogens include lysergic acid diethylamide 
(LSD), mescaline, dimethyltryptamine (DMT), 2,5-dimethoxy-
4-methylamphetamine (STP), and psilocybin. They may be 
taken orally or injected. Statistics indicate that 10% of persons 
in the United States had used a hallucinogen at least once; hal-
lucinogen use is most common among White males between 
the ages of 15 and 35; and the use of hallucinogens is signifi -
cantly higher in the western United States than in the southern 
United States (Sadock & Sadock, 2008).

Similar to marijuana, but stronger in the effect on the body, 
hallucinogens are dangerous because intoxication can lead to 
panic, paranoia, fl ashbacks, or death. Physiologic symptoms 
include increased pulse rate, blood pressure, and temperature; 
dilated pupils; tremors of hands and feet; cold, sweaty palms; 
fl ushed face or pallor; irregular respirations; and nausea. Effects 
on the CNS include an increased distortion of senses (visual, audi-
tory, and tactile hallucinations), loss of the ability to separate fact 
from fantasy, loss of sense of time, ambivalence, and the inability 
to reason logically (APA, 2000; Sadock & Sadock, 2008).

Hallucinogens are quite unpredictable. One  experience 
(“trip”) with them may be good but the next one may be 
 disastrous. The daughter of former television personality 
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 serious physical and psychological problems, even death. 
Some of the  substances—such as anabolic steroids and 
 methamphetamine—are included in the DSM-IV-TR classifi ca-
tion of substance-related disorders, whereas others cannot be 
easily grouped into a specifi c diagnostic category (eg, GHB or 
“liquid ecstasy”) (Sadock & Sadock, 2008).

Designer Drugs

Designer drugs are amphetamine derivatives (N-analogs) that 
are classifi ed as stimulants. They are currently manufactured in 
clandestine laboratories (“meth labs”) and then made available 
on the street. Instructions on how to make methamphetamine 
and similar drugs appear on the Internet, and the ingredients, 
including the common OTC decongestant, pseudoephedrine, 
are easy to obtain. Methamphetamine stays in the body about 
10 times longer than cocaine, making it cheaper to use, thus 
increasing its appeal (Herrick, 2005). Statistics presented by 
the DEA (2009) revealed that about 12 million Americans 
older than 12 years of age have tried methamphetamine, and 
approximately 1.4 million Americans are addicted to it.

Designer drugs differ from one another in their potency, 
speed of onset, duration of action, and their capacity to mod-
ify mood with or without producing overt hallucinations. 
Described as addictive and as potent reinforcers, they are 
usually taken orally, sometimes snorted, but rarely injected. 
Because they are produced in clandestine laboratories, they 
are seldom pure. Thus the amount in a capsule or tablet is 
likely to vary considerably. Examples of designer drugs 
include 4-methyl-2,5-dimethoxyamphetamine (DOM, also 
referred to as STP), 3,4-methylenedioxyamphetamine (MDA, 
also referred to as “ecstasy” or “XTC”), and 4-bromo-2,5-
 dimethoxyphenethylamine (2C-B, also referred to as NEXUS).

The use of ecstasy is a global phenomenon. The preva-
lence of its use in the United States is increasing among young 
adults. Ecstasy is being used legally in Switzerland as an 
adjunct in psychotherapy despite the occurrence of numer-
ous fatal intoxications. Designer drugs are notoriously danger-
ous when mixed with alcohol and other drugs (Drew, 1999; 
 Valentine, 2002).

Club Drugs

The term club drugs applies to certain illicit substances (includ-
ing some designer drugs) that are primarily synthetic and are 
found at nightclubs, bars, and “raves” (all-night dance parties for 
adolescents and young adults). Substances that are often used 
include, but are not limited to, ketamine (animal anesthetic), 
fl unitrazepam (Rohypnol), burundanga (Datura), and GHB. 
These substances are referred to as date rape drugs. Commonly 
used designer drugs include MDA and MDMA, and methamphet-
amine (NCJRS, 2004b). Table 25-1 identifi es the classifi cation 
and potential adverse effects of the more  common club drugs.

According to a recent National Institute on Drug Abuse 
(2009) study, cough medicine abuse, sometimes referred to as 
“robo-tripping,” has increased dramatically among teenagers in 
recent years. The active ingredient, dextromehorphan (DXM), is 

Caffeine- and Nicotine-Related Disorders

Caffeine is available in a variety of sources such as coffee, 
soda, tea, OTC analgesics and cold remedies, stimulants, and 
weight-loss aids. According to statistics provided by Johns 
Hopkins University, 80% to 90% of U.S. adults report regular 
caffeine use. The average daily intake is 200 to 280 mg, which 
translates into the equivalent of one to two caffeine pills. Caf-
feine consumption has become very trendy with middle school 
and high school students. Addiction to caffeine is a rapidly 
growing concern in many college campuses (Wik Ed.com, 
2009). Some individuals display some aspects of dependence 
and exhibit tolerance, and perhaps withdrawal, when consum-
ing large amounts of caffeine. There is evidence that caffeine 
intoxication can be clinically signifi cant. Clinical symptoms 
of intoxication include restlessness, nervousness, excitement, 
insomnia, fl ushed face, diuresis, gastrointestinal disturbance, 
muscle twitching, rambling thoughts or speech, tachycardia or 
arrhythmia, hypertension, periods of inexhaustibility, and psy-
chomotor agitation (APA, 2000; Sadock & Sadock, 2008).

Nicotine, the active ingredient in tobacco, is available in 
the form of cigarettes, cigars, chewing tobacco, and dipping 
tobacco. It is a stimulant that elevates one’s blood pressure and 
increases one’s heartbeat. Tar, found in the smoke, contains 
many carcinogens. Long-term effects of tobacco dependence 
include emphysema, chronic bronchitis, coronary heart dis-
ease, and a variety of cancers. Statistics indicate that the preva-
lence of smoking has decreased by about 50% over the past 
50 years to include about one fi fth of the U.S. population. 
 Currently about 21% of Americans smoke, 21% are former 
smokers, and 58% have never smoked cigarettes. In addition, 
21.6% of high school seniors admitted to smoking in 2007. 
Over 75% of smokers have tried to quit, and about 40% try 
to quit each year (Brunnhuber, Cummings, Felt, Sherman, & 
Woodcock, 2007; Sadock & Sadock, 2008; SAMHSA, 2009).

Approximately 28% of adult women and 30% of adult men 
smoke cigarettes for stimulation, to relax or feel better, or due to 
habit. Regular smokers become psychologically dependent on 
cigarettes and fi nd it diffi cult to stop smoking. Tobacco depen-
dence usually begins in late adolescence or by early adulthood 
and may result in tobacco withdrawal when the person attempts 
to stop smoking. Symptoms of withdrawal include a craving for 
tobacco, irritability, diffi culty concentrating, restlessness, anxi-
ety, headache, drowsiness, and gastrointestinal disturbances. 
Nicotine has been linked with respiratory problems such 
as emphysema, chronic bronchitis, and cancer. It can cause 
 hypertension, cardiac disease, and low–birth-weight babies.

DESIGNER DRUGS, CLUB 
DRUGS, AND ANABOLIC 
STEROIDS
Three popular categories of illicit substances that are read-
ily accessible to the public include designer drugs, club 
drugs, and anabolic steroids. To some individuals, these sub-
stances seem harmless. However, in reality, they can cause 
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an ingredient similar to ketamine. Whether consumed in syrup 
form or as tablets, large amounts place abusers at risk of causing 
injury to themselves and others. The abuse of DXM is potentially 
lethal due to hallucinogenic or anesthetic qualities (Mahoney, 
2007). A trendy new hallucinogen, salvia divinorum (a plant in 
the mint family), is being used by college students in the club set-
ting to produce short-lived effects. It is legally available online.

Anabolic Steroids

Anabolic steroids are a family of drugs that includes the natural 
male hormone testosterone and a group of many synthetic ana-
logues of testosterone synthesized since the 1940s. Anabolic 
steroids (eg, methandrostenolone [Dianabol], nandrolone 
[Durabolin], and oxandrolone [Oxandrin]) are used in the 
treatment of anemias, promotion of weight gain, prevention 
of hereditary angioedema, treatment of female sexual dysfunc-
tion, and as a steroid in veterinary medicine. They are Sched-
ule III drugs and are subject to the same regulatory dispensing 
requirements as narcotics. Recent statistics indicate that 
more than one million high school students have tried illegal 
 performance-enhancing drugs at least once and about half that 
many are currently using them. However, little research has 

been conducted to investigate the ergogenic benefi ts or health 
risks in this patient population (Monitoring the Future.org, 
2009). Recent evidence suggests that the typical anabolic user 
is a well-educated, gainfully employed professional earning an 
above-average income, who is about 30 years of age, and not 
active in organized sports or athletic competition (Rhea, et al., 
2008; Sherman, 2008a). Athletes and adolescent men abuse ste-
roids to enhance masculine appearance; men and women abuse 
steroids to maximize physical development. Adverse behavioral 
effects as well as medical complications may result, including 
acne, premature balding or alopecia, jaundice, abnormal liver 
function tests, cerebrovascular disease, and myocardial infarc-
tion. In men, unilateral or bilateral breast enlargement and 
decreased testicular and prostate size may occur. In women, 
menstrual problems, hirsutism, and a deepened voice may 
occur (Riggin, 1996a; Sadock & Sadock, 2008).

PRESCRIPTION DRUG ABUSE
Although almost all prescription drugs can be misused, the 
three classifi cations of drugs most commonly abused are opi-
oids, CNS depressants, and stimulants. Opioids (eg,  morphine, 

TABLE 25.1

Club Drugs: Classifi cation and Potential Adverse Effects

Club Drug Classifi cation Potential Adverse Effects

MDMA (ecstasy) Amphetamine Critical elevation in BP, P

Severe hyperthermia

Heart or kidney failure

Brain damage

Gamma hydroxybutyrate (GHB) CNS depressant (date rape drug) Increased muscle relaxation

Loss of consciousness

Inability to recall information after 
 ingesting drug

Flunitrazepam (Rohypnol)  ketamine CNS depressant (date rape drug) Similar to GHB

Animal anesthetic (similar to 
 phencyclidine [PCP])

Impaired motor function

Elevated BP

Amnesia

Respiratory depression

Seizures

Methamphetamine Addictive stimulant Dramatic CNS effects

Increased energy and alertness

Decreased appetite

Convulsions

Hyperthermia

Tremors

Cerebral vascular accident

Cardiac arrhythmia

National Criminal Justice Reference Service. (2004b). In the spotlight: Club drugs summary. Retrieved February 5, 2006, from http://www.ncjrs.org
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in Beijing has admitted 12 teenagers and young adults who 
have left school because of Internet addiction; that is, they play 
games or are in chat rooms every day. Assessment of these indi-
viduals revealed clinical symptoms associated with substance-
related disorders (eg, depression, anxiety, fear, panic, social 
isolation, sleep disturbances, tremors, paresthesia). Authorities 
in China have begun to shut down Internet cafes because they 
are considered to be eroding public morality (Ang, 2005). In 
the United States, the Center for Online Addiction Recovery 
was founded in 1995 by Dr. K. Young, an expert on Inter-
net addiction and online behavior. The Center is specifi cally 
dedicated to helping people who suffer from this new form 
of addictive behavior. It offers hope and valuable resources to 
those seeking information about Internet addiction (Center for 
Internet Addiction Recovery.com, 2009).

IAD affects everyone involved with the “user,” and, more-
over, there are only few clinicians who know how to treat it. 
Theories explaining why people become addicted to the Inter-
net are similar to those presented earlier in this chapter (eg, 
biologic, genetic, behavioral, etc.). Several research studies are 
being conducted to determine whether this disorder should be 
included as a distinct disorder in the DSM-IV-TR. According to 
unscientifi c studies by the Washington Post and Stanford Uni-
versity, approximately 6% of individuals surveyed stated that 
interpersonal relationships suffered, 9% stated they attempted 
to hide the use, 4% stated they were preoccupied when off-line, 
and 8% stated they used the Internet to escape daily problems. 
Internet addiction has been found to lead to behaviors such as 
gambling, gaming, pedophilia, identity theft, and cyber harass-
ment (Canyon Rehabilitation and Substance Abuse Treatment 
Center, 2009; Duran, 2003).

IMPAIRED NURSE
Nurses, like the rest of the community, can suffer from sub-
stance abuse or dependence. Every year approximately 20% 
of the nursing population is reported to be under the infl u-
ence of drugs and mood altering substances in the workplace. 
Impaired nurses can be a serious threat posing potential risks 
to the health and care of the patients and thus require special 
attention and assessment (Peterson, 2009). Many impaired 
nurses are not aware that they have problems and resist any 
offer of support or help. Others, aware of their shortcomings, 
go to great efforts to mask their addictions. For example, the 

codeine, oxycodone) are generally prescribed to treat pain, 
relieve coughs, and treat diarrhea. CNS depressants (eg, ben-
zodiazepines, barbiturates) are used to treat anxiety and sleep 
disorders and, in higher doses, are used as anesthetics. Stimu-
lants (eg, methylphenidate) may be prescribed to treat sleep 
disorders (eg, narcolepsy), attention defi cit hyperactivity disor-
der (ADHD), and obesity (Roscoe, 2004). Abuse of prescription 
drugs has been a national problem for decades, but recently, 
the number of young Americans using prescription drugs for 
nonmedical purposes has been increasing at an alarming rate. 
In two recent studies, 5.2 million respondents 12 years of age 
or older had used prescription pain relievers (eg, hydrocodone 
and oxycodone) nonmedically in the previous month, a 10% 
increase since 2005. Also, overall nonmedical use of prescrip-
tion drugs among youth 12 to 17 years of age increased by 
12% (Elliott, Souder, Privette, &  Reichardson, 2008; SAMHSA, 
2009). (See Chapter 16 for additional  information regarding 
these drug classifi cations.)

The Controlled Substance Act (DEA, 2009) categorizes 
addictive substances into fi ve categories or schedules depend-
ing upon their value for medical purposes and the potential 
for abuse:

Schedule I: High potential for abuse; no accepted  medical • 
use in the United States under federal law (eg, heroin, 
cocaine, ecstasy, LSD, marijuana)
Schedule II: High potential for abuse; accepted medical • 
use with severe restrictions; may lead to severe physical 
dependence or addiction (eg, oxycodone hydrochloride 
[OxyContin], oxycodone/acetaminophen [Percocet], 
hydromorphone [Dilaudid], morphine)
Schedule III: Less potential for abuse than  Schedules • 
I and II; accepted medical use; abuse may lead to 
 moderate or low physical dependence or addiction (eg, 
anabolic steroids, hydrocodone [Vicodin], codeine, some 
 barbiturates)
Schedule IV: Low potential for abuse relative to drugs • 
listed in Schedules I, II, III; accepted medical use; abuse 
may lead to limited physical dependence or addiction 
(eg, darvon, alprazolam, diazepam, lorazepam)
Schedule V: Low potential for abuse relative to other • 
 controlled substances; accepted medical use; abuse may 
lead to limited physical dependence or addiction (eg, 
cough syrups with codeine)

INTERNET ADDICTION 
DISORDER
Addictions have focused mainly on highs that are produced 
from the use of drugs or other external forces that affect the 
brain’s chemical responses. Researchers have brought to the 
public’s attention that an individual can receive a similar kind 
of “high” from using the Internet and have identifi ed this 
behavior as Internet addiction disorder (IAD). For example, Chi-
na’s fi rst offi cially licensed clinic for Internet addiction located 

SELFAWARENESS PROMPT
Refl ect on your thoughts about substance 

abuse. Do you have any biases or prejudices 
about persons who abuse drugs or alcohol? Do 
you stereotype people because of their cultural or 
ethnic background? What experience infl uenced 
your attitude?
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 characterize clients whose desperation to obtain relief may 
resemble  drug-seeking behavior. Pseudo-addicts may have 
a loss of control over their medication use, seek early pre-
scription renewals, or report that their medication was lost. 
Unfortunately, unresolved pain can lead to true addiction; the 
chronic pain is the client’s biggest fear (Bates, 2005).

During the assessment process, which may occur in the 
emergency room, general hospital, psychiatric unit, or drug 
treatment center, questions are directed toward identifying the 
substance(s) used, amount and frequency of use, duration of 
use, and route of administration if substances other than alco-
hol are involved. Information regarding any prior treatment for 
a substance-related disorder also is important.

Assessment of the Client Who Abuses Alcohol
The assessment of a client who abuses alcohol can be frustrat-
ing as well as challenging for several reasons. The client may 
use defense mechanisms of denial, rationalization, and projec-
tion when confronted about his or her drinking behavior. Fam-
ily members or signifi cant others may also be in denial of the 
client’s drinking problem. Furthermore, they may be enablers 
(ie, perpetuating the person’s dependence on alcohol) who 
share the client’s addiction to alcohol (eg, codependency).

General Description
The nurse uses the interview process to obtain data from the 
client, including the client’s interpretation of the drinking 
problem (alcoholics tend to understate drinking habits) and 
attitude toward control of the problem. Data regarding the 
client’s level of sensorium, mood and affect, ability to com-
municate needs and follow instructions, ability to meet basic 
needs, and general physical condition including organic dis-
ease, head injury, or other trauma are collected. Document 
whether the client is inebriated, undergoing withdrawal, 
dehydrated, malnourished, in any physical distress, or at risk 
for injury due to an unsteady gait or the presence of tremors. 
Also obtain information regarding available support systems 
at this time.

The Clinical Institute Withdrawal Assessment for Alco-
hol (CIWA-Ar), available at www.fpnotebook.com, serves 
as a guide for the nurse during physical assessment of cli-
ents suspected of alcohol abuse. The assessment focuses on 
the client’s general appearance; level of orientation (eg, date, 
time, place); and the presence of clinical symptoms includ-
ing nausea and vomiting (none, intermittent), tremor (with 
arms extended or at rest), paroxysmal sweating (palms, fore-
head), anxiety (mild, moderate, severe), agitation (fi dgets, 
paces), tactile dysfunction (paresthesias), auditory and visual 
disturbances (hallucinations), and headache (none, moder-
ate, severe, extreme). The assessment yields an objective score 
of the client’s potential level of withdrawal (Family Practice 
Notebook.com, 2009).

Behavior
Observe the client’s behavior, documenting whether the client 
is withdrawn, argumentative, hostile, disruptive, combative, 

impaired nurse may repeatedly “call in sick” when, in fact, the 
nurse is experiencing adverse effects of alcohol or substance 
use. Conversely, the impaired nurse may attempt to work in 
spite of lingering effects of substance abuse such as an unsteady 
gait, slight tremors of the upper extremities, or the “smell of 
alcohol” noted on the nurse’s breath. Although the behavior of 
impaired nurses varies according to the substance being used, 
the following actions by the nurse should be considered as 
possible impairment behavior:

Volunteering to work overtime frequently, especially on • 
weekends when staffi ng ratios are less than during the 
weekdays
Leaving the fl oor or unit frequently or spends a consider-• 
able amount of time in the bathroom
Frequently involving in incidents in which clients report • 
they haven’t received relief for pain (narcotic analgesics), 
insomnia (sedative hypnotics), or anxiety (benzodiaz-
epines) although documentation indicates that they have 
received prescribed medication
Exhibiting lapses in memory, changes in personal appear-• 
ance, and appears preoccupied
Being on duty when the inaccurate drug counts occur• 
Giving questionable explanations regarding drug wastage • 
and discrepancies in documentation

Nurses who use or abuse substances can receive help in some 
states from the Board of Registration in Nursing, which may 
offer substance abuse rehabilitation programs. For example, in 
1983, the state of Florida established the Intervention Proj-
ect for Nurses (IPN). Objectives of the IPN focus on the early 
intervention and close monitoring of nurses who are deemed 
unsafe to practice; providing a program for affected nurses to 
be rehabilitated in a therapeutic, nonpunitive, and confi den-
tial process; and providing an opportunity for the retention 
of nurses. If the nurse enters a program voluntarily and suc-
cessfully completes it, he or she will avoid disciplinary action 
and loss of license (IPN, 2001–2006). Since 1983, several state 
boards of nursing have developed similar programs.

THE NURSING PROCESS

Assessment
Data collection is the necessary fi rst step in addressing the 
quality of the health of the client. The data collection process 
must be continual, systematic, accurate, and comprehen-
sive to enable the addictions nurse and other members of 
the treatment team to reach sound conclusions, plan and 
implement interventions, and evaluate care (ANA & NNSA, 
1988, p. 6).

Clients suffering severe, inadequately treated chronic pain can 
closely resemble individuals with a substance-related  disorder, 
posing assessment, diagnostic, and nursing  management 
 challenges. The term pseudo-addicts has been used to 
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Screening Tools for Alcohol Use or Abuse
Several screening tools are frequently used during the 
 assessment process. They include the Michigan Alcohol Screen-
ing Test (MAST) (Box 25-1) and the CAGE Screening Test for 
Alcoholism (Box 25-2). The Alcohol Use Disorders Identifi -
cation Test (AUDIT) also may be used. The AUDIT contains 

or exhibiting any behavioral symptoms due to the presence 
of hallucinations, illusions, or delusions. Also note whether 
the client has exhibited any suicidal or homicidal thoughts or 
behaviors in the past. Finally, ask the client about any history 
of driving while under the infl uence or any other legal charges 
related to the use of alcohol (Schultz & Videbeck, 2009).

Michigan Alcohol Screening Test (MAST)

The MAST involves a list of 26 questions, each with a 
specifi c point score. A total of 5 or more points on the 
MAST indicates the presence of alcoholism. A total of 
4 points suggests a potential problem with alcohol. A 
total of 3 or fewer points indicates that the individual 
does not have a problem with alcohol.

Points Questions

(0) 1.  Do you enjoy a drink now and then?
(2) 2.  Do you feel you are a normal drinker?a

(2) 3.  Have you ever awakened the morning 
after some drinking the night before and 
found that you could not remember a 
part of the evening before?

(1) 4.  Does your spouse (or parents) ever worry 
or complain about your drinking?

(2) 5.  Can you stop drinking without a struggle 
after one or two drinks?a

(1) 6.  Do you ever feel bad about your drink-
ing?

(2) 7.  Do friends and relatives think you are a 
normal drinker?a

(0) 8.  Do you ever try to limit your drinking 
to certain times of the day or to certain 
places?

(2) 9.  Are you always able to stop drinking 
when you want to?a

(4) 10.  Have you ever attended a meeting of 
Alcoholics Anonymous (AA)?b

(1) 11.  Have you gotten into fi ghts when drink-
ing?

(2) 12.  Has drinking ever created problems 
between you and your spouse?

(2) 13.  Has your spouse (or other family mem-
ber) ever gone to anyone for help about 
your drinking?

(2) 14.  Have you ever lost friends or girlfriends 
or boyfriends because of drinking?

(2) 15.  Have you ever gotten into trouble at 
work because of drinking?

(2) 16.  Have you ever lost a job because of 
drinking?

(2) 17.  Have you ever neglected your obli-
gations, your family, or your work for 
two or more days because you were 
 drinking?

(1) 18.  Do you ever drink before noon?
(2) 19.  Have you ever been told you have 

liver trouble or cirrhosis?
(2) 20.  Have you ever had DTs, severe shak-

ing, heard voices, or seen things that 
were not there after heavy drinking?

(9) 21.  Have you ever gone to anyone for 
help about your drinking?

(4) 22.  Have you ever been in a hospital 
because of drinking?

(0) 23.  a. Have you ever been a patient in a 
psychiatric hospital or on a psychiatric 
ward of a general hospital?

(2)   b. Was drinking part of the problem 
that resulted in hospitalization?a

(0) 24.  a. Have you ever been seen at a 
psychiatric or mental health clinic, or 
gone to any doctor, social worker, or 
clergyman for help with an emotional 
problem?

(2)   b. Was drinking part of the problem?
(2) 25.  Have you ever been arrested, even 

for a few hours, because of drunk 
 behavior?

(2) 26.  Have you ever been arrested for drunk 
driving?

A total of 4 or more points is presumptive evidence of alcoholism, while a 5-point total would make it extremely unlikely that the 
individual was not alcoholic. However, a positive response to questions 10, 23, or 24 would be diagnostic; a positive response indicates 
alcoholism.
aNegative responses are indicative of alcoholism.
bPositive response would be diagnostic of alcoholism.
From Gallant, D.S. (1982). Alcohol and drug abuse curriculum guide for psychiatric faculty (pp. 53–54). Rockville, MD: National  Institute on 
Alcohol Abuse and Alcoholism.

BOX 25.1
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to predict alcohol withdrawal syndrome and/or postsurgical 
complications (Miller, Dominick, & Anton, 2005). Table 25-2 
summarizes blood alcohol levels and associated fi ndings, com-
paring various blood alcohol levels, the approximate amount 
of beverage for each level, effects of alcohol, and the amount of 
time it takes alcohol to leave the body (Altrocchi, 1980; Liska, 
2003). A neurologic evaluation may be requested, as well as 
a psychiatric consultation, to rule out coexisting psychiatric 
 disorders such as depression, delirium, dementia, or anxiety.

Assessment of the Client Who Abuses Substances 
Other Than Alcohol
The client who abuses substances other than alcohol presents 
many challenges because of fear, dependency needs, feelings 
of insecurity, low self-esteem, the inability to cope, a low toler-
ance for frustration or anxiety, rebellion, or boredom. Clients 
who self-prescribe medication frequently do not admit read-
ily to substance abuse. Defense mechanisms such as rational-
ization, projection, and repression commonly are exhibited. 
Therefore, obtaining a family history and information from sig-
nifi cant others regarding the client’s use of drugs is an impor-
tant element of the assessment. Such information can help the 
nurse determine whether a client has a pseudo-addiction or a 
substance-related disorder (Bates, 2005).

The nurse should keep in mind that the assessment of cli-
ents with a marijuana-related disorder can be diffi cult because 
clients do not recognize that they have a problem, and abuse 
and associated problems commonly develop slowly. Individ-
uals seeking treatment for cocaine addiction can be diffi cult 
to assess because they are likely to be polysubstance abus-
ers. Also, clients with heroin addiction may require a detailed 
assessment that focuses primarily on detoxifi cation (Goulding 
& Shank, 2005).

General Description
In addition to using the assessment format described for the 
client who abuses alcohol, the nurse must be able to recognize 
symptoms of drug overdose or drug withdrawal during the 
collection of data. Keep in mind that clients who abuse drugs 
often take multiple drugs to achieve desired effects. Each drug 
reacts differently and is identifi ed in part by physical and behav-
ioral manifestations. Therefore, focus assessment measures on 
obtaining baseline data and monitoring vital signs (some drugs 
will depress vital signs; others will cause an elevation); observ-
ing for signs of CNS depression, such as irregular respirations; 
recognizing signs of impending seizures or coma; assessing 
the client for cuts, bruises, infection, or needle tracks; assess-
ing general nutritional status; determining the client’s level of 
sensorium; and listening to physiologic complaints (Rodgers, 
2006; Schultz & Videbeck, 2009).

Behavior
Also monitor the client’s behavior. Focus on the client’s history 
of suicidal ideation or attempts; withdrawal symptoms, includ-
ing hallucinations, confusion, tremors, seizures, and the like; 
longest drug-free period; and desire for treatment.

10  questions about quantity and frequency of drinking, 
 bingeing, and drinking consequences. Because of its emphasis 
on drinking within the last year, this self-administered screen-
ing tool may not identify clients with previous drinking prob-
lems. Alcoholics Anonymous has also developed a 12-question 
quiz to identify teenagers at risk for alcohol use or abuse. 
Experts caution that brief screening tests may be less effective 
in some populations. These implications could have a signifi -
cant importance, given the number of individuals who abuse 
alcohol. Screening tools are available at the National Institute 
on Alcohol Abuse and Alcoholism Web site: http://www.niaaa.
nih.gov/ (McKay, 2007).

Diagnostic Tests
During admission, a breath analyzer reading may be per-
formed to determine whether the client is intoxicated or in the 
withdrawal process. Diagnostic laboratory tests include liver 
function tests and mean corpuscular volume, which, when ele-
vated, are indicators of heavy alcohol use. Other tests, such as 
blood alcohol level or urine screen for alcohol, may be ordered 
depending on the physical condition of the client or complaints 
verbalized during the assessment process. The Food and Drug 
Administration (FDA) has approved the use of a diagnostic 
test, the Carbohydrate-defi cient Transferrin Test (%CDT), for 
detecting alcohol abuse. Recommended use includes detecting 
heavy alcohol consumption, monitoring abstinence, and iden-
tifying relapse in clients with alcohol use disorders. The %CDT 
has been effective in screening clients with diseases possibly 
triggered by alcohol use, detecting alcohol use disorders in hos-
pitalized clients, and screening presurgical and trauma clients 

CAGE Screening Test for Alcoholism

The CAGE tool involves a list of four questions. 
A positive response to one question in the CAGE 
questionnaire indicates the individual has a potential 
problem with alcoholism. Two affi rmative responses 
correctly identify 75% of persons with an alcohol 
problem.

1.  Have you ever felt you ought to Cut down on 
your drinking?

2.  Have people Annoyed you by criticizing your 
drinking?

3.  Have you ever felt bad or Guilty about your 
drinking?

4.  Have you ever had a drink fi rst thing in the morn-
ing to steady your nerves or get rid of a hang-
over (Eye-opener)?

BOX 25.2

From Ewing, J.A. (1984). Detecting alcoholism: The CAGE 
questionnaire. Journal of the American Medical Association, 252, 
1905–1907.
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 Institute on Drug Abuse has launched NIDAMED, a collection 
of tools and resources, to help primary care clinicians screen 
clients for substance use. Resources include an online screen-
ing tool directing the clinician to ask the client one prescreen-
ing question: “In your life, which of the following substances 
have you ever used?” Seven additional questions are asked to 
help determine the type, frequency, and impact of the client’s 
substance use and to provide a score denoting the client’s level 
of risk. NIDAMED is available at http://www.drugabuse.gov/
nidamed.

Diagnostic Tests
Drug screening can be done with a variety of bodily speci-
mens including hair, urine, gastric contents, and blood. For 

Screening Tools
Two frequently used assessment tools in clinical settings with 
individuals who have a problem with substance-related disor-
ders include the Diagnostic Interview Schedule (DIS), which 
contains an alcohol-dependence subscale, and the Addiction 
Severity Index (ASI), designed to assess alcohol and drug use 
as well as the medical, psychological, and legal complica-
tions of use within the family, employment, and social settings 
 (Riggin, 1996b). Both tools can be used to assess the client 
who abuses substances to rule out the presence of comorbid 
alcohol and drug abuse. A third tool, UNCOPE, is a six-ques-
tion survey to provide a simple and quick means of identifying 
risk for abuse or dependence of alcohol or drugs when nei-
ther is clearly identifi ed as a problem. In addition, the National 

TABLE 25.2

Comparison of Blood Alcohol Levels

Blood Alcohol 
Level (%)

Approximate Amount of 
Beverage Effects of Alcohol

Time Needed for  Alcohol 
to Leave the Body

0.03 1 cocktail, 1 bottle beer, or 
51 1/42

 oz wine
Slight tension

Euphoria

Feeling of superiority

2 hours

0.06 2 cocktails, 3 bottles beer, or 11 
oz wine

Feeling of warmth and relaxation

Decreased mental effi ciency

Loss of normal inhibitions

Loss of some motor coordination

4 hours

0.09 3 cocktails, 5 bottles beer, or 
161 1/42

 oz wine
Talkative

Clumsy

Exaggerated behavior

6 hours

0.10 3–5 cocktails, 6–7 bottles beer, 
or 20–22 oz wine

Legally drunk in most states

Impaired motor, mental, and speech activity

Decreased feelings of guilt

6 hours

0.15 5–7 cocktails or 26–27 oz wine Gross intoxication

Slurred speech

Impaired motor coordination

10 hours

0.20 8 cocktails Angers easily

Motor abilities severely impaired

Blackout level

Unable to recall events

At least 10 or more hours

0.30 10 cocktails Stupor likely; possible aggressive behavior

Death may occur due to deep anesthetic 
effect or paralysis of the respiratory center.

0.40 13 cocktails Coma leading to death

0.60 20 cocktails Severely impaired breathing and heart rate

Death will probably occur.
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Nursing Diagnoses
The use of accepted diagnostic classifi cation systems facilitates 
communication about the client’s actual and potential health 
problems and response to these problems. The diagnoses 
identify the health needs requiring nursing interventions 
(ANA & NNSA, 1988, p. 7).

Clients who use or abuse substances may have poor general 
health and inadequate nutrition. They are more susceptible to 
infections and medical complications. Sensory or perceptual 
alterations may occur, and there is a potential for injury result-
ing from impaired memory or cognition. Communication and 
social interaction may be impaired. Family dynamics may be 
dysfunctional. A dual diagnosis may exist (see Chapter 32). 
Examples of North American Nursing Diagnosis Association 
(NANDA) Nursing Diagnoses for clients with substance-related 
disorders are presented in the accompanying box.

Outcome Identifi cation

Outcomes focus on providing a safe environment to prevent 
injury; stabilizing existing medical complications secondary 

example, cannabis may be detected in urine from 7 to 30 days 
after use and in blood for up to 15 weeks after use. Gastric 
contents have been tested in individuals suspected of ingest-
ing drugs to smuggle them into the country. Although urine 
drug screening is the preferred method because it is more eas-
ily performed and more economical, hair testing can be used to 
determine when drug use has occurred and can usually detect 
results up to 90 days after use. The nurse should be aware that 
several products to mask controlled substances in the urine are 
 available for purchase via the Internet (eg, Carbo  Cleansing 
Shakes, Constant Cleanze, Herbal Pre-Cleanse, Pure Gold, 
Urinegative) (Colyar, 2003). Additional tests may include liver 
profi le, electrolytes, or testing for the human immunodefi -
ciency virus (HIV; see Chapter 34). In a crisis, data collection 
focuses on whatever is essential for immediate care. Rodgers 
(2006) provides a detailed description of assessment of clients 
with clinical symptoms of drug intoxication.

Transcultural Considerations
There are wide cultural variations in attitudes toward sub-
stance consumption, patterns of use, accessibility of sub-
stances, physiologic reactions to substances, and prevalence 
of substance- related disorders. For example, Asians have a 
genetic intolerance to alcohol even when consumed in small 
amounts. Some cultures forbid the use of alcohol or drugs, 
whereas other cultures include alcoholic beverages with their 
meals and accept the use of various substances to achieve 
mood-altering effects (APA, 2000).

Substance abuse is never static. The availability of new 
illicit drugs, changing circumstances in our communities, and 
generational shifts fuel new problems. New heroin use now 
occurs in suburbia rather than in urban centers. Britain’s rave 
culture is now estimated to include 500,000 people. Colum-
bia, Puerto Rico, Mexico, and parts of Asia are known for their 
drug cultures and illicit drug traffi cking. Rave parties and clubs 
have become popular in the United States. There has been an 
increase in the use of ecstasy, ketamine, and “roofi es” or date 
rape drugs imported from Mexico.

Andrews and Boyle (2008) discuss several cultural views 
about substance use including the use and abuse of alcohol by 
adolescents. It is noted that most teenagers have their fi rst alco-
holic drink between the ages of 12 and 15 years. Alcohol may 
serve as an informal rite of passage from childhood to adult-
hood for African American teens. Studies indicate that alcohol 
use among White and Native American males is relatively high 
compared with consumption by African American and Asian 
American teens. The reason for drinking cited by White, Afri-
can American, and Hispanic adolescents was to relax. Indochi-
nese youths indicated that they drink to forget.

Clients from diverse cultural backgrounds have often 
been “treated” from a unicultural perspective, with limited 
approaches to fi t the client’s cultural background or needs. 
Nurses need to be aware of these cultural variations including 
the social, environmental, and development trends, keeping 
them at the forefront when assessing the client (Andrews & 
Boyle, 2008).

EXAMPLES 
OF NANDA NURSING DIAGNOSTICS

SUBSTANCE-RELATED DISORDERS

Anxiety related to misperception of environmen- •
tal stimuli
Ineffective Health Maintenance related to chemi- •
cal use
Ineffective Health Maintenance related to fl uid  •
and electrolyte imbalance
Imbalanced Nutrition: Less than Body Require- •
ments related to chronic alcohol intake or sub-
stance abuse
Hopelessness related to addiction •
Impaired Verbal Communication related to reluc- •
tance to talk about personal matters
Impaired Social Interaction related to unpredict- •
able or irresponsible behavior patterns
Ineffective Denial related to rationalization •
Ineffective Coping related to effects of chemical  •
use
Defi cient Knowledge regarding illness related to  •
inadequate understanding of information pre-
sented
Risk for Injury related to confusion •
Risk for Injury related to seizure activity •
Risk for Other-Directed Violence related to feel- •
ings of fear
Disturbed Sleep Pattern related to withdrawal  •
symptoms
Spiritual Distress related to despair •
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social, and pharmacologic aspects of the client’s substance 
abuse; involves the client and family; and includes a multi-
disciplinary approach (Rodgers, 2006; Schultz &  Videbeck, 
2009).

Stages of Change Model
The Stages of Change Model, developed by Prochaska and 
DiClemente (1982), is based on scientifi c investigation of 
change in humans. Their model conceptualizes change as 
several stages that require alterations in attitude in order to 
progress. They contend that it is quite normal for people to 
experience several trips through the stages to make lasting 
change because change is diffi cult, and it is unreasonable to 
expect everyone to be able to modify a habit perfectly without 
relapse. The stages identifi ed by Prochaska and DiClemente 
include precontemplation, contemplation, preparation, deter-
mination, action, maintenance, and relapse (Table 25-3).

The model can address various substance-related disorder 
issues such as enabling behavior between the client and fam-
ily, codependency, or substance abuse. As noted earlier, relapse 
can occur at any time after the client agrees to  treatment 
 (Westermeyer, 2005).

Implementation
Addictions nursing addresses an area of concern extending 
over the entire health-care continuum. Addictions nursing 
interventions consist of all those nursing actions that are 
directed toward fostering adaptive human responses to actual 
or potential health problems stemming from patterns of abuse 
or addiction (ANA & NNSA, 1988, p. 9).

Attitudes of nursing personnel can infl uence the quality of care 
given to clients who abuse substances. Nurses may exhibit 
disapproval, intolerance, moralistic condemnation, anger, or 
disinterest. Displaying an accepting, nonjudgmental attitude 
or assisting clients with their activities of daily living as they 
exhibit manipulative, noncompliant, aggressive, or hostile 
behavior is diffi cult. Various approaches can be used to pro-
vide effective care. These include maintaining one-to-one con-
tact, orienting the client to reality, speaking slowly and clearly 
in a low voice, avoiding either negative or positive judgments, 
and offering support if the client is willing to verbalize feelings 
about his or her situation.

Clients with the diagnosis of a substance-related disorder 
often require placement in a safe environment as the nursing 
staff provides assistance in meeting the client’s basic needs; 
monitors the client’s medical condition; uses interventions to 
stabilize the client’s medical condition and behavioral prob-
lems; and assists with medication management, intervention 
strategies, interactive therapies, and client education.

Provision of a Safe Environment
Client safety is a priority because the client may exhibit clini-
cal symptoms of overdose, intoxication, or withdrawal. The 
client also may react to substance-induced internal stimuli 
such as hallucinations or delusions, placing him or her at risk 
for injury to self or others. It may be necessary to place the 
hospitalized client in a room near the nurses’ station or where 

to substance use or abuse; improving impaired cognition and 
communication; establishing nutritious eating patterns; estab-
lishing a balance of rest, sleep, and activity; establishing alter-
native coping skills; and resolving any personal or family issues 
related to the client’s disorder. Examples of stated outcomes for 
clients with substance-related disorders are highlighted in the 
accompanying box.

Planning Interventions
The nursing plan of care documents the human response 
 patterns that will be addressed by nursing interventions; 
guides each nurse to intervene in a manner congruent with 
client needs and goals; and provides outcome criteria for 
measurement of client progress. Upon the basis of this plan, 
nurses can contribute effectively to formulation of the mul-
tidisciplinary treatment plan and collaborative therapeutic 
interventions (ANA & NNSA, 1988, p. 8).

The treatment of a client with a substance-related disorder can 
be complex and must address a variety of problems. For exam-
ple, is the client intoxicated or at risk for withdrawal because 
of abrupt cessation of alcohol or a specifi c drug, or has the cli-
ent overdosed? There is a growing tendency among substance 
abusers to take a combination of substances simultaneously 
(polysubstance abuse). Primary interventions should focus on 
support of respiratory and cardiovascular functions, defi ni-
tive treatment for overdose, reduction of any toxicity that may 
be present, and protection from injury. Planning is similar 
to that used when caring for clients with eating disorders, 
because both client populations typically deny their illness 
and refuse care. Thus, planning focuses on  psychobiologic, 

Examples of Stated Outcomes

SUBSTANCE-RELATED DISORDERS

The client will be physically safe and without injury. •
The client will establish nutritious eating patterns. •
The client will demonstrate decreased hostile or  •
aggressive behavior.
The client will establish a balance of rest, sleep,  •
and activity.
The client will verbalize increased self-esteem. •
The client will abstain from drug and alcohol use. •
The client will report decreased feelings of fear  •
or anxiety.
The client will express feelings openly. •
The client will identify negative effects of his or  •
her behavior on others.
The client will verbalize acceptance of personal  •
responsibility for his or her behavior.
The client will express acceptance of chemical  •
dependence as an illness.
The client will verbalize the need for medication  •
compliance.
The client will demonstrate appropriate social skills. •
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 encephalopathy or coexisting neurologic disorders. McCabe 
(2001) and Rodgers (2006) address the additional emergency 
care of clients exhibiting clinical symptoms of alcohol with-
drawal delirium and drug intoxication; detailed emergency 
care interventions are beyond the scope of this discussion.

Stabilization of Behavior
Clients who abuse substances are often manipulative and prone 
to staff-splitting. They may continue to exhibit drug-seeking 
behavior despite placement in a secure, controlled environ-
ment. Clients have been known to have peers bring alcoholic 
beverages or drugs to them during treatment. Antipsychotics 
may be required during an acute psychotic episode. Protocols 
for the use of specifi c psychoactive medications to be used 
during an acute substance-induced psychotic episode must be 
readily available on the client’s medical record.

Medication Management
Varied individualized pharmacological treatment modalities 
may be needed by clients during their health maintenance, 
withdrawal, and recovery process. Pertinent clinical observa-
tions and  judgments must be made concerning the effects of 
medications used with reference to the stages of this process 
and the nature of the abuse or addiction problem (ANA & 
NNSA, 1988, p. 14).

Caution is used when prescribing medication for clients with 
a history of substance use or abuse. Unnecessary drugs should 
be avoided, and CNS stimulants are not advised because they 
may cause seizures. During the initial pharmacologic interven-
tion for a client with clinical symptoms of overdose, the specifi c 

the staff can observe the client closely. Reduce stimuli to mini-
mize the possibility of illusions or agitation by placing the cli-
ent in a partially lighted room. Chapter 31 discusses nursing 
interventions for clients who exhibit self-abusive or suicidal 
behavior.

Assistance in Meeting Basic Needs
Nursing interventions focus on providing adequate hydration 
and nutrition and assisting the client with personal hygiene 
and activities of daily living. Promoting a balance of sleep, rest, 
and activity and monitoring the client’s elimination patterns 
also are important.

Stabilization of Medical Condition
Several medical problems are associated with substance abuse 
(Box 25-3). Seizures can occur during withdrawal from various 
substances. Therefore, institute seizure precautions to mini-
mize chances of injury. Intravenous (IV) barbiturates may be 
required to control extreme agitation. The client is at risk for 
fl uid and electrolyte imbalance caused by severe dehydration 
or malnourishment. Monitor intake and output. If the client is 
vomiting, IV therapy may be necessary.

Also assess vital signs frequently for changes (eg, clients 
who overdose on methamphetamine are at risk for hyper-
thermia as well as seizures) and observe for signs of impend-
ing or current delirium tremens (DTs) (Fig. 25-2). Because of 
the substance’s effect on the heart, cardiac status may require 
monitoring. Laboratory tests may need to be repeated because 
of abnormal values. A computed tomography scan and elec-
troencephalography may be ordered to rule out metabolic 

TABLE 25.3

Stages of Change Model Applied to Alcohol or Substance Abuse

Stage of Change Description Nursing Interventions

Precontemplation The client seems unaware of problem. Ask the client what he or she considers to be problematic 
substance abuse.

Contemplation The client is aware of problem but is not 
motivated to change.

Offer assistance.

Discuss pros and cons of substance abuse.

Discuss possible solutions that have been effective for others.

Preparation The client is getting ready to change. Support smallest effort to change.

Review and recommend treatment options such as AA or NA.

Determination The client develops a plan to seek help. Offer support.

Action The client actively engages in change process 
and achieves abstinence.

Continue to offer support.

Monitor effi cacy of treatment.

Maintenance The client actively works to prevent relapse. Ask the client to identify positive coping skills.

Assist with problem-solving.

Encourage participation in support groups.

Relapse The client returns to drinking or substance 
abuse.

Help the client identify triggers that lead to relapse. Discuss 
strategies to prevent further relapse.
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if the client is somnolent and not readily arousable.  During 
DTs,  benzodiazepines such as lorazepam (Ativan) or diazepam 
(Valium) are generally administered intravenously until the cli-
ent’s symptoms stabilize. Ascorbic acid may be given to enhance 
excretion of the drug through acidifi cation of the urine. Thia-
mine is generally prescribed because the client may exhibit a 
defi ciency state that can affect the CNS, gastrointestinal tract, 
and circulatory system. Diazepam may be used to decrease anx-
iety, to reduce the possibility of seizures, or to provide skeletal 
muscle relaxation (Bernstein, 1995; Cornish, McNicholas, & 
O’Brien, 1995; Rodgers, 2006; Sadock & Sadock, 2008).

Detoxifi cation (Detox)
Detoxifi cation (ie, medical intervention to relieve withdrawal 
symptoms while clients adjust to a drug-free state) is not nec-
essary when treating clients who abuse marijuana, amphet-
amines, or cocaine. Rapid detoxifi cation is a term used to 
describe a specifi c type of detox that occurs under anesthesia, 
allowing clients to return to a productive life in a matter of 
days and eliminating the need to be hospitalized or participate 
in rehabilitation programs (Addiction Help Services, 2006).

Some substance-use disorders may require specifi c inter-
ventions to relieve withdrawal symptoms. For example, clients 
who abuse hallucinogens may require 3 months of neuroleptic 
or antipsychotic maintenance therapy to avoid the risk of recur-
rent symptoms. Methadone is given to clients who abuse opi-
oids and synthetic substances to replace their usual substance 
of abuse. Like opioids, methadone acts on receptors in the brain 
that control pain and mood. It decreases the severity of with-
drawal and cravings without oversedation. While methadone 
can in itself be physically addicting, research clearly shows that 
this agent helps normalize the function of body systems that 
were previously impaired by opioid abuse (Behr, 2008). Clo-
nidine (Catapres) is then given during the detoxifi cation from 
methadone. Buprenorphine (Suboxone) and buprenorphine/
naloxone (Suboxone sublingual tablet) are opioid-agonist 
medications approved for treatment of opioid dependence. 
They provide less risk of respiratory depression, less physical 
dependence, and easier medical withdrawal than methadone 
when discontinuation is appropriate for the individual client. 
Abrupt discontinuation of sedatives may be fatal due to status 
epilepticus, hyperthermia, or possible intravascular coagula-
tion. Long-term use of low doses of sedatives may produce 
discomfort when drug use is stopped, but detoxifi cation is not 
generally required (Bernstein, 1995; Sadock & Sadock, 2008). 
Table 25-4 lists initial treatment options to counteract adverse 
physiologic or behavioral effects of various substances.

Detox may be done in a variety of settings depending upon 
the client’s medical status. A summary of nursing interventions 
generally provided during detox follows (Rodgers, 2006):

 1. Secure and protect the airway if the client is unconscious.
 2. Monitor vital signs, ECG, and provide for oxygen as 

needed.
 3. Administer prescribed meds as necessary to reduce risk of 

seizure activity; manage hypotension, hypertensive crisis, 
or hypoglycemia; or provide sedation as necessary.

drug antagonist is given if the substance of abuse is known. 
For example, naloxone (Narcan) or buprenorphine (Suboxone) 
are indicated for the treatment of opiod dependence. Acti-
vated charcoal may be given to minimize absorption and has-
ten excretion of a drug taken by mouth. If the drug of choice 
is unidentifi able, the client’s symptoms are treated. Dextrose 
may be given intravenously to rule out hypoglycemic coma 

FIGURE 25-2 The nurse assessing the blood pressure of 
a client experiencing alcohol withdrawal.

Medical Problems Associated with Substance 
Abuse

Cardiovascular: Myocardial ischemia, arrhythmias, 
cardiomyopathies, bacterial endocarditis, throm-
bophlebitis, cardiac arrest

Respiratory: Respiratory infections, pulmonary 
embolism, cancer

Gastrointestinal: Constipation, colitis, intestinal 
ischemia, hepatic dysfunction, gastroduodenal ulcer

Renal: Renal failure, rhabdomyolysis

Neurologic: Seizures, dementia, amnesia

Endocrine: Amenorrhea, adrenergic effects mim-
icking hyperthyroidism

Obstetric: Complications during pregnancy, birth 
defects

Oral: Dental caries, gingival ulceration

Other: Malnutrition, vitamin defi ciencies, fl uid and 
electrolyte imbalance, skin abscesses, cellulitis, 
male impotence, HIV/AIDS

BOX 25.3
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Naltrexone (Depade, ReVia) is another drug approved for 
use in the treatment of alcoholism. Naltrexone blocks opioid 
receptors in the brain. When given with alcohol consumption 
(“targeted” use), it blocks the pleasurable effects of alcohol and 
reduces the craving. It also helps clients to remain abstinent and 
interferes with the urge to drink during a relapse. It is consid-
ered to be an extremely effective therapy for alcohol addiction 
(eg, approximately 70% effective in reducing craving and block-
ing the reinforcing effects of alcohol). Naltrexone should not be 
prescribed for clients with severe liver disease. An intramuscular 
form of naltrexone (Vivitrol 380 mg) given monthly has proven 
to improve alcohol dependence treatment adherence. The 
injectable regimen ensures clients will return for monthly visits, 
which gives the clinician the opportunity to monitor progress 
and address problems. The use of naltrexone is contraindicated 
in clients with hepatitis or liver failure and in those who have 
recently taken opioid drugs (Brown, 2008; Internet Alcohol 
Recovery Center, 2003; Rosenthal, 2006; Sherman, 2008b).

Acamprosate (Campral), a GABA analogue, reduces dis-
comfort (eg, restlessness, anxiety, dysphoria, insomnia) com-
mon within the fi rst 6 months of alcohol abstinence. Although 
acamprosate inhibits the release of glutamate, an excitatory 
neurotransmitter, it does not block the high associated with 
alcohol consumption, diminish withdrawal symptoms, or 
cause alcohol aversion or unpleasant reactions. The National 
Institute on Alcohol Abuse and Alcoholism recently funded a 
study to compare the effi cacy of naltrexone, acamprosate, and 
both agents (naltrexone/acamprosate) in combined pharmaco-
therapy. Preliminary safety, tolerability, and adherence results 
for acamprosate have been promising; however, its three-times-
a-day dosing is a drawback. The drug is eliminated through 
the kidneys and should be given at half  dosage to clients 

 4. Draw blood samples as ordered.
 5. Monitor for and anticipate complications such as seizures, 

dysrhythmias, cerebral hypoxia, or respiratory arrest.
 6. Closely monitor the client to prevent self-harm or harm to 

staff.
 7. Provide therapeutic interventions to reduce anxiety, fear, 

or clinical symptoms of depressed mood.

Disulfi ram and Naltrexone Therapy (Alcohol 
Aversion Therapy)
Substance use creates a hold on the user by operant condition-
ing. Each time a substance is taken, it stimulates the release 
of endorphins, a morphine-like action that encourages the 
individual to think about and seek the substance. However, 
learning can be reversed through extinction of the individual’s 
desire to think about or seek the substance (Sherman, 2001).

Aversion therapy, one way of reversing the individual’s 
desire to seek and use an illicit substance, consists of giving a 
drug such as emetine (an extract of the ipecac root) and then 
following it with alcohol. Nausea and vomiting are induced by 
the emetine, causing an aversion to alcohol based on the refl ex 
association between alcohol and vomiting.

Disulfi ram (Antabuse) is another drug that may be used 
to cause an aversion to alcohol. This drug interferes with the 
breakdown of alcohol, causing an accumulation of acetalde-
hyde, a by-product of alcohol, in the body. The person who 
takes disulfi ram and drinks alcohol experiences severe nausea 
and vomiting, hypotension, headaches, rapid pulse and respi-
rations, fl ushed face, and bloodshot eyes. This reaction lasts as 
long as there is alcohol in the blood. Persons with serious heart 
disease, diabetes, epilepsy, liver impairment, or mental illness 
should not take disulfi ram (Sherman, 2008b).

TABLE 25.4

Treatment Options for Substance Abuse

Substance Treatment Options

Heroin Methadone, LAAM (levo-alpha-acetyl-methadol), naltrexone; maintenance therapy may be necessary.

Narcotics/opioids Methadone, LAAM, or switch client to a comparable drug that produces milder withdrawal symptoms and then 
gradually taper off the substitute medication

Alcohol Disulfi ram to discourage use of alcohol, naltrexone (ReVia), or benzodiazepines

Hallucinogens Diazepam, haloperidol, or talk down

Sedatives Diazepam; detoxifi cation should occur on an inpatient unit.

Inhalants Haloperidol for psychotic symptoms

Amphetamines Ammonium chloride, antipsychotics, tricyclic antidepressants, diazepam, or propranolol; inpatient unit if client is 
suicidal, psychotic, or violent

Phencyclidine Hospitalization, because death may occur secondary to hyperpyrexia; IV medications such as benzodiazepines, 
haloperidol; antihypertensive drug (phentolamine), ammonium chloride, ascorbic acid, cranberry juice

Cannabis Anxiolytic, antipsychotic, antidepressant

There are currently no medications approved by the Food and Drug Administration (FDA) for treating addiction to cocaine, LSD, PCP, marijuana, methamphetamine, and other stimu-
lants, inhalants, or anabolic steroids. Medications are used to treat adverse health effects of these drugs, such as seizures or psychotic reactions. Currently, a top research priority is the 
development of a medication useful in treating cocaine addiction.
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drink. Ondansetron (Zofran), an antiemetic that affects the 
serotonin system, has shown to be effective in individuals who 
develop alcoholism before the age of 25 years. Other off-label 
drug studies include baclofen (Lioresal), rimonabant, meman-
tine (Namenda), and the Chinese herbal medicine kudzu 
(Brown, 2008; Kelly, 2005).

Harm Avoidance or Reduction
Harm avoidance or reduction is a new concept that has been 
embraced for alcohol treatment. The goal of harm avoidance 
or reduction is to minimize the negative consequences of con-
tinued alcohol abuse for the individual abuser and society at 

with renal insuffi ciency or avoided altogether.  Acamprosate is 
not  indicated for use in children, adolescents, or the elderly 
(Brown, 2008; Connery & Weiss, 2005; Sherman, 2008b). 
Drug Summary Table 25-1 highlights the major drugs used for 
substance-related disorders.

Several research studies regarding off-label uses of drugs 
to reduce alcohol craving highlight advances of the harm 
avoidance concept. The anticonvulsants topiramate (Topamax) 
and gabapentin (Neurontin) target the glutamate (excitatory) 
and GABA (inhibitory) activity systems of the brain and are 
believed to relieve craving, improve impaired control, reduce 
withdrawal symptoms, and eliminate the desire or urge to 

DRUG SUMMARY TABLE 25.1

Substance-Related Disorders: Drugs Used for Detox

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: Anticonvulsants

carbamazepine (Tegretol) 600–1,200 mg Give with food to prevent GI upset; arrange for liver function tests to rule out 
liver dysfunction; monitor for drowsiness, dizziness, GI disturbance, and skin 
rash.

valproate (Depakote) 500–1,500 mg Obtain lab work regarding liver function, platelet count, and ammonia levels; 
discontinue the drug if rash occurs; monitor for bruising, jaundice, sedation, 
and increased tremor if exhibiting DTs.

Drug Class: Benzodiazepines

chlordiazepoxide (Librium) 25–300 mg Expect parenteral form to be given initially (50–100 mg) and then orally with 
repeated doses not exceeding 300 mg in 24 hours; follow detox or withdrawal 
protocol regarding obtaining vital signs and providing a safe environment 
to prevent injury due to possible drowsiness, disorientation, confusion, and 
restlessness.

diazepam (Valium) 2–40 mg Follow detox or withdrawal protocol and monitor vital signs; provide a safe 
environment to prevent injury.

Drug Class: Opioid Antagonist

buprenorphine (Suboxone) 4–24 mg sublingual tabs Dissolves under tongue. Do not chew. Monitor hepatic function at baseline 
and periodically. Follow detox protocol.

Drug Class: Central Alpha
2
-Agonist

clonidine (Catapres) 0.2–2.4 mg Potentiates CNS depressants; monitor for dry mouth, dizziness, weakness, 
arrhythmias, hypotension, agitation, rash, myalgia, and insomnia. Follow 
detox protocol.

Drug Class: Antialcoholic Agents (aversion therapy)

disulfi ram (Antabuse) 500 mg Never administer to an intoxicated client or to a client without his or her 
knowledge; instruct the client of the seriousness of disulfi ram–alcohol reac-
tion and the potential consequences of alcohol use during therapy; obtain 
liver function tests, CBC, and serum electrolytes before therapy and according 
to protocol; give single dose 12 hours after the client has abstained from use 
of alcohol; crush the tablet and mix with beverages if necessary; if a sedative 
effect occurs, administer next scheduled dose at h.s.; monitor for drowsiness, 
headache, metallic or garliclike aftertaste, and skin eruptions.

NOTE: It is beyond the scope of this text to discuss the specifi c protocols used during the detoxifi cation and withdrawal phases from all substances. This 
table lists examples of selected adjunctive medications (anticonvulsants, benzodiazepines, opioid antagonists, central alpha

2
-agonists, and antialcoholic 

agents) used during the detoxifi cation and withdrawal phases and is not to be considered all-inclusive. For additional information regarding detox methods, 
see the Addiction Help Services Web site (www.addictionhelpservices.com). For information about drugs used to treat anxiety or depression associated with 
substance-related disorders, see Chapters 16 and 19–21.
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are available on the ASPMN Web site (http://www.aspmn.org) 
(Nichols, 2003). Psychiatric–mental health nurses need to be 
aware of these guidelines to ensure adequate pain management. 
Skillful treatment of pain or addiction in comorbid clients will 
usually fail unless both conditions are addressed. The gift of 
sobriety combined with effective coping with pain  usually leads 
to a life restored (Kotz, 2005).

Intervention Strategy
An intervention, a term used to describe an organized, delib-
erate confrontation of a client who uses or abuses substances, 
may be planned and then implemented. Although it is fre-
quently used to encourage a person to enter treatment or reha-
bilitation immediately, intervention can be used once a person 
has entered treatment. For example, family members are aware 
that a loved one has exhibited several symptoms of alcohol-
ism such as slurred speech, decreased attention span, “alcohol 
breath,” disheveled or unkempt appearance, and numerous 
instances of calling out of work or avoiding other responsi-
bilities after weekends or holidays. The nurse asks each family 
member to compose a testimonial letter to read aloud during 
the intervention. The purpose of the intervention is to help the 
family member recognize that a problem does exist, under-
stand that help is available, and agree to receive help. This 
approach implies that a support system is available and the 
client is not alone during treatment. Even if an intervention 
succeeds, it is only the fi rst step in treatment. The majority 
of individuals who enter treatment suffer at least one relapse 
along the road to recovery (Flora, 2005; Intervention Center.
com, 2009).

Interactive Therapies
The counseling role is an inherent component of nursing 
practice and is used within the framework of the therapeutic 
relationship between nurse and client. Counseling interven-
tions are informal or formal and include a variety of interac-
tional modalities and strategies (ANA & NNSA, 1988, p.16).

Several interactive therapies can be useful during the rehabili-
tation process. Clients with a high level of anxiety, poor cop-
ing skills, guilt feelings, and a low level of tolerance, or clients 
with a dual diagnosis, usually require individual or cognitive– 
behavioral psychotherapy before participating in group or 
family therapy.

Individual and Cognitive–Behavioral 
Psychotherapy
Individual psychotherapy with the nurse–therapist generally 
focuses on the client’s pathological defense mechanisms, devel-
opment of insight into behavior, and the exploration of alter-
nate coping skills. Self-worth and self-esteem are explored. 
Accountability and responsibility are addressed as the nurse 
helps the client develop self-discipline. Cognitive–behavioral 
therapy is considered to be the most effective treatment for 
alcoholism and methamphetamine addiction. The U.S. Preven-
tive Services Task Force (2006) recommends the use of the 
5-As behavioral counseling framework:

large. This means not making abstinence a requirement of care. 
Researchers believe that treatment of alcohol abuse can be effec-
tive in the absence of total abstinence. From a public health 
standpoint, harm avoidance or reduction efforts can lessen 
health problems, social or legal backlash, and the fi nancial costs 
of alcohol abuse. The abuser is accepted in care wherever he or 
she may be in the continuum of use. If the client wishes to cut 
back, this is embraced; if the client is not ready to change any-
thing, then a plan is agreed upon to increase safety during use. 
Reduced drinking may be a suitable alternative for some drink-
ers. Clients who relapse while taking acamprosate or naltrexone 
still drink a lot less, which presumably means fewer adverse 
consequences (Harm Reduction Coalition, 2009; Kirn, 2006).

Pain Management of Clients with Substance-Related 
Disorders
Substance abusers, particularly opiate users, experience trauma 
and health problems more often than the general population. 
Pain relief is the main goal of pain management during an 
acute event. Nurses face ethical decisions daily when provid-
ing safe and successful pain management to clients with, or 
who have a history of, a substance-related disorder. Vigilance 
is essential to ensure that clients don’t abuse pain medication 
such as oxycodone hydrochloride (OxyContin), often called a 
miracle pain drug, while at the same time ensuring that those 
who need the medication have access to it. Combating abuse 
requires a delicate balance of getting to know a client’s needs 
and treating the client in a way that does not cause harm. The 
possibility of undertreated pain is rarely explored (Nichols, 
2003; Mann, 2008; Willis, 2001).

Efforts to improve pain management have created an 
opportunity to address the controversy surrounding the 
provision of pain management to clients who suffer from a 
comorbid substance-related disorder (eg, anxiety, personality 
disorder, or depression) and are experiencing physical pain. 
These clients have the right to the same quality of pain assess-
ment and management as other clients. This right presents a 
challenge to the nurse who attempts to maintain a balance 
between providing pain relief and protecting the client from 
inappropriate use of prescribed pain medication (American 
Society of Pain Management Nurses [ASPMN], 2002; Mann, 
2008; Nichols, 2003).

In a position paper titled ASPMN Position Statement: Pain 
Management in Patients With Addictive Disease (2002), the 
ASPMN outlines basic steps for the management of pain in 
the following populations of clients with substance-related 
 disorders:

All clients with addictive disease• 
Clients who are actively using alcohol or other drugs• 
Clients in recovery• 
Clients on methadone maintenance treatment• 

Information regarding these guidelines, as well as tools for 
assessing and treating withdrawal; information regarding the 
risks of unrelieved pain; treatment options for substance-related 
disorders; and therapeutic interventions in the event of relapse 
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the CRAFT program, 74% of the drug abusers entered  treatment 
(Little, 2005). Additional information regarding both CRA and 
CRAFT is available at http://pubs.niaaa.nih.gov/publications/
arh23-2/116-121.pdf.

Client Education
Client education can be provided by the nurse in several ways 
depending on the client’s level of motivation, reading ability, 
educational background, willingness to participate in group 
discussions, and availability of a family support system. For 
example, education of adolescents regarding steroid and club 
drug use is important. The school nurse can play a vital role 
by sharing up-to-date information with clients and parents 
regarding the risks of steroid and club drug use. Some of the 
methods used to educate clients who have a substance-related 
disorder are highlighted in the following sections.

Smoking-Cessation Program
Nicotine replacement therapy (NRT) and behavior modifi ca-
tion (discussed in Chapter 12) are approaches commonly used 
to assist motivated clients to stop smoking. Nicotine replace-
ment therapy involves the use of a stop-smoking aid such as 
a transdermal patch, inhaler, nasal spray, lozenge, or chewing 
gum. Varenicline (CHANTIX) is a nonnicotine agent approved 
by the FDA to help clients quit smoking. Varenicline selectively 
binds to nicotinic receptors in the brain to provide a combi-
nation of agonist and antagonist effects. The recommended 
course of therapy is a 3-month course of treatment. The FDA 
asked the manufacturer of varenicline to warn the public of 
the following possible adverse effects: mood changes, depres-
sion, erratic behavior, and vivid, unusual, or strange dreams. 
Varenicline is not recommended for individuals under the 
age of 18 years. Sustained-release tablets such as bupropion 
hydrochloride (Zyban) have also been used, but the drug is 
contraindicated in individuals with seizure disorders or eat-
ing disorders. For clients in whom fi rst-line agents are inef-
fective, recommended second-line monotherapies include the 
antihypertensive clonidine and the tricyclic antidepressant 
nortriptyline. However, neither of these agents is approved for 
smoking cessation. Researchers are investigating the simulta-
neous use of more than one NRT on an individualized basis 
(Kirn, 2008; Mitchell & Parish, 2005).

Smoking cessation counseling may range in intensity from 
brief advice provided by a nurse to a more formalized, inten-
sive counseling program and follow-up on an individual or 
group basis. The U.S. Public Health Service Report published 
in 2000 discusses key components of comprehensive counsel-
ing for tobacco cessation. The guidelines address the “5 A’s” or 
Key Components of Structured Tobacco Cessation Counseling 
Intervention and the “5 R’s” or Ways to Promote Motivation in 
Patients Not Ready to Quit (Anthenelli, 2005). These guide-
lines are available at http://www.ahcpr.gov/path/tobacco.htm.

Ruppert (1999) lists several behavioral modifi cation tips 
to help ex-smokers stay tobacco free. They include behaviors 
such as

maintaining a routine schedule;• 
avoiding the substitution of food for tobacco;• 

 1. Assess with a brief screening tool followed by clinical 
assessment as needed.

 2. Advise clients to reduce substance use to moderate levels.
 3. Agree on individual goals to reduce use or achieve absti-

nence if indicated.
 4. Assist the client with acquiring motivations, self-help 

skills, or supports needed for behavior change.
 5. Arrange for follow-up support and repeated counseling.

This approach is designed to help modify the client’s thinking, 
expectancies, and behaviors and to increase basic coping skills. 
Unfortunately, the benefi ts of behavioral therapy for preventing 
or reducing substance abuse in adolescents are unknown (Gould-
ing & Shank, 2005; U.S. Preventive Services Task Force, 2006).

Group Therapy
Group therapy provides the client with an opportunity to iden-
tify with peers and respond to confrontation about ineffective 
coping or dysfunctional behavior. The client has an opportunity 
to improve communication skills as he or she receives emo-
tional support from the group. Feelings of hopelessness, dis-
couragement, and demoralization are shared with peers. The 
importance of establishing social skills and developing interper-
sonal relationships in a drug-free environment is stressed (Rig-
gin, 1996a, 1996b; Thurston, 1997; Sadock & Sadock, 2008).

Family Therapy
Family therapy, effective if the family members are supportive 
of the client and willing to participate, provides an opportunity 
for the client and family members to share personal feelings, to 
rebuild relationships, and to reestablish healthy roles in the family. 
Helping the family to gain knowledge about alcoholism and put 
that knowledge into effect may also occur during family therapy, 
because problem-solving guidance and direction are available.

The concept of codependency is usually addressed in fam-
ily or marital therapy. The codependent becomes so involved 
with the family member’s drinking problem that the codepen-
dent’s needs and desires are ignored. As a result, the codepen-
dent may allow abusive behavior to continue even when it is 
dangerous. Codependent behavior impedes recovery.

CRAFT Reinforcement and Family 
Training Program
Based on the principles of the Comprehensive Reinforcement 
Approach (CRA), which was instituted in the 1970s, the Com-
munity Reinforcement and Family Training (CRAFT) is a pro-
gram that trains a spouse or other family members on how to 
deal with the addicted client. CRAFT is based on the premise 
that environmental contingencies can play a powerful role in 
the discouragement of substance use and abuse. It helps fam-
ily members develop skills aimed at promoting sobriety in the 
loved ones by teaching them how to change their own behav-
ior. Three major goals of the CRAFT program are to reduce the 
loved one’s drinking, engage the person into treatment, and 
improve the functioning of the concerned signifi cant other. 
The program received funding from the National Institute on 
Drug Abuse for a demonstration project targeting treatment-
 resistant drug abusers. After spouses and relatives underwent 
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and treatment plan accordingly. Data are obtained from mul-
tiple sources, such as the staff, documentation, the client, and 
his or her family or signifi cant others. The ultimate outcome 
is complete freedom from drug use and abuse. However, the 
potential for relapse is ever present.

Continuum of care is diffi cult and costly. Although some 
professionals have suggested that problem drinkers can return 
to controlled drinking, many experts feel that abstinence should 
be the ultimate goal because relapse can occur at any time. It 

avoiding the practice of lingering after a meal;• 
drinking plenty of water;• 
practicing deep breathing and relaxation exercises;• 
exercising or doing labor-intensive tasks such as gardening • 
or housekeeping to divert attention from smoking; and
replacing items that have been associated with smoking • 
or that may be saturated with nicotine.

Support and Self-Help Groups
Self-help groups have proven to be of therapeutic value 
for clients with problems of abuse and addiction. Self-help 
groups teach new ways of thinking, support constructive 
behavior change, and provide motivation and social support 
for members (ANA & NNSA, 1988, p. 13).

Several types of support and self-help groups are available for 
clients who are motivated for treatment:

Alcoholics Anonymous (AA) (founded in 1935 by a • 
surgeon and a stockbroker who were unable to obtain 
help for their alcoholism): A voluntary, nonprofessional, 
nondenominational fellowship of alcoholics who help 
themselves and each other recover from the illness of 
alcoholism by following 12 steps (Box 25-4); educational 
materials, including videos, pamphlets, and books, avail-
able online through AA’s Web site
Al-Anon: A fellowship of spouses, relatives, and friends• 
Alateen and Adult Children of Alcoholics (ACOA): Com-• 
ponents of Al-Anon
Narcotics Anonymous (NA): Program for recovering • 
addicts who have abused any mood-altering substances; 
format for NA similar to that of AA’s
Cocaine Anonymous (CA): Available for individuals who • 
prefer the support of peers who abused cocaine
Mentally Ill Chemical Abusers (MICA): Group available • 
for individuals with a dual diagnosis
Co-Dependents Anonymous (CoDA): Fellowship of men • 
and women whose common problem is an inability to 
maintain functional relationships; relies on the wisdom, 
knowledge, 12 steps, and 12 traditions of AA

In addition, there are nationally known treatment centers 
including the Betty Ford Treatment Center in Palm Desert, 
California; the Hanley-Hazelden Center at St. Mary’s in Min-
neapolis, Minnesota; and the Phoenix House in New York, 
New York.

Moreover, a variety of resources can be obtained from 
NIAAA and National Institute on Aging (NIA). The National 
Council on Alcoholism and Drug Dependence, Inc., can refer 
anyone to treatment services in local areas.

Evaluation
The nursing process is a dynamic activity that incorporates 
alternative strategies at every stage of the process, based on 
ongoing and systematic evaluation of client assessment data 
(ANA & NNSA, 1988, p. 17).

The nurse evaluates the response of the client to the 
 interventions and revises the nursing diagnoses, interventions, 

Twelve Steps of Alcoholics Anonymous

1.  We admitted we were powerless over alcohol, 
that our lives had become unmanageable.

2.  Came to believe that a Power greater than our-
selves could restore us to sanity.

3.  Made a decision to turn our will and our lives 
over to the care of God as we understood 
Him.

4.  Made a searching and fearless moral inventory 
of ourselves.

5.  Admitted to God, to ourselves, and to another 
human being the exact nature of our wrongs.

6.  Were entirely ready to have God remove all 
these defects of character.

7.  Humbly asked Him to remove our shortcom-
ings.

8.  Made a list of all persons we had harmed, and 
became willing to make amends to them all.

9.  Made direct amends to such people wherever 
possible, except when to do so would injure 
them or others.

10.  Continued to take personal inventory, and 
when we were wrong, promptly admitted it.

11.  Sought through prayer and meditation to 
improve our conscious contact with God as we 
understood Him, praying only for knowledge of 
His will for us and the power to carry that out.

12.  Having had a spiritual awakening as the result 
of these steps, we tried to carry this message 
to alcoholics and to practice these principles in 
all our affairs.

The 12 steps are reprinted with permission of Alco-
holics Anonymous World Services, Inc. (A.A.W.S.). 
Permission to reprint the Twelve Steps does not 
mean that A.A.W.S. has reviewed or approved the 
contents of this publication, or that A.A.W.S. nec-
essarily agrees with the views expressed herein. AA 
is a program of recovery from alcoholism only—the 
use of the Twelve Steps in connection with pro-
grams and activities that are patterned after AA, 
but which address other problems, or in any other 
non-AA context, does not imply  otherwise.

BOX 25.4
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is not unusual for a client to give a history of several attempts 
to achieve sobriety or to be “clean” of drugs. Such individuals 
believe that they can drink or do drugs socially. Examples of 
services available to clients who relapse include the following:

28-day inpatient program• 
Short-term residential rehabilitation for 3 months• 
Long-term therapeutic community programs for 6 to • 
18 months
Day-treatment centers• 
Reentry programs• 
Outpatient or aftercare programs• 

Halfway houses provide group living in a structured environ-
ment for recovering alcoholic clients who need a “home away 
from home” or who have no home. Comprehensive industrial 
programs for alcoholic employees have been developed in an 
effort to save corporations an estimated $10 billion per year. 
Employee assistance programs, such as in-house counseling 
and AA programs, have been developed. Hospitals and mental 
health centers also provide support groups. (See Nursing Plan 
of Care 25-1.)

NURSING PLAN OF CARE 25.1

THE CLIENT WITH ALCOHOL DEPENDENCE

range for his height. He recommended that Alan be 
seen for an evaluation regarding the possibility of alco-
holism before he developed any medical complications 
secondary to alcoholism.

DSM-IV-TR DIAGNOSIS: Alcohol dependence

ASSESSMENT: Personal strengths: Good health except 
for anemia and being underweight, married with chil-
dren, accountant

WEAKNESSES: Denial of a drinking problem, weight 
loss below ideal body weight, anemic, inadequate cop-
ing skills

NURSING DIAGNOSIS: Imbalanced Nutrition: Less than Body Requirements due to effects of alcohol

OUTCOME: The client will increase nutritional and caloric intake.

PLANNING/IMPLEMENTATION RATIONALE

Determine daily caloric requirements that are realistic 
and adequate.

The client’s physical health is a priority.
Many physical problems besides anemia and weight 
loss may develop as a result of imbalanced nutrition.

Explain the importance of adequate nutrition. The client may lack knowledge about the physiologic 
effects of alcohol (eg, weight loss, anemia).

Arrange dietary consultation with input by the client. The client needs to develop adequate eating habits 
to meet minimum daily caloric requirements.

NURSING DIAGNOSIS: Ineffective Coping identifi ed by the statement that he drinks to relieve stress

OUTCOME: The client will identify alternate methods of coping with stress.

Alan, a 54-year-old accountant, was seen by his attend-
ing physician for a yearly physical examination required 
by his company. During the evaluation, Alan informed 
the physician that he drank a six-pack or two of beer 
nightly to relax after a stressful day at work. He further 
stated that he had been drinking on and off since his 
early 20s but was always able to handle his drinking. He 
denied having any problems with his wife or children. He 
also denied being depressed or anxious.

When asked whether he considered himself to be an 
alcoholic, Alan stated he was a “social drinker” and could 
quit drinking anytime; however, he could not state when 
he last abstained from drinking.

Alan’s physician informed him that he was anemic 
and that his weight was below the ideal body weight 
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PLANNING/IMPLEMENTATION RATIONALE

Encourage the client to identify stressful situations at 
work.

The client may need to learn to recognize the cause of 
his stress and develop stress management techniques.

Explore relationships with the employer, wife, and 
children.

The client can learn to express feelings and deal with 
emotions without using alcohol.

NURSING DIAGNOSIS: Ineffective Denial about alcohol dependence as evidenced by minimizing the serious-
ness of his drinking history and stating that he could quit drinking anytime

OUTCOME: The client will develop an understanding that alcohol use is an ineffective coping mechanism that 
can result in physical damage.

PLANNING/IMPLEMENTATION RATIONALE

Discuss evidence of physical change. The client may be unaware of the deleterious effects 
of alcohol.

Acquire commitment to keep a diary of alcohol use. The client may be able to determine his pattern of 
drinking and recognize it as an ineffective method of 
coping with stress.

Provide self-help manuals and information about 
groups for the client and his family.

The client is dealing with feelings and behaviors that 
have been accumulating for years.
Resolving these issues and making personal changes 
are facilitated by ongoing support of his family and 
others in similar situations.

EVALUATION: Evaluation focuses on the client’s understanding of the physical damage of alcohol abuse that he 
has experienced (anemia and low body weight), the potential for additional damage in other aspects of his life, 
and the need to develop effective coping skills.

KEY CONCEPTS
According to the 2007 National Survey on Drug Use and • 
Health, approximately 14.4% of the noninstitutionalized 
U.S. population 12 years of age or older admitted to sub-
stance dependence or abuse the past year compared to 
9.4% of the population surveyed in 2003.
In 1964, WHO recommended using the term “drug depen-• 
dence” instead of “addiction” to describe the two concepts 
of dependence: behavioral dependence and physiologic 
dependence. Addiction is a term used to defi ne a state of 
chronic or recurrent drug intoxication characterized by 
psychological and physical dependence as well as toler-
ance. Tolerance is a term used to describe a person’s ability 
to obtain the desired effect from a specifi c dose of a drug 
or alcohol.

Biologic theories of addiction state that all drugs of abuse • 
affect dopamine secretion and subvert normal functions 
of neural structures and pathways. Some researchers have 
also speculated that individuals have a predisposition to 
or are at risk for addiction because of having fewer D2 
dopamine receptors, interference with enzyme action on 
dopamine molecules, a high level of stress hormones, a 
defi cit in dopamine function that is temporarily corrected 
by their drug of choice, or electrical phenomena in the 
brains of people at risk for alcoholism.
Studies of twins, adoptees, and siblings indicate that the • 
cause of alcohol abuse has a genetic component.
Behavior and learning theories, sociocultural theories, and • 
psychodynamic theories have also been described by  theorists 
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in an attempt to understand the etiology of substance 
 dependence and abuse. In addition, the disease concept of 
alcoholism has been accepted by the medical profession.
Alcohol-related disorders include two categories: alcohol • 
use disorders, including alcohol dependence and alcohol 
abuse; and alcohol-induced disorders, including intoxica-
tion, withdrawal, delirium, dementia, amnestic disorder, 
psychotic disorder, mood, anxiety, sexual dysfunction, 
and sleep disorders.
Physiologic effects of alcohol are numerous and affect sys-• 
tems such as the gastrointestinal tract, cardiovascular sys-
tem, respiratory tract, reproductive system, and CNS.
Ten classes of substances, other than alcohol, are associ-• 
ated with both abuse and dependence: amphetamines, 
caffeine, cannabis, cocaine, hallucinogens, inhalants, nic-
otine, opioids, PCP, and the group of sedatives, hypnotics, 
and anxiolytics.
Medical problems associated with substance abuse are • 
numerous such as respiratory infections, pulmonary 
embolism, HIV/AIDS, seizures, and cardiac arrest.
Designer drugs, club drugs (also referred to as date rape • 
drugs), and anabolic steroids are three popular categories 
of illicit substances readily accessible to the public. Pre-
scription drug abuse among youth between 12 and 17 
years of age has been increasing at an alarming rate.
Research studies are being conducted to determine • 
whether Internet Addiction should be included as a dis-
tinct disorder in the next revision of the DSM-IV-TR.
Several assessment tools are available for evaluating alcohol • 
abuse. They include the MAST, CAGE, and AUDIT, and a 
12-question quiz designed to identify teens with drinking 

problems. The Clinical Institute Withdrawal Assessment 
for Alcohol serves as a guide when determining whether a 
client is intoxicated or at risk for withdrawal from alcohol 
abuse. The DIS and ASI are used to assess both alcohol and 
drug abuse. Because of the possibility of complex medical 
problems secondary to substance abuse, a complete medi-
cal evaluation includes urine and blood alcohol or drug 
screen, laboratory tests, and neurologic evaluation. A new 
diagnostic tool for alcoholism, the  Carbohydrate-defi cient 
Transferring Test, is now available. Additional tests are 
completed when indicated.
Nurses are not immune to the development of a substance-• 
related disorder. Several states have adopted programs 
for impaired nurses to provide early intervention, reha-
bilitation, and possible retention in the nursing profession 
without fear of disciplinary action or loss of license.
Nursing diagnoses identify the client’s health needs requir-• 
ing interventions, such as poor general health, inadequate 
nutrition, infections, medical complications, and sensory 
or perceptual alterations. Communication, social interac-
tions, and family dynamics are also addressed.
Nursing interventions include providing assistance in • 
meeting basic needs, creating a safe environment, stabi-
lizing medical condition, stabilizing behavior, medication 
management, providing interactive therapies, and provid-
ing client education.
Relapse can occur at any time during treatment. The nurse • 
assists the client in planning the continuum of care.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Prepare a genogram of a client with alcohol abuse and his 
or her family. What patterns do you fi nd? What conclu-
sions can you make about alcoholism as a disease?

 2. Attend an Alcoholics Anonymous, Al-Anon, or Alateen 
meeting in your community. What kinds of appropriate 
and inappropriate coping skills did you see? What kinds 
of group tasks did you observe?

 3. Professional nurses are not exempt from substance 
abuse; in fact, many communities have support groups 
for recovering nurses. Research the available services 
for impaired nurses at your hospital and in the commu-
nity. Explore the behaviors and personality traits of the 
impaired nurse. What assessment parameters might assist 
the profession to quickly identify and help these nurses?

 4. One needs only to turn on a television or read a newspa-
per to realize that drug abuse is a major social, economic, 
and political problem in this country. What actions 
might a community mental health nurse take to create 

 awareness among children in his or her community? 
What actions might a hospital-based nurse take?

Refl ection

Refl ect on the chapter opening quote. Compare and contrast 
the serious medical and social consequences of alcohol abuse 
to drug abuse. Which abuse do you think is more detrimental 
to a client’s quality of life? Why? Which abuse do you think is 
more detrimental to a client’s family? Explain your answers.

NCLEX-Style Questions

 1. The nurse understands that the biochemical theory of 
addiction is based on research establishing that all drugs 
of abuse have one thing in common, that is, the stimula-
tion of which neurotransmitter?
a. acetylcholine
b. dopamine
c. norepinephrine
d. serotonin
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 2. The nurse teaches a client who has a DSM-IV-TR diag-
nosis of alcohol abuse about the physical consequences 
of continued abuse, including the CNS disorders of 
 Korsakoff’s psychosis and Wernicke’s encephalopathy. 
The nurse emphasizes that alcohol and defi ciency of 
which vitamin are associated with these disorders?
a. vitamin C
b. vitamin A
c. niacin
d. thiamine

 3. A 22-year-old Caucasian male is admitted to the emer-
gency department with all the signs of a myocardial 
infarction. The nurse suspects the use of which substance 
commonly abused as the most common cause of sudden 
heart attack in healthy young people?
a. alcohol
b. cocaine
c. marijuana
d. steroids

 4. The family and close friends of a client ask the nurse if he 
thinks an intervention for an alcohol problem is appro-
priate. Which statement could he use to best explain the 
need for this technique?

a. assists the family to identify client’s problems
b. confronts the client’s denial of the problem
c. prepares the client for a treatment program
d. teaches the client about Alcoholics Anonymous

 5. A client who has a 14-year history of alcohol abuse is 
admitted to an inpatient unit for alcohol detoxifi cation. 
The nurse plans to protect the client from injury resulting 
from which of the following complications?
a. anxiety
b. tremors
c. seizures
d. headaches

 6. When describing the Alcoholics Anonymous program 
to a client, the nurse identifi es some of the 12 steps 
involved. Place the steps below in their proper sequence 
from fi rst to last.
a. making direct amends to persons
b. experiencing a spiritual awakening
c. admission of powerlessness over alcohol
d. belief in a power greater than one’s self
e. admission of wrongs to self and others
f. taking a searching and fearless moral self-inventory
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Sexuality is determined by anatomy, physiology, psychology, the 

culture in which one lives, one’s relationship with others, and 

developmental experiences throughout the life cycle. It includes 

the perception of being male or female and all those thoughts, 

feelings, and behaviors connected with sexual gratifi cation and 

 reproduction, including the attraction of one person to another.

—SADOCK & SADOCK, 2008

Sexuality and Sexual 
Disorders

Ambiguous genitalia
Chromosomes
Gender identity
Hermaphrodite
Hermaphrodism
Homosexuality
Klinefelter’s syndrome
Male pseudohermaphrodites
Masochistic behavior
Paraphilia
Sadistic behavior
Sex
Sexual acts
Sexual addiction
Sexual behavior
Sexual dysfunction disorder
Sexual identity
Sexuality
Sexual orientation
Sexual response
Transgender
Transsexual
Transvestite
Turner’s syndrome

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Differentiate the terms sex, sexual acts, and sexuality.
 2. Describe the theories of gender identity development.
 3. Distinguish between the terms gender identity and sexual identity.
 4. Articulate the attitudes and behaviors of sexuality exhibited by 

 individuals at various developmental stages: infancy and childhood, 
preadolescence and adolescence, and adulthood.

 5. Identify factors that contribute to sexual aggression 
in children and adolescents.

 6. Discuss the phases of the human sexual response cycle.
 7. Relate the dynamics of female and male sexual  dysfunctions.
 8. Recognize masochistic and sadistic behavior.
 9. Explain the consequences of sexual addiction.
 10. Analyze the barriers to taking a sexual history.
 11. Articulate the importance of addressing transcultural considerations 

when conducting a sexual history.
 12. Construct a list of the various pharmacologic approaches used to treat 

female and male clients with clinical  symptoms of a sexual disorder.
13. Formulate a list of nursing interventions for a female  client with clinical 

symptoms of a sexual disorder.
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428 UNIT  VI Clients with Psychiatric Disorders

The terms sex, sexual acts, and sexuality are often used 
 interchangeably. Trieschmann (1975), though, believes the 
terms should be differentiated. Sex is described as one of four 
primary drives that also include thirst, hunger, and avoidance 
of pain. Sexual acts occur when behaviors involve the geni-
talia and the erogenous zones. Sexuality is the result of bio-
logic, psychological, social, and experiential factors that mold 
an individual’s sexual development, self-concept, body image, 
and behavior. Sexuality depends on four interrelated psycho-
sexual factors. They include the following:

Sexual identity:•  Whether one is male or female based on 
biologic sexual characteristics
Gender identity:•  How one views one’s gender as mascu-
line or feminine; socially derived from experiences with 
the family, friends, and society
Sexual orientation:•  How one views one’s self in terms of 
being emotionally, romantically, sexually, or affectionately 
attracted to an individual of a particular gender
Sexual behavior:•  How one responds to sexual impulses 
and desires

Sexuality is a complex interplay of needs associated with attrac-
tiveness, sensuality, pleasure, intimacy, trust, communication, love 
and affection, affi rmations of one’s gender identity, and reverence 
for life. It partially defi nes our role in society and infl uences our 
feelings. It can be expressed verbally while talking to a signifi cant 
other; it can be communicated in written forms such as letters, 
poetry, or songs; and it can be expressed artistically. Behavioral 
expressions of sexuality include actions such as looking, touch-
ing, handholding, and kissing. Sexuality can be expressed in vari-
ous ways during the development of an intimate interpersonal 
relationship (Krozy, 1998; Sadock & Sadock, 2008).

Sexuality can be infl uenced by cultural or ethnic factors, 
religious views, social values, health status, physical attributes, 
age, environment, or personal choice as a result of one’s per-
sonality development (Lorenz, 2007). The term normal sexual 
behavior refers to a sexual act that is acceptable in our society, 
occurs between consenting adults, lacks any type of force, and 
is performed in a private setting in the absence of unwilling 
observers. Any act that does not meet the criteria set forth in 
this defi nition is referred to as abnormal sexual behavior.

Nurses come into contact with a variety of client concerns 
regarding sexual identity or activity (Box 26-1). Sexuality infl u-
ences how we view ourselves and how we relate to others. It has 
become an integral part of the nursing process in planning holis-
tic health care. Nurses who are uncomfortable with or confused 
about their own sexuality may have diffi culty discussing sexual 
issues with clients. Sexual concerns may confl ict with the reli-
gious beliefs and cultural values of both clients and staff mem-
bers. Having respect for the client, examining your own feelings, 
maintaining a nonjudgmental attitude, encouraging expressions 
of the client’s feelings, and allowing the client to make his or her 
own decisions are the standards for working with clients in any 
aspect of human sexuality (Schultz & Videbeck, 2009).

This chapter focuses on theories related to the develop-
ment of gender identity and sexual orientation, the develop-
ment of sexuality, the human sexual response cycle, and the 

clinical symptoms and diagnostic characteristics of  gender 
identity and sexual disorders. Using the nursing process 
approach, the chapter describes the care necessary for clients 
with sexual disorders.

OVERVIEW OF GENDER 
IDENTITY AND SEXUAL 
ORIENTATION
Identity is the core of human existence. This reality manifests 
itself in the human as an evolutional focal point. No other 
species contemplates its very nature. Understanding gender 
identity encompasses knowledge about sexual development, 
interpersonal relationships, affection, intimacy, body image, 
and gender roles. Almost no information is available about 
the prevalence of gender identity disorders. Most estimates are 
based on the number of individuals seeking sexual reassign-
ment surgery (sex-change surgery) (Martin, 2007; Sadock & 
Sadock, 2008). The following is a discussion of terminology 
as it relates to gender identity and sexual orientation and a 
discussion of the etiology of gender identity development. Sta-
tistics are included when available.

Terminology

Sexual identity is the pattern of a person’s biologic sexual char-
acteristics including chromosomes, external genitalia, internal 

Sexuality: Examples of Clients’ Concerns

A mastectomy client verbalizes that her husband  •
no longer fi nds her sexually attractive.
A cardiac client expresses fear of resuming sexual  •
activity.
A colostomy client fears rejection due to change  •
in body image and stoma odors.
A teenager discloses that he is gay and expresses  •
fear of contracting AIDS.
A paraplegic client asks his attending practitioner  •
about alternate sexual activity.
A chemotherapy client requests privacy during  •
visits by a signifi cant other.
Elderly clients of the opposite sex ask permission  •
to share a room in the nursing home.
A middle-aged client makes sexual advances  •
while being bathed and attempts to expose his 
genitals to the nurse.
A young male client asks a nurse for her address  •
and telephone number.
A teenaged client tells a male nurse that she  •
thinks she has a sexually transmitted disease.

BOX 26.1
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genitalia, hormonal composition, gonads, and secondary sex 
characteristics. Gender identity is a person’s sense of maleness 
or femaleness (Sadock & Sadock, 2008). Boys with gender 
identity disorders are at odds with their body image. They 
rigidly insist that their male sex organs are disgusting or that 
they will disappear as they grow up. They elicit a variety of 
social reactions as they reject their own anatomy and demand 
that others accept their feminine names and female identity 
(Rekers & Kilgus, 2001). Girls with gender identity disor-
ders have male companions and an avid interest in sports and 
rough-and-tough play. They show no interest in dolls or play-
ing house (unless they play the male role). They may refuse 
to urinate in a sitting position, claim that they have or will 
develop a penis, do not want to develop breasts or experience 
menses, and state that they will grow up to be a man (Sadock 
& Sadock, 2008).

Sexual orientation refers to the object of an individual’s sex-
ual impulses. Although normal gender identity may be estab-
lished at an early age, such as 2 to 3 years, sexual orientation 
may develop in confl icting or opposite ways as the child pro-
gresses through different developmental stages. Sexual orienta-
tion may be heterosexual (opposite sex), homosexual (same sex), 
or bisexual (both sexes). A confl ict between gender identity and 
sexual orientation may precipitate a gender identity disorder in 
which the individual has a persistent desire to be, or believes 
that one is, of the opposite sex and experiences extreme dis-
comfort with one’s assigned sex and gender role (Sadock & 
Sadock, 2008).

The term transgender is an umbrella term used to 
describe an individual whose gender identity is incongru-
ent with his or her biological sex. For example, transsexu-
als are individuals whose sexual identities are entirely with 
the opposite sex. They are said to be gender dysphoric if they 
experience a state of confl ict between their gender identity 
and biological sex. Transsexuals may fi nd ways of living 
with nontraditional or cross-gendered identities that do not 
involve altering their bodies. Others may feel that they must 
create a physical body that refl ects their core gender identity 
and undergo a series of hormonal and surgical procedures 
to accomplish a sexual reassignment (eg, a man who wants 
to live and be accepted within the opposite sex undergoes 
sexual reassignment to be a woman). Approximately one in 
54,000 individuals are estimated to be transsexual: 75% of 
whom are believed to be biologic males desiring reassignment 
to female gender (MTF) and 25% of whom are believed to be 
females desiring to be male (FTM). Many transsexuals go on 

to live successful lives. Transvestites are persons who derive 
sexual pleasure from dressing or masquerading in the cloth-
ing of the opposite sex. They are commonly called “cross-
dressers.” Hermaphrodites are individuals born with both 
male and female reproductive organs. A transgender person 
can be bisexual, homosexual, or heterosexual  (Martin, 2006, 
2007; Transsexuality.org, 2009; WordReference.com English 
Dictionary, 2006).

Etiology of Gender Identity Development

The etiology of gender identity is likely biologically deter-
mined and secondarily affected by environment. Maintain-
ing skepticism of assumptions and proclamations of etiology 
is important even while indulging our scientifi c faith. Look 
to the longitudinal outcomes of gender identity studies. Gen-
der is anatomic, physiologic, psychosocial, and psychosexual 
(Reiner, 1997).

Genetic and Biologic Theories
Chromosomes are the carriers of genetic programming infor-
mation. The male’s sperm cell determines the sex of the embryo 
at conception by adding either an X or a Y chromosome to the 
X chromosome of the ovum. An X and Y chromosome combi-
nation (XY) results in a male fetus; two X chromosomes (XX) 
result in a female fetus. Klinefelter’s syndrome, seen in males, 
occurs as the result of an XXY chromosome grouping (an extra 
X chromosome). The male appears normal until adolescence, 
when low levels of testosterone result in small testes, infertility, 
and a low level of sexual interest. Turner’s syndrome, seen 
in females, occurs as the result of a missing sex chromosome 
(XO grouping instead of XX combination). The female appears 
short in stature and lacks functioning gonads. During puberty, 
breasts do not develop and menstruation does not occur. XYY 
syndrome, seen in males, contributes to a slightly taller stat-
ure, low sperm count, and abnormalities of the seminiferous 
tubules.

The search for a gene related to male homosexuality, 
defi ned as a primary erotic attraction to others of the same 
sex, has focused on a genetic link between an unknown gene 
on the human X chromosome and male homosexual behav-
ior (Xq28 marker). Initially, it was thought that this gene or 
its mutation appeared to infl uence development of homo-
sexual traits. However, fi ndings revealed a confusing picture 
as it became evident that more data are needed from much 
larger samples before any conclusions can be drawn (Medina, 
1999).

The work of Imperato-McGinley proposed that gender 
identity continually evolves under the infl uence of androgens 
despite contrary social forces (Baker, 1999). Individuals with 
an inherited defi ciency of the enzyme 5×-reductase are born 
with male genes and male internal organs but lack external 
male genitalia. Referred to as male pseudohermaphrodites, 
such individuals are declared female at birth and raised as girls. 
During puberty, they experience a surge in testosterone and 
gender confusion as they develop emotions and physical signs 
of masculinization.

SELFAWARENESS PROMPT
Examine your personal feelings about your 

own sexuality. With which of the clients mentioned 
in the examples in Box 26-1 would you fi nd it dif-
fi cult to interact? Could you provide care for all of 
the clients? What actions could you take to change 
your attitude or feelings about those clients?
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Hormonal imbalances may result in a genetic girl or boy 
developing ambiguous genitalia (a penis and a small vaginal 
opening). True hermaphrodism or hermaphroditism is a rare 
occurrence characterized by the presence of testicular tissue 
containing seminiferous tubules and spermatozoa, and ovar-
ian tissue containing follicles, in the same person (Sadock & 
Sadock, 2008). Attempts to explain other abnormalities that 
can occur biologically or genetically have been made. It is 
believed that organic differences in brain anatomy and subtle 
chemical imbalances affecting the central nervous system are 
also involved in forming one’s gender identity (Martin, 2007; 
Rippel, 2003).

Psychosocial Theories
Sigmund Freud (1960) theorized that gender identity 
problems result within the oedipal triangle when conflict 
is fueled by both real family events and fantasies. What-
ever interferes with a child loving a parent of the oppo-
site sex and identifying with the same-sex parent interferes 
with normal gender identity. For example, the quality of 
mother–child relationship in the first years of life affects the 
development of gender identity because mothers normally 
facilitate their children’s awareness of and pride in their 
gender. Devaluing, hostile mothering can result in gender 
identity problems. The father’s role is equally important 
during the early years, because his presence generally helps 
the separation–individuation process. Without a father, 
the mother and child may remain overly close, and the 
child may not have the opportunity to develop a sense of 
 maleness or femaleness, or distinguish between the roles 
of males and females. The father represents future love 
objects for girls and a model of male identification for boys 
(Sadock & Sadock, 2008).

According to Zucker, head of the Child and Adoles-
cent Gender Identity Clinic at Clarke Institute of Psychia-
try in Toronto, Canada, research in the 1950s showed that 
among children with physical intersex conditions (ie, both 
male and female sexual characteristics), sexual assignment 
and rearing was a better predictor of gender identity than 
chromosomal, gonadal, and other physical variables (Baker, 
1999). Little evidence exists that frank parent-initiated 
cross-gender rearing attitudes caused gender identity disor-
der (eg, dressing a girl in boy’s clothing or enrolling a girl in 
sports with boys). Most often, parents just tolerate signs of 
cross-gender behavior.

Recent theories explore the impact of gender, race, and 
ethnicity on gender identity. Gender identity, considered to 
evolve over time, is thought to be shaped by attitudes, val-
ues, beliefs, sex roles, religious values, family and ethnic 
communities, and degree of acculturation. Ryan, Futter-
man, and Stine (1998) discuss the psychosocial aspects of 
gender identity development, including the average age of 
“coming out” (self-identifi cation as lesbian, gay, or same 
sex and sharing one’s sexual identity with others). They 
reported that this age has dropped from the early twenties 
to 16 years.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF GENDER IDENTITY 
DISORDERS
The features of gender identity disorders are twofold. The 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edi-
tion, Text Revision (DSM-IV-TR) states that there must be evi-
dence of a strong and persistent cross-gender identifi cation in 
which one expresses the desire to be, or the insistence to be, 
of the opposite sex (American Psychiatric Association, 2000). 
The individual also experiences persistent discomfort about 
his or her assigned sex or feels inappropriate in the role of 
the assigned sex. Impairment occurs in social, occupational, 
or other important areas of functioning. For example, boys, 
who outnumber girls more than six to one in diagnosed cases 
of gender identity disorder, identify with girls or women and 
are preoccupied with traditionally feminine activities (Zucker, 
Bradley, & Sanikhani, 1997).

Girls with gender identity disorders display intense negative 
reactions when parents attempt to feminize them. They polar-
ize to male attire and activities and prefer to associate with boy 
playmates. Adult men and women who are preoccupied with 
their wish to live as the opposite sex may act on their desires 
by adopting behavior, dress, and mannerisms of the opposite 
sex. Cross-dressing, hormonal treatments, or sex reassignment 
in the presence of genital ambiguity may be attempted to pass 
convincingly as the other sex. European  statistics cited in the 
DSM-IV-TR indicate that approximately 1 per 30,000 adult men 
and 1 per 100,000 adult women seek sex-reassignment surgery. 
No statistics are available for the United States.

OVERVIEW OF SEXUAL 
DISORDERS
Sexuality is an important aspect of intimate relationships. 
The presence or absence of sexual intimacy is a powerful 
indicator of the health of a couple’s relationship. For many 
individuals, sexuality is an important part of self-esteem. 
Both men and women may pride themselves on their fertil-
ity, their capacity for sexual activity, or their attractiveness to 
sexual partners. Sexual problems and incompatibilities have 
a negative impact on how partners feel about themselves and 
each other. The impairment of sexual function or presence 
of sexual disorders can make it diffi cult for partners to enjoy 
satisfying sex.

Sexual disorders are generally classifi ed as sexual dysfunc-
tions, paraphilias, and sexual addiction. Few systematic epide-
miologic data are available regarding the prevalence of various 
sexual disorders. The most recent comprehensive survey to 
date focused on a representative sample of the U.S. population 
between the ages of 18 and 59 years (Gender Identity Research 
and Education Society, 2003). Table 26-1 compares the frequency 
of various sexual dysfunctions between men and women.
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Two major factors that infl uence sexual performance are 
the presence or absence of normal sexuality (ie, feelings of 
desire and pleasure to engage in the sexual act) and the pres-
ence or absence of an adequate sexual response cycle. A dis-
cussion of these two factors follows.

Development of Sexuality

Family is the most important fi rst source of learning about 
issues of sexuality. Parental attitudes and behaviors begin to 
shape feelings about male and female gender identity. Develop-
mentally appropriate communication about sex should begin at 
home with young children and continue through adolescence.

Infancy and Childhood
Infants up to 12 months of age explore their genitalia. Toddlers 
(ages 1–3 years) master bodily functions and develop a solid 
core of gender identity. For example, a toddler may experience 
pleasure from touching his or her genitalia and learns to differ-
entiate between sexual and excretory organs. The toddler also 
is capable of learning proper terminology regarding body parts, 
decreasing the likelihood of confusion in the future. Between the 
ages of 3 and 6 years, the preschooler identifi es with the same 
sex, may ask questions about the origin of babies, and may ask 
about the anatomic differences between sexes. These are consid-
ered to be normal behaviors for children in this age group.

As children interact with other children, they may obtain 
inaccurate information that could affect the development of 
healthy sexuality. Parents may consider their children to be 
asexual beings and avoid discussing or clarifying informa-
tion related to sexuality because they feel their children may 
become preoccupied with sex. They also may feel threatened 
by their child’s natural sexual curiosity and respond with hos-
tility or punishment (Finan, 1997; Krozy, 1998). Guidelines 
are available for parents who wish to deal with sexuality issues 
from infancy through preschool (Finan, 1997). A sexuality val-
ues scale is also available to help clinicians evaluate parental 
knowledge about sexuality.

Sexual Aggression in Children
One issue associated with sexuality is sexual aggression, which 
has been linked to general aggression in children between the 
ages of 5 or 6 years up until puberty (the latency stage). These 
children describe a history of neglect and physical abuse; a 
dysfunctional relationship with parents who quarrel or abuse 
alcohol; physical or sexual aggression against their mother or 
siblings by their father or another male fi gure; confrontation 
with adult sexuality at an early age; or exposure to distorted or 
deviant sexuality such as pornography. They often name anger, 
family problems, and boredom as triggers for sexually aggres-
sive behavior, which includes forcing other children to engage 
in fondling, oral sex, or intercourse. They are unable to handle 
stress and have poor impulse control, problem-solving abili-
ties, and social skills. They have internalized adults’ reactions 
to their aggressiveness to the extent that they see themselves as 
perverts. Approximately two thirds of young abusers see sexu-
ality not as an expression of love and affection, but rather as a 
way of hurting, humiliating, and punishing others.

Although child and youth offenders generally are male in 
the cases known to date, more cases of sexual exploitation by 
girls committing acts of sexualized violence against younger/
weaker children and young people are becoming known 
(Moon, 2001; Theme Paper, Young Offenders and Prevention, 
2003).

Preadolescence and Adolescence
During preadolescence and adolescence (ages 12–18 years), 
children experience sexual feelings, exhibit a level of sexual 
interest, and undergo sexual body changes as they develop 
interpersonal relationships. Various issues such as menses, 
nocturnal emissions, masturbation, sexual activity, and sex 
education are explored. During this time, peer pressure pro-
motes sexually active behavior, and teens may declare an inter-
est in or experiment with alternative sexual lifestyles.

Sexual Aggression in Adolescents
Professional recognition of adolescent aggression and sex 
crimes has been hampered by the long-standing myth that 
adolescents are merely experimenting with their sexuality 
(Hornor, 2003). The etiology of sexually aggressive, exploitive, 
or threatening behavior in adolescents is similar to that cited 
in childhood aggression. This includes the presence of psycho-
logical problems, history of a dysfunctional family relationship, 
social awkwardness, history of violence or sexual abuse, and 
the development of a paraphilia that generally begins in ado-
lescence (See Clinical Symptoms and Diagnostic Characteris-
tics of Sexual Disorders). Nearly 50% of adult sexual offenders 
report that they committed their fi rst sexual offense before age 
18. The younger the age when aggressive behaviors fi rst occur, 
the greater the likelihood that such behavior will recur (Hor-
nor, 2003). Chapter 33 addresses the issue of sexual abuse.

Adulthood
Preadolescent and adolescent behaviors may continue during 
young adulthood (ages 19–40 years) as individuals attempt to 

TABLE 26.1

Comparison of Sexual Dysfunctions 
Between Men and Women

Sexual Dysfunction Men Women

Dyspareunia 3% 15%

Incomplete orgasm 10% 25%

Hypoactive sexual desire 10% 33%

Premature ejaculation 27% n/a

Premature arousal n/a 20%

SOURCE: Gender Identity Research and Education Society (GIRES). (2003). Epide-
miological data. Retrieved August 31, 2003, from http://www.glres.org.uk/text_assets/
etiology_defi nition.pdf
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establish mature relationships with peers. Decisions are made 
regarding career, marriage, and lifestyle. Young adults may lack 
knowledge about relationships with signifi cant others, contra-
ceptive measures, sexual trends, sexually transmitted diseases, 
and alternative lifestyles (Krozy, 1998).

Sexual patterns established during early adulthood are the 
best predictors of sexual expression in midlife and beyond. 
However, expressions of sexuality may vary as the individual 
continues to work through the developmental stages of middle 
adulthood (ages 41–64 years) and late adulthood or maturity 
(65 years to death) (Baxer, 2001). Sex remains an important 
part of life between the ages of 57 and 85 years according to a 
survey of sexual behavior in seniors conducted by Dr. Lindau. 
The survey found that 73% of 3,005 subjects (divided equally 
between men and women) interviewed admitted to being 
sexually active, which was defi ned as having had at least one 
sex partner within the previous 12 months. Although sexual 
problems among the respondents were described as “both-
ersome,” only 48% of the men and 34% of the women had 
ever discussed the problems with their physicians. Only 25% 
of the respondents said that sex was not important to them 
at all (Kirn, 2007). Although physiologic changes occur and 
chronic illnesses may begin, interest in sexual activity among 
the elderly may continue, or in some instances, increase rather 
than decrease. Frequency of sex acts may decline, but the 
quality need not change. Companionship and physical activi-
ties such as touching, hugging, and handholding may replace 
the individual’s earlier expectations of intimacy. The ability to 
interact intellectually with people who share similar interests 
and experiences and the supportive love that grows between 
human beings (whether romantic or platonic) are equally, and 
in some instances, more important than physical intimacy 
(Lorenz, 2007; Youngkin, 2004).

Krozy (1998) discusses the role of sexuality as a human 
force throughout life. Individuals generally value intimacy over 
isolation and express a need for closeness with another per-
son during a terminal illness. Members of the nursing profes-
sion or hospice staff often meet this need when individuals 
are hospitalized, relocated to a long-term care facility, or cared 
for at home. Family members may be concerned, surprised, or 
embarrassed as a family member or partner expresses an inter-
est in continuing a sexual relationship with his or her husband, 
wife, or signifi cant other. Nurses should encourage the client 
and family to discuss sexual issues and needs.

Human Sexual Response Cycle

Sexual response is a psychophysiologic experience. Psy-
chosexual development, psychological attitudes about sexu-
ality, and attitudes toward one’s sexual partner are directly 
involved with and affect the physiology of the human sex-
ual response. Different researchers have constructed various 
sexual response cycle models. Usually, these models include 
three, four, or fi ve distinct phases, with the exact components 
of each phase differing across models (Discovery Health.com, 
2009). Following is a summary of fi ve phases of the human 
sexual response cycle: desire, excitement, plateau, orgasm, 
and resolution.

Desire
Sexual desire, at any given time, is the sum of biological, 
 psychological, interpersonal, and cultural forces that incline us 
toward and away from sexual behavior. It has been described as 
the ability, interest, or willingness to receive sexual stimulation. 
This phase involves activation of the inhibitory and excitatory 
functions of the brain by neurotransmitters in the limbic system. 
Desire is affected by drive, motivation, and values and appears to 
be controlled by the individual’s perception of the environment, 
personal preferences, attractions to other people, and the absence 
of inhibitions. Desire may be inhibited by the presence of sorrow, 
fear, anxiety, disrespect, discomfort, other basic needs such as 
hunger, or an intense emotion such as anger (Byers & Esparza, 
1997; Discovery Health.com, 2009; Krozy, 1998; Levine, 2006).

Excitement
Sexual excitement or arousal occurs as a result of psychological 
stimulation (eg, fantasizing during the desire phase, foreplay 
involving erogenous zones, or watching sexually explicit mov-
ies). Arousal is often infl uenced more by thoughts and emotions 
than by genital feedback. Foreplay involves petting and fon-
dling of erogenous zones, areas of the body that are particularly 
sensitive to erotic stimulation. During this phase, females gen-
erally experience vaginal lubrication, pelvic congestion, clitoral 
swelling, and nipple erection. Males experience stiffening and 
an increase in the length and width of the glans penis. Testes 
increase in size and elevate. For both sexes, vital signs increase, 
motor restlessness occurs, and a fi ne rash or “sex fl ush” may 
appear over the chest and abdomen (Byers & Esparza, 1997; 
Discovery Health.com, 2009; Krozy, 1998; McKinney, 2007).

Plateau
This phase is characterized primarily by the intensifi cation of all 
of the changes begun during the excitement phase. During this 
period, the woman’s clitoris may become so sensitive that it is 
painful to the touch. The plateau phase extends to the brink of 
orgasm, which initiates the reversal of all of the changes begun 
during the excitement phase (Discovery Health.com, 2009).

Orgasm
During this phase, formerly termed climax, women experience 
several strong, rhythmic contractions of the vagina, which 
are followed by spastic contractions. The vagina enlarges, the 
uterus contracts irregularly, generalized muscle spasm and loss 
of voluntary muscle control occurs, and vital signs and the sex 
fl ush peak. Men experience emission and ejaculation of seminal 
fl uid. Ejaculatory contractions involve the entire length of the 
penis. They are initially expulsive, followed by several contrac-
tions of less intensity. Some women are capable of experiencing 
multiple orgasms. Men generally experience a refractory period 
following orgasm and before resolution (Byers & Esparza, 
1997; Discovery Health.com, 2009; Krozy, 1998).

Resolution
Resolution is the fi nal phase of the sexual response cycle. The 
organs and body systems gradually return to the unaroused state. 
Vital signs return to normal. The sex fl ush disappears. Relax-
ation and satisfaction are felt (Discovery Health.com, 2009).
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CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF SEXUAL DISORDERS
Sexual disorders are categorized as sexual dysfunction disorders 
or paraphilias. Sexual dysfunction disorders involve an impair-
ment of the sexual physiologic response. Paraphilias refer to 
disorders involving recurrent intense sexual urges and sexually 
arousing fantasies generally involving nonhuman objects. The 
major sexual dysfunctions and paraphilias are highlighted here.

Sexual Dysfunctions

Sexual dysfunction disorders involve a disturbance in the 
processes that characterize the sexual response cycle, or the 
presence of pain during sexual intercourse. Specifi c subtypes 
indicate the underlying etiology and context of the disorder. 
For example, the dysfunction may be the result of inhibitions, 
psychological factors such as depression, stress or anxiety, 
impaired communication between partners, or certain types of 
stimulation. It may occur at the onset of sexual functioning, or 
it may develop after a period of normal functioning.

The psychologically induced inability to perform sexually 
also may result in one of the following DSM-IV-TR subtypes of 
sexual dysfunctions. For example, a female whose fi rst sexual 
act caused a vaginal tear may be afraid to engage in sex with 
her signifi cant other.

Sexual Desire Disorders
Two sexual desire disorders are identifi ed: hypoactive sexual 
desire disorder and sexual aversion disorder. The diagnosis of 
hypoactive sexual desire disorder is used only if the lack of 
desire causes distress to the client or the client’s partner. Fac-
tors such as age, health, frequency of sexual desire (diminished 
libido), and lifestyle are considered when one is interviewing 
the person seeking help. The diagnosis of sexual aversion dis-
order is used if anxiety, fear, or disgust occurs when an indi-
vidual is confronted with a sexual opportunity.

Sexual Arousal Disorders
In female sexual arousal disorder, the woman may experience 
little or no subjective sense of sexual arousal. Physiologic studies 
of sexual dysfunctions indicate that a hormonal pattern may con-
tribute to responsiveness in women who have excitement-phase 
dysfunction. Alterations in testosterone, estrogen, prolactin, and 
thyroxin levels, as well as medications with antihistaminic or 
anticholinergic properties, have also been implicated in female 
sexual arousal disorder (Sadock & Sadock, 2008).

In males, sexual arousal disorder, also termed male erec-
tile disorder or more commonly erectile dysfunction (ED), refers 
to the inability to attain or maintain an erection adequate for 
sexual activity. An estimated 30 million men in the U.S. expe-
rience some degree of ED at any given time. The causes may 
be organic or psychological (eg, depression), or a combina-
tion of both. Risk factors include cardiovascular disease, ciga-
rette smoking, obesity, hyperlipidemia, and diabetes mellitus. 
There has been a strong correlation between ED and risk fac-
tors for metabolic syndrome. Whether ED is a precursor to 

metabolic syndrome or ED is caused by metabolic syndrome 
is a  subject for discussion. Neurologic disorders associated 
with ED include spinal cord injury, multiple sclerosis, cere-
bral vascular accident, Parkinsonism, and multisystem atrophy 
(Shy-Drager syndrome). Numerous prescription and over-the-
counter medications may contribute to ED, possibly affecting 
the neurovascular events that lead to an erection directly or 
indirectly, by reducing libido. The incidence of ED increases 
with age (Alexander, 2008; Craft, 2008; Gray, 2001).

Orgasmic Disorders
The diagnoses of female orgasmic disorder and male orgasmic 
disorder are used to describe recurrent, persistent inhibited 
orgasm after an adequate phase of sexual excitement in the 
absence of any organic cause.

Numerous psychological factors are associated with female 
orgasmic disorder. These factors include fears of rejection, 
impregnation, or damage to the vagina; hostility toward men; 
and guilt feelings related to sexual desires and impulses.

Male orgasmic disorders may include premature ejacula-
tion (ie, ejaculation occurring before the person wishes, due to 
the absence of reasonable voluntary control during the sexual 
act) and retarded ejaculation or inhibited ejaculation (ie, ejacu-
lation occurring during coitus with great diffi culty, if at all). 
The client with premature ejaculation has no problem with 
sexual desire and no problem obtaining an erection (Intili, 
2006; Sadock & Sadock, 2008).

Sexual Pain Disorders
Sexual pain disorders typically include dyspareunia and vagi-
nismus. The diagnosis of dyspareunia is used to describe recur-
rent, persistent genital pain in the female or male that occurs 
during or after intercourse and is not due to a general medical 
condition. Approximately 30% of all surgical procedures on the 
female genitalia are estimated to cause temporary dyspareunia. 
Dyspareunia in men is uncommon and is usually associated 
with Peyronie’s disease, the presence of sclerotic plaques on the 
penis that causes penile curvature (Sadock & Sadock, 2008).

In vaginismus, spasms of the musculature of the outer 
third of the vagina are recurrent, persistent, and involuntary, 
thus interfering with the sexual act. A female engaging in sex 
for the fi rst time, a victim of rape, or a woman who has had a 
strict religious upbringing in which sex is associated with sin 
may experience vaginismus (Sadock & Sadock, 2008).

Sexual Dysfunction Due to a General Medical 
Condition
This disorder is distinguished from the previous disorders by the 
presence of clinically signifi cant sexual dysfunction that is due 
to the direct physiologic effects of a general medical condition. 
Marked distress or interpersonal diffi culty occurs during sexual 
activity. The subtypes of this disorder include the following:

Male or female hypoactive sexual desire disorder due • 
to… (indicate the general medical condition)
Male erectile disorder due to…• 
Male or female dyspareunia due to…• 
Other male or female sexual dysfunction due to…• 
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Some common physical disorders could cause diffi culty with 
sexual activity. These include chronic pain syndrome, arterio-
sclerosis, diabetes, liver disease, hypertension, thyroid disorder, 
and sexually transmitted diseases. In both men and women, 
levels of sex hormones decline with age. Menopause and late-
onset hypogonadism are complex disorders that can affect sex-
ual function. Sexual dysfunction may also occur as a result of 
treatments used to manage a general medical condition, such 
as radiation therapy, nerve blocks, or surgical procedures that 
physically alter the central nervous system (Alexander, 2008; 
Lorenz, 2007; Paice, 2003; Verma & Asghar-Ali, 2006).

Medication or substances can diminish libido or inhibit 
sexual function by causing changes in the blood fl ow or the 
nervous system. Examples of substances that interfere with 
sexual activity have been identifi ed as alcohol, antihypertensive 
drugs, chemotherapeutic agents, cortisone, hormonal therapy 
used to treat cancer, narcotic analgesics such as morphine and 
codeine, antihistamines, anticonvulsants, antipsychotics, selec-
tive serotonin reuptake inhibitors (SSRIs), sedatives, and rec-
reational drugs (Jensen, Lewis, & Jones, 2004; Lorenz, 2007; 
McKinney, 2007; Paice, 2003; Verma & Asghar-Ali, 2006). The 
presence of these conditions needs to be investigated before a 
diagnosis of sexual dysfunction is made.

Paraphilias

The term paraphilia did not enter the DSM until 1980. Since 
that time, it has come to mean different things to different 

 individuals. Often, people confuse the term with pedophile 
(sexual activity with a prepubescent child usually of the same 
sex). It is important that these terms are used correctly when 
describing client behavior because this is arguably the most dis-
paraging label society can currently attach to a human being 
(Frieden, 2005). See Chapter 33 regarding abuse and violence.

The DSM-IV-TR describes paraphilias as disorders in which 
unusual or bizarre sexual imagery or acts are enacted to achieve 
sexual excitement. These fantasies, urges, or behaviors gener-
ally involve nonhuman objects, the suffering and humiliation of 
oneself or another person, or children or other nonconsenting 
persons. An example of a paraphilia is sexual sadism, in which 
an individual achieves sexual excitement from the psychologi-
cal or physical suffering of another. Sadism can involve the 
infl iction of pain with materials such as leather straps, hand-
cuffs, and whips. Sexual masochism involves the act of being 
injured, bound, humiliated, or otherwise made to suffer.

Mental health professionals generally do not see clients with 
paraphilias unless their behavior creates a confl ict with society. 
Males appear to be more prone than females to the development 
of paraphilia with the sex ratio estimated at 20:1. Nonconsent-
ing partners may report such activity to legal authorities. Con-
cerned neighbors may suspect that children are the object of 
sadistic sexual behavior and inform the police or the child wel-
fare bureau of such abuse. Voyeurism, exhibitionism, and pedo-
philia are three subclassifi cations of behavior that often result 
in arrest and incarceration (Sexual Behavior Text 3.com, 2009). 
A description of paraphilias is included in Box 26-2.

Paraphilias

Bestiality or Zoophilia: Sexual contact with animals 
serves as a preferred method to produce sexual 
excitement.

Exhibitionism: An adult male obtains sexual gratifi ca-
tion from repeatedly exposing his genitals to unsus-
pecting strangers, usually women and children who 
are involuntary observers. He has a strong need to 
demonstrate masculinity and potency.

Fetishism: Sexual contact with inanimate articles 
(fetishes) results in sexual gratifi cation. Most often it 
is a piece of clothing or footwear. Parts of the body 
may also take on fetishistic signifi cance. Its occur-
rence is almost exclusive to men who fear rejection 
by members of the opposite sex.

Frotteurism: Sexual excitement is achieved by touch-
ing and rubbing against a nonconsenting person.

Sexual Masochism: Sexual pleasure occurs while one 
is experiencing emotional or physical pain. The will-
ing recipient of erotic whipping is considered to be 
masochistic.

Necrophilia: Sexual arousal occurs while the person 
is using corpses to meet sexual needs.

Pedophilia: The use of prepubertal children is needed 
to achieve sexual gratifi cation. Pedophilia can be an 
actual sexual act or a fantasy.

Sexual Sadism: Sexual gratifi cation is experienced 
while the person infl icts physical or emotional pain 
on others. Severe forms of this behavior may be 
present in schizophrenia.

Telephone Scatologia: Sexual gratifi cation is achieved 
by telephoning someone and making lewd or 
obscene remarks.

Transvestic Fetishism: A heterosexual male achieves 
sexual gratifi cation through wearing the clothing of 
a woman (cross-dressing). It is a learned response 
due to encouragement by family members. As a 
child, the person was considered more attractive 
when dressed up as a girl.

Voyeurism: The achievement of sexual pleasure by 
looking at unsuspecting persons who are naked, 
undressing, or engaged in sexual activity. Individu-
als engaging in voyeurism are commonly called 
“Peeping Toms.”

BOX 26.2
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Characteristics of Paraphiliacs
A person may experience more than one paraphiliac disorder 
at the same time, or may exhibit clinical symptoms of other 
mental disorders such as a personality disorder or schizophre-
nia. Characteristics or associated features of persons who are 
classifi ed as paraphiliacs include

emotional immaturity (seen in the pedophile or “Peep-• 
ing Tom” who is unable to engage in a mature sexual 
relationship because of feelings of inadequacy);
fear of a sexual relationship that could result in rejection;• 
shyness (seen in the voyeur who views others from a • 
distance);
the need to prove masculinity, demonstrated by the • 
exhibitionist;
the need to infl ict pain on another to achieve sexual satis-• 
faction (seen in sadistic behavior);
the need to endure pain to achieve sexual satisfaction • 
(seen in masochistic behavior);
low or poor self-concept; and• 
depression.• 

Not all of the characteristics listed are present in each paraphil-
iac. The way a paraphiliac expresses himself or herself sexually 
affords a clue to the paraphiliac’s self-concept. For example, 
the fetishist who has a very low self-concept chooses inanimate 
objects to satisfy sexual needs and therefore does not have to 
fear rejection by a partner.

SEXUAL ADDICTION
Although sexual addiction is not a DSM-IV-TR diagnosis, it is 
presented here because individuals who are addicted to sex 
often develop clinical symptoms of sexual disorders.

Sexual addiction, fi rst described by Dr. Patrick Carnes 
in his book, Out of the Shadows: Understanding Sexual Addiction 
(2001), is defi ned as engaging in obsessive–compulsive sex-
ual behavior that causes severe stress to addicted individuals 
and their families. Sexual addicts make sex a more important 
priority than family, friends, work, and values. Sex becomes 
the source of nurturing and trust, and addicts are willing to 
sacrifi ce what they cherish most to preserve their behavior. 
Approximately 6% to 8% of the population is affected by sex-
ual addiction (Klein, 2003).

Sexual addicts have admitted that their unhealthy use of 
sex began with an addiction to masturbation, paraphilia, por-
nography, or a heterosexual or homosexual behavior. Sexual 
addiction also includes prostitution, exhibitionism, voyeurism, 
indecent phone calls, child molestation, incest, rape, and vio-
lence. (See Chapter 33 regarding abuse and violence.) Addiction 
to cybersex is a new but growing disorder that often goes undi-
agnosed. The explosive growth of the Internet has provided a 
new outlet for individuals with sexual compulsions. For some, 
the computer has become the primary focus of their sexual or 
romantic life. Children (middle school–aged boys in particu-
lar) are becoming addicted to sex on the Internet in numbers 
that would startle most clinicians and parents. It provides the 

three A’s of affordability, accessibility, and anonymity. Signals 
that a client is addicted to sex online may be missed because 
clinicians may be unaware of the breadth and variety of sexual 
activities available on the Internet (Jancin, 2005; Macready, 
2001). Addicts experience powerlessness over a compulsive 
behavior that has made their lives unmanageable. They may 
feel out of control; experience tremendous shame, pain, and 
self-loathing; and try to stop, yet repeatedly fail to do so. The 
unmanageability of addicts’ lives is seen in the consequences 
they suffer: school absenteeism or diffi culty with school work, 
loss of relationships, diffi culties with work, arrests, fi nancial 
troubles, a loss of interest in things not sexual, low self-esteem, 
and despair. Many sexual addicts have a dual diagnosis includ-
ing substance abuse or depression.

THE NURSING PROCESS

Assessment

In a perfect world, health care providers would be both 
trained and profi cient in all areas of care. In reality, sexual 
health is often the exception (Warner, Rowe, & Whipple, 
1999, p. 34).

This statement was made regarding the lack of emphasis placed 
on including a sexual history as part of the assessment phase 
of the nursing process. Unfortunately, this statement remains 
true today.

Several reasons that the subject of sex may not be addressed 
by nurses during the assessment process have been identifi ed. 
For example, nurses may be embarrassed, may not believe that 
sexuality is part of a presenting problem, may feel that discussing 
sex is an invasion of a client’s privacy, or may feel inadequately 
equipped to provide appropriate nursing interventions. Absence 
of role models or fear of legal ramifi cations may also play a role, 
particularly when the nurse and client are of opposite sexes 
(Katz, 2005; Reynolds & Magnan, 2005). Guidelines to obtain-
ing a sexual history are included in the following section.

Sexual History
The attitude of the nurse sets the stage for obtaining a sexual 
history. It is important that the nurse maintain a neutral tone 
while interviewing the client in a nonthreatening, quiet, and 
private environment. Too often, the discomfort of both the 
nurse and the client interferes with communication during this 
time. By focusing on the universal aspects of human sexuality, 
including the need for acceptance, personal bias can be over-
come and compassionate interaction with clients can occur 
(Bresolin, 2001; Keefe, 2006).

During the assessment, ask the client’s permission to dis-
cuss his or her “sex life,” emphasizing that all client information 
provided is confi dential. Be professional when approaching the 
subject about sexuality and provide support without appearing 
judgmental. Keep in mind the client’s educational level and 
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familiarity with terminology. Use simple words and phrases 
when asking questions to avoid any misunderstanding or con-
fusion.

Gather data regarding the client’s earliest sexual behavior 
and experiences, attitude about sex, and gender identity. Pres-
ent questions in order of least sensitive to most sensitive mate-
rial. Be sure to word the questions in a closed-ended style to 
elicit a specifi c response. Examples of questions may include 
“Are you married?” “Are you living with a partner?” or “Are you 
satisfi ed with your sex life?” Allow the information revealed to 
guide the discussion. Don’t make assumptions. Issues related 
to sexual health change over the course of one’s lifetime.

Explore the client’s role in sexual relationships, both past 
and present. Also obtain information about the client’s per-
ception of any sexual issues in the relationships. Be especially 
sensitive with questions regarding the history of any sexual 
trauma. Also explore any history of depression, anxiety, and 
substance abuse and legal problems, and pay particular atten-
tion to any cultural and religious infl uences affecting the cli-
ent’s sexuality (Byers & Esparza, 1997; Keefe, 2006; Warner 
et al., 1999).

As the assessment progresses, determine whether addi-
tional data, including a history and physical, genital or pelvic 
examination, and laboratory tests, are indicated; whether the 
client is willing to involve a family member or signifi cant other 
in the collection of data; whether the client would benefi t from 
a referral to a support group; or whether the client and spouse 
or the signifi cant other would benefi t from a referral to a knowl-
edgeable family or sex therapist who understands the dynam-
ics of sexual problems. Box 26-3 describes the basic principles 
of a sexual assessment. Additional guidelines are  discussed 

on Medscape.com (Medscape Today, 2004a).  Chapter 9 also 
 discusses assessment of sexuality.

Barriers to Taking a Sexual History
Because of the sensitive nature of the subject, obtaining a sexual 
history can be problematic for the client and the nurse. Several 
issues can create barriers to obtaining the necessary informa-
tion. Common barriers to taking a client’s sexual history include 
failure to view the client’s sexual history as relevant to the plan 
of care; inadequate training of the health care professional; 
embarrassment on the part of the health care professional; fear 
of offending the client by asking personal questions; and the 
perception by the health care provider that any sexual concern 
of the client will be overly complex and time consuming for the 
provider to assess, much less manage (Postlethwaite, Stump, 
Bielan, & Rudy, 2001; Reynolds & Magnan, 2005).

Another barrier that could interfere with assessment 
involves legal issues. Providers may be uncertain about state 
laws regarding a minor’s consent to treatment or may feel 
uncomfortable in supporting an adolescent’s decisions that 
may confl ict with a parent’s wishes. For lesbian and gay youth 
who haven’t informed their parents of their sexual preference, 
fear that their confi dentiality may not be protected can be a sig-
nifi cant barrier to care (Ryan et al., 1998). One or all of these 
barriers could result in an incomplete sexual health assessment 
of clients seen in private practice, a general hospital setting, an 
inpatient psychiatric unit, and a long-term care facility.

Following are some examples for the reader to determine 
which, if any, of the common barriers could interfere with the 
assessment process:

Clients seen in private practice may complain of hypoac-• 
tive sexual desire due to a medical condition or decreased 
libido or impotence due to new medication, or may ask 
the practitioner for advice regarding sex-reassignment sur-
gery. Transference may occur, because the client believes 
he or she is in love with the therapist.
Sexual acting-out may occur in the general hospital as • 
the client attempts to test his or her sexuality because 
of loss of independence, low self-esteem, loss of a body 
part, loneliness, fear, anxiety, or loss of control. Behavior 
frequently seen includes fl irting, deliberately exposing 
the genital area, dressing in seductive attire, touching the 
caregiver inappropriately, using profanity, or making pro-
vocative comments. Some clients use a shock approach by 
blatantly discussing promiscuous sexual activity or telling 
jokes that center on sexual contact.
Issues regarding sexuality may occur on an inpatient psy-• 
chiatric unit. For example, clients may engage in sexually 
explicit conversation, make sexual advances toward staff 
or peers of the same or opposite sex, or openly masturbate 
on the unit. Clients who are confused or delirious may 
undress or urinate in public. A teenager, admitted because 
of a suicide attempt, may be struggling with an emerging 
sexual identity. Family members express embarrassment 
to the staff because their loved one is exhibiting impulsive, 
uninhibited behavior.

Basic Principles for Performing a Sexual 
Assessment

Be comfortable and at ease with the client. •
Present an open and accepting attitude. •
Be empathetic. •
Avoid personal values and biases during the  •
interview.
Ensure a thorough knowledge base. •
Establish familiar terminology with the client. •
Encourage the client to verbalize any sexual con- •
cerns or emotions.
Support the expression of feelings and validate  •
them.
Ask specifi c, open-ended questions. •
Approach emotional or more sensitive questions  •
gradually.
Progress from how information was learned, to  •
attitudes, then behaviors.
State that certain sexual behaviors are common  •
before asking questions about them.

BOX 26.3
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Restricting the emotional and sexual desires of long-term • 
care clients can result in a loss of their will to live. It is also 
a violation of their rights. Spouses may ask to take their 
wife or husband home for a few hours or on an overnight 
leave of absence. Clients with dementia may be sexu-
ally attracted to other residents and exhibit overt sexual 
behavior. A referral may be made to a mental health pro-
vider to assess how competent the client is to engage in an 
intimate relationship, considering the client’s sexual needs 
and protecting the rights of both competent and incom-
petent clients.

Assessment of Children and Adolescents
Assessing children and adolescents requires sensitivity. 
A cultural consensus still remains concerning certain sex-role 
distinctions that children are expected to master in early devel-
opment. For example, in our society, only females wear lip-
stick or dresses in public. If a boy wears a dress and lipstick 
to school, adults react with disapproval and peers react with 
ridicule (Rekers & Kilgus, 2001).

Children and adolescents who have concerns about body 
image, sexual identity, or attraction to the same sex, or who 
verbalize sexual fantasies, may experience distress and exhibit 
severe adjustment problems or sexually aggressive behavior 
that warrants a psychosocial assessment.

If cross-gender behavior is observed in a child or adoles-
cent over a 6-month period, a careful assessment should be 
made regarding the signifi cance of the behavior to the child or 
the adolescent. The cluster of behaviors requires assessment 
because the ratio of masculine to feminine behaviors, rather 
than the exact number of cross-gender behaviors, is diagnosti-
cally signifi cant (ie, the pattern of behavior and the frequency 
of mannerisms and gestures are compared with normative data 
on boys and girls of the same age group) (Rekers & Kilgus, 
1995; Zucker et al., 1997).

Children younger than 8 years often are open to answer-
ing questions truthfully about sexual behavior, including sex-
ual fantasies or their attraction to peers of the same sex. Older 
children and adolescents are more aware of the social signifi -
cance of their behavior and may conceal their true interests. 
Lesbian and gay youth who report signifi cant stress associated 
with school and related activities need assessment for evidence 
of alcohol abuse, depression, and suicidal ideation. Clinical 
psychological testing may be necessary to obtain additional 
data during the assessment process (Rekers & Kilgus, 1998; 
Ryan et al., 1998; Zucker et al., 1997).

Transcultural Considerations
A client’s ethnic, cultural, religious, and social background 
infl uences sexual attitude, desire, and expectations. Andrews 
and Boyle (2008) comment about cultural norms related to 
appropriate male–female and same-sex relationships. Failure 
to adhere to cultural codes is considered to be a serious trans-
gression. For example, in some cultures, the sexual desires of 
the woman are not considered relevant; fertility is the primary 
function of the woman. Also, what is considered deviant sexual 

behavior in one cultural setting may be an acceptable practice 
in another culture. Furthermore, a client may experience con-
fl ict or disagreement between the messages learned from the 
social/cultural group in which client grew up and the current 
social/cultural group in which the client lives. Therefore, be as 
familiar as possible with the customs of each client’s culture.

NURSING DIAGNOSES

The diagnoses of Ineffective Sexuality Patterns and Sexual 
Dysfunction are diffi cult to differentiate. Ineffective Sexuality 
Patterns is a broad diagnosis of which sexual dysfunction can 
be one part. Defi ning characteristics of Ineffective Sexuality 
Patterns include the presence of actual or anticipated negative 
changes in sexual functioning or sexual identity. Other charac-
teristics that may be present include the expression of concern 
about sexual functioning or sexual identity, inappropriate sex-
ual verbal or nonverbal behavior, or changes in primary and/or 
secondary sexual characteristics (Carpenito-Moyet, 2008).

The nursing diagnosis of Sexual Dysfunction may be more 
appropriately used by a nurse with advanced preparation in 
sex therapy when a client experiences or is at risk of experienc-
ing a change in sexual function that is viewed as unrewarding 
or inadequate. Defi ning characteristics include the client’s ver-
balization of a problem with sexual function or report of a limi-
tation on sexual performance imposed by disease or therapy 
(Carpenito-Moyet, 2008).

The nursing diagnosis of rape trauma syndrome is used 
when a client experiences a forced, violent sexual assault against 
his or her will and without his or her consent. The trauma 
syndrome develops as a result of the attack or the attempted 
attack. Defi ning characteristics include a report or evidence of 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

SEXUALITY DISORDERS

Ineffective Sexuality Patterns related to  ineffective  •
role models
Ineffective Sexuality Patterns related to negative  •
sexual teaching
Ineffective Sexuality Patterns related to absence  •
of sexual teaching
Ineffective Sexuality Patterns related to values  •
confl ict
Sexual Dysfunction related to limited sexual  •
 performance with an impotent partner
Sexual Dysfunction related to lack of fulfi llment  •
due to dyspareunia
Rape Trauma Syndrome related to fear of sexual  •
intercourse due to distrust of men
Rape Trauma Syndrome related to fear of  •
 intimidation by a sexually abusive husband
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sexual assault (Carpenito-Moyet, 2008) (see Chapter 33). See 
the accompanying box for Examples of North American Nurs-
ing Diagnosis Association (NANDA) Nursing Diagnoses related 
to sexuality disorders. Other nursing diagnoses that may be 
used when implementing care for clients with sexual problems 
or concerns include Chronic Low Self-Esteem, Disturbed Body 
Image, Anxiety, Fear, Hopelessness, Social Isolation, and Spiri-
tual Distress.

New diagnostic labels regarding women’s sexual prob-
lems have become increasing prevalent and are currently used 
by medicine centers that specialize in sexual dysfunction, 
Web sites, continuing education symposia, and professional 
organizations (Medscape Today, 2004b). Nurses who obtain 
sexual histories should familiarize themselves with the fol-
lowing diagnoses although the true prevalence has not been 
established:

Female androgen-defi ciency syndrome• 
Psychotropic-induced sexual dysfunction• 
Sexual problems due to sociocultural, political, or eco-• 
nomic factors
Sexual problems related to partner and relationship• 
Sexual problems related to psychological factors• 
Sexual problems related to medical factors• 

Outcome Identifi cation

Outcomes related to gender identity and sexual functioning 
cannot be developed without input from the client because 
they are too personal (Krozy, 1998). Examples of Stated Out-
comes are presented in the accompanying box.

Planning Interventions

The ideal approach to planning treatment of sexual problems is 
utilization of an integrated sexual health team model involving 
nurses, sex counselors, medical social workers, and sexuality 
educators. Familiarity with sexual abuse and domestic violence 
screening is essential. Planning focuses on the individual client’s 
specifi c problems or complaints and respects the client’s age, 
sex, and cultural and religious preferences. The nurse assumes 
the role of client advocate to ensure the promotion of gender 
identity and sexual health in the plan of care. Involvement of a 
spouse, a signifi cant other, or the family may be necessary.

Normal sexual function requires an intact endocrine sys-
tem, vascular system, central nervous system, and autonomic 
and peripheral nervous systems. Generally, a comprehensive 
medical examination, including a review of medications, is 
planned to validate the presence of a gender identity disorder 
or determine the cause of sexual dysfunction.

Negative attitudes about homosexuality, myths, and mis-
perceptions are internalized from early childhood. Children 
and adolescents may require assistance in learning to manage 
a stigmatized identity, discrimination, rejection, loss of critical 
relationships, and ejection from their homes. Lesbian and gay 
youth may have misperceptions about their physiology, health 
needs, and health risks. They may have questions about par-
enting and the risk of sexually transmitted diseases. Finally, 
they may lack knowledge of support services that can reduce 
social isolation, provide accurate information, and connect 
them with positive role models (Ryan et al., 1998).

Interventions are planned to meet the client’s basic human 
needs, provide structured and protective care, and explore 
methods to rechannel sexually unacceptable behavior. Coun-
seling may be necessary if the client has experienced a recent 
life change (eg, illness, divorce, death of a spouse, or a sec-
ond marriage) or traumatic event that has had an impact on 
the client’s sexuality. The client works with the nurse to deter-
mine which interactive therapies may be benefi cial during the 
implementation of care.

Implementation

Interventions are individualized based on the client’s concerns 
about sexual identity, gender identity, identifi ed sexual disor-
der, causative factors, and clinical symptoms. The nurse also 
considers the client’s needs, nursing diagnosis or diagnoses, 
problem severity, and the nurse’s own competence (Krozy, 
1998). Knowledge of psychosexual development is imperative. 
Ensuring the client’s rights also is important. Jacobson (1974) 
describes a bill of rights to guarantee sexual freedom and pro-
mote sexual health. These rights include the client’s right to 
express his or her sexuality, to become the person he or she 
desires to be, and to select a partner of choice, regardless of the 
partner’s gender identity.

Nurses must examine feelings about their own sexuality 
before they are able to provide care for clients who present with 
issues related to sexuality. Feelings of disgust, contempt, anger, 
or fear need to be identifi ed and explored so that they do not 

Examples of Stated Outcomes

SEXUAL DISORDERS

The client will verbalize feelings that lead to sexu- •
ally aggressive behavior.
The client will modify behavior to reduce  •
 stressors.
The client will identify limitations on sexual activ- •
ity caused by health problem.
The client will share concerns regarding sexual  •
function.
The client will identify stressors affecting sexual  •
function.
The client will report a desire to resume sexual  •
activity.
The client will describe improved body image fol- •
lowing reconstructive breast surgery.
The client will verbalize satisfaction with sex role. •
The client will discuss sexual concerns with his or  •
her sexual partner.
The client will verbalize understanding of the rela- •
tionship between adverse effects of drug therapy 
and sexual dysfunction.
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interfere with the development of a therapeutic  relationship. 
If the nurse is unable to be objective while providing care for 
a specifi c client, the nurse should relinquish responsibility to 
another member of the health care team.

Assistance in Meeting Basic Needs
Adequate rest, exercise, and nutrition, and good general physi-
cal health promote sexual health. Clients with health problems 
or who are elderly are assisted in identifying barriers that inter-
fere with sexual functioning (eg, pain, impaired mobility, or 
adverse effects of medication). Techniques are taught to reduce 
oxygen consumption and cardiac workload and reduce or 
eliminate pain during sexual activity.

Provision of a Safe Environment
Client safety is a priority. Clients with impulsive, unpredict-
able sexual behavior can pose a threat to the safety of others 
as well as to themselves. The client who has a gender identity 
confl ict may become severely depressed, develop a substance-
abuse disorder, exhibit violent behavior toward others, or be 
victimized by family members.

Children who are sexually aggressive may victimize other 
children. Clients with paraphilias can be aggressive as they par-
ticipate in masochistic or sadistic behavior. Some paraphiliacs 
are disturbed by their thoughts and behaviors and seek help; 
some are mandated by the courts to seek therapy; and others 
do not experience any confl ict and do not seek therapy.

Environmental manipulation has proven effective in reliev-
ing anxiety and altering the undesirable behavior of children 

who are sexually aggressive, paraphiliacs, and sex offenders. 
Incarceration may be imposed legally to protect the public, 
especially children, from being victimized by sex offenders (ie, 
pedophiles, prostitutes, and other paraphiliacs). The incarcer-
ated client may then be interviewed and accepted into a special 
program to provide treatment for the specifi c sexual disorder 
or problem (see Chapter 35).

The client with a sexual addiction may wish to stop 
his or her destructive behavior, but fear of consequences 
keeps many from seeking help. The addict often experi-
ences extreme despair over constant failure to control obses-
sive behavior. This despair may lead them to contemplate or 
attempt suicide.

Research reveals that many young people who are gay 
face abuse from family members after they disclose their sex-
ual orientation (Worcester, 1999). Lesbians are most likely to 
be attacked by mothers, and gay men are most likely to be 
attacked by brothers. Such individuals have been known to 
make suicidal threats, which resulted in involuntary admis-
sion to a psychiatric facility (see Supporting Evidence for Prac-
tice 26-1).

Medication Management
Various pharmacologic approaches are used to treat clients with 
sexual disorders. Nurses need to be knowledgeable about and 
familiar with their application and potential adverse effects. 
Following is a brief discussion of medication management of 
female and male sexual disorders.

The Relationship Between Suicide Risk and Sexual Orientation

SUPPORTING EVIDENCE FOR PRACTICE 26.1

PROBLEM UNDER INVESTIGATION / What is the 
suicide risk among bisexual/homosexual and hetero-
sexual students?

RESEARCH SUMMARY / The study consisted of 
152 female and 184 male bisexual and homosexual 
groups. Data were obtained from the Adolescent 
Health Survey to identify the sexual preference of the 
subjects. Suicide risk was identifi ed from questions 
that were asked about previous attempts, current sui-
cide thoughts, and suicide plans. Results indicated 
that 90% of the subjects answered the questions re-
garding suicide and that bisexual/homosexual males 
(84%) were less likely to complete these questions 
when compared with their heterosexual counterparts 
(91%). Economic status was higher among the het-
erosexual males (69%) compared with their bisexual/
homosexual counterparts (56%). Results also indicat-
ed that there were more White heterosexual females 
(86%) compared with bisexual/homosexual females 

(73%). Suicidal intent was signifi cantly associated with 
male bisexual/homosexual orientation as was previ-
ous suicide attempt. Suicidal ideation was not prov-
en to be signifi cant among males and none of the 
suicidal variables were associated with bisexuality/ 
homosexuality in females.

SUPPORT FOR PRACTICE / Psychiatric–mental 
health nurses working with teens need to be aware 
of the fi ndings that males whose sexual preference 
is that of bisexuality or homosexuality are at risk for 
attempted suicide. In addition, assessment needs to 
focus on other factors that may also play a role in sui-
cidal behavior, such as self-identifi cation of homosex-
uality at a young age, substance abuse, interpersonal 
confl ict, nondisclosure, or family dysfunction.

SOURCE: Remafedi, G., French, S., Story, M., Resnick, S. C., & Blum, R. 
(1998). The relationship between suicide risk and sexual orientation:  Results 
of a population-based study. American Journal of Public Health, 88(1), 57–60.
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Female Sexual Disorders
Hormone-replacement therapy (HRT) is used to reduce  various 
symptoms in female clients. For example, estrogen therapy is 
used to treat vaginal dryness; off-label androgen therapy (tes-
tosterone) is used to treat decreased sexual desire, vaginal 
dryness, and diminished genital sensation; and estrogen and 
androgen combinations are indicated in the use of symptoms 
not relieved by estrogen alone. Such therapy may be given 
orally, parenterally, vaginally, or transdermally, depending upon 
the preparation of the specifi c agent (McKinney, 2007).

Avlimil is a homeopathic remedy manufactured by  Berkeley 
Premium Nutraceticals in Cincinnati, Ohio. It is used for treat-
ment of female sexual dysfunction. Avlimil is a nonsynthetic, 
nonhormonal composite of 11 herbs that promotes blood 
fl ow and muscle relaxation to achieve an improved sexual 
response. Examples of drugs that may interact adversely with 
Avlimil include anticoagulants, antidiabetics, antihyperten-
sives, antiplatelets, contraceptives, estrogens, and drugs that are 
cytochrome P-450 (CYP) 3A4 and CYP2BC substrates (Aschen-
brenner, 2004). Other homeopathic remedies such as aro-
matherapy, massage therapy, and therapeutic touch are used to 
reduce pain, depression, or anxiety and promote sexual health.

Studies regarding the treatment of female sexual arousal 
disorder have focused on the use of the topical phosphodi-
esterase type-5 inhibitor alprostadil (MUSE); subcutaneous 
dopamine agonist, apomorphine (Apokyn); and a clitoral vac-
uum pump. A validated questionnaire during the studies dem-
onstrated signifi cant benefi t in sensation, lubrication, orgasm, 
and sexual satisfaction (McKinney, 2007; Medscape Medical 
News, 2004, 2006).

Male Sexual Disorders
ED has been reported to improve signifi cantly with the use of a 
phosphodiesterase type-5 inhibitor, sildenafi l citrate (Viagra). 
However, the drug is limited in its use. For example, there is 
potential cardiac risk for clients with preexisting cardiovascular 
disease. Also, clients have reported prolonged erection lasting 
longer than 4 hours and priapism (painful erections >6 hours 
in duration). If priapism is not treated immediately, penile tis-
sue damage and permanent loss of potency could result.

Vardenafi l (Levitra), tadalafi l (Cialis), and transurethral 
alprostadil (MUSE) are also phosphodiesterase type-5 inhibi-
tors used in the treatment of ED. Clients taking sildenafi l or 
tadalafi l should not drink grapefruit juice because the juice 
inhibits metabolic enzyme activity with possibly fatal conse-
quences (Alexander, 2008; Karch, 2004).

Other medications used in the treatment of male sexual 
disorders include the injectable agent phentolamine (Vasomax), 
an alpha-adrenergic receptor blocker; injectable alprostadil 
(Caverjest), a prostaglandin; and the sublingual dopaminer-
gic agent apomorphine (Spontane); (Blackwell, 2006; Google 
Directory Health Pharmacy, 2006; Sadock & Sadock, 2008). 
Drug injection therapy, including mixtures of phentolamine, 
papaverine, prostin, and/or atropine injected directly into the 
corpora cavernosa prior to intercourse, is effective in clients 
with ED regardless of the cause.

Hormone therapy (eg, testosterone replacement) such as a 
topical agent (Andro Gel) or the buccal agent (Striant) may be 
effective in men with low testosterone levels. Hormonal therapy, 
however, may suppress natural hormone production and increase 
the risk of prostate cancer or hypertrophy. Locally applied anes-
thetic creams such as prilocaine, lidocaine mixtures, or creams 
consisting of natural herb can decrease premature ejaculation by 
approximately 7 or 10 minutes. Hormone therapy with proges-
tins such as medroxyprogesterone acetate, as well as antianxiety 
agents and SSRIs, is also used as adjunctive therapy for prema-
ture ejaculation and to reduce libido in clients with sexual addic-
tion and paraphilias, and other sex offenders (Alexander, 2008; 
Segraves, 2008) (see Drug Summary Table 26-1).

Assistance With Medical Management
The nurse’s role in medical management varies depending 
on the setting in which the client is assessed and treated. For 
example:

Is the client being seen in the offi ce primarily for • 
the treatment of impotence secondary to muscular 
 dystrophy?
Is a referral made because a primary care physician sus-• 
pects alcoholism in a client who is infertile?
Does a hospitalized client verbalize concerns about sexu-• 
ality after a mastectomy?
Does a hospitalized client exhibit impulsive, sexual acting-• 
out behavior postoperatively?
Has a client been admitted for a penile implant?• 
Has the client experienced a decrease in sexual desire • 
since being placed on lithium?

Comorbidity of sexual dysfunction with depression, anxiety, 
and alcohol abuse is high. As mentioned earlier, surgical proce-
dures such as cystectomy or arterial vascular surgery as well as 
medical conditions such as diabetes, multiple sclerosis, renal 
failure, cardiovascular disease, and peripheral neuropathy can 
lead to ED (Sadock & Sadock, 2008). Nurses need to be aware 
of these possible underlying conditions and comorbidities to 
be better equipped to address the client’s concerns.

Nursing responsibilities include being aware of the pro-
cesses and techniques of mechanical treatment approaches, 
such as the vacuum pump or penile prosthetic devices that 
can improve clients’ sexual functioning, and knowledgeable 
of performing appropriate care and procedures when these 
approaches are used. Interventions also may include explain-
ing the dynamics of sexual response and facilitating sexual 
communication between partners. Be aware of your own limi-
tations and anticipate the need for referrals to formally trained, 
certifi ed sex therapists as needed (Krozy, 1998; Sadock & 
Sadock, 2008).

Interactive Therapies

The true meaning, and indeed, the deep pleasure associated 
with sexuality cannot be found in a pill … Exploring the 
deeper aspects of sexuality is an opportunity and a challenge 
(Tamerin, 1998, p. 56).
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Various interactive therapies are available to clients. The nurse 
and client discuss which, if any, of the interactive therapies 
would be therapeutic: individual, marital or couple, family, 
sex, group, or behavioral therapy.

Most individuals with a gender identity disorder have fi xed 
ideas and values and are unwilling to change. They may par-
ticipate in psychotherapy to address issues such as depression 
or anxiety or how to deal with their disorder, not alter it. Ther-
apy is also used to explore issues related to sex- reassignment 
 surgery (Sadock & Sadock, 2008).

One exciting new program combining many different 
types of therapy, The INTEGRIS Sexual Trauma and Abuse 
Recovery (STAR) program in Oklahoma City, Oklahoma, 
combines various interactive therapies (eg, individual, group, 
family, behavior) to address children’s sexually abusive behav-
ioral problems. Almost one third of children who are sexually 
abused and do not receive treatment act out their abuse by 
behaving in inappropriately sexual ways with others or hurt-
ing themselves due to their emotional trauma. Children learn 
“Sexual Behavior Rules” and coping skills such as the “Turtle 
Technique,” a method used to teach children to control their 

impulses and anger by helping them stop and think through 
the consequences of their behavior and make good choices. 
Treatment also includes individual therapy, family therapy, 
recreational therapy, social skills training, self-esteem develop-
ment, anger management, stress management, and expressive 
groups. Groups also address inappropriate sexual behavior and 
how to maintain appropriate boundaries with others (INTEG-
RIS Health Essentials.com, 2006).

Individual Psychotherapy
Individual therapy is recommended for clients who have had 
a recent life change, such as illness, loss, divorce, surgery, and 
any factors resulting in change in self-esteem or body image. 
A common cause of the cessation of sexual activity is the loss 
of a partner. Sexual self-confi dence may be lost along with the 
familiar partner, and new relationships may seem threatening. 
Individuals who have experienced a life-threatening illness 
may fear that sexual behavior will result in further debilitation. 
Conformity to cultural taboos about sexuality and aging may 
play an important part in impotence.

DRUG SUMMARY TABLE 26.1

Selected Drugs Used for Male Sexual Disorders

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: Dopaminergic Agents (to improve sexual response)

levodopa (Larodopa) 0.5–8 g Give in divided doses (two or more doses with food if GI upset occurs); 
observe for development of suicidal tendencies; monitor hepatic, renal, 
hematopoietic, and CV function; instruct client not to take multivitamin 
preparations with pyridoxine because they may prevent therapeutic effects of 
drug; instruct client to report vertigo, syncope, abnormal facial or body move-
ments, irregular heartbeat or palpitations, diffi culty with urination, and severe 
or persistent nausea or vomiting.

Drug Class: Impotence Agents (to treat decreased libido and response-cycle dysfunction)

sildenafi l citrate (Viagra) 25–100 mg Instruct client that drug is usually taken 1 hour before anticipated sexual 
activity, but it may be taken 30 minutes to 4 hour before sexual activity; limit 
use to once per day; instruct client to avoid use of nitrates because serious 
side effects and death can occur; monitor for headache, dizziness, rash, fl ush-
ing, palpitations, and painful urination.

Drug Class: Antidepressants (to treat decreased libido and orgasm dysfunction)

bupropion (Wellbutrin) 200–450 mg Ask client whether he is taking levodopa, an MAOI, or using alcohol because 
there is a risk for adverse drug–drug interactions including seizures due to 
lowering of seizure threshold; give t.i.d. with no dose >150 mg; monitor for 
dizziness, lack of coordination, tremors, dry mouth, headache, GI distur-
bances, insomnia, tachycardia, and weight loss.

Drug Class: SSRIs (treatment of premature ejaculation or hyperarousal disorder)

paroxetine (Paxil) 10–50 mg Contraindicated during or within 14 days of MAOI therapy; administer in 
the morning; use cautiously in the presence of renal or hepatic impairment; 
discuss rationale for use with client who has a sexual hyperarousal disorder; 
monitor for drowsiness, tremor, somnolence, and GI disturbances; instruct cli-
ent to report any genitourinary symptoms.
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Although the majority of ED is physiologically based, it 
may be secondary to lack of practice, unfamiliarity with a new 
partner, guilt feelings, or performance anxiety. Encourage cli-
ents to seek counseling for themselves and their partners if 
they are involved in a relationship. Interviewing the partner 
allows the nurse–therapist to assess relationship strengths and 
weaknesses and incorporate interventions during therapy.

Individual psychotherapy will not resolve gender identity 
disorder but can promote a stable lifestyle and improve the cli-
ent’s chances for success in relationships, education, work, and 
gender identity expression. It can also help determine a client’s 
readiness for sexual reassignment surgery (Martin, 2006).

Marital or Couple Therapy
Marital or couple therapy or counseling can be used to clarify, 
discuss, and work through problems such as feelings of sexual 
inadequacy, infi delity, or incompatibility. It can be effective in 
resolving confl icts, especially if the couple has a difference in 
opinion regarding what is normal sexual behavior. For exam-
ple, disclosure, the self-reporting of marital or partner infi delity 
during therapy, has been viewed as a positive way to end an 
extramarital relationship or a secret life, establish hope for the 
future, and experience the healing value of honesty. The partner 
or spouse is encouraged to refl ect and respond to the disclosure 
and decide whether he or she accepts the disclosure as a step 
toward healing the couple or marital relationship (Levin, 1999).

Family Therapy
As adolescents and young adults struggle with emerging sexual 
identity, parents and families go through a parallel coming-out 
process and are affected by the stigma associated with being 
gay or lesbian. Family therapy or a referral to Parents, Families, 
and Friends of Lesbians and Gays (PFFLAG), a national orga-
nization that provides education, information, and support, 
helps parents learn to cope with and ultimately accept their 
adolescent’s gender identity (Ryan et al., 1998).

Parents may bring children with cross-gender behavior pat-
terns to therapy in an attempt to instill culturally acceptable behav-
ior patterns in the child. For example, adults or peers role-model 
masculine or feminine behavior (Sadock & Sadock, 2008).

Sex Therapy
Individuals who are trained and certifi ed generally provide sex 
therapy. The way in which sexual material is experienced and 
expressed during therapy depends on the gender and age of 
the client or the couple, and to some extent, of the therapist 
or cotherapists as seen in dual-sex therapy. Specifi c techniques 
and exercises to reduce physiologic problems may be explored. 
Hypnotherapy may be employed to remove anxiety-producing 
symptoms and to develop alternative means to deal with fears 
during sexual encounters. Sensitivity to gender aspects of human 
sexuality facilitates all aspects of the psychotherapeutic process 
(Friedman & Downey, 2000; Sadock & Sadock, 2008).

Group Therapy
The purpose of group therapy is to examine intrapsychic 
and interpersonal problems in clients with sexual or gender 

 identity disorders. Group therapy provides a strong support 
system for children and adolescents as well as for adults who 
feel ashamed, anxious, or guilty about a particular sexual 
problem. It provides a useful forum in which to discuss sexual 
myths; correct misconceptions; and provide accurate informa-
tion about sexual anatomy, physiology, and various behaviors 
(Sadock & Sadock, 2008).

Behavioral Therapy
Behavioral therapy interventions have been found to be effec-
tive in the treatment of gender dysphoria (eg, emergent trans-
sexual or transvestite-like behavior) in male clients (Martin, 
2006; Rekers & Kilgus, 2001). Systematic desensitization is 
utilized to minimize anxiety-producing situations in clients 
who experience sexual fantasies. Assertiveness training is help-
ful in teaching clients to express sexual needs openly and with-
out fear (Sadock & Sadock, 2008).

Support Groups
A variety of organizations offer support groups regarding issues 
of sexuality and sexual health. Information can be accessed 
through local community mental health centers, local hospi-
tals, libraries, the National Institutes of Health, and various 
Web sites. Examples include Reach to Recovery for clients who 
have had a mastectomy; United Ostomy Association, Inc., for 
clients who have had surgery such as ileal conduits or colos-
tomies; the Endometriosis Association for clients who experi-
ence infertility; Sex Addicts Anonymous, a spiritual program 
based on the principles and traditions of Alcoholics Anony-
mous; the PFFLAG program mentioned earlier in this chapter; 
ED research groups supported by pharmaceutical companies; 
Impotency Anonymous; support groups for clients who are 
HIV-positive or have been diagnosed with AIDS and have a his-
tory of sexual addiction, sexual dysfunction, or gender identity 
disorder; and the National Youth Advocacy Coalition.

Client Education
Because human sexuality encompasses so many facets of a 
 person’s life, nurses who are educated about psychophysi-
ologic changes in sexual response are able to assist clients in 
maintaining sexual health through their lifespan (Baxer, 2001). 
Recognize each client’s particular cultural, physiologic, and 
psychological circumstances when teaching clients. Adapt cli-
ent teaching by keeping an open mind and nonjudgmental 
attitude about human sexual expression.

Education can begin with an explanation of normal sexual 
response (Masters & Johnson, 1966). Be aware of variability 
among individuals with respect to normal sexuality, stress-
ing this variation with clients. Educating the client and part-
ner about the natural changes in sexual function with aging 
can dispel some fear and anxiety. Education also may include 
information about various medications, recreational drugs (see 
Chapter 25), psychoactive drugs (see Chapter 16), medical 
conditions (such as chronic pain syndrome, respiratory prob-
lems, or cardiac disease), and factors (such as exercise, diet, 
and smoking) that can interfere with normal sexual response 
cycle.
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Evaluation

The evaluation of nursing interventions for clients with issues or 
concerns related to their gender identity or sexuality is impor-
tant because outcomes are based on the client’s expectations. 
Clients with sexual dysfunction generally expect an improve-
ment to occur. Partner satisfaction, also a concern, is a part of 
this evaluation, if possible. The nurse evaluates the response of 
the individual with a gender identity disorder to medication if 
treatment for anxiety or depression was implemented. In addi-
tion, the client’s ability to cope with issues related to his or her 
gender identity disorder also is determined.

As noted earlier in the chapter, not all paraphiliacs want or 
receive treatment. Those who do, generally participate in indi-
vidual or group therapy to explore feelings of sexuality, anxi-
ety, depression, and frustration. Behavioral therapy focuses on 
altering or managing unacceptable or undesirable behaviors. 
Thus, outcomes are evaluated based on resolution or change 
in these unacceptable or undesirable behaviors.

Clients who exhibit clinical symptoms of sexual addiction 
may have diffi culty resolving social, marital, and professional 
issues. Fear of consequences may keep them from continuing 
with treatment. Recidivism for paraphiliacs and sex addicts 
is high.

For example, the nurse and client would discuss whether 
the client’s clinical symptoms, such as pain, frustration, anxi-
ety performance, depression, or anxiety, have improved. They 
would also discuss whether the client accepted or tried sug-
gested interventions and how effective these actions were.

Evaluation focuses on whether the expectations of the cli-
ent are realistic and whether the client feels a need to continue 
with supportive therapy. Some clients may not want to change 
their behavior or are not ready to change. Partners may be resis-
tant to new suggestions. Evaluation may indicate that the need 
for a referral to another therapist with a perspective more con-
sistent with the client’s, or to a clinician with more experience, 
would benefi t the client (see Nursing Plan of Care 26-1).

Jim, a 36-year-old executive, was admitted to the ICU 
with the diagnosis of myocardial infarction. The father 
of two children, Jim confi ded in the nurse that he is 
afraid to resume his duties as husband and father. He 
also stated that he is afraid to play golf, even though the 
attending physician assured him he would eventually be 
able to lead a normal life if he adhered to the doctor’s 
orders. After a visit by his wife, Jim appeared withdrawn 
and apprehensive. As the nurse made evening rounds, 
Jim complained of chest pain and stated that he thought 
his doctor was sending him home too early. Later that 
evening, Jim’s wife called the nurses’ station and asked 
to talk to the head nurse. She expressed concern over 

her husband’s withdrawal, lack of interest in visiting with 
her, and fear of going home.

DSM-IV-TR DIAGNOSIS: Hypoactive sexual desire dis-
order due to myocardial infarction

ASSESSMENT: Personal strengths: Married with children, 
supportive wife who has verbalized her concerns about 
her husband’s behavior, able to verbalize his feelings

WEAKNESSES: Withdrawn, apprehensive, fearful of 
resuming normal daily activities

NURSING DIAGNOSIS: Ineffective Sexuality Patterns related to biochemical effects on energy and libido sec-
ondary to myocardial infarction

OUTCOME: The client will identify limitations on sexual activity caused by recent myocardial infarction.

PLANNING/IMPLEMENTATION RATIONALE

Explain the effects of cardiovascular disease and 
medications on sexual functioning.

The client may have misconceptions about the 
effects of cardiovascular disease and medications on 
his sexual functioning.

If the client agrees, include his wife in the develop-
ment of his treatment plan.

The client’s wife verbalized a concern about the 
change in his behavior. Giving the wife specifi c infor-
mation will help clarify expectations of the client and 
his wife.

NURSING PLAN OF CARE 26.1

THE CLIENT EXPERIENCING HYPOACTIVE SEXUAL DESIRE DISORDER
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KEY CONCEPTS
The terms • sex, sexual acts, and sexuality are often used 
interchangeably; however, there is a distinction to be 
made. Sex is a primary drive; sexual acts occur when 
behaviors involve the genitalia and the erogenous zones; 
and  sexuality is the result of an individual’s biopsy-
chosocial and experiential factors that mold an indi-
vidual’s sexual development, self-concept, body image, 
and behavior.
Sexuality consists of four interrelated psychosexual  factors: • 
sexual identity, gender identity, sexual orientation, and 
sexual behavior.
Sexual identity is the pattern of a person’s biologic sexual • 
characteristics.
Gender identity is a person’s sense of maleness or • 
 femaleness and is believed to be determined primarily by 
chromosomes and hormones and secondarily affected by 
one’s environment.
Sexuality develops over time and is subject to change • 
as one experiences the stages of infancy and childhood, 
 preadolescence and adolescence, and the different phases 
of adulthood.
Latency-age children and adolescents who have  problems • 
with general aggressiveness may, as a result of anger, 

NURSING DIAGNOSIS: Ineffective Coping as evidenced by withdrawal, lack of interest, and expression of fear 
of resuming normal daily activities

OUTCOME: The client will verbalize a decrease in fear regarding the resumption of activities of daily living.

PLANNING/IMPLEMENTATION RATIONALE

Encourage client to verbalize feelings. Identifying and verbalizing feelings is a necessary initial 
step toward resolving fears and developing effective 
coping skills.

Reassure client that the concerns he has are not 
unusual.

The client may have diffi culty expressing concerns 
directly. Reassurance may decrease the client’s fears.

Explore successful past and present coping skills. The client can build on his previous or present success-
ful coping skills to deal with his current situation.

Establish a schedule, with client’s input, to gradually 
resume activities of daily living.

The client can gain confi dence as he gradually resumes 
activities of daily living.

Establishing a schedule allows the client to pace himself 
and verbalize concerns about specifi c activities when 
necessary.

EVALUATION: Evaluation focuses on the client’s understanding of the recovery process after myocardial infarc-
tion, the development of positive coping skills, and an improvement in his sexual functioning.

boredom, dysfunctional family relationships, social 
 awkwardness, or history of violence or abuse, exhibit 
 sexual aggression toward peers.
The human sexual response cycle includes fi ve phases: • 
desire, excitement, plateau, orgasm, and resolution.
Psychological factors, medication, substances, or physical • 
disorders can precipitate a sexual dysfunction disorder in 
both male and female clients.
Individuals who participate in unusual or bizarre  sexual • 
acts to achieve sexual excitement are referred to as 
paraphiliacs. They are generally not seen by mental health 
professionals unless their behavior creates a confl ict with 
society.
Sexual addiction is characterized by the participation in • 
obsessive–compulsive sexual behavior that causes stress 
to addicted individuals and their families. Children as well 
as adults experience symptoms of sexual addiction. The 
 consequences of such behavior include school  absenteeism 
or diffi culties in school, diffi culties with work, fi nancial 
problems, loss of relationships with signifi cant others, 
divorce, arrests, low self-esteem, and despair. Many sexual 
addicts have a dual diagnosis including substance abuse 
or depression.
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Several common barriers to taking a sexual history have • 
been identifi ed. They include not considering the client’s 
sexual history as relevant to the plan of care, inadequate 
training of the health care professional, embarrassment on 
the part of the health care professional, fear of offending 
the client by asking personal questions, and the percep-
tion by the health care provider that any sexual concern of 
the client will be overly complex and time consuming for 
the provider to assess, much less manage.
Planning focuses on the individual client’s specifi c prob-• 
lems or complaints and respects the client’s age, sex, and 
cultural and religious preferences. The nurse assumes the 
role of client advocate to ensure the promotion of gender 
identity and sexual health in the plan of care.
Interventions are individualized on the basis of the cli-• 
ent’s concerns about sexual identity, gender identity, 

identifi ed sexual disorder, causative factors, and clinical 
symptoms.
Although the plan of care is developed with the client’s • 
input, the competence of the nurse has an effect on the 
outcomes. If the nurse is unable to be objective while pro-
viding care for a specifi c client, the nurse should relin-
quish responsibility to another member of the health care 
team.
Evaluation focuses on whether the client’s expectations • 
are realistic and whether the client feels a need to con-
tinue with supportive therapy. The nurse may decide that 
a referral to another therapist or clinician would be in the 
best interest of the client.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Team up with a classmate to role-play a situation in 
which you are a nurse who interviews a 39-year-old 
female client (your classmate) about her personal sexual 
history.

 2. After the interview, discuss what thoughts and feelings 
you experienced when determining how to phrase each 
question. Could the “client” tell whether you were having 
any diffi culty conducting the interview? Did the “client” 
experience any embarrassment participating in the role 
play situation?

 3. If you or your classmate, who know each other, felt 
embarrassed, how might a new client feel? How might 
you make the client more comfortable? How would you 
adjust the interview for a client your own age? For a cli-
ent your father’s age?

 4. Prepare a presentation on the anatomy and physiology of 
human sexual response. What did you learn? How will 
this information help you understand clients with sexual 
dysfunction?

Refl ection

Review the chapter opening quote about the development of 
sexuality by Sadock and Sadock. In some Middle Eastern coun-
tries, women are not allowed to show their faces in public, 
wear Western-style clothes, or drive a car. What infl uence do 
you think these cultural practices might have on the develop-
ment of a woman’s sexual identity? What impact would these 
cultural practices have on a female American citizen working 
in such a country? Explain your answers.

NCLEX-Style Questions

 1. A female client suffering from an anxiety disorder tells 
the nurse that she was diagnosed with Turner’s syndrome 
in adolescence. The nurse understands that which of the 
following is true with this disorder?
a. An extra X chromosome is present.
b. The client will be unable to bear children.
c. The client has an extra Y chromosome.
d. Early menopause will occur.

 2. When performing a sexual assessment of an adolescent 
client, which of the following should the nurse do?
a. ask questions requiring a yes-or-no response
b. treat the client no differently than an adult
c. offer opinions as a parent would
d. provide personal views and input
e. investigate behaviors fi rst, then client’s attitudes
f. use terminology that the client is familiar with

 3. The parents of a 4-year-old boy verbalize concern to 
the pediatric clinic nurse that their son is already asking 
questions about the anatomic differences between the 
sexes. The nurse responds to the parents’ concern on the 
basis of which of the following?
a. Children with a history of sexual abuse are preoccupied 

with sexual issues.
b. Curiosity about sexual identity is normal in preschool 

children.
c. Interest in sexuality is generally latent in preschool 

children.
d. Preschool children are too young to be instructed 

about sexuality.
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In older people, the development of delirium or acute confusion…

has been associated with increased lengths of hospital stay, the need 

for chemical and physical restraints, readmission, and increased 

mortality.

—WAKEFIELD, 2002

Cognitive Disorders

Agnosia
Amnestic disorders
Anterograde amnesia
Aphasia
Apraxia
Asterixis
Binswanger’s disease
Cognition
Cognitive disorder
Confabulation
Delirium
Dementia
Dementia with Lewy bodies
Disturbances in executive 

functioning
Dysgraphia
Dysnomia
Perseveration
Retrograde amnesia
Sundown syndrome

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss the changes that occur in the aging brain.
 2. Describe the four distinct, yet mutually interacting, memory systems 

identifi ed by Heindel and Salloway.
 3. Explain the latest research fi ndings related to the etiology of dementia of 

the Alzheimer’s type.
 4. Compare and contrast the etiology of vascular dementia and dementia 

with Lewy bodies.
 5. Distinguish the clinical symptoms of delirium, dementia, and amnestic 

disorders.
 6. Describe the onset and course of dementia from early to terminal stages.
 7. Explain the rationale for use of the Wong-Baker Faces Rating Scale, 

 NEECHAM Confusion Scale, and Agitated Behavior in Dementia Scale 
when assessing clients with cognitive disorders.

 8. Articulate the importance of identifying a client’s cultural and educational 
background during the assessment process.

 9. Identify the elements of a comprehensive history and physical exami-
nation for a client who exhibits clinical symptoms of dementia of the 
Alzheimer’s type.

10. Formulate nursing interventions for a client with the diagnosis of 
delirium who exhibits agitated and aggressive behavior.

11. Develop an educational program to use with family members of clients 
with the diagnosis of dementia.
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Cognition refers to the mental processes of comprehension, 
judgment, memory, and reasoning in contrast to emotional 
and volitional (willful or free-will) processes (Shahrokh & 
Hales, 2003). A cognitive disorder occurs when there is 
a clinically signifi cant defi cit in cognition from a previous 
level of functioning. Although cognitive disorders are the 
most prevalent psychiatric disorders occurring in later life, 
they can occur at any time. At least 70 known cognitive dis-
orders are caused by intracranial or primary diseases of the 
central nervous system (eg, epilepsy, brain trauma, infection) 
and extracranial diseases or diseases of other organ systems 
(eg, drug intoxication, poisons, systemic infections). Cogni-
tive impairment ranges from irreversible to fully reversible, 
depending on the contributing factor. One half of the beds 
in community long-term care facilities contain clients with 
the diagnosis of dementia. Other cognitive disorders, such as 
delirium and amnestic disorders, also consume large amounts 
of public health resources. As the U.S. population increases 
and ages, more number of older adults will be diagnosed 
with cognitive defi cits such as delirium, dementia, or amne-
sia. For example, the risk of developing Alzheimer’s disease 
(AD) at age 80 is 1.5%; at age 85, the risk is 3%; and the risk 
continues to double every 5 years thereafter. The predicted 
percentage increase for AD in the United States by 2050 is 
285% (Peskind & Raskind, 1996; Sadock & Sadock, 2008; 
Sullivan, 2007).

In the hospital setting, delirium is a frequent problem. 
It often affects individuals with underlying medical comor-
bidities and it is a life-threatening emergency that may 
result in functional decline, loss of independence, and insti-
tutionalization (Tardiff, 2009). In the primary care setting, 
dementia has become a common ailment. In some cases, 
AD is diagnosed prematurely and incorrectly. Amnesia may 
occur at any age, depending on the primary pathological 
process (eg, traumatic brain injury, stroke, exposure to toxic 
substances).

This chapter discusses the major cognitive disorders and 
their subtypes, when applicable, as identifi ed by the Diagnostic 
and Statistical Manual of Mental Disorders, 4th Edition, Text Revi-
sion (DSM-IV-TR) (American Psychiatric Association [APA], 
2000). Cognitive disorders secondary to substance-related dis-
orders are included in the classifi cations but are discussed fully 
in Chapters 25 and 32. According to the criteria established 
by the DSM-IV-TR, the differential diagnosis of each disorder 
is based on the type of onset and course of symptoms. Mental 
processes, speech, behavior, and level of consciousness, as well 
as presumed or established etiology, are considered in deter-
mining a diagnosis (APA, 2000).

HISTORY OF DEMENTIA
Dementia was fi rst described in a book about mental illness in 
1838. In 1894, Dr. Alois Alzheimer, a German neuropatholo-
gist who had a particular interest in “nervous disorders,” 
described changes in the brain caused by vascular disease (now 
known as vascular dementia). In 1901, he treated a middle-aged 

woman who had exhibited clinical symptoms of memory loss, 
 disorientation, “peculiar behavior,” anxiety, and hallucinations. 
When the woman died in 1906 as a result of multiple causes, 
including pneumonia and nephritis, Dr. Alzheimer was unable 
to classify the disease into any existing category. A postmor-
tem examination of the brain revealed microscopic and mac-
roscopic lesions and distortions, including neuritic plaques 
and neurofi brillary tangles. The woman’s neurologic changes 
were identifi ed as AD (dementia of the Alzheimer’s type [DAT]) 
(E-MentalHealth.com, 2005; Needham, 2006).

The clinical symptoms of dementia were attributed to the 
aging process until the 1970s when researchers determined 
that dementia was caused by several factors such as organic 
change, disease process, or neurochemical defi ciency within 
the brain. This discovery enabled researchers to develop a clas-
sifi cation of the various types of dementia now included in the 
DSM-IV-TR.

COGNITIVE FUNCTION
The brain integrates, regulates, initiates, and controls func-
tions in the entire body. The processes of thinking, remem-
bering, and learning occur in different areas of the brain. For 
example, the frontal lobe organizes and classifi es informa-
tion; the parietal lobe processes sensory input; the tempo-
ral lobe synthesizes auditory, visual, and somatic input into 
thought and memory; and the occipital lobe controls visual 
information that is received and processed through the retina 
(Needham, 2006).

Research has been done to determine the effects of aging 
on the brain and cognitive function. Figure 27-1 illustrates the 
major areas of the brain involved in cognitive functions. Some 
fi ndings include the following:

The normal human brain weighs approximately 1,350 g • 
and declines approximately 7% to 8% in weight as one 
ages.
Cell loss is not uniform because the frontal lobes • 
 degenerate at a faster rate than the other lobes.
Gray matter is lost at a greater rate initially, but white • 
 matter loss disproportionately increases as one ages.
Ventricular size increases with age.• 
Approximately 50% of aging individuals experience • 
 atherosclerosis in cerebral vessels.
Changes in neurotransmitter function occur, such as • 
alterations in neurotransmitter concentration, receptor 
density, and functional activity (Salloway, 1999).

Results also demonstrate that intellect peaks at age 30 years, 
plateaus at ages 50 to 60 years, and then slowly declines until 
the age of 70 years. Decline of intellect accelerates as one’s age 
nears 80 years (Salloway, 1999). According to neuropsycho-
logical investigative studies of brain-injured clients by Heindel 
and Salloway (1999), results demonstrate convincingly that 
memory is not a single homogeneous entity. Rather it is com-
posed of four distinct, yet mutually interacting, memory sys-
tems: working memory, episodic memory, semantic memory, 
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Frontal lobes
of cerebrum

Amygdala
(in lateral
temporal lobe)

Corpus callosum
Hippocampus Parietal lobes

(on lateral surface) 

Cerebellum

Different parts of the brain have different functions

• The frontal lobes of the cerebrum allow us to solve problems, plan ahead,
   understand the behavior of others, and restrain our impulses.

• The corpus callosum passes information from one side of the brain to the other.

• The parietal areas control hearing, speech, and language.

• The amygdala directs our emotional responses.

• The hippocampus makes it possible to recall recent experiences and new
   information.

• The cerebellum regulates balance, body movements, coordination, and the
   muscles used in speaking.

FIGURE 27-1 Areas of cognitive function within 
the brain.

and procedural memory. Figure 27-2 illustrates the different 
memory systems and their locations, including examples of 
the specifi c types of memory impairment. Understanding these 
systems provides a powerful clinical tool for assessing cogni-
tive disorders in clients.

ETIOLOGY OF COGNITIVE 
DISORDERS
Studies regarding the etiology of delirium and amnestic dis-
orders have focused almost exclusively on biologic factors. 
Various theories have been proposed to suggest the etiology 
of dementia, diseases associated with dementia, and amnestic 
disorders.

Etiology of Delirium

Delirium is defi ned as a transient cognitive disorder, usually 
acute or subacute in onset, presenting as a reversible global 
dysfunction in cerebral metabolism. It is usually caused by 
disturbance of brain pathology by a medical disorder or an 
ingested substance. Delirium is considered a syndrome (ie, a 
group of signs and symptoms that cluster together), not a dis-
ease, that has many causes.

The three major causes are central nervous system dis-
eases (eg, epilepsy, meningitis, encephalitis), systemic illnesses 
(eg, heart failure or pulmonary insuffi ciency), and either drug 
intoxication or withdrawal from pharmacologic or toxic agents. 
For example, any drug taken by a client has the potential to 
precipitate delirium secondary to adverse effects.

Other causes of delirium include endocrine or metabolic 
disorders (eg, hypoadrenocorticism or hypercalcemia) and 
defi ciency diseases (eg, thiamine, nicotinic acid, folic acid). In 
addition, systemic infections, electrolyte imbalance, postop-
erative states, and traumatic injury to the head or body also are 
associated with causing delirium (APA, 2000; Howard, 2009; 
Sadock & Sadock, 2008). Delirium may also occur in an indi-
vidual who is relatively resilient but has sensory impairment 
or is exposed to environmental risk factors such as relocation, 
use of physical restraints, or sleep deprivation. The prevalence 
of delirium in elderly persons residing in the community has 
been reported to be approximately 1%. In clients seen in the 
emergency department, the prevalence has been reported to be 
between 10% and 24%. Medically hospitalized clients have a 
delirium prevalence of approximately 15%. Prospective studies 
have shown that up to 42% of clients referred for psychiatric 
consultation for evaluation of depression have been given the 
diagnosis of delirium by a consulting psychiatrist (Heinrich & 
Sponagle, 2007; Tardiff, 2009).
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Etiology of Dementia

Dementia refers to a syndrome of global or diffuse brain 
dysfunction characterized by a gradual, progressive, chronic 
deterioration of intellectual function. It is the most disabling 
condition in people aged 60 and older, affecting 24.3 million 
individuals worldwide. According to the Global Burden of Dis-
ease estimates for the 2003 World Health Report, dementia is 
associated with more disability than stroke, musculoskeletal 
disorders, cardiovascular disease, and cancers (Carr, 2006). 
The persistent and stable nature of the impairment distin-
guishes it from the altered levels of consciousness and fl uc-
tuating defi cits of delirium. Dementia has many causes and is 
categorized according to what area of the brain is affected such 
as cortical (forebrain or outermost area of the cerebrum) or sub-
cortical (internal structures such as hypothalamus, ventricles, 
and brainstem). Until recently, the majority of cases were con-
sidered to be of two main types: DAT and vascular dementia, 
both affecting the cerebral cortex. Dementia with Lewy bod-
ies (DLB), a form of dementia that affects the subcortical area, 
shares characteristics of both DAT and Parkinson’s disease. It is 
now thought to account for 10% to 15% of all dementia cases 
in older people. Furthermore, up to 40% of clients with DAT 
also have concomitant DLB (DLB-DAT) (Alzheimer’s Society, 
2006; Jett, 2007; Newsline, 2004; Sadock & Sadock, 2008).

Etiology of Dementia of the Alzheimer’s Type
The search for the causes and treatment of DAT continues. Sev-
eral theories exist. A complete discussion of these theories is 
beyond the scope of this chapter. However, a few of the current 
theories regarding the causes of dementia are cited below and 
include the following:

 1. The apolipoprotein theory focuses on the buildup of 
apolipoprotein deposits or plaques in the brain. Genetic 
screening, based on this theory, is now available to deter-
mine an individual’s apolipoprotein E genotype, revealing 
genetic risk information to asymptomatic individuals 
(Wachter, 2006).

 2. The beta-amyloid protein theory postulates that symp-
toms of DAT are the result of neuronal degeneration due 
to the neurotoxic properties of these proteins (Medina, 
2001; Sadock & Sadock, 2008; Swanson, 2008).

 3. The genetic theory, which proposes a genetic link to DAT, 
focuses on three genes on three separate chromosomes 
(1, 14, and 21).

 4. The oxidation theory states that the buildup of damage 
from oxidative processes in neurons results in the loss of 
various body functions (Swanson, 2008).

 5. The neurotransmitter theory hypothesizes that DAT 
is caused by a decrease in acetylcholine, dopamine,  

Working memory

Referred to as the executive

Located in prefrontal cortex

Associated deficits include mild anterograde amnesia,
impaired retrieval of information, impaired judgment,
and moderate retrograde amnesia

Episodic memory

Recall memory

Located in medial
temporal lobe and
diencephalon

Associated deficits
include anterograde
and retrograde amnesia

Semantic memory

Fund of knowledge

Located in
temporoparietal lobe

Associated deficits
include impaired fund of
general knowledge not
dependent on cues for
retrieval of information
(eg, inability to state the
name of the president of
the United States)

Procedural memory

Unconscious memory

Located in basal
ganglion

Associated deficits
include impaired skill
learning (ie, inability
to learn or to perform
operations in a
particular task)

FIGURE 27-2 Memory systems and asso-
ciated defi cits.

Shives_Chap27.indd   452Shives_Chap27.indd   452 11/6/2010   5:03:35 PM11/6/2010   5:03:35 PM



CHAPTER 27    Cognitive Disorders 453

 norepinephrine, or serotonin levels, limiting neuronal 
activity. A second theory postulates that excessive stimu-
lation of glutamate damages neurons (Swanson, 2008).

Researchers continue to work diligently to determine the cause 
of DAT and proposed treatments. Neuroimaging has been used 
in the diagnostic evaluation of clients with memory and cogni-
tive impairment. Computed tomography (CT), positron emis-
sion tomography (PET), and single photon emission computed 
tomography (SPECT) scans show atrophy and lowered blood 
fl ow and energy consumption in the brains of clients with DAT. 
In late stages, atrophy is severe (Fig. 27-3). At present, brain 
imaging can distinguish early DAT fairly well from depression 
but not always from other brain diseases. Microscopic fi ndings 
(postmortem) show senile plaques, neurofi brillary tangles, 
neuronal loss, synaptic loss, and granulovascular degeneration 
of neurons (Sadock & Sadock, 2008). Currently, more than 
4.5 million Americans are believed to have DAT. Approximately 
350,000 new cases are diagnosed each year. Treatment and care 
costs are approximately $125 billion a year (Knipper, 2009).

Etiology of Dementia with Lewy Bodies
Dementia with Lewy bodies (DLB) is diffi cult to clinically dif-
ferentiate from DAT. Both dementias indicate cognitive decline 
inappropriate to age that interferes with normal tasks of daily 
living.

Research studies have found that DLB is caused by neuro-
histologic changes (spherical protein deposits in nerve cells) in 
the cerebral cortex and other areas of the brain. Their presence 
in the brain disrupts the brain’s normal functioning, interrupting 
the action of important chemical messengers, including acetyl-
choline and dopamine. When lesions collect in the substantia 
nigra of the brain stem, they cause Parkinson’s disease. Research-
ers have found that Lewy bodies never form in normal brains. 
Some studies report that DLB is the second most common degen-
erative dementia (up to 30.5% of all dementia cases) (Arends & 
Galik 2008; Carr, 2006; Newsline, 2004;  Sylvester, 2004).

Etiology of Vascular Dementia
Vascular dementia is thought to result from infarction 
of small- and medium-sized cerebral vessels causing 
 parenchymal lesions to occur over wide areas of the brain. 
Plaques or thromboemboli from distant organs such as heart 
valves are presumed to be the cause of the infarction. Typical 
clients with vascular dementia have one or more risk fac-
tors such as hypertension, hypercholesterolemia, or diabe-
tes. Recent studies have found that pure vascular dementia 
occurs in 12% to 20% of all cases of dementia (Arends & 
Galik, 2008; Carr, 2006). Binswanger’s disease is a type of 
vascular dementia that is characterized by the presence of 
many small infarctions affecting the white matter of the brain 
that spare the cortical regions (Sadock & Sadock, 2008). 
Research has shown that persons with a genotype linked to 
increased levels of HDL cholesterol are more likely to retain 
good cognitive function later in life. This gene is thought to 
protect against vascular disease, including adverse changes 
in the cerebrovascular system such as vascular dementia 
(Bosworth, 2008).

Etiology of Diseases Associated with Dementia
Several diseases are often associated with dementia (APA, 2000; 
Arends & Galik, 2008; Carr, 2006; Sadock & Sadock, 2008). 
They include the following:

Familial multiple system taupathy (eg, a buildup of  • 
tau protein in the neurons and glial cells) occurring 
in individuals in their forties or fi fties; thought to be 
carried on chromosome 17 and shares some brain 
 abnormalities with DAT; often referred to as presenile 
dementia.
Frontotemporal dementia (eg, Pick’s disease), a • 
 progressive disorder of middle (younger than 60 years) 
and late life characterized by an insidious onset with 
profound alterations in personality and social conduct 

FIGURE 27-3 PET scan comparing a 
control client subject and a client with DAT. 
(Courtesy of Monte S. Buchsbaum, MD. The 
Mount Sinai Medical Center and School of 
Medicine, New York, NY.)
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(eg, early emotional blunting, loss of insight, and poor 
judgment); occurs in up to 5% of clients with dementia; 
diffi cult to differentiate from DAT.
Parkinson’s disease due to the presence of neurohistologic • 
lesions in the basal ganglia; associated impairment of 
cognitive abilities; commonly associated with dementia.

Etiology of Amnestic Disorders

In order to retain information, an individual must be able to pay 
close attention to the information presented (ie, registration). 
Retaining information in the memory requires passage of time 
during which the memory is consolidated. When an individual’s 
memory is tested, retrieval is the process whereby the individual 
recalls the information from memory. Amnestic disorders are 
described as the acquired impaired ability to retain and recall 
new information or to recall previously learned information. The 
etiology of an amnestic disorder is usually damage to dienceph-
alic and medial temporal lobe structures, important in memory 
functions. The causes of amnestic disorders may be many and 
are typically classifi ed as medical conditions such as thiamine 
defi ciency and hypoglycemia; primary brain disorders such as 
head trauma, stroke, ruptured aneurysm, tumors, and seizures; 
and substance-related disorders such as those involving alcohol 
and neurotoxins. The term amnestic mild cognitive impairment 
(MCI) is used to describe the early clinical manifestations of 
dementia. Symptoms include memory complaints but generally 
preserved activities of daily living (ADLs). Most clients with MCI 
(80%) eventually meet the criteria for AD within 5 to 10 years 
(Answers.Com, 2009; Gebretsadik & Grossberg, 2008; National 
Institute on Aging, 2009b; Sadock & Sadock, 2008). Alcohol-in-
duced persisting amnestic disorder is discussed in Chapter 25.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS 
OF COGNITIVE DISORDERS
Differentiating delirium from dementia or depression is chal-
lenging. Delirium and major depression can be mistaken 
for dementia; however, these conditions are very different. 
While dementia is progressive and irreversible, delirium and 
depression are usually very treatable when recognized early. 
It would be easier if a client developed only one syndrome 
at a time. Unfortunately, this is not always the case, because 
clients can actually suffer from all three syndromes at once. 
Many of the clinical symptoms overlap, requiring a thorough 
investigation during the assessment process (Table 27-1).

The diagnostic characteristics of cognitive disorders 
described here help to clarify difference among delirium, 
dementia, and depression. Although depression was discussed 
in detail in Chapter 21, reference is made to depression in this 
chapter to compare and contrast clinical symptoms with those 
of delirium and dementia.

Delirium

Delirium is one of the most common and, by far, one of the most 
life-threatening psychiatric illnesses. Several terms may be used 
to identify delirium, including ICU (intensive care unit) psycho-
sis, encephalopathy, acute brain failure, and acute confusional state.

Clinical symptoms include a rapid onset with symptoms 
varying sharply in a short period. Judgment may be impaired. 
Affect or mood fl uctuates. Memory of recent events is impaired. 
Disorientation to person and place usually occurs. Dysnomia, 
the inability to name objects, and dysgraphia, the impaired 
ability to write, may occur. Speech may be incoherent, sparse, 
or fl uent. Perceptual disturbances may include misinterpreta-
tions, illusions, or hallucinations. Thought processes appear 
confused, with possible delusional content.

Behavior exhibited may include agitation, restlessness, 
wandering, and disturbance in sleep–wake cycle. Asterixis, 
an abnormal movement in which the client exhibits a peculiar 
fl apping movement of hyperextended hands, is seen in various 
delirious states. Hypoactive symptoms, such as lethargy and 
reduced psychomotor activity, are common but less frequently 
identifi ed.

Although the client may perform poorly on mental  status 
examinations, cognitive ability generally improves when 
the client recovers, unless the delirium is superimposed on 
 moderate-to-severe dementia. The prognosis includes a return 
to premorbid function if the cause is corrected in time.

High-risk populations include the following individuals: 
those who undergo surgery; take numerous medications that 
may interact and cause adverse reactions; persons who undergo 
age-related physiologic changes that reduce cerebral reserve 
capacity and limit the ability to tolerate stressors; individuals 
with ineffi cient homeostatic and immune mechanisms; persons 
with impaired hepatic function or reduced renal excretion; and 
those who are drug dependent (Jett, 2007; Tardiff, 2009).

The incidence of delirium in hospitalized individuals is 
between 6% and 56%. As the setting of care becomes more 
acute (eg, ICU), rates of delirium increase to nearly 87%. 
Approximately 40% to 50% of clients recovering from surgery 
for a hip fracture exhibit clinical symptoms of delirium. The 
highest rate is exhibited by clients after cardiotomy. Addition-
ally, delirium is seen frequently in individuals who relocate 
from the hospital to rehabilitation centers or long-term care 
facilities (up to 60%), especially when the length of hospital 
stay is <3 or 4 days and the client has not fully responded to 
medical or nursing interventions (APA, 2000; Howard, 2009; 
Sadock & Sadock, 2008; Tardiff, 2009).

Delirium Due to a General Medical Condition
The diagnosis Delirium Due to a General Medical Condition is 
given when fi ndings indicate that the cognitive disturbance is 
the direct physiologic consequence of a general medical condi-
tion such as a urinary tract infection (see Clinical Example 27-1), 
respiratory tract infection, septicemia, or end-stage renal disease.

Neurologic disorders including certain focal lesions 
of the right parietal lobe and occipital lobe also may cause 
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delirium. Other causes include metabolic disorders, fl uid 
or electrolyte imbalances, hepatic disease, thiamine defi -
ciency, postoperative states, hypertensive encephalopathy, 
and sequelae of head injury (APA, 2000; Sadock & Sadock, 
2008; Tardiff, 2009).

Substance-Induced Delirium
Clinical symptoms of substance-induced delirium occur within 
minutes to hours after taking relatively high doses of certain 
drugs. The delirium resolves as the substance is discontinued or 
eliminated from the body. Substances and medications reported 

TABLE 27.1

Comparison of Dementia, Delirium, and Depression

Dementia Delirium Depression

Symptoms

Judgment Impaired May be impaired May seem impaired

Mood Fluctuates Apathetic Fluctuates Labile Apathetic

Memory Recent and remote are impaired Recent and remote are impaired May seem impaired; selective

Cognition Disordered reasoning Disordered reasoning “I don’t know” responses

Orientation Disoriented Disorientation fl uctuates Selective disorientation with 
“It doesn’t matter” responses

Thoughts Confused

Suspicious

Paranoid

Confused

Suspicious

Low self-concept

Negativistic, hopeless

Death related

Possible delusions

Perception No change Misinterpretations

Visual  hallucinations

Delusions and hallucinations may 
occur in severe cases

Consciousness Normal Clouded Normal

Speech Sparse

Repetitive

Sparse or fl uent

Incoherent

Fluent or retarded (slow response)

Soft-spoken, selectively mute

Behavior Agitation

Wanders

Disturbed sleep–wake cycle

Agitation

May wander

Disturbed sleep–wake cycle

Changes in appetite

Complains of fatigue

Insomnia or sleeps often

Mental status Poor testing

Progressively worsens

Inappropriate answers

Poor testing

Improves when medically stable

Improves with treatment

Inconsistently poor performance

“I don’t know” answers

ADLs Deteriorate as dementia progresses Usually remain stable unless 
 medically unstable

May deteriorate with major 
 depression due to apathy

Prognosis No return to premorbid function, 
chronic, depends on cause as is 
generally insidious in onset

Return to premorbid function if 
cause is correctable and is corrected 
in time.

Generally acute onset, often at 
twilight

Risk of injury or suicide

Return to premorbid function 
on recovery

Usually requires treatment

Coincides with major life changes
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to cause delirium include anesthetics, analgesics, antihista-
mines, anticonvulsants, antiasthmatic agents,  antiparkinsonism 
drugs, corticosteroids, and muscle relaxants. Antibiotics and 
nonsteroidal anti-infl ammatory agents also have been identifi ed 
as causes of delirium in the elderly (Sadock & Sadock, 2008).

Delirium Due to Multiple Etiologies
This diagnosis is used to alert clinicians to the common situation 
in which the delirium has more than one etiology. For example, a 
55-year-old male who undergoes coronary artery bypass surgery 
may exhibit clinical symptoms of delirium secondary to anes-
thesia, pain medication, antibiotics, and environmental stimuli 
secondary to high-tech equipment in the recovery room.

Delirium, Not Otherwise Specifi ed
This diagnosis refers to delirium that does not meet criteria for 
any specifi c type of delirium. There is insuffi cient evidence to 
establish a specifi c etiology.

Dementia

Dementia is characterized by impaired judgment, orientation, 
memory, attention, and cognition (JOMAC), which are affected 
either by a pattern of simple, gradual deterioration or by rapid, 
complicated deterioration. Impaired judgment, or the inability to 
make reasonable decisions, is one of the earliest signs of demen-
tia. It may occur during business dealings or social functions; for 
example, the person engages in a reckless business venture or 
displays a disregard for conventional rules of social conduct.

Disorientation to person, place, and time is one of the most 
common signs of brain dysfunction. An individual becomes 
more disoriented as the impairment becomes more extensive. 
A person with minimal impairment may misjudge the date by 
weeks or months. Moderate impairment generally involves 
confusion about geographic location such as city or state as 
well as time, whereas severe impairment is demonstrated by 
disorientation with respect to time, place, and person. Short-
term memory, attention, and concentration defi cits are observ-
able in this disorder because the person loses his or her train of 
thought, forgets what was said just a few minutes earlier, and 
may be unable to repeat the information just communicated 
(Carr, 2006; Sadock & Sadock, 2008).

Other characteristics or associated features include con-
fabulation, perseveration, concrete thinking, and emotional 
lability. Confabulation is the fi lling in of memory gaps with 
false but sometimes plausible content to conceal the memory 
defi cit. Perseveration is the inappropriate continuation or 
repetition of a behavior such as giving the same details over 
and over even when told one is doing so. Abstraction skills 
are impaired; therefore, the person tends to think in concrete 
terms. The tendency to manifest rapid, inappropriate, exagger-
ated mood swings often occurs, and marked anxiety or depres-
sion may be seen in mild cases.

Personality changes are often seen in clients with demen-
tia. The normally active person may become withdrawn and 
apathetic when social involvement narrows.

Psychotic or behavioral disturbances such as agitation, 
wandering, hallucinations, delusions, suspiciousness, reversal 
of sleep–wake pattern, inappropriate sexual behavior, hostility, 
aggressiveness, and combativeness may occur.

Clients with dementia often seem to exhibit increased 
confusion, restlessness, agitation, wandering, or combative 
behavior in the late afternoon and evening hours. This phe-
nomenon, referred to as the sundown syndrome, may be 
due to a misinterpretation of the environment, lower tol-
erance for stress at the end of the day, or overstimulation 
due to increased environmental activity later in the day. 
Clients may also exhibit a reversal in their sleep pattern, 
sleeping during the day and staying awake during the night 
(APA, 2000; National Institute on Aging, 2009a; Sadock & 
Sadock, 2008).

The DSM-IV-TR lists 12 subtypes of dementia:

 1. DAR
 2. Vascular dementia
 3. Dementia due to human immunodefi ciency virus (HIV) 

disease
 4. Dementia due to head trauma
 5. Dementia due to Parkinson’s disease
 6. Dementia due to Huntington’s disease
 7. Dementia due to Pick’s disease
 8. Dementia due to Creutzfeldt-Jakob disease
 9. Dementia due to other general medical conditions
10. Substance-induced persisting dementia
11. Dementia due to multiple etiologies
12. Dementia, not otherwise specifi ed (NOS)

CLINICAL EXAMPLE 27.1

The Client with Delirium Due to a Urinary 
Tract Infection

LS, a 65-year-old retired mechanic, had just been 
transferred to a rehabilitation center from a local 
hospital after surgical repair of a fractured hip. 
During hospitalization, he had an indwelling Foley 
catheter in place. The catheter was removed 
2 days after surgery. On the fi fth postoperative day, 
LS began to exhibit agitation and complained of 
seeing animals in his room. He also expressed a 
concern that someone was going to hurt him. He 
was oriented to person only. At night, LS attempted 
to crawl out of bed over the side rails. During the 
day, he appeared to be aware of his surroundings 
and was able to make his needs known. He had 
no recall of the episodic confusion or disorientation 
he exhibited. The result of a urinalysis with culture 
and sensitivity revealed a urinary tract infection 
due to Escherichia coli. LS was exhibiting clinical 
symptoms of delirium that resolved after a 10-day 
course of treatment with Bactrim.
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Clinical symptoms of DAT, DLB, and vascular dementia are 
discussed because these disorders constitute the majority of 
all dementias. Identifying these common types of dementia 
is crucial because the prognosis and course of illness associ-
ated with the different types may vary. Since the response to 
medications can differ as well, identifi cation is also benefi cial 
in ensuring that the most effective treatment is given with 
the least number of adverse effects (Arends & Galik, 2008). 
 Defi nitions of Parkinson’s disease, Huntington’s disease, Pick’s 
disease, and Creutzfeldt-Jakob disease appear in the glossary in 
the  back-of-book CD.

Dementia of the Alzheimer’s Type
AD is considered the fourth most common cause of death for 
people older than 65 years in the United States. It is not a 
natural course of aging. Rather, it is a silent epidemic char-
acterized by the development of multiple cognitive defi cits 
including memory impairment, aphasia (language distur-
bance), apraxia (impaired ability to carry out motor activi-
ties despite motor function), agnosia (failure to recognize or 
identify objects despite intact sensory function), and distur-
bances in executive functioning (eg, planning, organizing). 

Figure 27-4 depicts some of the pathophysiologic changes 
that are believed to occur with DAT.

The course is characterized by gradual onset. The client is 
aware of the loss of mental abilities as they occur. The diagnosis 
is coded or labeled based on when and what symptoms appear. 
If clinical symptoms appear before age 65 years, the diagnosis 
is coded as DAT with early onset; after age 65, the coding with 
late onset is used. Additional coding indicates with delirium, 
with delusions, with depressed mood, or uncomplicated. The DSM-
IV-TR also may include the phrase “specify if.” This “specifi er” 
enables the clinician to select additional information from the 
criteria, such as with behavioral disturbance, during the collec-
tion of data. Although the specifi er is not coded, it can be used 
to indicate clinically signifi cant behavior such as wandering, 
throwing items, or combativeness (APA, 2000). As the demen-
tia progresses, personality changes, paranoia, stooping gait, 
loss of voluntary functions, seizures, and violent behavior may 
occur. Death can result from neglect, malnutrition, dehydra-
tion, incorrect diagnosis, inappropriate treatment, or suicide.

Risk factors associated with the occurrence of AD include 
advanced age, female gender, head trauma, low educational 
level, and family history of Down syndrome.

FIGURE 27-4 Pathophysiologic changes associated with DAT: (A) granulovascular degeneration; (B) neurofi brillary 
tangles; and (C) amyloid plaques as physical changes in the cortex.
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Stages of Dementia of the Alzheimer’s Type
Attempts to describe the progression of DAT have resulted in 
two frequently used classifi cation systems. The fi rst system 
groups clinical symptoms into four progressive stages.

Stage 1 (also referred to as • mild or early stage) may last for 
as long as 2 years. The individual attempts to compensate 
for memory defi cits and diffi culty with word recall.
Stage 2 (also referred to as • moderate or middle stage) is a 
progressive stage in which the individual requires cuing 
and prompting as clinical symptoms continue to intensify 
and interfere with ADLs. Stage 2 generally lasts 2 to 5 years.
During Stage 3 (also referred to as • severe or late stage), 
expressive and receptive language is quite limited and 
gross motor skills are impaired. The length of Stage 3 
varies from 2 to 5 years.
During Stage 4 (also referred to as • terminal stage), the 
individual is unable to communicate, has no recognition 
of self or others, and is totally dependent upon caregiv-
ers. This stage may last from 5 to 10 years (Blazer, 1996; 
Cummings, 2001; Needham, 2006).

The second system describes seven stages of AD according 
to functional consequences (Reisberg, 1986). For example, 
Stage 3 lists functional manifestations of normal aging such 
as forgetting names and the location of objects and exhibit-
ing decreased ability to recall appointments. In comparison, 
Stage 7 lists functional manifestations such as progressive loss 
of all verbal and psychomotor abilities, at which point the indi-
vidual eventually requires total assistance in all activities. The 
 duration of Stage 7 is usually 12 to 18 months before death 
occurs (see Clinical Example 27-2).

Knowledge of both classifi cation systems is  important 
when providing care for individuals with the diagnosis 
of AD.

Dementia with Lewy Bodies
DLB is a cognitive disorder that progresses at about the same 
rate as DAT. Individuals with DLB will typically have some of 
the clinical symptoms of DAT (eg, memory loss, spatial disori-
entation, communication diffi culties) and Parkinson’s disease 
(eg, slowness, muscle stiffness, trembling of the limb, shuffl e 
gait, loss of facial expression). Persons with DLB fi nd that their 
cognitive abilities decline early, but signifi cant memory impair-
ment may not become evident until later stages of the disease. 
Clinical symptoms also include fl uctuating cognition; motor 
defi cits such as falls or “funny turns”; detailed and convinc-
ing visual hallucinations often of people and animals; falling 
asleep very easily by day; and restless, disturbed nights with 
confusion, nightmares, and hallucinations (Alzheimer’s Soci-
ety, 2006; Arends & Galik, 2008). The DSM-IV-TR classifi ca-
tion of DLB is listed under Dementia Due to Other Medical 
Conditions.

Vascular Dementia
Vascular dementia, formerly known as multi-infarct demen-
tia, is also a common cognitive disorder. It is more common 
in males than in females. The onset of vascular dementia is 
usually earlier than that of DAT. Onset is generally abrupt, 
with fl uctuating, rapid changes in memory and other cog-
nitive impairment. Apathy, unsteady gait, weakness, dizzi-
ness, and sensory loss generally occur. Clients with vascular 
dementia often exhibit the same clinical symptoms seen in 
DAT: aphasia, apraxia, agnosia, and disturbances in execu-
tive functioning. Medical conditions associated with the 
development of vascular dementia include long-standing 
arterial hypertension, valvular heart disease, cerebrovascular 
disease, and extracellular vascular disease that may precipi-
tate cerebral emboli. Risk factors also include diabetes mel-
litus, cardiac arrhythmias, smoking, hypercholesterolemia, 
and genetics (APA, 2000; Arends & Galik, 2008; Sadock & 
Sadock, 2008).

Vascular dementia may be classifi ed into subtypes due to 
the presence of large vessel disease, lacunar infarct, strategic 
infarct, microvascular disease such as Binswanger’s disease, 
small vessel disease, and hypoxic conditions.

The DSM-IV-TR diagnosis of vascular dementia is used 
when focal neurologic signs and symptoms or laboratory evi-
dence indicative of cerebrovascular disease are judged to be 
etiologically related to the disturbance. The focal neurologic 
signs and symptoms include exaggeration of deep tendon 
refl exes, extensor plantar response, pseudobulbar palsy, gait 
abnormalities, or weakness of an extremity. CT scan usually 
reveals multiple infarcts involving cortex and underlying white 
matter. Anxiety, depression, delirium, delusions, socially inap-
propriate behavior, lack of inhibition, and increased agitation 
related to environmental stimulation may occur (APA, 2000). 
See Clinical Example 27-3.

CLINICAL EXAMPLE 27.2

The Client with Dementia of the 
Alzheimer’s Type, Stage 6

MM, an 80-year-old female client, was admitted 
to the special care unit of a long-term care facility 
because her family is no longer able to meet her 
needs. During the assessment process, MM scored 
8 of 30 points on the Mini-Mental State Exam. Def-
icits were noted in the area of orientation, recall, 
inability to spell “world” backward, inability to 
write a complete sentence, and inability to copy a 
diagram. MM also had diffi culty performing ADLs 
while residing at home. She had become inconti-
nent of bowel and bladder and was resistant to care 
provided by her family. MM had wandered outside 
at night and was returned home by the police. Dur-
ing the interview process, MM used confabulation 
during responses to questions about her husband, 
family, and past employment as an executive secre-
tary. After the completion of a dementia workup, the 
diagnosis of DAT, Late Onset, Stage 6, was noted.
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Dementia Due to Other General Medical 
Conditions
This classifi cation is used to diagnose dementia due to general 
medical conditions (eg, HIV, traumatic brain injury, and Par-
kinson’s disease); endocrine, nutritional, and infectious con-
ditions; structural lesions of the brain; and renal or hepatic 
dysfunction.

Identifying the specifi c type of dementia is important 
because treatment guidelines have been developed for the dif-
ferent types of dementia. For example, as noted earlier, persons 
with DAT may also have DLB. Conversely, individuals with 
DLB may be misdiagnosed as having DAT. Often individu-
als with DLB have extreme adverse reactions (eg, stiff, rigid 
movements or immobility) to drugs commonly used to treat 
behavioral problems associated with dementia. These adverse 
reactions can be serious and could jeopardize the person’s 
health (Arends & Galik, 2008).

Amnestic Disorders

Individuals with amnesia experience impairment in their abil-
ity to recall information or past events. Clients with antero-
grade amnesia are unable to recall events of long ago but 

have normal recall of recent events. Retrograde amnesia 
refers to the loss of memory of events occurring before a par-
ticular time in a person’s life. Transient global amnesia refers 
to amnesia that usually only lasts for several hours. The indi-
vidual recovers completely with no lasting memory defi cit. 
Researchers believe that transient global amnesia may be due 
to seizure activity or a stroke-like event, similar to a transient 
ischemic attack (Answers.Com, 2009). (The terms working, 
episodic, semantic, and procedural memory are described in Fig. 
27-2.) An understanding of these different memory systems 
and their location in the human brain enables the clinician to 
effectively evaluate the client’s memory functioning and area 
of pathology.

The DSM-IV-TR describes three subtypes of amnestic dis-
orders: amnestic disorder due to a general medical condition; 
substance-induced persisting amnestic disorder; and amnestic 
disorder, NOS. See the accompanying Clinical Symptoms and 
Diagnostic Characteristics box for amnestic disorder due to a 
general medical condition.

Substance-induced persisting amnestic disorder can occur 
in association with alcohol, sedatives, hypnotics, anxiolytics, 
and other or unknown substances. The diagnostic character-
istics are the same as those listed for amnestic disorder due to 
a general medical condition. If there is insuffi cient evidence to 
establish a specifi c cause for amnesia, the diagnosis of amnestic 
disorder, NOS, is used.

CLINICAL EXAMPLE 27.3

The Client with Vascular Dementia

BW, a 49-year-old male, was admitted to the sub-
acute unit of a rehabilitation center. Upon admission, 
he presented with expressive aphasia, left-sided 
hemiparesis, and had an indwelling catheter in 
place. His wife of 20 years accompanied him. She 
provided information regarding his recent hospital-
ization and current plan of care. According to the 
client’s wife, BW had experienced his fi rst stroke at 
the age of 48 years. His recovery was uneventful; 
however, she noted that BW had diffi culty express-
ing himself and would become frustrated because 
he was unable to recall previously learned informa-
tion. At that time, he also exhibited apraxia, the 
inability to carry out motor activities despite intact 
motor function. Approximately 8 months ago, BW 
had another stroke that left him with his current 
symptoms. During his course of rehabilitation, BW 
was able to speak but continued to exhibit some 
expressive aphasia. He was oriented to person and 
knew that he was not at home, but could not state 
where he was. He was unable to state the date. 
Before discharge, a follow-up neurologic evalua-
tion was conducted. BW was able to complete a 
modifi ed Mini-Mental State Exam. The results indi-
cated the presence of vascular dementia.

CLINICAL SYMPTOMS 
AND DIAGNOSTIC CHARACTERISTICS

Amnestic Disorder Due to a General 
Medical Condition

Clinical Symptoms
Impaired ability to learn new information •
Inability to recall previously learned information  •
or past events
Possible confusion and disorientation prior to  •
development of memory defi cit

Diagnostic Characteristics
Evidence of memory impairment: memory sig- •
nifi cantly decreased from usual level; considered 
transient if impairment lasting for 1 month or 
less, considered chronic if impairment occurring 
 longer than 1 month
Memory impairment not solely limited to periods  •
of delirium or dementia
Demonstration of signifi cant problems with social  •
or occupational functioning
History, physical examination, and laboratory  •
fi ndings indicative of medical condition underly-
ing the memory impairment

Shives_Chap27.indd   459Shives_Chap27.indd   459 11/6/2010   5:04:10 PM11/6/2010   5:04:10 PM



460   UNIT  VI Clients with Psychiatric Disorders

Cognitive Disorder, Not Otherwise 
Specifi ed

This category is for disorders—characterized by cognitive dys-
function presumed to be caused by the direct physiologic effect 
of a general medical condition or substance use—that do not 
meet the criteria for any of the specifi c deliriums, dementias, 
or amnestic disorders already described in this classifi cation. 
Examples include postconcussion disorder following head 
trauma or a mild neurocognitive disorder due to central ner-
vous system pathology (APA, 2000). Box 27-1 summarizes 
behavior caused by central nervous system pathology.

THE NURSING PROCESS

Assessment

The single most important piece of information when assess-
ing a client with cognitive impairment is a careful history. 
Depending on the stage of cognitive impairment, a client might 
not be a reliable source of information. For a realistic and 
unbiased history and evaluation, assess the client separately 

and obtain collateral information from reliable informants 
(eg, family member, signifi cant other, or another reliable 
observer). In typical cases, the history guides the assessment, 
including a physical and neurologic examination (Gebretsadik 
&  Grossberg, 2008).

Assessment focuses on the client’s ability to meet basic 
needs; appearance, mood, and affect; severity and duration of 
cognitive impairment; and behavioral manifestations, includ-
ing any associated clinical symptoms to determine the pres-
ence of delirium, dementia, or amnestic disorder. Judgment, 
orientation, memory, affect, and cognition (JOMAC) are key 
areas to assess. Also note the client’s intellectual ability, both 
past and present, and document the following assessment data 
(Heinrich & Spongle, 2007; Jett, 2007).

Ability to Meet Basic Needs
Clients with impaired cognition, such as those with demen-
tia, may exhibit a slow, progressive decline in their ability to 
perform ADLs that goes unnoticed over a period of time. Con-
versely, clients with clinical symptoms of delirium or amnestic 
disorder exhibit an acute change in their ability to meet basic 
needs. Examples of questions that can be used to collect data 
from the client or others during the assessment include the 
following:

Does the client live alone? If not, where does the client • 
reside? With whom? Has the client relocated recently? 
If so, why?
Is the client able to provide self-care? If not, who assists • 
the client? Does the client require supervision or minimal 
prompting to complete ADLs?
Does the client have impaired hearing or vision that inter-• 
feres with his/her ability to follow directions to meet basic 
needs?

Appearance, Mood, and Affect
Changes in appearance, mood, and affect may go unnoticed 
unless a client with cognitive impairment has a support sys-
tem or is brought to the attention of a health care provider 
because of a medical or psychiatric emergency. The following 
questions may be helpful in collecting data in this area:

Does the client appear tense, anxious, depressed, or • 
 frightened?
Can the client answer the question, “How are you feeling • 
today?”

Behavior Due to Central Nervous System 
 Pathology

Frontal Lobe:
Lack of attention tenacity or persistence
Loss of emotional control, rage, violent behavior
Changes in mood and personality, uncharacteristic 
behavior
Expressive aphasia or dysphasia

Parietal Lobe:
Neglect or inattention to left half of space, resulting 
in possible self-injury or unintentional contact with 
others that could be viewed as aggressive behavior

Temporal Lobe:
Inability to store or retrieve information
Inability to comprehend speech due to loss of 
 hearing or receptive aphasia

Occipital Lobe:
Visual disturbances such as agnosia or the inability 
to recognize by sight

Limbic Lobe:
Inability to feed self
Decrease in socialization
Lack of emotional expression or apathy
Inability to learn or store information

BOX 27.1

SELFAWARENESS PROMPT
Refl ect on your thoughts and nonverbal 

behavior when faced with clients who exhibit 
impaired cognition and behavioral disturbances. 
Do you feel comfortable? Do you convey accep-
tance, patience, and a caring attitude? What 
phase of the nursing process do you feel would be 
the most challenging to you? Why?
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Is the client dressed appropriately?• 
Does the client present with disturbances in gait, balance, • 
or movements?
Does the client present with any signs of physical abuse or • 
self-sustained injuries?
Do the client’s height and weight appear to be within • 
 normal limits?

Cognitive Abilities
Assess judgment, orientation, memory, and cognitive abilities. 
Focus on clinical symptoms of memory loss, confusion, ram-
bling speech, or a change in personality. If any of the symp-
toms are noted, use the following questions to collect more 
information:

How and when did the symptoms fi rst occur? Do they • 
fl uctuate frequently?
Does the client require cues or prompting to complete • 
tasks?
Does the client use confabulation, negativistic behavior, • 
perseveration, projection, or rationalization, or feign deaf-
ness for lack of appropriate responses?

Delirium should be considered any time there is an acute 
change in mental status or cognitive abilities.

Behavioral Manifestations
Assessment of behavioral manifestations takes into account the 
complexity of a client’s medical, psychiatric, social, and envi-
ronmental conditions. During the assessment, focus attention 
on data obtained from the following questions:

Is the client restless, pacing, groaning, withdrawn, or • 
exhibiting loss of mobility? Such behaviors are the most 
common signals of pain in clients who can’t provide ratio-
nal information on a verbal basis.
Does the client exhibit behavioral disturbances such as • 
sleep–wake pattern disturbance, agitation, anxiety, irri-
tability, or a change in appetite? Common problems that 
contribute to such behavior, but often go undiagnosed, 
include sensory impairment, constipation, gastroesopha-
geal refl ux disease, poor dentition, and pain.
Does the client take any medication such as anticholin-• 
ergic agents, histamine-blocking agents, analgesics, seda-
tive–hypnotics, or cardiovascular drugs that can produce 
adverse effects? Also ascertain whether the client takes 
over-the-counter medications, medications prescribed for 
someone else, eye drops, eardrops, topical medications, 
and herbal and vitamin preparations.
Does the client have any medical conditions that are cur-• 
rently being treated by an attending physician or that the 
client has refused to have treated?
Has the client been exposed to any chemical toxins?• 
Does the client have a history of getting lost in familiar ter-• 
ritory, inappropriate behavior, disinhibition, suspicious-
ness, delusions, or hallucinations? If so, who is involved? 
Where and when does the behavior occur? What is the 
duration and frequency of the behavior? What occurs prior 

to (antecedents) and after the behavior (consequences)? 
Sensory impairments are often the cause of such behavior 
in older adults.
Is the client’s behavior affected by any specifi c environ-• 
mental changes or stimuli (eg, temperature, noise levels, 
or the presence of strangers)?
Does the client drink alcohol or use any addictive or • 
chemical substances?
Has the client ever been evaluated and treated for a • 
 psychiatric disorder? If so, when and where?

Spirituality and Sexuality
Two areas that are often diffi cult to assess and require a differ-
ent assessment approach are the client’s spirituality and sexual-
ity. During the assessment of the client’s spirituality, the nurse 
uses an interdisciplinary approach that includes input by the 
client’s friends, family, and/or spiritual support system. Assess 
the client for behaviors that may be indicators of spiritual con-
cern, spiritual need, or habit patterns. Note whether the client 
uses “religious words” such as God, Jesus, prayer, heaven, or 
hell. Questions such as “What is the client’s religious affi lia-
tion?” or “Is the client receptive to visitation by parish, clergy, 
or laypersons?” may also be helpful in planning spiritual inter-
ventions (Shank & Ratchford, 2007).

Although negative behaviors may get in the way, many cli-
ents with cognitive disorders and their caregivers have the very 
human desire for intimacy. “Touch hunger” and the inability to 
communicate with a loved one may exacerbate frustration and 
irritability for everyone (Knipper, 2009). Assessment of the 
client’s sexuality should include information regarding sexual 
orientation, behavior, and role within the family unit. Ques-
tions such as “What is the client’s marital status?” “Does the 
client exhibit any inappropriate sexual behavior?” “Does the 
client have any diffi culty with male or female caregivers?” may 
provide helpful information to be used when planning care. 
It is important to know whether the client has exhibited any 
behavioral disturbances in the presence of specifi c caregivers. 
For example, a male client may respond well to a female care-
giver but become agitated in the presence of a male caregiver.

Assessment Tools
Several assessment tools are available to assess a client’s men-
tal status or cognitive abilities (eg, orientation, concentration, 
memory), instrumental functionality (eg, ability to perform 
ADLs), neurologic or motor functioning (eg, gait, refl ex 
changes), and behavioral symptoms (eg, agitation, mood, wan-
dering). They can be used to establish a baseline to monitor 
progression or worsening of clinical symptoms. A few assess-
ment tools also use caregiver input to assess the client’s sta-
tus. Choose tools that are brief, easy to score, and have proven 
validity and reliability. Examples of the assessment tools used 
include the following:

MMSE (Mini-Mental Status Exam)• 
ADAS-Cog (AD Assessment Scale-Cognitive Subscale)• 
Confusion Assessment Method (CAM) Instrument and • 
Diagnostic Algorithm
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Clock Drawing Test (cognition)• 
Delirium Assessment Method• 
IADL Scale (Instrumental Activities of Daily Living Scale)• 
Functional Assessment Staging Test (FAST) Scale • 
(Table 27-2)
Short Geriatric Depression Scale• 
Behavioral Syndromes Scale for Dementia• 
NPI-Q (Neuropsychiatric Inventory Questionnaire) • 
(behaviors)
Algase Wandering Scale (AWS)• 
Caregiver Dementia Screener• 
Caregiver Strain Index• 
Caregiver’s Burden Scale (CBS)• 

The Wong-Baker Faces Rating Scale may be useful in 
determining the presence or absence of pain in clients who are 
not able to communicate their needs.

The NEECHAM Confusion Scale may be used to assess 
clients who may exhibit signs and symptoms of confusion in a 
variety of ways and differently with each episode (Allen, 1999). 
This scale, a nine-item checklist that then can be used dur-
ing routine care, assesses the client’s behavior and physiologic 
control, including vital sign stability, urinary continence, and 
oxygen saturation levels, as well as the client’s ability to process 
information.

The Agitated Behavior in Dementia Scale is used to assess 
behaviors that represent verbal and physical agitation. A 4-point 
scale is used to rate the hourly, daily, or weekly frequency of 
occurrence for each of the 16 identifi ed behaviors commonly 
exhibited by individuals with dementia. Care-giver reaction is 
also rated on a 5-point scale to indicate “not at all” to “extremely.” 
Effective behavioral interventions can be planned based on the 
results of this assessment scale (Smith & Buckwalter, 2005).

As noted earlier, a comprehensive history and physical 
examination, including a variety of laboratory tests, is obtained 
to aid in determining the type of cognitive disorder present and 
whether a mood disorder exists (Box 27-2). A medication his-
tory also is conducted. Clients may be referred to a memory 
clinic for a complete neurologic workup, including assessment 
of sensory function, to rule out pathological changes. Neuroim-
aging techniques such as the magnetic resonance imaging (MRI), 
SPECT, PET, and CT are being utilized to help in the assessment 
by identifying structural changes that could produce cogni-
tive disorders. If the assessment does not clearly confi rm the 
presence of a cognitive disorder such as dementia or delirium, 
the assessment should be repeated in 6 months to determine 
whether a progression in the clinical symptoms has occurred.

Also assess the client’s social support to determine which 
resources are needed and whether they are available.  Family 
members may also benefi t from support group programs 
or reading or viewing educational material about cognitive 
impairment.

Transcultural Considerations
Always consider the client’s cultural and educational back-
ground when evaluating his or her cognitive capacity. Individ-
uals from various backgrounds may have diffi culty answering 
questions in certain tests because they are unfamiliar with the 
general knowledge of other cultures or their culture does not 
place an emphasis on information such as date of birth, state 
capitals, names of presidents, and so forth. The prevalence 
of different causes of dementia varies across cultural groups; 
for example, dementia secondary to nutritional defi ciency or 
infections may occur with more frequency in countries where 
poverty is prevalent.

TABLE 27.2

FAST Scale
The FAST Scale evaluates the progression of functional decline in clients with uncomplicated DAT. It describes in detail the entire course 
of DAT, including both the well-documented early stages of the disease and the less well-documented late stages. The fi rst two stages 
address characteristics of a normal aging adult. During the third stage, the client exhibits clinical symptoms related to impaired memory 
(eg, forgetting important appointments for the fi rst time). The average duration of the third stage is 7 years (Reisberg, 1986). Following 
is a summary of Stages 4 through 7, including characteristics, clinical diagnosis, and average duration of each stage.

Stage Characteristics Diagnosis Duration

4 The client has diffi culty completing complex tasks related 
to fi nances and shopping.

Mild DAT 2 years

5 The client has diffi culty with independent community 
 functioning and choosing proper clothing.

Moderate DAT 1 1/2 years

6 During this stage, the client requires assistance with dressing, 
bathing, and toileting. Urinary and fecal incontinence develop 
at the end of this stage. Stage 6 consists of fi ve substages to show 
the progression of this disease.

Moderately severe DAT Approximately 5 months to 2 years

7 During this stage, the client progressively loses the ability to 
speak, ambulate, sit up, smile, and hold up one’s head. Stage 7 
consists of six substages to show the progression of this disease.

Severe DAT Approximately 12 months 
to 18 months
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Language and ability to comprehend it also may affect 
assessment. If the client speaks a different language or has 
diffi culty with the English language, enlist the aid of an 
interpreter. Then when interviewing a client who needs an 
interpreter, make sure that the interpreter does not pro-
vide additional information or elaborate on the client’s 
responses.

Nursing Diagnoses

The goals of the diagnostic process are to make a specifi c diag-
nosis to avoid implementing the wrong nursing interventions 
as a result of misdiagnosis; identify any existence of a comor-
bid medical condition or psychiatric disorder; avoid labeling a 
person with a diagnosis of dementia or DAT when it does not 
exist; identify the practical and psychosocial needs of the cli-
ent, the family, and the primary caregivers; and to plan for the 
future (Needham, 2006).

Early diagnosis of a cognitive disorder such as dementia 
is important because it provides time for decision making. For 
example, it may allow a client to participate as a candidate for 
one of the Food and Drug Administration (FDA)–approved 
drugs that may slow the progression of some symptoms and 
delay the need for long-term care placement. Additionally, 
the client can have time to complete advance directives, mak-
ing his or her wishes for future care known. Moreover, family 
members may have more time to adjust to the needs of the 

client and consider home-based care as the clinical symptoms 
progress (Douris, 2003).

Six basic commonalities link delirium, dementia, and 
amnestic disorders: impaired cognition, alteration in thought 
processes, impaired communication, behavioral disturbances, 
self-care defi cits, and impaired socialization. In addition, a 
comorbid medical condition may exist. These commonalities are 
considered during the formulation of the nursing diagnoses.

See the accompanying Examples of North American Nurs-
ing Diagnosis Association (NANDA) Nursing Diagnoses box 
for examples of nursing diagnoses for clients with cognitive 
disorders.

Outcome Identifi cation

Stating outcomes for clients with cognitive disorders can be 
challenging because of the variety of identifi ed problems. Gen-
erally, outcomes for clients with cognitive disorders include the 
elimination of organic etiology, if possible; the prevention of 
acceleration of symptoms; and the preservation of the client’s 
dignity (Detwiler, 2003).

When developing outcomes, consider the client’s present 
physical and emotional status, any behavioral disturbances the 
client manifests, the environment in which he or she lives, the 
client’s level of independent functioning and ability to socialize, 
and the availability of a support system. Also keep in mind the 
client’s degree of insight into his or her diagnosis, verbalized 

History:
Will likely require interview with close family or friend
Data regarding birth, developmental stages, medical 

history, medication, time of onset of clinical symp-
toms, rate of progression, and any family history of 
dementia

Physical Examination:
Mental status evaluation: Obtain information regard-

ing any past psychiatric treatments.
General physical and neurologic examination includ-

ing pain assessment (client may not be able to self-
report pain). Observe for behaviors associated with 
pain such as crying or moaning, rubbing or guard-
ing, frowning or grimacing. Assess the client dur-
ing activity whenever possible because pain may be 
more evident during ambulation or repositioning.

Studies:
Complete blood count
Sedimentation rate
Chemistry panel (electrolytes, calcium, albumin, BUN, 

creatinine, transaminase, blood sugar)

Thyroid function tests
VDRI or RPR
Urine Alzheim Alert TM Test (a noninvasive urinary test 

that measures neural thread protein and is elevated 
in DAT)

Urinalysis
Serum B12 and folate levels
HIV, if permission is granted

Imaging:
Chest x-ray
Head CT scan
Electrocardiogram

Additional Studies (if Indicated):
Electroencephalogram
Neuropsychiatric testing
Head MRI if vascular dementia suspected
Lumbar puncture
Drug and alcohol toxicology
Heavy metal screen

BOX 27.2

Comprehensive Assessment of Impaired Cognition and Behavioral Manifestations
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expectations, and capabilities to meet stated outcomes. The 
clinical prognosis for cognitive disorders may be reversible (eg, 
delirium secondary to anesthesia), treatable but not reversible 
(eg, prevention of further ischemia in cardiovascular disease), 
or progressive (eg, DAT). See the accompanying Examples of 
Stated Outcomes box.

Planning Interventions

Nursing interventions planned for a client with a cognitive 
disorder often vary depending on the client’s diagnosis of 
delirium, dementia, or amnestic disorder. However, the focus 
is on maintaining the client’s contact with reality, reducing agi-
tation, preventing injury, promoting adequate nutritional and 
fl uid intake, promoting adequate sleep and rest, treating any 
underlying causes (eg, pain; sensory deprivation), encouraging 
expression of feelings, and stimulating the memory through 
various activities. Attempts to maximize remaining learning 
potential are important while making the client feel comfort-
able both physically and emotionally.

Meeting basic needs becomes increasingly demanding 
as physical deterioration occurs. Interventions are prioritized 
according to patient care issues such as safety, privacy, reduc-
tion of stimuli, and frequent monitoring of confusion and real-
ity reorientation. Gradually introduce new devices or material 
to provide self-care simply. Ensure that the environment allows 
the client the opportunity to adapt to impairments by doing 
things in less complex ways than in the past, thus promoting 
an optimal level of independence (Shank & Ratchford, 2007).

Planning also focuses on meeting the client’s spiritual 
and sexual needs, decreasing socially inappropriate behavior, 
encouraging satisfactory social relationships, and assisting the 
client to live in as nonrestrictive an environment as possible.

Implementation

Working with clients with cognitive impairment frequently 
results in health care personnel being confronted with their 
own human limitations, especially when defi cits are irreversible 
and become progressively worse over time. Repeating oneself 
constantly, knowing that the client is unable to recall infor-
mation or will soon forget, is frustrating. Emotional reactions 
are possible when faced with the inability to control inevitable 
deterioration in some clients. Feelings of helplessness, impa-
tience, anger, disgust, overprotectiveness, chronic helpfulness, 
or “burnout” may result.

Establishment of a Safe Environment
Clients with cognitive disorders require an environment that 
will promote health and safety and maximize independence 
(Needham, 2006). A calm, direct, supportive approach with a 
predictable schedule is necessary when providing care for cli-
ents who are forgetful, disoriented, confused, or frightened, or 
who exhibit alterations in perception. The Alzheimer’s Disease 
Research Center at the University of California at San Diego 
suggests implementing three standards when creating a safe 
environment for a client with DAT or cognitive disorders such 
as delirium: think prevention, change the environment rather 
than the behavior, and minimize danger to maximize indepen-
dence (Johnson, 2002).

Reorient client to the environment frequently. Have famil-
iar or personal objects available to create a safe, comfortable 
atmosphere and to add meaning to the surroundings. Encour-
age the use of eye glasses and hearing aids when  appropriate 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

COGNITIVE DISORDERS

Interrupted Family Processes related to shift in  •
family roles
Ineffective Role Performance related to loss of  •
previous capabilities
Disturbed Thought Processes related to halluci- •
nations and delusions
Hopelessness related to progressive nature of AD •
Impaired Social Interaction related to attention  •
defi cits
Ineffective Coping related to memory defi cits •
Risk for Injury related to impulsive behavior •
Risk for Injury related to poor judgment •
Situational Low Self-Esteem related to loss of  •
previous capabilities
Social Isolation related to irritability •
Social Isolation related to bizarre behavior •

Examples of Stated Outcomes

COGNITIVE DISORDERS

The client will verbalize decreased frequency  •
of delusions and hallucinations.
The client will demonstrate decreased agitation. •
The client will be free of injury. •
The client will not harm others or destroy  •
 property.
The client will verbalize feelings of powerlessness  •
or hopelessness.
The client will develop alternate communication  •
skills.
The client will verbalize increased feelings of  •
 self-worth.
The client will demonstrate decreased socially  •
inappropriate behavior.
The client will identify life areas that require  •
 alterations due to illness.
The client will verbalize beginning of the grieving  •
process related to loss of mobility.
The client will live in the least restrictive  •
 environment that is safe.
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to improve sensory input. Provide way-fi nding cues such as 
arrows, signs, path indicators, and color-coded graphics, espe-
cially for critical locations such as bathrooms and bedrooms. 
Assess safety of lighting, fl ooring, and furniture. Safety locks 
on doors and gates are important safety aids to prevent wan-
dering. Remove any items from the environment that are 
safety hazards or potentially harmful. Although the goal of a 
restraint-free environment is considered to be the gold stan-
dard of care for clients with cognitive disorders, the emergency 
use of physical or chemical restraints may be necessary to safe-
guard against injury when clients who are placed in unfamiliar 
surroundings or require hospitalization exhibit combative or 
assaultive behavior or are at risk for self-injury. It is benefi cial 
to have a discussion with the family or health care surrogate 
of a client regarding the limited use of restraints (Boyd, 2006; 
Needham, 2006; Shank & Ratchford, 2007; Tardiff, 2009; 
Wheldon, 2005).

Furthermore, encourage the family of clients who have 
been diagnosed with DAT and have a tendency to wander to 
register the client in the Alzheimer’s Association’s Safe Return 
program.

Assistance in Meeting Basic Needs
If a comorbid medical condition exists, be sure to provide 
routine care such as monitoring vital signs, assessing level of 
consciousness, and meeting physiologic needs. Unmet needs 
(eg, sexual) can cause a client with a cognitive disorder to become 
agitated and anxious. The client may be unaware of the source 
of discomfort or be unable to respond to the cues resulting from 
unmet needs (Needham, 2006). In addition, assist with ADLs as 
necessary. Provide a balance of rest and activity because exces-
sive activity may lead to fatigue and can present as acute confu-
sion. Inadequate activity and stimulation may lead to apathy 
and little desire to attend to information. Monitor bowel and 
bladder function. The client may not be able to verbalize prob-
lems with elimination such as constipation or urinary retention. 
Also promote restorative care, including that of range of motion 
or ambulation when appropriate. Finally, remember that clients 
with delirium might be unaware of defi cits or limitations.

Stabilization of Behavior
Approximately 90% of clients with dementia may exhibit mea-
surable behavioral disturbances, and one half to one third of 
all clients with the diagnosis of cognitive disorder are overtly 
aggressive (Rawlings & Verma, 2001). Agitation tends to 
increase with the severity of cognitive impairment and may 
predict the need for early institutionalization.

Behavioral manifestations (eg, agitation, aggressiveness, 
combativeness, pacing, wandering, yelling, hoarding, lack of 
sexual inhibition, impulsivity) may be caused by the client’s 
inability to verbalize distress in socially appropriate ways. 
Common forms of distress that often go undetected in older 
clients with cognitive disorders include constipation, infection 
(eg, urinary tract infection), and pain (eg, arthritis). Other 
causes of behavioral manifestations include personality 
changes, internal stimuli such as anxiety or agitated depression, 
delusions, hallucinations, environmental stimuli (eg, excessive 

heat, noise, light or humidity), or any number of sources too 
numerous to list (Boyd, 2006; Rawlings & Verma, 2001).

Nursing research identifi ed causes of behavioral manifesta-
tions exhibited by cognitively impaired clients (eg, hitting, kick-
ing, pinching, biting) during bathing. Although most nurses 
have a desire to deal compassionately with clients, they need to 
be aware of situations that could evoke disturbances in behavior 
by clients during the delivery of care. Examples of situations that 
could evoke unexpected behavioral disturbances include failure 
to prepare a client for a task or treatment; unexpected touch; 
hurried pace when assisting a client; addressing a client in an irri-
tated voice or manner; confrontational communication; invalida-
tion of the client’s feelings; and the presence of multiple caregivers 
(Shank & Ratchford, 2007; Somboontanont, Sloane, Floyd, 
Holditch-David, Hogue, & Mitchell, 2004). Before establishing 
interventions to stabilize behavioral manifestations of clients, 
determine whether the safety of the client or other individuals is 
at risk because of the behavior and whether the problem is truly 
a client problem or a staff problem (Needham, 2006).

Behavioral Intervention Techniques and Programs
Redirection is a form of behavioral intervention that uses dis-
traction techniques. The client’s memory defi cits and short 
attention spans help to ensure the success of distraction. If 
used correctly, redirection avoids confrontation and the risk of 
catastrophic reactions.

Stimulated response therapy is a form of behavioral inter-
vention that uses audiotapes composed of a family member’s 
voice in a telephone conversation with blank spaces that cor-
respond to the client’s side of the conversation. During the con-
versation, the family member reminisces about cherished and 
loved experiences of the person’s life (Needham, 2006).

Several programs have been developed to minimize behav-
ioral problems including the consequences seen in clients with 
cognitive impairment. These programs include using creative 
reality by entering the world of the client, using validation 
rather than reality orientation, using low-stimulation activities, 
focusing on former lifestyle and current capabilities, and pro-
viding for physical activities appropriate to the client’s sex, age, 
and physical capabilities (Shank & Ratchford, 2007). Summa-
rized, they include

orientation therapy to remind clients of the date, time, • 
scheduled activities, names of staff, etc.;
reminiscence therapy, a diversionary tactic that involves • 
talking to clients about happy events in their lives and recall-
ing past experiences; family members or friends are encour-
aged to bring in pictures of familiar faces and events;
pet, art, and recreational therapy to provide an outlet for • 
energy and to promote socialization with peers;
repetitive hand activities (eg, fold towels, wind yarn, or • 
rummage through boxes) to keep minds and hands busy;
worship services to provide for the spiritual needs of  clients • 
including the opportunity to attend church services with 
friends, family, or signifi cant others; and
music therapy to minimize behavioral manifestations • 
(see Supporting Evidence for Practice 27-1).
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Many hospitals, rehabilitation centers, and long-term care 
facilities take pride in having “restraint-free” environments. If 
a client is at risk for injury and needs to be restrained, some 
facilities have committees that review the client’s behavior to 
determine the least restrictive device to be used. The federal 
government has issued guidelines on the establishment of 
institutional restraint policies. Also, family members or com-
panion sitters are considered an alternate measure to the use of 
restraints (Shank & Ratchford, 2007).

Outreach Programs
Several outreach programs are available for clients with behav-
ioral problems related to dementia. The Mayo Clinic Internal 
Medicine outreach program in Rochester, Minnesota, provides 
a multidisciplinary team approach to the behavioral manifes-
tations of clients with dementia. This program is called the 
Dementia-Behavioral Assessment and Response Team (D-BART). 
The target population of D-BART includes clients whose behav-
ior puts them at risk for increased use of physical or pharmaco-
logic restraints, potential abuse of self or others, compromised 
safety, dismissal from a facility, or institutionalization; or cli-
ents whose behavior puts their caregivers at risk for extreme 
physical and psychological stress. The team consists of geriat-
ric health specialists, including a geriatric nurse practitioner, 
who meet with caregivers and families in a client’s home or 
care facility. The team’s goal is to educate caregivers about the 
disease process and its impact on behavior and to develop an 
individualized plan of care to reduce or eliminate problem 
behaviors (Alzheimers Research Center, 2009). A second pro-
gram, HABIT (Healthy Actions to Benefi t Independence and 
Thinking), is a 10-day program that involves daily cognitive 
compensation training, brain fi tness activities, support groups, 
wellness education, and a fi tness/movement program. HABIT 

builds on the strength that persons with mild memory prob-
lems often retain the ability to learn new habits. These specifi c 
“habits,” if practiced consistently, may help compensate for 
memory loss, possibly extending independence and improv-
ing self-effi cacy (Lunde, 2009).

A Home-Based Primary Care program (HBPC) operated 
by 70 Veterans’ Administration centers throughout the country 
also has been described (Beales & Edes, 2009; Douris, 2003). 
The goal of this outreach program is to improve the care of 
veterans with dementia. A multidisciplinary team visits home-
bound veterans and provides services such as pain assess-
ment of cognitively impaired veterans; client education about 
advance directives and community resources; and assessment 
of caregiver stress. Palliative care and end-of-life care are also 
provided in the home if requested.

Medication Management
Although there are no specifi c medications to cure cognitive 
disorders such as DAT and related disorders, pharmacologic 
interventions can be considered in addition to social, environ-
mental, and behavioral management approaches. Medication 
may be required to treat comorbid medical conditions such 
as CVA or Parkinson’s disease or manage clinical symptoms of 
dementia, delirium, or a comorbid psychiatric disorder. For 
example, atypical antipsychotics may be used to alleviate agita-
tion or anxiety secondary to hallucinations or delusions when 
behavioral interventions are ineffective. Preliminary evidence 
suggests that haloperidol and the following atypicals are also 
safe and effective in treating delirium if low to modest dosages 
are used: risperidone, olanzapine, quetiapine, ziprasidone, and 
arpiprazole. In larger dosages, these drugs can have adverse 
effects in older clients, such as oversedation and confusion. 
Recent evidence also links them with increased mortality in 

The Use of Music to Decrease Aggressive Behavior in Clients with the Diagnosis of Dementia

SUPPORTING EVIDENCE FOR PRACTICE 27.1

PROBLEM UNDER INVESTIGATION / How does 
playing music affect aggressive behaviors among 
 institutionalized elders with dementia?

SUMMARY OF RESEARCH / The study included 
18 elders (14 women) between the ages of 55 and 
95 years. Scores on the Mini-Mental State Examination 
(MMSE) ranged from 1 to 22, with only three subjects 
scoring above 15. Three subjects were untestable. 
Data were collected during ten observation periods in 
which subjects were randomly assigned to an interven-
tion (favorite music was played during bath) or to the 
control (no music was played). Conditions were then 
reversed for the subjects. Researchers concluded that 
the total number of aggressive  behaviors (eg, biting, 

kicking, spitting, and yelling) was signifi cantly lower 
when music was played. Caregivers noted  improved 
mood, smiling, clapping, and dancing during music 
interventions.

SUPPORT FOR PRACTICE / Psychiatric–mental health 
nurses should consider music as a form of nonpharma-
cologic therapeutic intervention when providing care for 
older adult clients who exhibit agitation or aggressive 
behaviors. Additional research is suggested to study the 
type of music that decreases  agitation, and the impact 
of music on caregivers.

SOURCE: Clark, M. E., Lipe, A. W., & Bilbrey, M. (1998). Use of music to 
decrease aggressive behaviors in people with dementia. Journal of Geronto-
logical Nursing, 24(7), 10–17.
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dementia clients, mostly from cardiac or infectious causes 
 (Breitbart & Alici-Evcimen, 2007; Heinrich & Sponagle, 2007; 
Meeks & Jeste, 2008; Sutor, Nykamp, & Smith, 2006).

The anticonvulsant gabapentin (Neurontin) has proven to 
be safe and effective in controlling agitation and combativeness 
in cognitive disorders. It has no signifi cant drug interactions, 
is only 3% plasma bound, and is not appreciably metabolized. 
Should treatment with gabapentin prove ineffective or poorly 
tolerated, a reasonable second-line choice is divalproex (Depa-
kote), although it requires periodic blood level be measured 
and venipunctures for easily agitated clients need to be kept at 
a minimum (Smith, 2005; Sutor et al., 2006).

Antidepressants (eg, SSRIs) may be prescribed for a comor-
bid mood disorder or as a hypnotic in clients with delirium. 
Although benzodiazepines (eg, lorazepam) are frequently used 
to treat clinical symptoms of anxiety and agitated depression 
in clients with dementia, they appear ineffective and generally 
play only an adjunctive role in treating delirium. An exception 
is in the treatment of delirium induced by acute alcohol or ben-
zodiazepine withdrawal. Mirtazapine (Remeron) may be used 
to stabilize sleep or appetite disturbances as well as anxiety 
and depression. General anesthetics, narcotics, and cholino-
mimetics may also help manage hyperactive delirious clients. 
Caution must be taken to avoid oversedation and adverse reac-
tions that can occur during drug–drug interactions (O’Connor, 
2005; Sutor et al., 2006).

Evidence regarding the use of alternative therapies such 
as nonsteroidal anti-infl ammatory drugs (NSAIDs), ginkgo 
biloba, B vitamins, statins, tocopherol (vitamin E), and estro-
gen in the treatment of dementia is weak. Analgesics may help 
control pain. Opioids should be avoided as they increase the 
risk of falls and confusion in older clients. Although antihy-
pertensive treatment reduces the development of stroke and 
vascular dementia, the evidence is limited that similar treat-
ment of people with mild-to-moderate dementia delays disease 
progression (Needham, 2006; U.S. Preventive Services Task 
Force, 2003).

Medicating clients may prove to be challenging due to sev-
eral factors. Clients may

be unable to comprehend the need for a medication;• 
be unable to identify self due to impaired cognition and • 
communication;
resist taking medication because of impaired thoughts • 
such as delusions or paranoid thoughts;
exhibit fl uctuations in cognition, mood, and behavior; or• 
exhibit behavioral manifestations similar to adverse effects • 
of prescribed medication.

Recent advances in the treatment of dementia, specifi -
cally DAT, have resulted in several pharmacologic approaches 
to enhance cognition, slow the progression of the disease, 
and stabilize clinical symptoms. Cholinesterase inhibitors are 
agents thought to improve memory and goal-directed thought 
processes by reducing inactivation of acetylcholine and poten-
tiating cholinergic transmission. As a result, the concentra-
tion of acetylcholinesterase is increased in the cerebral cortex 

(Sadock & Sadock, 2008). Cholinesterase inhibitors include 
donepezil (Aricept), rivastigmine (Exelon), tacrine (Cognex), 
and galantamine (Razadyne). Galantamine has been proven 
safe and effective for improving behavior and global function 
in clients with DLB. Although cholinesterase inhibitors are 
considered useful in the management of clinical symptoms of 
vascular dementia, they are not considered useful in the treat-
ment of personality and language dysfunction in clients with 
the diagnosis of frontoremporal dementia (Arends & Galik, 
2008; Seritan, 2008; Zoler, 2004).

Memantine (Namenda), an N-methyl-D-aspartate (NMDA) 
antagonist, has been approved for the treatment of moderate-
to-severe DAT. It can be used alone or in combination with 
donepezil and has been shown to slow the decline in mental 
function in clients with more advanced dementia. Meman-
tine is generally safe and effective, with a low potential for 
drug interactions, even when combined with a cholineste-
rase inhibitor (Peskind, Tangalos, & Grossberg, 2005; 
 Seritan, 2008). These drugs are highlighted in Drug Summary 
Table 27-1.

Research is presently being conducted in Russia and China 
regarding possible pharmaceutical approaches in the treatment 
of DAT. They include a nonselective antihistamine (dimebon), 
a nuclear receptor (rosiglitazone), and a form of intranasal 
insulin (huperzine A) (Swanson, 2008).

Client and Family Education
The diagnosis of a cognitive disorder can have devastating con-
sequences for clients and their families. After a client has been 
diagnosed, be sure that the client and the family are informed 
about the disease and the progression of clinical symptoms. 
Tips for caring for a family member diagnosed with a cognitive 
disorder include

stay informed about the disease and treatment options;• 
take a break (eg, use adult day care or respite care services) • 
to ease the day-to-day demands of caregiving; and
plan ahead by investigating long-term care options and • 
determining what services are covered by health insurance.

Also inform families about the availability of programs such 
as Children of Aging Parents, the National Family Caregivers 
Association, and the Caregiver Zone that address issues such 
as caregiver stress (Andrews & Andrews, 2003; Knipper, 2009; 
Sewar, 2007). Education of family members about the health 
care needs of clients as well as the development of caregiver 
stress is important. Several health problems are particularly com-
mon among family caregivers who experience increased stress: 
headache, arthralgias, gastroesophageal refl ux disease, ulcers, 
irritable bowel syndrome, fatigue, back sprain, depression, anxi-
ety, alcohol abuse, and sleep disturbances. Discovery of such a 
care-giving situation may also help to reveal and resolve behav-
ioral disturbances in clients (Clark & Ambrosia, 2008).

The D-BART outreach program mentioned earlier in this 
chapter is an example of a program designed to educate cli-
ents, family members, and caregivers about the disease pro-
cess and the management of clinical symptoms of cognitive 
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disorders. Other sources of educational information include 
 community support groups sponsored by the Alzheimer’s Dis-
ease and Education Referral Center, free community programs 
for the public, continuing educational programs for nursing 
and medical professionals provided by drug companies, and 
the Internet.

Continuum of Care
According to the fi ndings of research comparing end-of-life 
care between clients with advanced dementia and clients with 
terminal cancer, clients with advanced dementia are not always 
recognized as having a terminal condition and do not receive 
adequate palliative care in the fi nal stage of the illness. Dis-
tressing signs and symptoms are not recognized or managed 
adequately. Lacking advance directives that limit aggressive 
care, many clients with advanced dementia undergo painful, 
unnecessary interventions including the insertion of feeding 
tubes in the fi nal weeks before death. Clients with advanced 
dementia are eight times less likely to have a Do Not Resusci-
tate order than other clients (Moon, 2004).

Continuum of care is vital if clients with cognitive  disorders 
are to experience a good quality of life. Although delirium is 

considered a reversible process, the client could experience 
recurrent symptoms due to the progression of a chronic medi-
cal problem; drug–drug interactions; or other physiologic 
changes such as fl uid and electrolyte imbalance when using 
diuretics. Clients with dementia may exhibit stabilization of 
clinical symptoms, a slow progression of the illness, or clinical 
symptoms of end-stage DAT or a related disorder. Clients with 
amnestic disorders may never regain full functioning of their 
memory and may require continued supervision of ADLs.

The client’s physical and psychosocial changes and the 
availability of caregivers determine the setting in which con-
tinuum of care will occur. Nearly 4 million U.S. residents have 
DAT, and approximately 70% of these people live at home, with 
the majority of care being provided by friends and family. To 
assist families in caring for clients, several resources are avail-
able, such as the Administration on Aging, Alzheimer’s Asso-
ciation, Family Caregiver Alliance Resource Center, and the 
National Council on Aging (Johnson, 2002). These resources 
also help family members locate providers of continuum-of-
care services such as adult day care centers, assisted-living 
facilities, and long-term care facilities that have special units 
for clients with dementia, as well as respite care centers.

DRUG SUMMARY TABLE 27.1

Drugs Used for Cognitive Disorders

Generic (Trade) Name Daily Dosage Range (mg) Implementation

Drug Class: Cholinesterase Inhibitorsa

donepezil (Aricept) 5–10 Give once daily in AM or h.s.; provide small, frequent meals 
if GI disturbance occurs; monitor for bradycardia, insomnia, 
fatigue, GI disturbances, muscle cramps, skin rash, jaundice, 
and changes in color of urine or stool; use with caution in 
clients with peptic ulcer disease.

galantamine (Razadyne) (also available in 
extended-release form)

8–24 Give with AM and PM meals; monitor for bradycardia, GI 
 disturbance, syncope, and weight loss. XR form is given 
once daily after a meal.

rivastigmine (Exelon) (also available in 
oral solution and as a transdermal patch)

3–12 Give in AM and PM with meals; monitor for GI disturbance, 
fatigue, headache, and malaise, weight loss, insomnia, and 
tremor.

tacrine (Cognex) 40–160 Give q.i.d. in divided doses on an empty stomach unless 
severe GI disturbance occurs; arrange for regular transami-
nase level determination before and during therapy; monitor 
for symptoms of impaired hepatic function, syncope, and 
bleeding; give with vitamin E 1,000 IU b.i.d. if ordered.

Drug Class: NMDA Receptor Antagonist

memantine (Namenda) 5–20 FDA approved for use in moderate-to-severe AD. Use cau-
tion with other NMDA antagonists; may affect or be affected 
by renally excreted drugs; monitor for dizziness, headache, 
hypertension, pain, GI upset, somnolence, hallucinations, 
and dyspnea.

aCholinesterase inhibitors are the drug of choice to improve memory and thought process in clients with the diagnosis of a cognitive disorder. Note: Atypical antipsychotics, 
 benzodiazepines, and SSRIs are cautiously used for target symptoms such as insomnia, anxiety, appetite disturbance, or agitation.
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Every year about 540,000 terminally ill Americans enter 
hospice programs to receive a wide array of supportive care 
for themselves and their families. Hospice care is available to 
clients with cognitive disorders, including DAT. Hospice work-
ers provide medical support; assist clients and family members 
with emotional support including life closure, grief counsel-
ing, and spiritual counseling; and may provide art, touch, and 
music therapy when the need is identifi ed. Follow-up con-
tact and bereavement counseling continue if family members 
indicate a need or desire. Although care can be delivered in 
a variety of settings, it is usually given in the home setting at 
no out-of-pocket expense. Medicare and most insurance com-
panies have established guidelines for certifi cation of hospice 
care (Knowlton, 2000a, 2000b).

Future Research
Several research studies regarding the etiology and treatment 
of cognitive disorders are being conducted by the National 
Institute of Health, National Institute of Mental Health, and 
independent groups. The studies are focusing on

the short-term and long-term effi cacy of donepezil and • 
cognitive training to improve memory in elderly adults 
not affected by dementia;

the effects of NSAIDs in the delay of cognitive decline in • 
older adults with age-associated memory impairment;
Alzhemed, an investigational drug that appears to prevent • 
formation of amyloid fi brils in the brain;
the use of a low-fl ow cerebrospinal fl uid shunt to increase • 
the clearance of beta amyloid deposition from the brain to 
improve cognitive stability; and
passive immunization by vaccine to develop  antibodies • 
that target the beta amyloid peptide in the brain to 
prevent DAT.

Evaluation

Because the client with a cognitive disorder generally exhibits 
a fl uctuation in physical and psychosocial functioning, evalu-
ation is an ongoing process. Input is obtained from caregivers 
and family members. Success may be measured in terms of 
quality of life as achieved by slowing down the disease pro-
cess, rather than by reversing, stopping, or curing medical or 
psychosocial problems. See Nursing Plan of Care 27-1 for an 
example.

NURSING PLAN OF CARE 27.1

THE CLIENT WITH DELIRIUM

Mike, a 35-year-old real estate broker, was admitted to 
the emergency room for evaluation of a possible frac-
tured right arm following a rollerblading accident. He 
was then admitted to the hospital for surgical interven-
tion. The evening of surgery, Mike was given pain medi-
cation. A few hours later, he was found to be confused 
and began talking incoherently. His level of conscious-
ness changed as he was no longer oriented to place and 
time. He thought that he was trapped on a boat and kept 
asking the staff for assistance to fi nd the bathroom. The 
following day, a neurologic evaluation was requested. 
Mike was diagnosed as exhibiting clinical symptoms 

of delirium due to pain medication,  anesthesia, and 
changes in his environment.

DSM-IV-TR DIAGNOSIS: Delirium due to multiple 
 etiologies

ASSESSMENT: Personal strengths: Employed as a real 
estate broker, good physical health except for fractured 
arm.

WEAKNESSES: Disoriented, confused, incoherent 
speech, impaired mobility.

NURSING DIAGNOSIS: Disturbed Thought Processes related to side effects of anesthesia, pain medication, 
and changes in his environment as evidenced by disorientation and confusion.

OUTCOME: The client will demonstrate decreased confusion and disorientation.

PLANNING/IMPLEMENTATION RATIONALE

Assess the client’s level of functioning every shift or 
more frequently if necessary.

Clients with delirium exhibit fl uctuating capabilities 
until the delirium clears.

Provide factual information to minimize the client’s 
confusion and disorientation.

The client will become aware that his perceptions 
are not real to others.

Refer to the day, date, and time when providing care. Reminders help to reorient the client.
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NURSING DIAGNOSIS: Impaired Verbal Communication secondary to delirium as evidenced by incoherent 
speech

OUTCOME: The client will demonstrate appropriate responses to questions

PLANNING/IMPLEMENTATION RATIONALE

Talk distinctly and clearly, facing the client. This approach minimizes the possibility of environ-
mental distraction during interactions with the client.

Ask the client to clarify any responses that are vague. Clarifi cation can prevent a misunderstanding of 
responses.

NURSING DIAGNOSIS: Risk for Injury related to disorientation and confusion

OUTCOME: The client will be free of injury.

PLANNING/IMPLEMENTATION RATIONALE

Utilize the least restrictive devices if necessary 
to prevent injury.

Restrictive devices may be necessary until the 
 client’s cognitive impairment clears.

Provide adequate lighting. Adequate lighting minimizes the client’s 
 misperception of the environment and risk for injury.

NURSING DIAGNOSIS: Self-Care Defi cit related to fracture

OUTCOME: The client will demonstrate an increased ability to perform ADLs.

PLANNING/IMPLEMENTATION RATIONALE

Evaluate client’s ability to perform self-care. Independence is important but safety is a priority.

Allow the client ample time to perform each task 
related to ADLs.

Rushing the client may frustrate him.

Assist the client daily as needed to maintain daily 
functions and complete ADLs.

The client will develop a sense of dignity and 
 well-being as his cognitive abilities improve and 
he can resume his previous level of independence.

EVALUATION: Prior to discharge from the hospital, assess client’s level of consciousness to determine if the 
delirium has resolved. Review client’s understanding of postoperative orders and discharge plan of care. Explore 
client’s understanding of adverse response to the specifi c pain medication administered in the hospital and the 
importance of including the information in any future physical examinations or medical consultations.

KEY CONCEPTS
Delirium, dementia, and amnestic disorders are classi-• 
fi ed as cognitive disorders in which impairment of mental 
processes, speech, behavior, and level of consciousness 
occurs. The impairment may be reversible, partially 

reversible, or irreversible, depending on the cause of the 
impairment.
Research has shown that as the brain ages, the potential • 
for cognitive impairment exists.
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Neuropsychological investigative studies of brain-damaged • 
clients have concluded that four distinct memory systems 
exist: working, episodic, semantic, and procedural.
Delirium, considered to be one of the most life- threatening • 
acute psychiatric illnesses, is a syndrome that presents as 
a reversible global dysfunction in cerebral metabolism. 
Three major causes of delirium are central nervous system 
diseases, systemic illnesses, and either drug intoxication 
or withdrawal from pharmacologic or toxic agents. Prog-
nosis is good if the cause is corrected in time.
Several theories have been established regarding the develop-• 
ment of DAT, including genetic, oxidation, neurotransmitter, 
and beta-amyloid protein. Researchers continue to investi-
gate potential causes of DAT and proposed treatments.
Clinical symptoms of more than one cognitive disorder • 
may occur at the same time, which can be challenging to 
the assessment process.
Dementia is a syndrome of global or diffuse brain dys-• 
function that is characterized by a gradual, progressive, 
chronic deterioration of intellectual function. Twelve sub-
types of dementia have been identifi ed. DAT and vascular 
dementia are the most frequently diagnosed types, consti-
tuting approximately 75% of all dementias.
DAT, vascular dementia, and DLB constitute the majority • 
of all dementias.
Diseases commonly associated with dementia include • 
familial multiple system taupathy, Pick’s disease, and Par-
kinson’s disease.
Amnestic disorders are the acquired impaired inability to • 
recall information or past events usually due to damage to 
the diencephalic and medial temporal lobe structures of 
the brain. The terms anterograde and retrograde amnesia 
are used to discuss the type of amnesia one experiences.
Input by a client’s family member or another reliable • 
observer is important when assessing a client with a 

 cognitive impairment. A comprehensive history and 
physical examination is necessary to determine the type 
of cognitive disorder present and whether a mood disor-
der exists.
The basic commonalities that link delirium, dementia, • 
and amnestic disorders include self-care defi cits; altera-
tion in appearance, mood, and affect; cognitive impair-
ment, including alteration in thought processes and the 
inability to communicate needs; and behavioral manifes-
tations. Impaired socialization often occurs because of a 
decline in the client’s cognitive abilities and the presence 
of behavioral manifestations.
Several assessment tools are available to assess a client’s • 
mental status or cognitive abilities, instrumental function-
ality (eg, ability to perform ADLs), neurologic or motor 
functioning, and behavioral symptoms.
Although there are no specifi c medications to cure cogni-• 
tive disorders such as DAT and related disorders, phar-
macologic interventions can be considered in addition 
to social, environmental, and behavioral management 
approaches.
Continuum of care is based on the client’s needs and his • 
or her ability to experience quality of life. The setting 
is determined by the client’s physical and psychosocial 
changes and the availability of caregivers.
Several research studies regarding the etiology and treat-• 
ment of cognitive disorders are currently being conducted 
by the National Institutes of Health, the National Institute 
of Mental Health, and independent groups.
Evaluation of clients with a cognitive disorder is an ongo-• 
ing process because of fl uctuating physical and psychoso-
cial functioning.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Attend a local support group for families of people with 
AD. What did you observe? What techniques did the 
group leader employ? What role can nursing play to help 
these families?

 2. Your 35-year-old client, who underwent surgery today, 
appears disoriented and confused during a dressing 
change. He was alert and oriented prior to surgery. He 
can’t remember his name or where he is. What data do 
you need to collect? What nursing diagnoses would you 
consider? What nursing interventions would you provide 
to minimize the occurrence of such symptoms in clients 
who undergo surgery in the future?

 3. Observe a client with early-stage AD and a client with late-
stage AD. What similarities and differences do you observe? 
How does nursing care differ for these two  clients?

Refl ection

Refl ect on the chapter opening quote by Wakefi eld. Articulate 
the rationale for increased length of hospital stay, the need for 
chemical and physical restraints, readmission, and increased 
mortality in older clients who exhibit clinical symptoms of 
delirium or acute confusion. What nursing interventions could 
you provide to older clients who exhibit clinical symptoms of 
delirium or acute confusion after relocation to a rehabilita-
tion unit?
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NCLEX-Style Questions

 1. Assessment of an 84-year-old client with mild demen-
tia admitted to the medical–surgical unit for treatment 
of renal insuffi ciency reveals increased disorientation 
to time and place after dark. The nurse interprets this 
 fi nding as which of the following?
a. amnesia
b. degeneration
c. perseveration
d. sundown syndrome

 2. The family of a client with AD expresses great anxiety 
and questions the nurse about what to expect as the 
disease progresses. The nurse bases the answer on which 
fact associated with this disorder?
a. Improvement depends on what medications are used 

for treatment.
b. Improvement can occur when underlying medical 

problems are treated.
c. The disorder occurs in a chronic, progressive manner 

over time.
d. The disorder typically involves periods of remission 

and exacerbation.
 3. A 64-year-old male client is inappropriately angry with 

the choices for dinner. Which nursing intervention 
would be most appropriate for the client with dementia 
who is upset and agitated?
a. decreasing environmental stimuli while remaining 

with client
b. fi rmly telling the client that the behavior is not acceptable
c. offering to provide medication that will have a 

 calming effect
d. questioning the client about the cause of the problem

 4. A 50-year-old female client is admitted to the 
 emergency department after due to erratic behavior and 
incoherent speech patterns. Which assessment question 
would be most useful when questioning the family to 
differentiate delirium from dementia in a client admitted 
to the hospital after experiencing increased confusion at 
home?
a. How long have you noticed the confusion in your 

family member?
b. Has there been a history of dementia in your family?
c. Do you think something happened that was upsetting 

to your family member?
d. Does your family member live alone or with someone?

 5. Which outcome would the nurse determine as most 
realistic for a client in the late stages of AD?
a. The client will verbalize increased feelings of self-

worth.
b. The client will identify life areas that require altera-

tions due to illness.
c. The client will maintain reality orientation.
d. The client will remain safe in the least restrictive 

 environment.
 6. A client with DAT is to receive pharmacologic therapy 

with a cholinesterase inhibitor. Which of the following 
agents might be prescribed? Select all that apply.
a. donepezil (Aricept)
b. rivastigmine (Exelon)
c. tacrine (Cognex)
d. memantine (Namenda)
e. galantamine (Razadyne)
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KEY TERMS
Conjugal paranoia
Content-specifi c delusions (CSDs)
Delusion
Erotomanic delusions
Folie à deux
Grandiose delusions
Ideas of reference
Nonbizarre delusions
Paradoxical conduct
Paranoid
Persecutory delusions
Somatic delusions

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss fi ve risk factors related to the development of delusional 
 disorders.

 2. Identify the clinical symptoms of delusional disorders.
 3. Differentiate the predominant theme of each of the  following subtypes 

of delusional disorders: persecutory, conjugal (jealous), erotomanic, 
 grandiose, and somatic.

 4. Compare and contrast delusional disorder and shared psychotic disorder.
 5. Recognize the importance of identifying the specifi c  cultural and 

 religious background of a client diagnosed with a delusional disorder.
 6. Articulate the rationale for the use of atypical  antipsychotics and anticon-

vulsants in the treatment of delusional and shared psychotic disorders.
 7. Explain why individual psychotherapy is considered to be more effective 

than other interactive therapies in the treatment of delusional and shared 
psychotic disorders.

 8. Formulate a list of nursing interventions for the following nursing 
 diagnosis related to delusional disorder:  Disturbed Thought Processes 
related to delusions of  persecution as evidenced by statement that 
 drinking water is poisoned.

Delusional disorder is a type of serious mental illness in which 

a person holds unshakeable beliefs in something untrue. It is 

 relatively uncommon in clinical settings, with most studies 

 suggesting that the disorder accounts for 1% to 2% of admissions to 

inpatient mental health facilities.

—CLEVELAND CLINIC, 2009

Delusional and 
Shared Psychotic 
Disorders

28
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 Sharon,  Sharon, Eliyahu, and Shteynman (2006) revealed the 
existence of several complex cases of shared psychotic dis-
orders (husband/wife, mother/daughter, twins).Their article 
sheds light on the seriousness of the disorder, complications 
associated with the disorder, and the need for treatment.

ETIOLOGY OF DELUSIONAL 
DISORDERS
Although the cause of delusional disorders is unknown, several 
predisposing factors have been identifi ed. These include risk 
factors such as the following:

Relocation due to immigration or emigration• 
Social isolation• 
Sensory impairments such as deafness or blindness• 
Severe stress• 
Low socioeconomic status in which the person may • 
experience feelings of discrimination or powerlessness
Personality features such as low self-esteem or unusual • 
interpersonal sensitivity
Trust–fear confl icts• 

Research has demonstrated that delusions can also result from 
an identifi able neurologic disease, primarily those diseases that 
affect the limbic system and the basal ganglia. Clients with a 
neurologic condition may have intact cerebral cortical func-
tioning but exhibit complex delusions that are referred to 
as  content-specifi c delusions (CSDs) to distinguish them 
from the delusions exhibited in psychiatric disorders such as 
paranoid schizophrenia. Content-specifi c delusions involve a 
distorted relationship of oneself to people, places, or things 
of personal signifi cance. They are also associated with focal 
lesions of the frontal lobe or right hemisphere of the brain 
(Cleveland Clinic, 2009; Sadock & Sadock, 2008).

Information about the familial pattern of delusional dis-
orders is confl icting. Some studies have found that delusional 
disorders are more common among relatives of individuals 
with schizophrenia than would be expected by chance. Other 
studies have found no familial relationship between delusional 
disorders and schizophrenia (American Psychiatric Association 
[APA], 2000).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
Although often diffi cult to differentiate from paranoid schizo-
phrenia, the delusions in delusional disorder are characteris-
tically systematized (an ordered grouping of sustained false 
beliefs) and nonbizarre. Nonbizarre delusions involve situa-
tions that could occur in real life, usually involving phenomena 
that, although not real, are possible (Sadock & Sadock, 2008).

Although nonbizarre delusions can occur at a younger 
age, the typical age of onset is usually middle or late adult life. 

Delusion is a term used to describe a false belief based on 
an incorrect inference about external reality that is fi rmly sus-
tained despite clear evidence to the contrary. Conversely, the 
term paranoid is used to describe a wide range of behaviors, 
ranging from aloof, suspicious, and nonpsychotic behav-
iors (Chapter 24, paranoid personality disorder) to well-
 systematized and psychotic symptoms (Chapter 22, paranoid 
type of schizophrenia) (Shahrokh & Hales, 2003).

The Diagnostic and Statistical Manual of Mental Disorders, 
4th Edition, Text Revision (DSM-IV-TR) lists several disorders in 
which the clinical symptom of delusional thoughts may occur. 
They include dementia, alcohol-induced psychotic disorder, 
substance-induced psychotic disorder, schizophrenia, psy-
chotic disorder due to a medical condition, mood disorder, 
paranoid personality disorder, delusional disorder, and shared 
psychotic disorder. This chapter focuses on delusional disor-
der and shared psychotic disorder; the remaining disorders are 
addressed elsewhere in the text.

HISTORY OF DELUSIONAL 
AND SHARED PSYCHOTIC 
DISORDERS
History of the fi rst identifi cation of delusional disorder is ham-
pered by its relative rareness, the variety of theories regarding 
its etiology, and changing defi nitions in recent history. Freud 
believed that delusions were part of a healing process. In 
1896, he described projection as the main defense mechanism 
in paranoia (now referred to as delusional disorder). He also 
theorized that individuals with paranoia (delusional disorder) 
utilized the defense mechanisms of denial and projection to 
defend against unconscious homosexual tendencies. Although 
careful studies of clients with delusions have been unable to 
corroborate Freud’s theories regarding the dynamics of homo-
sexual tendencies, his major contribution was to demonstrate 
the role of projection in the formation of delusional disorders 
(Sadock & Sadock, 2008).

Shared psychotic disorder, also referred to as shared par-
anoid disorder, induced psychotic disorder, and double insanity, 
was fi rst described in 1651 in a case of phantom pregnancy 
associated with two sisters. In 1877, the term folie à deux 
(which refers to two individuals who have a close relationship 
and shared delusions) was used in a classic report by Lasegue 
and Falret. Almost a century later (1942), a classifi cation of 
four subtypes of folie à deux was published by Gralnick: folie 
imposèe (delusions of a person with psychosis are transferred to 
a person who is mentally sound), folie simultanèe (simultaneous 
appearance of an identical psychosis occurs in two individu-
als who are intimately associated and morbidly predisposed), 
folie communiquèe (the recipient develops psychosis after a 
long period of resistance and maintains the symptoms even 
after separation), and folie induite (new delusions are adopted 
by an individual with psychosis who is under the infl uence 
of another individual with psychosis). A literature review by 
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Persecutory Subtype

Clients who exhibit persecutory delusions believe that they 
are being conspired against, spied on, poisoned or drugged, 
cheated, harassed, maliciously maligned, or obstructed in 
some way. No other psychopathology is present. Deterioration 
in personality or in most areas of functioning is absent. It is 
not uncommon for people with this type of delusional disorder 
to make repeated complaints to legal authorities (Cleveland 
Clinic, 2009; Sadock & Sadock, 2008). Compton (2003) dis-
cusses the increasing prevalence of controlling, broadcasting, 
and persecutory delusions in clients with delusional disorders 
as a result of the use of computers, the Internet, and Internet 
technology. Individuals with no real familiarity with the Inter-
net may just as readily incorporate computer-associated themes 
in delusional thought patterns as those individuals who utilize 
such technology on a regular basis.

Conjugal (Jealous) Subtype

The client who is convinced that his or her mate or  signifi cant 
other is unfaithful exhibits clinical symptoms of conjugal 
 paranoia or delusional jealousy. This delusion may occur 
 suddenly and usually affects men with no prior psychiatric 
illness. The delusion may diminish only upon separation, 
divorce, or death of the spouse or signifi cant other.

 Clients with nonbizarre delusions usually verbalize extreme 
 suspiciousness, jealousy, and distrust and are  generally 
 convinced that others intend to do them harm. They may 
complain about various injustices and frequently instigate 
legal actions as they verbalize resentment, anger, and grandi-
ose ideas. Social and marital functioning are often impaired, 
although the client preserves daily, intellectual, and occupa-
tional functioning.

Other clinical symptoms may include social isolation, 
seclusiveness, or eccentric behavior. Anxiety or depression may 
occur as the client attempts to cope with delusional thoughts. 
Clients rarely seek treatment. Usually, clients are brought to the 
attention of mental health professionals by friends, relatives, or 
associates who are concerned about their behavior.

Clients with delusional disorders also may experience 
CSDs, occurring at any time. CSDs are not categorized in the 
DSM-IV-TR. Clients with CSDs are usually described as forth-
coming and cooperative. They insist that their delusions are 
true but also admit to puzzlement or bemusement regarding 
aspects of the delusion. They are more likely to confabulate 
explanations for their delusions rather than become defensive 
and hostile (Malloy & Salloway, 1999). Types of CSDs include 
delusions of place, delusions of person, sexual delusions, and 
somatic delusions.

According to DSM-IV-TR criteria, delusional disorder is 
differentiated from schizophrenia in that clients with delu-
sional disorder do not have prominent or sustained halluci-
nations associated with schizophrenia. However, clients may 
verbalize the presence of tactile, olfactory, or auditory hallu-
cinations consistent with their delusions. Delusions, as noted 
earlier, are not bizarre, but rather could conceivably occur in 
real life (eg, the client believes he or she is being poisoned or 
that someone has tampered with the brakes in his or her car). 
The delusions are not due to any other mental disorder such 
as schizophrenia and are not the direct physiologic effects of a 
substance or the direct result of a general medical condition.

Clients with delusional disorder have no insight into 
their condition. They refuse to acknowledge negative feelings, 
thoughts, motives, or behaviors in themselves and project such 
feelings onto others by blaming others for their problems. They 
also spend much time confi rming suspicions and defending 
themselves against imagined persecution. Such self-centered 
thoughts, in which everything is taken personally, are called 
ideas of reference.

The DSM-IV-TR identifi es fi ve subtypes of delusional 
disorder: persecutory, conjugal or jealous, erotomanic, gran-
diose, and somatic. In all subtypes, mood changes, includ-
ing irritability, anger, depression, and violence, may occur. 
Legal diffi culties also may arise. Clients may be subjected to 
unnecessary medical tests and procedures. Social,  marital, 
or work problems are common. However, cognitive dis-
organization or emotional deterioration usually does not 
occur. The type of delusional disorder with which a client 
is diagnosed is based on the predominant delusional theme, 
because cases with more than one theme are frequent. See 
Clinical Example 28-1.

CLINICAL EXAMPLE 28.1

The Client with Delusional Disorder, 
Persecutory Type

MS, a 45-year-old Cuban man who recently moved 
to Florida with his family, suddenly becomes 
 suspicious that Fidel Castro is “out to get him.” He 
barricades the windows and doors of his home, has 
his telephone number unlisted, and warns his fam-
ily to be careful whenever they leave the house. 
Although he displays this delusion of persecution 
and exhibits hypervigilance, he is able to function 
with minimal impairment. When questioned, his 
wife states that he has felt guilty about leaving his 
parents behind in Cuba.

Working with such a client could be extremely 
diffi cult because his delusional system may have an 
element of truth in it. People who have emigrated 
to the United States from Cuba and other countries 
have related stories of persecution for crimes they 
did not commit, whereas others have fl ed to avoid 
persecution for crimes committed. Living in such an 
environment could predispose someone to the devel-
opment of a highly suspicious thought process.
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478 UNIT  VI Clients with Psychiatric Disorders

and alcohol abuse. Age used to be considered a contributing 
factor (ie, submissive individual was younger than the domi-
nant person); however, recent views have shown that the sub-
missive individual has an equal chance of being either younger 
or older than the dominant individual. This disorder has been 
diagnosed in twins and in individuals, both of whom had a 
chronic psychotic disorder. This disorder also has occurred in 
a group of individuals or in families in which the parent is 
the primary case (inducer) (Sadock & Sadock, 2008; Sharon 
et al., 2006).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
In shared psychotic disorder, delusions may be bizarre or non-
bizarre. The dominant individual (primary case or inducer) 
usually has a chronic psychotic disorder with prominent delu-
sions that the submissive individual (secondary case) begins 
to believe. The submissive individual is usually healthy, but 
frequently less intelligent, more gullible, more passive, or more 
lacking in self-esteem than the dominant individual (Sadock & 
Sadock, 2008). See Clinical Example 28-2.

According to the DSM-IV-TR, an individual adopts a delu-
sion from another individual (who already has an established 
delusion) with whom he or she has a close relationship. The 
delusional content of both persons is shared. In addition, nei-
ther person has been diagnosed with a psychotic or mood dis-
order with psychosis to account for the delusion. Moreover, 
the effects of substance use or of a medical condition are not 
the underlying reason for the development of the delusion.

Erotomanic Subtype

An individual, usually an unmarried woman, exhibiting 
 clinical symptoms of erotomanic delusions believes a person 
of elevated social status loves her. The delusion, which can 
occur suddenly, is usually of romantic or spiritual love rather 
than sexual love. The delusional phenomenon paradoxical 
conduct occurs as the client interprets all denials of love, no 
matter how clear, as secret affi rmations. Individuals such as 
movie stars or prominent television personalities have been 
victimized by such persons, who write letters, stalk the indi-
viduals, send gifts, or attempt to visit them.

Grandiose Subtype

Grandiose delusions, also referred to as megalomania, are 
present when the client believes he or she possesses unrecog-
nized talent or insight or has made an important discovery. Less 
commonly, the client may have the delusion of being a promi-
nent person or of being involved in a special relationship with 
a prominent person (eg, secretary to the Queen of  England). 
Grandiose delusions may involve religious content, such as the 
client believing he is a messenger of God (APA, 2000).

Somatic Subtype

The client with delusional disorder, somatic subtype demon-
strates a preoccupation with the body by verbalizing unusual 
somatic delusions. For example, clients may complain of 
disfi gured or nonfunctioning body parts, believe that they 
are infested with insects or bugs (delusional parasitosis), or 
believe they have offensive body odors (olfactory reference syn-
drome [ORS]) or have a serious illness. These delusions are 
fi xed, unarguable, and presented intensely, because the client 
is convinced that the condition exists. A substantial suicide 
risk exists because some clients believe death is imminent 
(Molyneux, 2008; Phillips & Castle, 2007; Pittis, Chessa, 
 Bolduc-Marden, & Martin, 2008; Sadock & Sadock, 2008).

ETIOLOGY OF SHARED 
PSYCHOTIC DISORDER
As noted earlier in this chapter, shared psychotic disorder, or 
folie à deux, involves two individuals who have a close relation-
ship and share the same delusion. This occurrence is attributed 
to the strong infl uence of the more dominant (primary case or 
inducer) person over the submissive (secondary case) individ-
ual. Traditional views believed that this disorder was seen more 
frequently in women who were isolated by language, culture, 
or geography; however, literature analysis revealed that females 
and males are affected equally. Such persons are often related 
by blood or marriage and have lived together for an extended 
period of time. The incidence in married or common-law cou-
ples is equal to that in siblings. Contributing factors include 
low intelligence, sensory  impairment,  cerebrovascular disease, 

CLINICAL EXAMPLE 28.2

The Clients with Shared Psychotic Disorder

Mr. and Mrs. G were brought to the local psychiat-
ric receiving facility by the country sheriff. Neigh-
bors had reported both individuals were observed 
boarding up their windows, chasing people off 
the sidewalk in front of their house, and accusing 
people of spying on them. Garbage was piled in 
the driveway, attracting rodents and stray cats. Mail 
was left uncollected in their mailbox.

During the interview, it was noted that the wife 
agreed with the bizarre story that the husband 
related. He described delusions of persecution in 
which he believed aliens were spying on them. 
They had moved several times because they feared 
for their safety. When interviewed separately, they 
gave identical stories. It was determined that the 
husband was the inducer.
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CHAPTER 28    Delusional and Shared Psychotic Disorders   479

 judgment; agitation; or extreme, intense feelings such as 
 suicidal ideation; or they may exhibit homicidal ideation or 
violence against those persons they believe to be threatening 
or harmful to them. Further, the client is generally threatened 
by any close or personal contact, such as a physical examina-
tion, that may occur during the assessment process. Social and 
marital functioning are more likely to be impaired in a client 
with a delusional disorder.

Cognitive Abilities
Clients with delusional disorders have no abnormality in orien-
tation unless they have a specifi c delusion about a person, time, 
or place. Memory and other cognitive processes are generally 
intact. Investigate if the client exhibits tactile or olfactory hal-
lucinations. Although clients with delusional disorders do not 
have prominent, sustained hallucinations, tactile or olfactory 
hallucinations may be present if they are consistent with the 
delusions (Sadock & Sadock, 2008). For example, does the cli-
ent believe that he or she is infected/infested by parasites such 
as mites, lice, fl eas, spider, worms, bacteria, or other organ-
isms? Assess for predisposing factors such as a recent crisis, 
traumatic event, or degenerative neurologic changes. Adverse 
drug reactions such as stimulant drug abuse, particularly 
amphetamine and cocaine, can lead to delusional parasitosis. 
Clients suffering from this condition may scratch themselves 
to the extent of serious skin damage and bleeding, especially 
if they are delirious or intoxicated. Delusional paracitosis is a 
chronic condition and rarely subsides spontaneously (Bohart 
Museum of Entomology, 2009; Pittis et al., 2008).

Does the client falsely believe that he or she emits an offen-
sive body odor (eg, fl atulence, halitosis, or genital odors)? Assess 
for functional impairment. Individuals with olfactory reference 
syndrome (ORS) may avoid activities, change jobs, or become 
housebound because of shame and embarrassment. Impaired 
functioning may lead to depression or suicidal behavior. ORS is 
under diagnosed and more common than generally recognized 
and may persist for years (Phillips & Castle, 2007).

Are there any sensory handicaps that could contribute to 
the presence of delusional thoughts? Such handicaps can inter-
fere with the ability to test reality. For example, elderly persons 
with impaired vision or hearing may develop visual or auditory 
hallucinations or ideas of reference. It is not uncommon for 
alert and oriented elderly clients who have delegated power of 
attorney to others to verbalize that there is a conspiracy to take 
their money or personal property.

Transcultural Considerations
The client’s cultural and religious background must be con-
sidered while collecting data from the client, support person, 
or family member. For example, individuals relocating from 
countries such as Cuba or Yugoslavia may exhibit what appear 
to be ideas of reference or delusions of persecution. Family 
members, though, may describe the client as “normal” most of 
the time and substantiate the validity of the client’s concerns, 
thus negating the diagnosis of delusional disorder.

THE NURSING PROCESS

Assessment

Assessment of clients with delusional disorders or shared 
 psychotic disorder is challenging because the clients typically 
deny any pathology. This challenge is further compounded 
by the presence of suspiciousness or ideas of reference, their 
inability to trust others, and their resistance to therapy.

History and Physical Examination

Clients who exhibit somatic delusions may have a history of 
seeking evaluation and treatment from nonpsychiatric phy-
sicians, dermatologists, dentists, and the like. Some clients 
have multiple medical workups and have succeeded in having 
medical procedures or surgery such as the excision of axillary 
glands (Phippips & Castle, 2007). Clients with a history of 
other subtypes of delusional disorder or clinical symptoms of 
shared psychotic disorder may refuse to be examined. If the 
client refuses a physical examination, the nurse may elect to 
reschedule the examination when a trusted family member or 
signifi cant other is present to provide support to the client. 
Conversely, if a medical emergency exists and the client refuses 
to be examined, it may be necessary to hospitalize the client to 
stabilize the clinical symptoms (eg, malnutrition secondary to 
persecutory delusions) before performing the examination.

Appearance, Mood, and Affect
Clients’ moods are consistent with the content of their delu-
sions. For example, a client with grandiose delusions is gener-
ally euphoric. Assess for the presence or absence of clinical 
symptoms of depression (eg, low self-esteem, suicidal ideation), 
anxiety, and behavioral disturbances that may be indicative of 
the diagnosis of mood disorder with psychotic features rather 
than a delusional disorder. Regardless of the delusional system 
present, the client may present with mild depressive qualities 
(Sadock & Sadock, 2008).

Behavioral Manifestations
Observe the client for specifi c behaviors. For example,  clients 
with persecutory delusions may exhibit erratic, impulsive, 
or socially inappropriate behavior; illogical thinking; poor 

SELFAWARENESS PROMPT
Refl ect on your comfort level in the presence 

of clients who verbalize suspiciousness, ideas of 
reference, jealousy, somatic complaints, or ero-
tomanic thoughts. Which of these behaviors are 
uncomfortable for you? What feelings or thoughts 
do you experience? What can you do to increase 
your comfort level and provide therapeutic care to 
clients diagnosed with delusional disorders?
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Outcome Identifi cation

The statement of outcomes depends on the severity of the 
 disorder and the ability of the client to function outside the hos-
pital setting. For example, persecutory delusional disorder, the 
most common subtype, may be a chronic disorder, or the client 
may exhibit full periods of remission followed by relapses. The 
jealous subtype, considered to be more common in men, may 
have a better prognosis than the persecutory type.

Stated outcomes focus on several factors, including the 
 client’s ability to

identify situations that contribute to delusional thoughts;• 
identify problems in relating with others;• 
minimize delusional material;• 
differentiate between fantasy and reality; and• 
utilize interventions to stabilize mood and behavior• 

See the accompanying box for examples of stated outcomes.

Planning Interventions

In the past, delusional disorder was generally regarded as resis-
tant to treatment; however, in recent years, the outlook has 
become less pessimistic. The goals of treatment are to establish 
the diagnosis, to decide on appropriate interventions, and to 
manage complications (Sadock & Sadock, 2008).

Intervention may occur in a private-practice setting or in a 
mental health clinic, where symptoms can be alleviated to the 
degree that is essential for continued employment and commu-
nity living. If feelings of persecution persist and the tendency 
toward impulsive, suicidal, or destructive behavior presents a 

Be aware that the content of delusions varies in different 
cultures and subcultures and refl ects cultural patterns. Also, the 
distribution of the shared psychotic disorder relationships in 
Western countries differs from that indicated by Japanese data. 
In Japan, cases of shared psychotic disorder usually involve a 
mother–child or spousal relationship. Also in Japan, contrary 
to Western countries, the dominant individual is often younger 
than the submissive individual. The conclusion has been made 
that close association contributes more to the development of 
shared psychotic disorder than age (Sharon et al., 2006).

Delusions may be primarily psychological, religious or 
spiritual, moral or social, naturalistic or supernatural, or physi-
cal or medical (Andrews & Boyle, 2008). Also, some cultures 
have widely held and culturally sanctioned beliefs that might 
be considered delusional in other cultures.

Nursing Diagnoses

After data have been collected, the nursing diagnoses are 
stated. Examples of nursing diagnoses related to clients exhib-
iting clinical symptoms of delusional and shared psychotic dis-
orders are listed in the accompanying box.

EXAMPLES 
OF NANDA NURSING DIAGNOSES

DELUSIONAL AND SHARED PSYCHOTIC 
DISORDERS

Disturbed Thought Processes related to eroto- •
manic delusions (idealized romantic love with 
employer) as evidenced by efforts to contact 
object of delusion through phone calls, letters, 
and visits
Disturbed Sensory Perception (olfactory) related  •
to somatic delusion as evidenced by statement 
that one’s skin is emitting a foul odor
Social Isolation related to persecutory delu- •
sions (fear of being kidnapped) as evidenced by 
 withdrawal and uncommunicativeness
Risk for Other-Directed Violence related to delu- •
sional thoughts and hallucinatory commands 
as evidenced by overt aggressive acts toward 
employees
Defensive Coping related to delusional jealousy  •
as evidenced by accusatory statements about 
spouse’s fi delity
Fear related to persecutory delusions as evi- •
denced by thinking not based in reality
Impaired Social Interaction related to grandi- •
ose delusions as evidenced by inappropriate 
responses
Noncompliance with medication regimen related  •
to delusions of persecution as evidenced by 
 failure to adhere to medication schedule

Examples of Stated Outcomes/

DELUSIONAL AND SHARED 
PSYCHOTIC DISORDERS

The client will experience control of behavior with  •
assistance from others.
The client will exhibit a decreased number of  •
 violent responses.
The client will describe the causes of violent  •
responses.
The client will identify situations that evoke  •
 anxiety.
The client will describe problems relating to  •
 others.
The client will identify alternatives to present  •
coping patterns.
The client will describe possible preventive  •
 measures of violent behavior.
The client will express delusional thoughts less  •
frequently.
The client will differentiate between reality and  •
fantasy.
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ideas of reference, and delusions. When a trusting relationship 
develops with health care providers, more routine procedures 
may be introduced.

A disturbance in the client’s sleep pattern may occur as a 
result of fear of being harmed while sleeping. Allowing the cli-
ent to choose a place and time he or she feels comfortable with 
may promote sleep. Sedatives may be needed initially.

Personal hygiene may be neglected due to a deterioration 
in functional ability or delusions of persecution. Conversely, 
clients with clinical symptoms of ORS may display repetitive 
or ritualistic behaviors (eg, shower and change clothes fre-
quently or attempt to camoufl age their perceived odors with 
 excessive use of deodorant, etc.). A daily schedule developed 
with input from the client may encourage compliance with 
bathing, grooming, and dressing (Phillips & Castle, 2007).

Medication Management
If the client is extremely belligerent, agitated, suicidal, or 
exhibiting violent behavior, injectable or depot antipsychotics 
such as haloperidol (Haldol) are very effective in controlling 
feelings of distress. Medication management has been effective 
in the treatment of anxiety, depression, and somatic  delusions. 

problem to the client, family, or community, hospitalization 
may be required to determine the cause—such as a nonpsychi-
atric medical condition—for the delusional symptoms. Hospi-
talization may also be necessary to stabilize the client’s social 
and occupational relationships.

Clients with the diagnosis of shared psychotic disorder are 
seen individually and placed on separate units if hospitalized 
to avoid contact with each other. In general, the healthier of 
the two clients will give up the delusional belief. The sicker of 
the two clients will maintain the fi xed false belief (Sadock & 
Sadock, 2008).

Clients exhibiting paranoia may arouse feelings in the 
nurse of being attacked, assaulted, or belittled. The nurse also 
may feel frustrated because the client blames the nurse or oth-
ers for his or her diffi culties. Be aware that delusions protect 
clients from recognizing or coping with feelings that are often 
the opposite of those represented by the delusion, result from 
overwhelming anxiety, represent an exaggerated picture of what 
the person believes, and often result in the use of defenses such 
as projection or intellectualization. Plan effective interventions 
by keeping in mind fi ve nonproductive reactions to delusional 
clients:

 1. Becoming anxious and avoiding the client
 2. Reinforcing delusions by actually believing the client
 3. Attempting to prove that the client is mistaken by 

 presenting a logical argument
 4. Setting unrealistic goals that lead to disappointment, 

frustration, or anger
 5. Being inconsistent with nursing interventions (Barile, 

1984)

Implementation

Caring for clients with delusional disorders and shared psy-
chotic disorder focuses on assisting the client in the activi-
ties of daily living; providing a safe environment to observe 
for suicidal ideation; stabilizing behavior such as hostility and 
aggression; establishing rapport; enhancing self-esteem; and 
decreasing fears, suspicions, ideas of reference, and delusions. 
Box 28-1 lists some examples of nursing interventions for 
delusional and shared psychotic disorders.

Assistance in Meeting Basic Needs
Clients with clinical symptoms of a delusional or shared psy-
chotic disorder may neglect activities of daily living. The more 
severe the clinical symptoms are, the more diffi cult it may be to 
assist the client in meeting basic needs such as adequate food 
and fl uid intake, adequate sleep, bathing, grooming, personal 
hygiene, and the selection of appropriate attire. For example, 
the client may avoid eating because of fear of food being poi-
soned or fear that a medical problem exists that interferes with 
eating. It may be necessary to discuss food preferences with 
family members or have food prepared by a specifi c family 
member. The client may agree to eat canned food or choose to 
select specifi c food to be served at mealtime. Establishing rap-
port can be challenging when a client exhibits fears, suspicions, 

Nursing Interventions for Delusional 
and Shared Psychotic Disorders

Assure the client that he or she is in a safe  •
 environment.
Utilize listening and acceptance to establish a  •
trusting relationship.
Identify irrational thoughts and investigate  •
whether there is a precipitating stressor that 
 triggered the delusion.
Encourage the client to discuss the logic or rea- •
soning behind the delusion.
If the client asks you if you believe the delu- •
sion, inform the client that you do not share the 
 perception or delusional belief.
Acknowledge the plausible elements of the  •
 delusion.
Identify the purpose or needs the delusion  •
serves.
If possible, meet the needs the delusion fulfi lls  •
(ie, dependence, low self-esteem).
Identify ways to help the client control thoughts,  •
such as distracting oneself from thinking the same 
thought repeatedly; using thought- switching 
techniques; identifying signs, such as staring, that 
indicate thoughts are becoming disorganized; 
and anticipating new situations that may increase 
anxiety or enhance delusional thoughts.

BOX 28.1
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established between the client and the nurse or the clinician. 
Allowing the client to open prepackaged unit-dose medica-
tions and identify the times of administration for each medica-
tion helps to increase the client’s participation in his or her care 
and may encourage compliance.

Interactive Therapies
After behavior and mood are stabilized and psychotherapeutic 
intervention begins, be honest and straightforward while focus-
ing on the client’s emotional response to the environment. Be 
sure to convey to the client interest in the client’s welfare even 
without agreeing with any of the delusions.

Individual therapy, which is considered to be more effec-
tive than other forms of psychotherapy, generally focuses on 
improving self-esteem and social interactions and develop-
ing positive coping skills and problem-solving skills. Clients 
learn to control their symptoms, identify early warning signs 
of relapse, and develop a relapse prevention plan. Cognitive–
behavioral therapy may help some clients with delusional 
disorders learn to recognize and change thought patterns 
and behaviors that lead to troublesome feelings. Conversely, 
insight-oriented, problem-oriented, and group therapies can be 
ineffective because confronting delusions directly may increase 
agitation. Conjoint therapy (a form of marital therapy in which 
the therapist sees both clients together in sessions) has proven 
effective in some cases of shared psychotic disorders. Somatic 
therapy and alternative therapies generally are not used to treat 
delusional or shared psychotic disorders because the mark of 
successful treatment usually depends on a satisfactory social 
adjustment rather than a reduction or suppression of the 

Most clinicians consider psychotropic drugs, including the 
atypical antipsychotics and newer-generation anticonvulsants, 
to be the treatment of choice for delusional and shared psy-
chotic disorders. Examples of psychotropic drugs considered 
to be effective in the treatment of delusional disorders include 
ziprasidone (Geodon), tiagabine (Gabitril), pimozide (Orap), 
lithium (Lithobid), carbamazepine (Tegretol), oxcarbazepine 
(Trileptal), and valproate (Depakote). 

The new standard of treatment for shared psychotic dis-
orders includes the use of three agents: aripiprazole (Abilify), 
olanzapine/fl uoxetine (Symbyax), and quetiapine (Seroquel). 
The anticonvulsant, oxcarbazepine, is also very effective in the 
treatment of shared psychotic disorders as a main agent or as an 
adjunctive agent clinically. SSRIs and clomipramine (Anafranil), 
a tricyclic agent used to treat obsessive–compulsive symptoms, 
have also been reported to be effi cacious in the treatment of 
ORS (Cleveland Clinic, 2009; Phillips & Castle, 2007; Sadock 
& Sadock, 2008; Sharon et al., 2006). Drug Summary Table 
28-1 highlights selected antipsychotic agents used for delu-
sional and shared psychotic disorders. Also, see Chapter 16 for 
a more complete discussion of these medications.

A combination of complementary and alternative medical 
interventions may provide optimum relief for some individuals 
with delusional disorders. For example, clients with delusions 
of parasitosis have responded positively to hypnosis to target 
specifi c behaviors such as picking and scratching and herbal 
remedies to provide symptomatic relief for itching or irritation 
(Phillips & Castle, 2007). Unfortunately, clients may incorpo-
rate the administration of drugs into their delusional system, 
possibly refusing to take medication if rapport has not been 

NOTE: If the client does not respond adequately to the prescribed antipsychotic, adjunctive medication such as lithium (Eskalith) or an anticonvulsant (eg, oxcarbamazepine [Trileptal] 
or valproate [Depakene]) may be warranted. Refer to Chapter 16 for additional information.
aAdverse effects: Agranulocytosis, changes in blood sugar and lipid serum levels, constipation, dehydration in the elderly, dry mouth, movement disorders (eg, extrapyramidal 
 symptoms, tardive dyskinesia [TD], and neuroleptic malignant syndrome [NMS]), orthostatic hypotension, seizures, sexual dysfunction, and somnolence.

DRUG SUMMARY TABLE 28.1

Selected Antipsychotic Drugs Used for Delusional and Shared Psychotic Disorders

Generic (Trade) Name Daily Dosage Range (mg) Implementation

aripiprazole (Abilify) 5–60 Monitor for GI upset; drug–drug interactions may occur with 
anticholinergics; avoid alcohol; monitor for adverse effects.a

olanzapine (Zyprexa) 2.5–10 Monitor for weight gain and adverse effects.a

pimozide (Orap) 1–10 Monitor ECG for prolonged QT intervals, severe cardiac com-
plications, and major motor seizures.

quetiapine (Seroquel) 25–800 Administer small quantity to any client with suicidal ideation; 
monitor for adverse effects.a

risperidone (Risperdal) 0.5–16 Monitor for galactorrhea, weight gain, and adverse effects.a

ziprasidone (Geodon) 20–160 Monitor ECG for QT changes: monitor for adverse effects.a
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to contribute to a better outcome for the client. Educational 
material regarding delusional disorders is available online at 
various websites, including Cleveland Clinic, Mayo Clinic, and 
WebMD.

Evaluation

The purpose of evaluation is to compare the client’s current 
mental and behavioral status with the identifi ed outcomes. 
This phase of the nursing process may be diffi cult to com-
plete because it is common for clients to discontinue treatment 
abruptly. As stated earlier in the chapter, clients with delusional 
or shared psychotic disorders do not normally seek help inde-
pendently because of their inability to establish trust.

Because social and marital functioning are more likely to 
be impaired than are intellectual and occupational function-
ing, the mark of successful treatment is satisfactory social 
adjustment rather than the abatement of delusions. Long-term 
management of clients who are compliant generally consists of 
the administration of low-dosage antipsychotic or neuroleptic 
drugs and supportive individual psychotherapy. Nursing Plan 
of Care 28-1 provides an example of nursing care for the client 
with a diagnosis of delusional disorder, persecutory type.

 client’s delusions (Cleveland Clinic, 2009; Pittis et al., 2008; 
Sadock & Sadock, 2008).

Client and Family Education
Client education can be effective if the client has developed 
trust in the nursing staff and is able to focus on reality. Inform 
the client about the rationale for the use of any prescribed med-
ication and instruct him or her to inform the health care pro-
vider of any adverse effects. As noted previously, some clients 
incorporate the use of medication into their delusional system 
and refuse to take medication. With the assistance of the client, 
develop a chart or schedule that lists the prescribed medication 
and times of administration. This approach will educate the cli-
ent about the need to follow a schedule to maintain a therapeu-
tic blood level of medication and stabilize clinical symptoms.

If possible, have the client identify a contact person, such as 
a nurse or family member, who will be able to provide immedi-
ate feedback and validate perceptions before taking any actions 
that may precipitate problems. Instruct the client to notify the 
contact person of any signifi cant changes in mood or affect 
to avoid the recurrence of any comorbid anxiety or depres-
sion. Family education can help families deal more effectively 
with a loved one who has delusional disorder, enabling them 

NURSING PLAN OF CARE 28.1

THE CLIENT WITH DELUSIONAL DISORDER, PERSECUTORY TYPE

minimal and he was hypervigilant. His responses were 
guarded. He did not exhibit any violent behavior. His 
wife stated that he did not appear to exhibit any clinical 
symptoms of depression. He did not drink alcohol, and 
he quit smoking several years ago.

DSM-IV-TR DIAGNOSIS: Delusional disorder, persecu-
tory type

ASSESSMENT: Personal strengths: Alert, oriented in 
all spheres; independently capable of caring for self; 
 supportive wife; nonviolent behavior; physically healthy

WEAKNESSES: Delusional thoughts, persecutory type; 
limited socialization

NURSING DIAGNOSIS: Disturbed Thought Processes related to misperception of external stimuli resulting in 
delusions of persecution

OUTCOME: The client will verbalize feelings and report persecutory thoughts as they occur.

Robert, a 65-year-old Polish immigrant, was brought 
to the mental health center by his wife, who verbalized 
concern about her husband’s behavioral changes within 
the last 2 months. According to Robert’s wife, he had 
become seclusive. He refused to accompany her to the 
grocery store and would not allow her to answer the 
telephone. He believed that the police were going to 
arrest him because he was Polish.

Robert and his wife relocated to the United States 
approximately 40 years ago. During that time, he was 
gainfully employed as a press operator in a steel mill. 
They had no children and seldom socialized with their 
neighbors. Robert recently retired and completed odd 
jobs for his former employer until his delusional thoughts 
began to interfere with his part-time work.

Robert presented as an alert, physically healthy indi-
vidual who was oriented in all spheres. Eye contact was 
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PLANNING/IMPLEMENTATION RATIONALE

Encourage verbalization of feelings and thoughts. The client will identify with the nurse as someone 
who will not censure his feelings or thoughts, even if 
they are unusual or bizarre.

Explore feelings of fear and suspicious thoughts. The client has a nonthreatening outlet if he is able to 
discuss his fears and suspicions with the nurse.

Do not argue or attempt to correct distortions. The client believes the persecutory thoughts to be 
true and cannot be convinced otherwise. Arguing 
or attempting to correct distortions will damage the 
therapeutic relationship.

NURSING DIAGNOSIS: Ineffective Individual Coping related to misperception of external stimuli and  inadequate 
coping skills

OUTCOME: The client will develop positive coping skills to minimize disturbed thought processes related to 
misperception of the external stimuli.

PLANNING/IMPLEMENTATION RATIONALE

Investigate whether there is a precipitating stressor. If the client can identify the relationship between his 
delusions and life events that triggered the delu-
sional thoughts, he may be able to make behavioral 
changes and develop more positive coping skills.

Explore alternative coping measures and problem-
solving skills to minimize or avoid further problems at 
work or at home.

If the client is willing to explore alternative coping 
measures and problem-solving skills, behavioral 
changes may occur without focusing on the validity 
of the delusions.

NURSING DIAGNOSIS: Impaired Social Interaction related to delusions of persecution

OUTCOME: The client will explore the impact of delusions on his socialization.

PLANNING/IMPLEMENTATION RATIONALE

Involve the client’s wife in the treatment to discuss 
the changes that have occurred in their socialization 
with others.

If the client can discuss his concerns with his wife 
and receive immediate feedback, he is more likely to 
understand the impact of his delusions on others.

Educate the client’s wife about the delusional pro-
cess and therapeutic responses (ie, do not argue or 
attempt to disprove the delusion).

The client’s wife can provide feedback to assist 
the client in changing behaviors to improve social 
 interactions.

EVALUATION: Prior to termination of individual therapy, the client will discuss his progress during treatment. 
The client and his wife will verbalize an understanding of the plan of care. Follow-up visit is to be scheduled in 
1 month. The wife will return with the client to provide supportive data regarding the client’s progress.
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Clients with the diagnosis of shared psychotic disorder are • 
separated and seen individually to avoid contact. The health-
ier of the two will generally give up the delusion, whereas 
the sicker of the two will maintain the false fi xed belief.
Nursing interventions focus on establishing rapport; • 
enhancing self-esteem; decreasing fears and suspicion; 
decreasing hostility, aggression, ideas of reference, and 
delusions; observing for suicidal ideation; and assisting 
the client in the activities of daily living.
Injectable antipsychotic medication may be required to • 
control violent behavior before the implementation of 
nursing interventions. If clients agree, atypical antipsy-
chotics and/or newer generation anticonvulsants may be 
used to stabilize clinical symptoms of delusional disorders 
and shared psychotic disorders. SSRIs and clomipramine 
have also proven to be effective in the treatment of somatic 
delusional disorders.
Individual psychotherapy is the treatment of choice because • 
clients with delusional thoughts do not respond well to 
insight-oriented, problem-oriented, or group therapy in 
which delusions are confronted by peers or therapists. 
Conjoint therapy has proven effective for couples with 
shared psychotic disorder. Complementary and  alternative 
measures have also proven to be effective in the treatment 
of clients with somatic delusional disorders.
Long-term management may be required because clients • 
may exhibit periods of remission followed by relapses or 
may have a chronic delusional disorder.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

KEY CONCEPTS
Delusional disorders, generally characterized by extreme • 
suspiciousness, jealousy, and distrust, are relatively uncom-
mon in the psychiatric clinical setting.
Delusional disorders focus on situations that could con-• 
ceivably occur in real life, and they generally interfere with 
social and marital functioning. There are fi ve subtypes of 
delusional disorder: persecutory, conjugal or jealous, ero-
tomanic, grandiose, and somatic.
Shared psychotic disorder occurs when two individuals • 
who have a close relationship share the same delusion. 
The individual who has a psychotic disorder with promi-
nent delusions is referred to as dominant (primary case or 
inducer). The individual who is usually passive and ini-
tially healthy, but begins to believe the inducer, is referred 
to as submissive (secondary case).
Be aware that the content of delusions varies in different • 
cultures and subcultures and refl ects cultural patterns. Also, 
some cultures have widely held and culturally sanctioned 
beliefs that might be considered delusional in other cultures.
Implementing the nursing process is challenging because • 
clients with delusional or shared psychotic disorders gen-
erally deny the presence of any pathology, are distrustful 
of others, and are resistant to therapy.
Intervention generally occurs on an outpatient basis, unless • 
the client exhibits violent behavior secondary to persecu-
tory delusions or verbalizes suicidal ideation secondary 
to somatic delusions or major depression. Hospitalization 
may be necessary to determine whether a nonpsychiat-
ric medical condition is causing the delusions, to stabilize 
behavior, and to provide interventions to improve social 
or occupational relationships.

Critical Thinking Questions

 1. Newspapers and television programs frequently report on 
celebrities being stalked by fans. Select a recent or cur-
rent story. Using what you have learned about delusional 
disorders, analyze the stalker’s behavior. What conclu-
sions can you draw from this situation?

 2. As mentioned in the chapter, delusional disorders can 
occur in recent immigrants. Identify the immigrant popu-
lation closest to where you live. Contact the community 
health department that services this population. What 
questions would you ask a community health nurse to 
determine whether any of the immigrants show symp-
toms of delusional disorders?

Refl ection

According to the chapter opening quote, delusional disorder 
is considered to be relatively uncommon. Given the numerous 

precipitating factors that are believed to cause delusional disor-
ders and explain why you believe the frequency of occurrence 
is only 1% to 2% of admissions to inpatient mental health facil-
ities. What questions could you ask a client during the assess-
ment process to determine whether the client is at risk for the 
development of a delusional disorder? Explain the rationale for 
your questions.

NCLEX-Style Questions

 1. A delusional client is blaming the nurse for their situation 
and is being verbally abusive. The nurse understands that 
this behavior is a defense mechanism that underlies delu-
sional disorders. Which defense mechanism is the correct 
choice?
a. projection
b. regression
c. suppression
d. sublimation
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 2. A client on a group outing begins complaining the 
security cameras in the department store are reading 
his thoughts and reporting them to the higher authori-
ties. Which intervention would be the priority for a 
client exhibiting these (and any other) delusions of 
persecution?
a. establishing trust
b. encouraging activities
c. presenting reality
d. reducing anxiety

 3. A 51-year-old female client tells you she believes a popu-
lar male vocalist is in love with her and wants her to live 
with him. She is exhibiting clinical symptoms of which 
subtype of delusional disorder?
a. jealous
b. conjugal
c. erotomanic
d. grandiose

 4. The nurse anticipates which problem when completing 
an admission assessment for a client with a delusional 
disorder?
a. client assuming unusual body postures

b. client exhibiting bizarre behaviors such as grimacing 
and giggling

c. client feeling threatened by any personal contact such 
as a physical examination

d. client remaining mute and refusing to answer any 
questions

 5. Clients with a delusional disorder may require which 
type of medication to stabilize aggressive behavioral 
 disturbances?
a. antidepressants
b. depot antipsychotics
c. sedative hypnotics
d. antiparkinsonism agents

 6. The nurse is assessing a client with a delusional disorder 
for possible risk factors for the disorder. Which of the fol-
lowing would the nurse identify as increasing the client’s 
risk for delusional disorder? Select all that apply.
a. social isolation
b. low to moderate stress
c. feelings of discrimination
d. low self-esteem
e. confl icts involving trust and fear
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29
UNIT VII
Special Populations

UNITY

I dreamed I stood in a studio and watched two sculptors there. The 

clay they used was a young child’s mind and they fashioned it with 

care. One was a teacher; the tools she used were books and music 

and art. One a parent with a guiding hand and gentle loving heart. 

Day after day the teacher toiled with touch that was deft and sure, 

while the parent labored by the side and polished and smoothed 

it o’er. And when at last their task was done, they were proud of 

what they had wrought. For the things they had molded into the 

child could neither be sold nor bought. And each agreed they would 

have failed if they had worked alone, for behind the parent stood 

the school and behind the teacher, the home.

—AUTHOR UNKNOWN

Infant, Child, and 
Adolescent Clients

Asperger’s disorder
Attachment theory
Attention-defi cit hyperactivity 

disorder
Autistic disorder
Conduct disorder
Developmental disability
Encopresis
Enuresis
Intellectual disability
Mental retardation
Oppositional defi ant disorder
Rett’s disorder
Scapegoat
Tic
Tourette’s syndrome

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the limitations involving the study of the genetics 
of behavioral disorders in children.

 2. Articulate the relationship between the psychosocial 
process of attachment and child development.

 3. Identify the seven groups of children considered to be at 
high risk for mental health disorders

 4. Differentiate the four types of intellectual disability (also 
referred to as mental retardation).

 5. Distinguish attention-defi cit hyperactivity disorder 
(ADHD) from conduct disorder.

 6. Articulate the etiology and clinical symptoms of ADHD 
in adults.

 7. Distinguish autistic disorder from Asperger’s disorder and 
Rett’s disorder.

 8. Compare and contrast clinical symptoms of oppositional 
defi ant disorder and conduct disorder.

29
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In addition to the shortage of child and adolescent psychiatrists 
noted earlier, the problem of diagnosing and treating young cli-
ents is further compounded by the scarcity of trained clinicians 
such as psychiatric–mental health clinical nurse  specialists, 
advanced nurse practitioners, clinical child psychologists, and 
social workers. Inadequate screening and referral is a major 
contributing factor to misdiagnosis, leaving approximately 
70% of affected children and teens without proper diagnosis 
and treatment (Blader, 2007; Sadock & Sadock, 2008).

This chapter focuses on etiology of disorders of infancy, 
childhood, and adolescence, which usually occur as a result 
of complex reactions during one’s early developmental stages. 
The clinical symptoms and diagnostic characteristics are also 
presented. Using the nursing process, care of children and ado-
lescents is discussed. (See Chapter 24 for information  regarding 
developmental theories.)

HISTORY OF CHILD AND 
ADOLESCENT PSYCHIATRY
Most historians of child and adolescent psychiatry trace its 
beginning in the United States to the year 1899, when Illinois 

 9. Develop an assessment tool for childhood and adolescent 
depression.

10. Formulate a list of at least three nursing interventions for 
each of the following clients:

• a 15-year-old girl with conduct disorder
• a 12-year-old boy with clinical symptoms of depression

• a 7-year-old boy with ADHD
• a 4-year-old girl with autistic behavior
• a 3-year-old girl with separation anxiety disorder
• a 9-year-old boy with childhood psychosis

11. Formulate a list of pharmacologic agents approved for 
use in the treatment of children and adolescents.

Psychiatric care for children continues to be a growing crisis in 
America. Since the inception of child and adolescent training 
programs, there has been a shortage of child and adolescent 
psychiatrists. In 1993, the American Medical Association pre-
dicted that the number of youths needing psychiatric services 
would continue to increase and that the supply of child and 
adolescent psychiatrists would not keep up with the demand. 
This prediction has come true. Currently, there is a severe 
shortage of child and adolescent psychiatrists to service the 
growing needs of this population. According to the Depart-
ment of Health and Human Services, estimates of the number 
of children who have mental health problems range from 7.7 
to 12.8 million. Furthermore, an estimated two thirds of all 
young people with mental health problems are not getting the 
help they need (Mental Health America, 2009). Table 29-1 
lists the most current statistics regarding the prevalence of 
mental health disorders exhibited by children and adolescents. 
Table 29-2 compares the prevalence of critical mental health 
related problems between adolescent males and females.

Diagnosing childhood and adolescent psychiatric disorders 
is not an easy task. The etiology of mental health and psychi-
atric disorders is multifactorial; that is, there is no single cause. 
Several risk factors (eg, overprotective or controlling parents, 
behavior problems in the toddler or preschool period, lack of 
resilience, and gay or bisexual orientation) have been identifi ed 
as placing children and teens at risk for mental health disorders. 

TABLE 29.1

Prevalence of Mental Health Disorders in 
Children and Adolescents

Type of disorder Prevalence

Anxiety disorders 1 in 10

Attention defi cit/
hyperactivity disorder

1 in 5 or 10

Conduct disorders 1 in 10

Mood disorders 1 in 33

Schizophrenia 3 in 1,000

Serious emotional 
disturbances

1 in 10 at any given time

SOURCE: Factsheet: Children’s Mental Health Statistics. Retrieved September 26, 2009, 
from Mental Health America: http://www.nmha.org

TABLE 29.2

Prevalence of Critical Adolescent  Mental 
Health–Related Problems

Problem Males (%) Females (%)

Disabling sadness, unhappiness, 
or  depression

33 34

Suicide attempts requiring 
 medical attention

2.1 3.1

Drinking and driving 17.0 9.5

Alcohol consumption (prior 
to age 13 years)

24.0 34.0

Physical fi ghts 43.0 33

Carrying a weapon at school 10.0 3.0

Chlamydia trachomatis 15.7 12.2

SOURCE: Elster, A. B., & Marcell, A. V. (2003). Health care of adolescent males: 
 Overview, rationale, and recommendations. Adolescent Medicine: State of the Art 
 Professional Reviews, 14(3), 525–540.
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lifelong. Intellectual disability (sometimes referred to as cog-
nitive disability) is a term used to describe individuals who have 
diffi culty with intellectual functioning (eg, reasoning, learning, 
and problem solving) and adaptive behavior (eg, everyday 
social and practical skills). Intellectual disability forms a subset 
under the larger umbrella of developmental disabilities. It dif-
fers from developmental disability in that intellectual disability 
can be the result of nonphysical causes. For example, social 
factors (eg, the level of child stimulation and adult responsive-
ness) or educational factors (eg, the availability of family and 
educational supports) can positively or negatively affect one’s 
intellectual development and greater adaptive skills. Intellectual 
disability is the currently preferred term for the disability his-
torically referred to as mental retardation (AAIDD, 2009; CDC, 
2009b; NICHHD, 2009).

The boundaries of these developmental and intellec-
tual disabilities often blur as many individuals fall into both 
categories to differing degrees and for different reasons. For 
example, the National Institute of Child Health and Human 
Development classifi es mental retardation as a nervous sys-
tem developmental disability; however, the American Asso-
ciation on Intellectual and Developmental Disabilities states 
that it is crucial that mental retardation and intellectual 
disability be precisely synonymous in defi nition and in all 
related classifi cation because current federal and state laws 
contain the term mental retardation. Some developmental dis-
abilities, such as congenital deafness or visual impairment, 
are purely physical. Other developmental disabilities could 
well include intellectual disabilities, but not always. For 
example, surviving males with fragile X syndrome generally 
have mild-to-severe intellectual disabilities, whereas females 
can have average intelligence (AAIDD, 2009; CDC, 2009b; 
NICHHD, 2009).

ETIOLOGY
Several theories have been proposed for the different 
 psychiatric–mental health disorders affecting infants, chil-
dren, and adolescents. The following section discusses the 
 etiology of the more common psychiatric–mental health dis-
orders  occurring in this special population: intellectual and 
 developmental disabilities including mental retardation and 
pervasive developmental disorders; ADHD; childhood psy-
chosis; anxiety disorders; depression and disruptive behavior 
disorders. The theories underlying the causes of these dis-
orders are presented here. In addition, a discussion of the 
psychological impact of attachment (ie, attachment theory) 
and the psychosocial and environmental risk factors pertain-
ing to the development of disorders of infants, children, and 
 adolescents are discussed.

Intellectual and Developmental Disabilities 
(Mental Retardation)

Mental retardation (now referred to as intellectual disabil-
ity) is a term still used by some mental health professional 

 established the nation’s fi rst juvenile court in Chicago. Fol-
lowing is a chronological list of the important events infl u-
encing child and adolescent psychiatry since 1899 (About.
com, 2006; National Alliance for Autism Research, 2006; 
 Schowalter, 2006).

1909: A group of infl uential, socially concerned women, • 
who wanted to understand the origin, prevention, 
and treatment of behavior that  contributed to juvenile 
 delinquency, created the Juvenile Psychopathic Institute 
to study brain functioning and intelligence quotient (IQ) 
of clients with behavioral disturbances.
1911: The noted Swiss psychiatrist Eugen Bleuler, who • 
was also studying behavior, introduced the term autism 
to describe an individual’s exclusion of the outside world 
and virtual withdrawal from social life.
1922: Behavioral symptoms now associated with ADHD • 
were documented and given a diagnosis of “Post-
 Encephalitic Behavior Disorder.”
1943: Kanner published a paper in which he described • 
autistic behavior as a specifi c childhood mental health 
disorder.
1944: Hans Asperger of Vienna, Austria, published a • 
paper in which he described a similar condition that later 
became known as Asperger’s syndrome.
1943: The movement toward subspecialization in the • 
fi eld of child and adolescent psychiatry accelerated when 
the American Psychiatric Association (APA) converted 
its section on Mental Defi ciency to the Section of Child 
Psychiatry.
1953: The American Academy of Child Psychiatry was • 
founded.
1983: The American Academy of Child Psychiatry pub-• 
lished Child Psychiatry: A Plan for the Coming Decades. Rec-
ommendations were made to focus on the understanding 
and treatment of mental illnesses in children.
1986: The American Academy of Child Psychiatry • 
expanded its name to American Academy of Child and 
Adolescent Psychiatry. The academy continues to con-
duct research in an attempt to improve understanding of 
developmental psychopathology of children and adoles-
cents with mental illnesses.

TERMINOLOGY
The National Institute of Child Health and Human Develop-
ment (NICHHD), American Association of Intellectual and 
Developmental Disabilities (AAIDD) (formerly American Asso-
ciation for Mental Retardation), and the Centers for Disease 
Control (CDC) have joined forces to promote universal lan-
guage to describe individuals with disabilities. Developmen-
tal disability is an umbrella term used to describe a diverse 
group of severe, chronic conditions due to mental and/or physical 
impairments characterized by disability with language, mobil-
ity, learning, self-help, or independent living. Developmental 
disabilities appear before the age of 22 years and are likely to be 
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birth (Baker, 2000; International Rett Syndrome Association, 
2009; Krivoshik, 2007).

Autistic Disorder
Autistic disorder refers to a disorder of development consist-
ing of gross and sustained impairment in social interaction and 
communication accompanied by restricted and stereotypical 
patterns of behavior. Although the exact causes of this develop-
mental disability are unknown, recent genetic analyses, behav-
ioral and brain chemistry studies, and imaging analyses of 
autistic children suggest that approximately 70% of idiopathic 
autism cases appear to be an inherited form of an affective dis-
order. Males are affected four times as frequently as females 
(Autism Society of America, 2009b; Sadock & Sadock, 2008). 
Studies also suggest that autism is caused by interactions of 
multiple genes; it is associated with other known syndromes 
or medical conditions such as epilepsy and Down Syndrome; it 
may be caused by advanced maternal and paternal age; and 
it may be the result of environmental exposure early in gesta-
tion (eg, alcohol or valproate). Despite the public media frenzy, 
the medical and scientifi c literature has found no correlation 
between immunizations and autism (Cole, 2008; Rizzolo & 
Cerciello, 2009). Research continues to focus on genetic links 
and environmental triggers.

Asperger’s Disorder
Asperger’s disorder is a developmental disability characterized 
by eccentric behavior, impaired social interaction and isola-
tion, and nonverbal communication. Although individuals with 
Asperger’s disorder have good language and cognitive skills, they 
use language in a different way. For example, their speech may 
lack infl ection, be rhythmic, be too loud, or may be high in pitch. 
Unlike autistic disorder, there are no signifi cant delays in cogni-
tive development or age-appropriate self-help skills. Although 
the cause is unknown, family studies suggest a possible rela-
tionship to autistic disorder. The similarities between the two 
disorders support the presence of genetic, metabolic, infectious, 
and perinatal contributing factors. The prevalence of Asperger’s 
disorder is estimated to be 4 or 5 per 10,000 children and it 
appears to be diagnosed much more frequently in males (at least 
fi ve times more) than in females (APA, 2000; Autism Society of 
America, 2009a; DeFedele, 2007; Sadock & Sadock, 2008).

Attention-Defi cit Hyperactivity Disorder

Attention-defi cit hyperactivity disorder (ADHD), one of 
the best-researched disorders in medicine, is characterized 
by prominent symptoms of inattention and/or hyperactivity–
impulsivity. Although overall data on the validity of its exis-
tence are far more compelling than for most mental disorders, 
a major limitation in the study of the genetics of such disorders 
in children has been the overlap of one or more syndromes 
such as anxiety, depression, or conduct disorder. The rate of 
overlap is greatly increased with ADHD.

ADHD is a heterogeneous behavioral disorder with 
multiple etiologies. The symptoms have been attributed 

 organizations, the DSM-IV-TR, and state and federal laws to 
describe individuals who exhibit subaverage intelligence, as 
measured by a standardized IQ test, and defi cits in adaptive 
functions (eg, activities of daily living). The etiologic factors 
associated with the etiology of this intellectual disability have 
been identifi ed as genetic (eg, chromosomal and inherited 
conditions), developmental (eg, prenatal exposure to toxins 
and infections), and acquired syndromes (eg, perinatal trauma 
and sociocultural factors). For example, Down syndrome (also 
known as trisomy 21) is a nervous system developmental dis-
ability that could include an intellectual disability caused by 
the chromosomal abnormality. Phenylketonuria is a genetic, 
metabolic disorder characterized by the inability to convert 
phenylalanine to tyrosine. Abnormal accumulation of chemi-
cals interferes with brain development and, if untreated, can 
result in an intellectual disability. Intellectual disability has 
also occurred when fetuses were exposed to radiation, syphi-
lis, oxygen  deprivation, poor maternal nutrition, alcohol, or 
drugs in utero.

Statistics indicate that about 17% of individuals younger 
than age 18 have been diagnosed with an intellectual disability. 
In approximately two third of all individuals with an intellec-
tual disability, the probable cause can be identifi ed. It is not 
unusual for a comorbid mental disorder such as depression or 
ADHD to be present (AAIDD, 2009; NICHHD, 2009; Sadock 
& Sadock, 2008).

Pervasive Developmental Disorders

Pervasive developmental disorders (also called autism spec-
trum disorders) include Rett’s disorder, autistic disorder, and 
Asperger’s disorder. The descriptor spectrum disorder refl ects 
the continuum of symptom severity and developmen-
tal impairment associated with these presentations. These 
disorders are listed as both developmental and intellectual 
disabilities. They are characterized by severe defi cits and 
impairment in reciprocal social interaction and communica-
tion and include the presence of stereotyped behavior, inter-
ests, and activities. Statistics indicate that they are diagnosed 
in 1 of every 150 children in the United States and are more 
common in boys than in girls by a ratio of 4.3:1 (Cole, 2008; 
Rizzolo & Cerciello, 2009). Genetic or biologic theories of 
Rett’s disorder, autistic disorder, and Asperger’s disorder 
are presented.

Rett’s Disorder
Rett’s disorder, or Rett syndrome, is a progressive neurodevel-
opmental disorder in which mutation of the X gene occurs. It 
is characterized by seizures and developmental delays. Intel-
lectual and physical disabilities are present. It affects approxi-
mately 1 in every 10,000 to 12,000 females with symptoms 
developing between the ages of 6 to 18 months. Although it 
was once thought to only occur in girls, there are now several 
case reports with boys. Unfortunately, because boys have only 
one X chromosome, they have no protection from the harmful 
effects of this disorder, and most die in utero or shortly after 
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schizophrenia. Early-onset schizophrenia and  schizophrenia-like 
disorders (such as schizoaffective, schizoid personality, and 
schizophreniform disorders) are due to neuropathology, which 
includes neurostructural changes, neurochemical infl uences, 
and changes in brain metabolism. Intrauterine stress, neurop-
sychological abnormalities, communication style, life events, 
and stress are important etiologic factors as well. More than 
50% of adults with bipolar disorder experience the onset of 
psychosis in childhood or adolescence, generally by age 12 or 
younger. The prevalence of childhood psychosis is <1% per 
10,000 in preadolescence. The number of new cases increases 
signifi cantly during late adolescence with a ratio of 1.5 males to 
2.1 females (Kalapatapu & Dunn, 2008). Box 29-1 summarizes 
possible causes of psychosis in childhood. Chapters 21 and 22 
provide additional information regarding theories related to the 
development of bipolar disorder and  schizophrenia.

Mood Disorders

Although the cause of childhood mood disorders, such as 
depression or bipolar disorder, is unknown, the evidence 
is strongest for a transaction between biologic, personality, 
and environmental factors. Biologic factors include genetic 
heritability, dysregulation of central serotonergic or nora-
drenergic systems, hypothalamic–pituitary–adrenal (HPA) 
axis dysfunction, and the infl uence of prepubertal sex hor-
mones (Jeffery, Sava Bianca, & Winters, 2005). Recent stud-
ies of pediatric  clients also point to a possible neurobiologic 
marker (eg, reduced glutamatergic concentrations in the 
anterior cingulated cortex) in the pathogenesis of major 
depressive disorders as well as obsessive–compulsive dis-
order. Future studies are warranted and necessary because 
alterations in glutamatergic concentrations can be reversed 
with effective treatment (Romano, 2004). Studies of adults 
with depression point to a genetic predisposition and envi-
ronmental infl uence. The children of depressed parents are 
three times more likely to develop a mood disorder than their 
peers with unaffected parents. Possible risk factors include 
a history of abuse, neglect, trauma, or loss of signifi cant 
other. Although divorce and the loss of a loved one can place 
a child at risk, these  factors do not necessarily trigger the 

to  neuromaturational delay, catecholamine defi cits, altered 
 glucose metabolism in the brain, and frontal lobe dysfunction. 
For example, genetic infl uences such as rare mutations in the 
human thyroid receptor gene on chromosome 3, dopamine 
transporter gene on chromosome 5, and D4 receptor gene on 
chromosome 11 have been identifi ed in studies of twins and 
families. Additionally, severe central nervous system infections 
such as Reye’s syndrome and meningitis; perinatal insults such 
as substance abuse during pregnancy, poor maternal nutrition, 
premature labor, and anoxia; and brain injuries during or after 
birth are also considered to be causes of ADHD (Sadock & 
Sadock, 2008; Stubbe, 2005). According to CDC data, as of 
2006, 4.5 million children and adolescents (ages 5–17) have 
received a diagnosis of ADHD. Boys (9.5%) are more likely to 
be affected than girls (5.9%) (CDC, 2009a).

ADHD in Adults
Until the 1970s, it was believed that ADHD was strictly a 
childhood disorder, and that children outgrew it in adoles-
cence. Recent research supports the diagnostic continuity 
of ADHD throughout the life cycle. Estimates suggest that 
ADHD affects approximately 5% of adults (or about 8 million 
American adults). Although the hyperactivity component may 
diminish, the attention and impulsive aspects can persist into 
adulthood. A signifi cant number of adolescents previously 
diagnosed with ADHD, but not currently receiving treatment, 
are emerging into young adulthood. Some clients are prompted 
to seek help when their clinical symptoms interfere with daily 
functioning; in others, ADHD is identifi ed when they seek 
treatment for other conditions. To be diagnosed with ADHD, 
an adult must have a childhood onset on clinical symptoms 
that are persistent during adulthood. According to a 10-year 
follow-up study of male subjects with ADHD, the chance of 
boys retaining ADHD into manhood was 56% (McDonnell & 
Dougherty, 2005;  Ritter, 2009; Waite, 2004; Wiita & Parish, 
2008; Zoler, 2004).

Childhood Psychosis

Although there is clearly a genetic component, genetic predis-
position alone does not explain the development of childhood 

BOX 29.1

Metabolic and Infectious Causes Neurologic Causes Drug-Induced Causes
Adrenal cortical hypofunction
Thyroid and parathyroid disease
Porphyria
Endocrinopathies
Wilson’s disease 
Encephalitis, meningitis, AIDS

Head trauma
Multiple sclerosis
Seizure disorder
Brain tumor
Congenital malformations
Huntington’s disease
Neurosyphilis

Prescription drugs, stimulants, 
 corticosteroids, anticholinergics
Drug interactions
Nonprescription drugs, cocaine, 
phencyclidine (PCP), hallucinogens, 
solvents
Heavy metals

Possible Causes of Psychosis in Childhood
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tal and family, sociocultural, psychological, and school-related 
 factors. As many as 1 in 10 children and adolescents may have 
the diagnosis of conduct disorder (Mental Health America, 2009; 
Perepletchikova & Kazdin, 2005; Sadock & Sadock, 2008). Psy-
chosocial risk factors are discussed in the next section.

Neurobiologic theories state that conduct disorders may 
be a result of decreased noradrenergic functioning or high sero-
tonin blood levels. Medical and metabolic explanations given 
for the development of a conduct disorder include encephal-
opathy, phenylketonuria, lead poisoning, hyperthyroidism, 
fragile X syndrome, Lesch-Nyhan syndrome, Tourette’s syn-
drome, brain tumors, or head trauma. Some teenagers with 
conduct disorder have been found to be exposed to cocaine in 
utero. The most salient contributor to their behavior lies in the 
brain, in which abnormalities and atrophy can be confi rmed 
by magnetic resonance imaging and electroencephalogram 
(Sadock & Sadock, 2008).

Attachment Theory

John Bowlby, a British psychoanalyst (1907–1990), formulated 
a theory about the psychological concept of attachment. His 
Attachment theory states that normal attachment in infancy 
is crucial to a person’s healthy development. He differentiates 
attachment from bonding. Attachment, according to Bowlby, 
occurs when there is a warm, intimate, and continuous relation-
ship with the mother in which both the infant and the mother 
fi nd satisfaction and enjoyment. Attachment is also referred to 
as the emotional tone between children and their caregivers 
and is evidenced by the child’s clinging to the caregiver. Bond-
ing occurs during skin-to-skin contact between a mother and 
an infant or when other types of contact such as voice and eye 
contact occur (Sadock & Sadock, 2008;  Wikipedia.org, 2006).

Charles Zeanah, professor of psychiatry and neurology at 
Tulane University Medical School, New Orleans, believes the 
quality of early attachments is a good predictor of later social 
adaptation. Children who have diffi culty with attachment 
often exhibit anxiety and aggressive behavior and are more 
likely to have diffi cult relationships with parents, peers, and 
teachers. Attachment problems often overlap with other diag-
noses including autism, conduct disorders, and  depression. 
 Separation anxiety disorder, avoidant personality disorder, 
depressive disorders, and borderline intelligence have also 
been traced to negative attachment experiences (Sadock & 
Sadock, 2008; Sullivan, 2004).

A meta-analysis of attachment studies indicates that about 
15% of children in a general population sample exhibit dis-
organized attachment. The percentage is much higher, how-
ever, in a high-risk sample where there is poverty, neglect, or 
abuse. In those samples, up to 82% of children may exhibit 
 disorganized attachment (Sullivan, 2004).

Psychosocial Risk Factors

Seven specifi c groups of children, many of whom experienced 
maternal or caregiver deprivation (detachment), are  considered 

onset of  depression. Learning disabilities may also contribute 
to childhood depression. Studies show that the environment 
infl uences depression more before puberty, while the infl u-
ence of genetics is greatest during adolescence. Recent statis-
tics show that childhood depression impairs the well-being 
of approximately 5% of the U.S. children and adolescents 
and one third of adolescents attending psychiatry clinics suf-
fer from depression (Garzon, 2007; Mental Health America, 
2009; National Institute of Mental Health, 2003). Chapter 21 
provides additional information regarding the development 
of mood disorders in  children and adolescents.

Anxiety Disorders

Children and teens experience stress and anxiety in their lives, 
just as adults do. Kids Health Kids Poll, a survey of 875 children 
conducted from May 10 to June 7, 2005, identifi ed the top 10 
triggers of stress in children aged 9 to 13 years. Identifi ed trig-
gers included grades/school/homework (36%), family (32%), 
friends/teasing/gossip (21%), siblings (20%), mean/annoying 
people (20%), parents (14%), yelling/loud noise (9%), fi ghting 
(9%), sports (8%), and lack of autonomy (7%) (Foley & Keller, 
2006). Although events such as starting school, moving, or the 
loss of a parent precipitate stress, a specifi c stressor need not be 
the precursor to the development of an anxiety disorder. As a 
group, anxiety disorders affect 20% of youth up to age 18 years; 
however, clinical symptoms are generally evident around the 
age of 11 years (Bryant & Cheng, 2005). The most common 
diagnoses include separation anxiety disorder and specifi c pho-
bia in children aged 6 to 9 years; school phobia, social phobia, 
and generalized anxiety disorder during middle childhood (ages 
10–13); and panic disorder and generalized anxiety disorder in 
adolescents (Anxiety Disorders Association of America, 2009).

Insuffi cient data exist regarding the etiology of anxiety dis-
orders in very young children. Studies do not prove whether 
anxiety is the result of biologic or environmental factors or both 
(Anxiety Disorders Association of America, 2009). Psychoso-
cial risk factors, including attachment theory, are discussed 
in the next section. Chapters 19 and 20 provide additional 
information regarding theories related to the development of 
 anxiety disorders.

Disruptive Behavior Disorders

Conduct disorder and oppositional defi ant disorder are 
disruptive behavior disorders that encompass a range of dys-
functional behaviors that emerge over the course of childhood. 
Conduct disorder is characterized by a pattern of behavior that 
violates the basic rights of others (eg, aggression toward oth-
ers, destruction of property, theft, and deceit) or major age-
 appropriate norms or rules. Individuals with oppositional defi ant 
disorder do not exhibit the more severe and persistent behavior 
patterns of conduct disorder (APA, 2000; Focus Adolescent 
Services, 2009). No single factor can account for the etiology 
of conduct disorder. Rather many risk factors are considered 
to contribute to development of this disorder including paren-
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 departments, correctional settings, and residential centers; and 
in society, which allows children to live in poverty or be denied 
the basic necessities of life. (Chapter 33 discusses child abuse 
in more detail.)

Children of Substance-Abusing and Mentally 
Ill Parents
The terms crack babies and fetal alcohol syndrome are used to 
describe the effects of maternal crack addiction and alcoholism 
on children. Children exposed to substance abuse in utero or 
to substances at any early age may experience altered physi-
cal development, decreased intellectual ability, behavior or 
conduct disorders, substance abuse, depression, suicide, and 
criminality.

Children who live with substance-abusing or mentally ill 
parents also are at risk for parental abuse and the develop-
ment of a psychiatric–mental health disorder if they remain in 
a dysfunctional family unit. Children of mentally ill parents are 
often neglected because of lack of bonding with parents after 
birth, and separation or detachment from the ill parent who is 
unable to function as a positive role model.

Children of Teenaged Parents
Teenage pregnancy is often the result of impulsive sexual 
behavior without any thought given to the consequences. In 
addition, the sexual act may occur while the teenager is under 
the infl uence of alcohol or other substances, placing the teen-
ager and infant at risk for a sexually transmitted disease or 
acquired immunodefi ciency syndrome (AIDS). Infants born 
to teenage mothers are likely to be premature and to present 
with health problems. The parenting skills of teenagers to deal 
with stressors of family life are generally lacking. As a result, 
the child is at risk for developmental disorders, behavior or 
conduct disorders, and emotional problems.

Children with Chronic Illness or Disability
Just as adults may develop psychiatric–mental health prob-
lems secondary to a chronic medical condition or disability, 
children are also at risk. For example, a child with a physi-
cal handicap due to a neuromuscular disorder is at risk for 
the development of an emotional or a behavioral problem. 
A child  taking  medication to control asthma symptoms is at 
risk for the development of anxiety due to adverse effects of 
medication, or may exhibit behavior similar to conduct dis-
order due to low self-esteem or a disturbance in self-concept. 
Children of parents with a chronic illness or disability are also 
at risk for the development of psychiatric–mental health dis-
orders. They may be subjected to unrealistic expectations (eg, 
serving as caretakers for the disabled parent) or they may be 
verbally or emotionally abused by a parent who is unable to 
cope with his or her medical condition.

Environmental Risk Factors

Two environmental factors that place children at risk for the 
development of psychiatric–mental health disorders include 

to be at high risk for psychiatric–mental disorders. A brief 
 summary of each group follows.

Children in Families with Confl ict or Divorce
Scapegoat is a term used to describe the role within a fam-
ily of a person who receives the angry, hostile, frustrated, or 
ambivalent emotions experienced by various family members. 
The scapegoat, usually a child, is singled out by family mem-
bers who project their feelings onto this person. As a result, 
the child may resort to acting-out behavior in an attempt to 
cope, decrease anxiety, receive love and attention, or preserve 
self-esteem.

Placing too much responsibility on a child, making him or 
her a “little adult” in the absence of an adult partner, creates an 
abnormal family role that can also lead to a behavior disorder. 
Such a child might be expected to baby-sit siblings, help with 
adult tasks, or even fulfi ll the role of the absent adult. The child 
does not have the opportunity to progress through the normal 
stages of growth and development. Children of divorce may 
exhibit low self-esteem and ineffective coping skills and lack 
social support.

Children Who Experience Poverty
Children who live in poverty are generally denied access to 
health care, child care, nutrition, adequate housing, and school 
and play environments. Social isolation occurs. Family func-
tioning is compromised because parents in poverty live under 
chronic stress, which exposes children to other risk factors 
(eg, crime or illicit drug use or abuse) for psychiatric–mental 
health disorders.

Children of Minority Ethnic Status
Child poverty in the United States continues to grow even 
though most poor children live in working families. A dispro-
portionate number of children from the federal ethnic minority 
groups live in poverty: one in three African American,  American 
Indian, and Latino children and one in 10 Asian and White, 
non-Latino children. These children experience adverse effects 
related to their ethnicity because of poverty and racism. Learn-
ing disabilities, deteriorating grades, and lack of developmen-
tal assets such as self-esteem and coping skills often place these 
children at risk (Andrews & Boyle, 2008; Children’s Defense 
Fund, 2006).

Children Who Are Abused
Child abuse, which can be physical, emotional, or sexual, places 
children at risk for emotional and behavioral disorders and 
possibly death. Approximately 3.3 million cases of suspected 
child abuse and neglect were reported to state child protective 
agencies in the United States in 2006, a rate of 43.7 referrals 
per 1,000 children. Estimates of abuse continue to rise yearly 
(United States Department of Health and Human Services 
[USDHHS], 2006).

Child abuse can occur in the home, where the abusers 
are parents or parent substitutes; in institutional settings, 
such as daycare centers, child-care agencies, schools, welfare 

Shives_Chap29.indd   493Shives_Chap29.indd   493 11/6/2010   5:11:30 PM11/6/2010   5:11:30 PM



494 UNIT  VI I Special Populations

growth and development for additional information because 
it is important in the assessment and treatment of disorders 
affecting infants, children, and adolescents.

Intellectual Disability: Mental Retardation

The last two decades have seen enormous changes in ser-
vices for children with learning and developmental diffi cul-
ties such as mental retardation, who are now referred to as 
persons with an intellectual disability. Although onset occurs 
before the age of 18 years, the incidence is diffi cult to calcu-
late because clinical symptoms may not be recognized until 
middle childhood. Its prevalence rate has been estimated at 
approximately 1% of the population, with the highest inci-
dence in school-age children peaking at ages 10 to 14 years. 
It occurs about 11/

2
 times more frequently among men than 

among women. The trend toward deinstitutionalization has 
made family and community support a central issue (Sadock 
& Sadock, 2008).

The diagnosis of mental retardation is described in the 
DSM-IV-TR as the presence of subaverage general intellectual 
functioning (an IQ of ∼70 or below) associated with or result-
ing in impairments in adaptive behavior. Table 29-3 lists the 
subtypes and associated severity of this intellectual disability. 
Clients with mental impairment experience or exhibit sig-
nifi cant limitations in at least two of the following skill areas: 
communication, self-care, home living, social/interpersonal 
skills, use of community resources, self-direction, functional 
academic skills, work, leisure, health, and safety. Associated 
features include irritability, aggressiveness, temper tantrums, 
stereotyped repetitive movements, nail biting, and stuttering 
(see Clinical Example 29-1).

Pervasive Developmental Disorders

Five disorders are classifi ed as pervasive developmental dis-
orders: autistic disorder; Rett’s disorder; childhood disintegra-
tive disorder; Asperger’s disorder (also referred to as Asperger’s 
syndrome); and pervasive developmental disorder, not other-
wise specifi ed. A summary of autistic disorder and Asperger’s 
 disorder follows.

Autistic Disorder
According to statistics provided by the Autism Society of 
 America in 2009, the incidence of autism is between two and 
six per 1,000 live births. The onset of the disorder is generally 
noted before the age of 3 years. However, in some cases, it is not 
detected until a child is much older. In addition, it is estimated 
that children having autistic-like behavior number 15 to 20 of 
10,000. These statistics have increased during the last 5 years.

Autism is three to four times more likely to affect males 
than females. However, girls with autistic disorder are more 
likely to have more severe mental retardation. Autistic disorder 
knows no racial, ethnic, or social boundaries. It is incurable and 
is considered a life-long disability (Autism Society of America, 
2009b; Sadock & Sadock, 2008; Stubbs & Cheng, 2005).

public schools and the community, also referred to as 
 “neighborhood” or the inner city.

Public Schools
According to an ongoing public school education survey, par-
ents think the nation’s public schools have six major problems: 
the presence of undisciplined and disruptive students, lack of 
parental involvement, overcrowded classrooms, violence and 
lack of school safety, students’ use of alcohol and drugs, and 
inequality in funding among school districts. All of these factors 
can infl uence the development of psychiatric–mental health 
disorders in children and adolescents (NPR online, 2008).

Neighborhoods
Neighborhoods can also infl uence the development of behav-
ior disorders. Poor socioeconomic conditions in crowded inner 
cities produce higher rates of childhood psychiatric–mental 
health disorders than are seen in suburban areas. Delinquency, 
substance abuse, childhood depression, and antisocial per-
sonality are just a few examples of disorders prevalent in such 
neighborhoods.

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
Disorders usually evident in infancy, childhood, or adolescence 
have been classifi ed by the Diagnostic and Statistical Manual of 
Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) (APA, 
2000). These disorders are as follows:

 1. Mental retardation (intellectual disability)
 2. Learning disorders related to reading, mathematics, and 

writing
 3. Motor skills disorder related to coordination
 4. Communication disorders
 5. Pervasive developmental disorders
 6. Attention-defi cit and disruptive behavior disorders
 7. Feeding and eating disorders
 8. Tic disorders
 9. Elimination disorders
 10. Other disorders of infancy, childhood, and adolescence, 

such as excessive anxiety, selective mutism, or repetitive 
nonfunctional motor behavior

Several disorders such as personality disorders, dual diagnosis 
disorders, psychotic disorders, and substance-related disorders 
that are discussed in this text may be diagnosed in children or 
adolescents. Age-specifi c features have been included in each 
chapter. Specifi c content regarding eating disorders, adolescent 
suicide, and child abuse is discussed in separate chapters.

Many texts present an excellent summary of psychologi-
cal development, focusing on the developmental stage, motor 
and physical development, language or communication, cog-
nitive behavior, interpersonal behavior, developmental crisis, 
and the most frequent disturbing behaviors in that particular 
developmental stage. The reader is referred to such texts on 
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Sometimes referred to as early infantile autism, childhood 
autism, or Kanner’s autism, this disorder is characterized by 
qualitative impairments in social interaction and communi-
cation, and restricted repetitive and stereotyped patterns of 
behavior, interest, and activities. Before the age of 3 years, 
the child exhibits delays or abnormal functioning in social 
action, language as used in social communication, or symbolic 
or imaginative play.

Specifi cally, autistic children have an inability to establish 
a meaningful relationship because of their lack of responsive-
ness to others. They do not display an interest in or need for 
cuddling, touching, or hugging. They ignore people as if they 
were inanimate objects or not present in the environment.

Children with autistic disorder also possess gross defi cits 
in language development, including mutism, echolalia, and the 
inability to name objects. Language defi cits may also consist of 
pronominal reversal, or the use of the pronoun “you” when “I” 
should be used, and immature grammar.

Other symptoms include withdrawal, which may be mis-
taken for deafness; obsessive ritualistic behavior, such as rock-
ing and spinning; obsessive attachments to particular objects, 
even mechanical objects; and anxiety or fear associated with 
harmless objects. The child may exhibit an obsessive desire for 
sameness; that is, he or she becomes resistant to change and is 
severely distressed if environmental change occurs.

Overactivity, distractibility, poor concentration, sudden 
unprovoked anger or fear, or aggressive outbursts also may occur. 
Autistic children do not experience delusions,  hallucinations, 
incoherence, or looseness of association.

CLINICAL EXAMPLE 29.1

The Client with Severe Intellectual 
Disability (Mental Retardation)

MW, 18 years old, was born by a normal sponta-
neous vaginal delivery without any complications. 
Two months after birth, MW developed a tem-
perature of 105°F and had a grand mal seizure. He 
was admitted to the neonatal intensive care unit 
with the diagnosis of fever of undetermined origin 
(FUO). Diagnostic tests revealed the presence of 
encephalitis. MW recovered, but his parents were 
cautioned about the possibility of central nervous 
system damage because of the severity of his ill-
ness. During early childhood, ages 1–5 years, MW 
was able to communicate with his parents to some 
extent but exhibited poor motor-skill development. 
He was unable to learn basic skills such as reading, 
writing, and arithmetic, and it became evident that 
he needed supervision in a controlled environment. 
Testing revealed MW’s IQ to be that of a person with 
a severe intellectual disability or mental retardation. 
At age 18 years, he continues to live at home with 
very supportive parents who have been able to teach 
him some self-care activities. He relates well to a pet 
cat, helps his mother with simple household chores, 
and helps his father with gardening and lawn care.

TABLE 29.3

Severity of Intellectual Disability (Mental Retardation)

Subtype IQ Level Defi cits Comments

Mild 50–70 None in early childhood
Diffi culty adapting to school
Sixth-grade level by late teens
May need assistance when experiencing social or 
 economic stress

85% of all persons with an 
 intellectual  disability
Can achieve social and  vocational 
skills for minimum  self-support
Can acquire academic skills up to 
 approximately sixth-grade level

Moderate 35–55 Poor awareness of needs of others
Usually no progression beyond second-grade level
Need moderate supervision due to self-care defi cit
Require supervision and  guidance under mild social or 
economic stress

10% of all persons with an 
 intellectual disability
May profi t from vocational training
Can function in sheltered workshops 
as unskilled or  semiskilled persons

Severe 20–40 Poor motor development and minimal speech
Unable to learn academic skills but may learn to talk and be 
trained in elementary hygiene skills or activities of daily living
Require complete supervision in a controlled environment

3%–4% of all persons with an 
 intellectual disability
May learn to perform simple work 
tasks

Profound Below 20 or 25 Minimal capacity for  sensorimotor functioning
Require total nursing care and highly structured 
 environment with supervision due to self-care defi cit

1%–2% of all persons with an 
 intellectual disability
May learn some productive skills
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Intellectual functioning varies, because children who 
are autistic may function at a normal, high, or retarded level. 
Approximately 50% of autistic children have an IQ below 50 
(Autistic Society of America, 2009b). Memory may be excep-
tional, as observed in the behavior of an autistic child who 
plays several pieces of complicated classical music on the piano 
(see Clinical Example 29-2).

Asperger’s Disorder
Asperger’s disorder, incorporated into the DSM-IV in 1994, has 
been widely recognized as part of the mild end of the autistic 
spectrum. Data on its prevalence are somewhat limited in both 
quantity and quality in part due to the variability of defi nitions 
across studies. More commonly seen in boys, the  typical child 
with this syndrome lives in the real world on his or her terms, 
has normal or higher intelligence, exhibits pedantic speech 
 (overemphasis on detail when speaking) by age 5 years, is 
clumsy, has poor handwriting, and exhibits autistic-type behav-
ior such as hand fl apping or pacing when excited or upset. 
Individuals with the diagnosis of Asperger’s disorder have bet-
ter outcomes than those with the diagnosis of autism. They are 
employed more often, and are more likely to live unassisted, to 
marry, and to have children. However, abnormalities exhibited 
during childhood may persist in some form during adolescence 
and adulthood (Stubbs & Cheng, 2005).Verbal functioning is 
essentially normal, but range of interests is highly circumscribed 
and social defi cits are striking. The child is unable to develop 
peer relationships, lacks the ability to exhibit social or emotional 
reciprocity (ie, is unable to respond emotionally to others), and 

displays an impaired ability to express pleasure in other  persons’ 
happiness (APA, 2000; Sadock & Sadock, 2008).

Verbal IQ is higher than performance IQ. Developmen-
tal delay may not be apparent until preschool or school age 
when social defi cits become apparent. Approximately one 
third of children diagnosed with Asperger’s disorder may 
develop a comorbid psychiatric disorder including bipolar dis-
order, ADHD, obsessive–compulsive disorder, and Tourette’s 
 syndrome (Stubbs & Cheng, 2005).

Attention-Defi cit and Disruptive Behavior 
Disorders

This category includes the diagnoses of ADHD and  disruptive 
behavior disorders (childhood-onset type and adolescent- onset 
type) that manifest themselves in home, academic, or social 
environments. A summary of each follows.

Attention-Defi cit Hyperactivity Disorder
Approximately 2% to 12% of school-aged children have ADHD, 
and at least 25% of those children have a parent who also has 
ADHD. It is not unusual for the proper diagnosis in a child to 
lead to identifi cation of ADHD or another psychiatric diagnosis 
in a parent and/or siblings (Myers, Eisenhauer, & Ryan, 2003; 
Sadock & Sadock, 2008; Stubbe, 2005).

Characteristics of ADHD include a short attention span, 
impulsivity, and distractibility. See the accompanying Clinical 
Symptoms and Diagnostic Characteristics box.

Although manifestations of symptoms are typically present 
before age 3 years and may cause life-long dysfunction, delayed 
or missed diagnoses are not unusual. ADHD appears to have 
many associated comorbid disorders including learning dis-
ability, depression, oppositional defi ant disorder, Tourette’s syn-
drome, general anxiety, conduct disorder, and bipolar disorder. 
Diagnosis is usually not made until the child enters school, when 
academic and social functioning may be impaired (Sadock & 
Sadock, 2008; Stubbe, 2005) (see  Clinical  Example 29-3).

ADHD in Adults
As noted earlier, the impact of clinical symptoms of ADHD 
continues into adulthood for many people. Lifetime persistence 
of symptoms that began before age 7 is required for ADHD 
 diagnosis in adults. Common complaints include inability to 
concentrate, lack of organization, poor discipline, low self-
esteem or depression, forgetfulness, and confusion. Clinical 
symptoms frequently manifest as diffi culty in reading, think-
ing critically, regulating performance, dealing with unfamiliar 
events, multitasking, and working as a member of a team, all 
relevant in the workplace (Adler, 2006; AdultADD.com, 2006; 
Moore, 2005; Wiita & Parish, 2008).

Disruptive Behavior Disorders
Disruptive behavior disorders are subcategorized as opposi-
tional defi ant disorder and conduct disorder. Children with 
these disorders exhibit frequent, severe disruptive behaviors 
(Sadock & Sadock, 2008).

CLINICAL EXAMPLE 29.2

The Client With Autistic Disorder

TJ, age 16 years, was diagnosed with autistic disor-
der at age 2 years. He lives at home with his parents 
and attends a school for developmentally disabled 
children. His ability to communicate verbally is 
restricted to making guttural sounds at times. TJ 
requires constant supervision because of behavior 
such as head banging and biting himself. Custodial 
care is also necessary to feed and toilet TJ. He has 
occasional outbursts in which he hits others and 
attempts to bite them. TJ responds to music, which 
seems to have a soothing effect on him and he will 
stand on the basketball court for hours shooting 
baskets. Although he appears to be in his own 
world, TJ will unexpectedly respond to the voice of 
his classroom teacher by looking directly at her and 
nodding his head or making guttural sounds. His 
parents report that his conduct at home fl uctuates 
from manageable behavior to hostile, aggressive 
outbursts, at which time he needs to be medicated 
to stabilize his behavior.
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resentment, and vindictiveness. Although children with ODD 
argue frequently with adults, deliberately annoy others, blame 
others for their mistakes or misbehavior, and are  themselves 
easily annoyed, they do not violate the rights of others (APA, 
2000: Sadock & Sadock, 2008).

Conduct Disorders
Conduct disorder refers to disruptive behavior by a child or an 
adolescent characterized by persistent and repetitive violation 
of the rights of others. Studies indicate that conduct disorders 
are the largest single group of psychiatric illnesses in adoles-
cents. Conduct disorders affect approximately 6% to 16% of 
boys and 2% to 9% of girls younger than age 18 years. Conduct 
disorders usually occur just before, during, or  immediately 
after puberty. Causes of such behavior may include

a poor parent–child interpersonal relationship;• 
lack of a father fi gure;• 
parental rejection;• 

Oppositional Defi ant Disorder
Oppositional defi ant disorder (ODD) refers to a recurring pattern 
of negativistic and hostile behavior in a child or adolescent. 
According to epidemiologic studies in nonclinical populations, 
ODD was identifi ed in 16% to 22% of school-age children. The 
actual diagnostic rate for this disorder ranges from 2% to 6%. 
Although it can occur as early as 3 years of age, ODD is gener-
ally diagnosed in children by 8 years of age or no later than 
adolescence and is more prevalent in boys than in girls, espe-
cially before puberty (APA, 2000; Perepletchikova &  Kazdin, 
2005; Sadock & Sadock, 2008).

Children experience normal oppositional  behavior between 
the ages of 18 and 24 months. Pathology begins when this 
developmental phase persists abnormally and the child is 
unable to develop skills such as fl exibility, adaptability, and 
frustration tolerance. Authority fi gures overreact, and as a result 
of this confl ict, the child exhibits negativistic, hostile, and defi -
ant behavior. Specifi c behaviors include loss of temper, anger, 

CLINICAL SYMPTOMS
AND DIAGNOSTIC CHARACTERISTICS

ADHD

Clinical Symptoms
Lasting at least 6 months and occurring before the 
age of 7 years:

Stubbornness •
Negativism •
Temper tantrums •
Obstinacy •
Inability to tolerate frustration •
Defi cit in judgment •
Poor self-image •
Aggressiveness •

Diagnostic Characteristics
Inattention •

Failure to complete a task, pay attention, or listen •
Distractibility •
Inability to concentrate •
Diffi culty participating in activities for a period  •
of time

Hyperactivity •
Fidgeting •
Inability to sit still •
Running, climbing, or moving during sleep •
Behavior indicating being in “high gear” •

Impulsivity •
Failure to think before acting •
Frequent shifting from one activity to another  •
(poor attention span)
Inability to organize work •
Frequent disrupting of class or groups •

CLINICAL EXAMPLE 29.3

The Client with Attention-Defi cit 
Hyperactivity Disorder

BS, age 6, diagnosed as having ADHD, was inter-
viewed by a clinical psychologist in the presence 
of several student nurses. When BS fi rst entered 
the room, he jumped up and down several times, 
giggled nervously, and then said “I’m sorry.” The 
psychologist asked BS to sit still as he attempted 
to time the child’s ability to remain immobile for 
a period of time. One minute seemed an eternity 
to BS, who insisted time was up in 15 seconds. 
When asked to draw a picture of the psychologist, 
BS was unable to sit still long enough to complete 
the drawing. He ran about the room investigating 
electrical outlets and various pieces of equipment. 
After he knocked over a table lamp, BS repeat-
edly stated that he was sorry. When the psycholo-
gist asked him to participate in a ring-toss game, 
he stated, “You go fi rst, I always go last.” He was 
unable to stand still as he awaited his turn. The 
student nurses who observed BS’s behavior stated 
they were exhausted after 30 minutes. “How do his 
parents keep up with him 24 hours a day?” “Does 
he ever unwind?” “Does he always break things?” 
and “Why does he say that he is sorry so often?” 
were a few of the comments by the students. One 
student questioned how his behavior would affect 
other children when he played with them. Another 
student wanted to know how long BS would remain 
hyperactive. Postclinical conference discussion 
focused on assessment of BS’s behavior and the 
development of a nursing plan of care.
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tics occur many times a day nearly every day, or intermittently 
for >1 year. The onset of this disorder is before age 18 years 
and it can persist for a lifetime (Schwartz, 2007).

Several studies have addressed the comorbidity of Tourette’s 
syndrome, obsessive–compulsive disorder, and ADHD. Find-
ings indicate that approximately 50% of clients diagnosed with 
Tourette’s syndrome have obsessions and compulsions (obses-
sive–compulsive disorder) and clinical symptoms of ADHD. 
Conversely, fi ndings support that 30% to 40% of children 
with the diagnosis of ADHD also have clinical symptoms of 
Tourette’s syndrome (APA, 2000; Jetmalani, 2005).

Elimination Disorders

Providers of pediatric health care are becoming increasing aware 
of the term dysfunctional elimination syndrome.  Elimination dis-
orders such as enuresis and encopresis are now being grouped 
into this diagnosis rather than segregated as separate entities. 
Urinary frequency is commonly associated with bowel prob-
lems (Nicholson & Smith, 2007). Enuresis is the repeated 
urination, day or night, into bed or clothes. The presence of 
clinically signifi cant distress or impairment in social, academic, 
occupational, or other important areas of functioning is con-
sidered when using the diagnosis of  enuresis, which usually 
begins by age 5 years.

Primary or functional nocturnal enuresis affects approxi-
mately 5 to 7 million children older than 5 years and is a com-
mon presentation in the primary care setting. Enuresis may be 
caused by physiologic factors such as decreased arousal from 
sleep in response to a full bladder; small functional bladder 
capacity; food sensitivities; or high nocturnal urine produc-
tion. Medical conditions such as diabetes mellitus, enlarged 
adenoids or tonsils, or vertebral and spinal cord anomaly 

lack of a secure, permanent family group, as experienced • 
by orphans or foster children during institutional living;
failure to bond during infancy;• 
incompatibility of the child’s and the parents’ • 
 temperaments;
inconsistency in setting limits and disciplining a child by • 
parents or authority fi gures;
large family size; and• 
association with children of a lower socioeconomic class, • 
including exposure to “delinquent groups.”

Interpersonal behavior during puberty includes developing 
peer relationships, participating in activities outside the family, 
lessening family ties, and exhibiting independence. If the child 
does not successfully complete the developmental stages of 
industry versus inferiority (age 6 years to puberty) and identity 
versus role confusion (puberty and adolescence) as described 
by Erikson (1964), the child may develop a sense of inferiority, 
may experience diffi culty learning and working, and may fail 
to develop a sense of identity.

Symptoms may develop fi rst within the family unit when 
the child attempts to cope with anxiety or resolve an inner 
confl ict. Involvement in adolescent gangs also may precipitate 
the onset of antisocial behavior. In either case, interpersonal 
 relationships within the family are usually unstable or poor. 
See the accompanying Clinical Symptoms and Diagnostic 
Characteristics box.

Tic Disorders

A tic is a rapid, largely involuntary movement or noise. Although 
the etiology of tics is unknown, possible causes include stress, 
tension, brain damage, or a decreased production of the neu-
rotransmitters serotonin and dopamine.

Tics are divided into two types: motor tics, involving 
the rapid movement of a muscle; and vocal tics, which can 
range from simple throat clearing to more complex vocaliza-
tions involving words or phrases. Tics are relatively common 
in childhood (with onset of motor tics by the age of 7 years and 
vocal tics by the age of 11 years), with 5% to 24% of school-age 
children reporting past or present tics. Usually, tics are mild 
and last <1 year, generally referred to as transient tic disorder. 
Chronic tic disorder refers to the presence of either motor tics or 
vocal tics, but not both. The tics occur many times a day, nearly 
every day for >1 year. Some individuals with tic disorders can 
suppress the tics for minutes or hours, but young children 
either are not cognizant of their tics or experience their tics 
as insuppressible. The frequency of involuntary movement or 
noise may be reduced during sleep, relaxation, or absorption 
in an activity. This disorder occurs before age 18 years (APA, 
2000; Sadock & Sadock, 2008).

Tourette’s syndrome, or Gilles de la Tourette’s syndrome, 
is described as a combination of motor tics and involuntary 
vocal and verbal utterances that often are obscene (coprolalia). 
Repeating one’s own sounds or words (palilalia); repeating the 
last-heard sound, word, or phrase (echolalia); and imitating 
someone else’s movements (echokinesis) may be present. The 

CLINICAL SYMPTOMS
AND DIAGNOSTIC CHARACTERISTICS

Conduct Disorder

Clinical Symptoms
Demonstrated in an individual under the age of 
18 years; three or more symptoms exhibited within 
the last 12 months or one symptom exhibited 
within the last 6 months:

Aggressive behavior toward persons and  animals •
Property destruction •
Deceitfulness and theft •
Signifi cantly serious violations of rules •

Diagnostic Characteristics
Violation of another’s basic rights or age-appro- •
priate norms or rules of society
Signifi cantly impaired functioning in the social, aca- •
demic, or occupational setting due to  behavior
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least 4 weeks (see Clinical Example 29-4). See Chapters 19 and 
20 for additional information on anxiety.

Mood Disorders
The idea that children can develop conditions that are the 
same as the depressive disorders of adults has been controver-
sial. However, children and adolescents have exhibited clinical 
symptoms of dysthymic disorder, major depressive disorder, 
and bipolar disorder. The use of symptom-oriented, personal 
interviews with children has led to widespread recognition that 
disorders resembling adult depression can and do occur in 
childhood. The DSM-IV-TR criteria for prepubertal,  adolescent, 
and adult depression are identical.

Recent studies show that, at any given time, as many as one 
in every 33 children may have clinical depression. The rate of 
depression among adolescents may be as high as one in eight. 
The gender ratio is approximately equal before puberty. This 
changes to a 2:1 female-to-male ratio when approaching adult-
hood. Depression is a major factor for suicide, the third leading 
cause of death among teens, and represents  approximately 12% 
of the mortality rate in this age group (Garzon, 2007; Mental 
Health America, 2009). Supporting Evidence for Practice 29-1 
highlights a study addressing adolescents and self-esteem, and 
possible risk for self-destructive acts.

The diagnostic characteristics of depression in children 
and adolescents are the same as those for adults (see Chap-
ter 21). However, the clinical symptoms vary based on age. 
See the accompanying Clinical Symptoms and Diagnostic 
 Characteristics box.

Adolescence is often a period of complicated and demand-
ing confl icts. Teens undergo physical, emotional, psychological, 
and social changes. They are vulnerable to being overwhelmed 
by the many changes and pressures during this critical time. 
The high rate of depression and suicide among young people 

may cause enuresis. Psychological factors include anxiety, 
regression, adjustment reaction, or psychosis (Mercer, 2003; 
Nicholson & Smith, 2007; Sadock & Sadock, 2008; Singh & 
Williams, 2006).

Encopresis, or fecal soiling, is the passage of feces in 
inappropriate places or settings. The behavior may be invol-
untary, resulting from inadequate or lack of appropriate toilet 
training secondary to ineffi cient or ineffective sphincter con-
trol, or it may be intentional as a result of anger, anxiety, fear, 
or a combination of psychological factors. Bowel control is 
established in 95% of children in Western cultures by the age 
of 4 years and in 99% by the age of 5 years. After the age of 4 
years, encopresis is three to four times more common in boys 
than in girls (Nicholson & Smith, 2007; Sadock & Sadock, 
2008).

A child must experience encopresis at least once a month 
for 3 months before the diagnosis is given. Age of onset is 
at least 4 years or the equivalent developmental level. In the 
absence of a physical disorder, the main causative factor is 
said to be a dysfunctional relationship between the child and 
parents, usually the mother. The child may be poorly cared 
for, under stress, immature, experiencing increased anxiety or 
regression, or mentally retarded (APA, 2000).

Other Disorders

Other disorders diagnosed in children prior to the age of 
18 years include separation anxiety disorder, mood disorders, 
and adjustment disorders.

Separation Anxiety Disorder
The DSM-IV-TR separates disorders that are usually diag-
nosed in infancy, childhood, and adolescence from disorders 
that commonly begin in adulthood. The only anxiety disor-
der specifi cally described as beginning in childhood and not 
categorized with other anxiety disorders is separation anxiety 
disorder. Also referred to as stranger anxiety, it is a universal 
developmental phenomenon emerging in infants <1 year of 
age, marking the infant’s or child’s awareness of separation from 
his or her primary caregiver (Bryant & Cheng, 2005; Sadock 
& Sadock, 2008).

Separation anxiety disorder is characterized by excessive 
anxiety that is severe and persistent when the child is separated 
from the parent (usually the mother), a signifi cant other, the 
home, or familiar surroundings. As the child grows older, he or 
she may refuse to travel independently from home, spend the 
night at a friend’s house, attend camp, or go to school (school 
phobia). Psychophysiologic symptoms, such as headache, nau-
sea, vomiting, and stomachache, are seen frequently when the 
child anticipates separation or when it actually occurs. The 
child may show a reluctance or refusal to go to sleep at night 
or stay alone in the home, possibly withdrawing socially. The 
child may become housebound or incapacitated in the severe 
form of separation anxiety disorder, due to the presence of 
morbid fears of illness, injury, danger, or death. Before a diag-
nosis is made, the symptoms must have been present for at 

CLINICAL EXAMPLE 29.4

The Client with Separation Anxiety 
Disorder

CW, 5 years old, began to complain of a stomach-
ache each morning as her mother prepared to go 
to work. The complaint had persisted for approxi-
mately a week when CW began to wander into her 
parents’ bedroom each night after she had gone 
to bed. During the day, the babysitter noticed 
that CW would follow her from room to room and 
refuse to play outside. The babysitter brought 
CW’s behavior to the attention of her parents, who 
decided to consult the pediatrician. A diagnosis of 
separation anxiety disorder was made. Fortunately, 
CW’s behavior was identifi ed early in its develop-
ment, and she responded well to the pediatrician’s 
 suggestions for managing her anxiety.
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Stress-Producing Events or Situations
Types of stressors considered include natural or man-made 
disasters, unwanted pregnancy, physical illness or injury, 
 developmental stressors (eg, puberty, adolescence, or 
 menopause), legal diffi culties (eg, being arrested or incarcer-
ated), fi nancial problems, living circumstances (eg, change in 
residence or immigration), occupational changes (eg, unem-
ployment or retirement), conjugal stressors (eg, separation or 
death of a spouse), parenting (eg, becoming a parent), and 
interpersonal problems (eg, relating to one’s friends, neighbors, 
or associates). A review of Erikson’s eight developmental stages 
or Havighurst’s six periods of development is suggested to 
help one identify anticipated transitions and resulting  confl icts 
or stressors that can occur at various times in life, especially 
 during childhood or adolescence (Chapter 24).

Young children are considered quite vulnerable to stres-
sors because of limited coping abilities and dependency on 
their environment. Vacationing with the family, starting school, 
and changing teachers are considered minimal-to-mild stres-
sors, whereas the divorce of parents, hospitalization, the death 

has prompted researchers to identify those factors relevant to 
adolescent depression.

Adjustment Disorders
An adjustment disorder is differentiated from other disorders 
in that the maladaptive reaction is in response to an identifi -
able, stress-producing event or situation and is not the result 
of or part of a mental disorder. The reaction usually occurs 
within 3 months after the onset of the stressor, manifests itself 
as impaired social or occupational functioning, and is exag-
gerated beyond the normal reaction to an identifi ed stressor. 
Remission of the reaction usually occurs within 6 months as 
the stressor diminishes or disappears. Although there is no 
signifi cant difference among age groups, 32% of all adoles-
cents are said to experience an adjustment disorder. Further-
more, adolescents who experience an adjustment disorder 
are at risk for the development of a major psychiatric ill-
ness if their clinical symptoms remain untreated. The impact 
of stress is infl uenced by ecologic modifi ers such as sup-
port  systems and resilience (Answers.com, 2009;  Benton & 
Ifeagwu, 2009).

The DSM-IV-TR lists six subtypes of adjustment disorders 
based on the behavioral manifestations:

 1. With depressed mood
 2. With anxiety
 3. With mixed anxiety and depressed mood
 4. With disturbance of conduct
 5. With mixed disturbance of emotions and conduct
 6. Unspecifi ed

The specifi ers acute (<6 months) and chronic (6 months or lon-
ger) are used to indicate the persistence of symptoms. The cri-
teria listed apply to children, adolescents, and adults.

The Relationship Between Self-esteem and Lifestyle Choices by Adolescents

SUPPORTING EVIDENCE FOR PRACTICE 29.1

PROBLEM UNDER INVESTIGATION / What  effect 
does self-esteem have on adolescent coping strate-
gies and behavioral choices?

SUMMARY OF THE RESEARCH / The study con-
sisted of 1,237 adolescent subjects between the ages 
of 11 and 18 years in a rural school district who were 
given the Miller Self-Esteem Questionnaire. Sixty per-
cent of the sample were female and 46% were African 
American.

 More than 33% did not have a father in the home, 
and 12% received food stamps. The average self-
esteem score among the subjects was 3.0 (slightly 
above average) on a 4.0 scale. African American stu-
dents scored higher than White students. Although 
the overall score did not differ between boys and girls, 

girls scored higher in the areas of acceptance, popu-
larity, and self-worth. Boys showed a higher sense of 
victimization and manipulation.

SUPPORT FOR PRACTICE / Psychiatric–mental health 
nurses who work with adolescents should consider ra-
cial and gender differences when exploring adolescent 
self-esteem. Positive self-esteem  infl uences lifestyle 
choices and helps promote participation in various 
activities, whereas low self-esteem can impair school 
performance and lead to negative behavior  including 
self-destructive acts.

SOURCE: Hendricks, C. S., Tavakoli, A., Hendricks, D. L., et al. (2001). 
Self-esteem matters: Racial and gender differences among rural southern 
adolescents. Journal of National Black Nurses Association, 12, 15–22.

SELFAWARENESS PROMPT
Refl ect on your experiences with infants, 

 children, and adolescents. With which age group 
do you feel the most comfortable? Do you con-
sider yourself prepared to provide psychiatric care 
for a child or an adolescent who presents with 
clinical symptoms of depression and has verbal-
ized suicidal ideation? If not, why? How could you 
prepare yourself?

Shives_Chap29.indd   500Shives_Chap29.indd   500 11/6/2010   5:13:11 PM11/6/2010   5:13:11 PM



CHAPTER 29    Infant, Child, and Adolescent Clients 501

CLINICAL SYMPTOMS
AND DIAGNOSTIC CHARACTERISTICS

Childhood and Adolescent Depression

Clinical Symptoms of Childhood Depression
Pervasive sadness that is constantly present •
Withdrawal •
Irritable, negative behavior demonstrating the  •
inability to have fun; destructive tendencies
Low self-esteem •
Excessive guilt feelings, especially over minor  •
incidents or situations that are not the child’s 
fault
Sleep disturbance such as insomnia, night terrors,  •
or excessive napping
Running-away behavior •
Changes in appetite such as decrease or lack of  •
appetite or overeating
Somatic or physical complaints such as  headaches,  •
stomachaches, or earaches
Diffi culty in school as evidenced by inatten- •
tion, school anxiety, or a sudden change in 
 performance, resulting in poor grades
Preoccupation with death, such as undue con- •
cern about the health of a parent, persistent 
thoughts related to the death of a pet, or suicidal 
thoughts

Clinical Symptoms of Adolescent Depression
Sadness •
Fluctuation between apathy and talkativeness •
Anger and rage; verbal sarcasm and attack •
Overreaction to criticism •
Guilt •
Feelings of being unable to satisfy ideals •
Low self-esteem •
Loss of confi dence •
Feelings of helplessness or hopelessness •
Intense ambivalence between dependence and  •
independence
Feelings of emptiness in life •
Restlessness and agitation •
Pessimism about the future •
Death wishes; suicidal thoughts, plans, or  •
attempts
Rebellious refusal to work in class or cooperate  •
in general
Sleep disturbances •
Increased or decreased appetite, severe weight  •
loss or gain

Diagnostic Characteristics
Same as those for adults; see Chapter 21.

of a peer, or a geographic move could be considered severe 
 stressors. Examples of extreme stress in children include 
repeated physical or sexual abuse, or the death of a parent.

Adolescence has received attention as one of the most dif-
fi cult adjustment periods. Breaking up with a steady signifi cant 
other, being “cut” from a sport, experiencing the death of a 
peer, or leaving home for the fi rst time are examples of stres-
sors that may occur during adolescence, any of which may 
result in adjustment disorders. When the adolescent receives 
support during this developmental period, the likelihood of 
the onset of additional emotional disturbances is lessened.

THE NURSING PROCESS

Assessment

Winters and Tsai (2005) address pertinent issues that are impor-
tant in the assessment of children and adolescents. For example, 
the rapid pace of children’s development requires familiarity 
with the different competencies, vulnerabilities, and tasks of 
each developmental stage. Various methods of collecting data 
and interviewing the child apply at different ages. Assessment 
of infants or toddlers generally occurs in the presence of a par-
ent or a caregiver with special attention to their interactions, 
whereas adolescents usually provide more pertinent clinical 
information when assessed alone. Younger children may not 
have the understanding or ability to describe feeling states.

The assessment of a young person is often complicated by 
the interaction of psychopathology with the child’s environ-
ment and with developmental processes. Presenting clinical 
symptoms determine the extent to which a medical history, 
physical, and neurologic examination are necessary, with labo-
ratory testing as indicated. Schopick (2005) warns that chil-
dren and adolescents who have a history of taking atypical 
antipsychotics to control mood or behavior disorders should 
be assessed for extrapyramidal symptoms because all of the 
atypicals have been implicated in neuromuscular or neurologic 
adverse effects. The essential components of a comprehensive 
assessment are summarized in Box 29-2. Data are obtained 
through semistructured, open interviews.

Assessment also focuses on the development of cognitive, 
communicative, physical, social, emotional, and adaptive self-
help skills. Psychoeducational testing is conducted when the 
client’s school functioning is impaired. Information collected 
from different settings using multiple methods can lead to 
improved nursing diagnosis and treatment planning. Examples 
of clinical assessment tools for children and adolescents are 
described in Box 29-3.

Assessment of a Child
Communication with children takes skill, thoughtfulness, and 
practice. Toddlers and preschoolers need time to complete their 
thoughts without interruption. This requires patience because 
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the family structure and classroom situation and to determine 
the child’s thinking ability and academic skills.

Assessment, although challenging, can be completed. 
Additional challenges are presented when the child is  suspected 
of having an autistic disorder, ADHD, or psychosis.

Assessment of a Child with Autistic Disorder
Assessment for autism is based on evidence of specifi c behav-
iors indicated by direct observation and through parent con-
sultation. Functional assessment and play-based assessment 
combined with parent interviews may help determine the 
 diagnosis of an autistic disorder (Mercer, 2002).

Children suspected of having autistic disorder or a related 
developmental disorder may also be evaluated by a treatment 
team consisting of a developmental specialist, a pediatrician 
or a neurologist, a psychologist, a speech–language patholo-
gist, and a physician or an occupational therapist. The most 
prevalent diagnostic tool is the Childhood Autism Rating Scale 
(CARS) described in Box 29-3. Examples of autism screening 
tools that are readily available for use in primary care include 
CHAT (Checklist for Autism in Toddlers ages 18–24+ months), 
M-CHAT (for ages 16–48 months), PDDST-II, PCS (Pervasive 
Developmental Disorders Screening Test-II, Primary Care 
Screener for ages 18–48 months), CAST (for ages 4–11years), 
and SCQ (Social Communication Questionnaire for ages 4+ 
years). These questionnaires require limited time and no spe-
cifi c training to administer (Cole, 2008). Although there are 
no specifi c medical tests or procedures to confi rm a diagnosis 
of autism, medical tests that might be administered to rule out 
coexisting conditions include metabolic screening, and hear-
ing, electroencephalographic (EEG), and genetic testing (Mer-
cer, 2002; Stubbs & Cheng, 2005).

In a study published in the August 10, 2004, Proceedings of 
the National Academy of Sciences, researchers described the use of 
home videos as part of the assessment to differentiate Asperger’s 
disorder from autism. According to the researchers, the persis-
tent presence or the total absence of motor refl exes serves as 
early detection markers for abnormal neurologic development 
in Asperger’s disorder and autism (Literature Monitor, 2004).

Assessment of a Child with ADHD
There is no defi nitive diagnostic test for ADHD, but rather the 
diagnosis is established by clinical judgment based on a com-
prehensive assessment that involves multiple domains, infor-
mants, methods, and settings. The assessment of a child with 
ADHD primarily consists of a detailed history provided by 
parents and teachers if the child attends school, observation, 
the use of behavior-rating scales to quantify behavioral infor-
mation, and a medical examination including ophthalmologic 
and hearing evaluations. In most cases, no laboratory tests or 
other medical studies are warranted. An EEG is performed if 
the history of physical examination suggests the possibility of 
seizures. Psychoeducational testing by a psychologist is impor-
tant to identify learning disabilities or general intellectual 
defi ciency. A combination of assessment tools as described in 
Box 29-3 may be used to rule out the possibility of  coexisting 

the child’s thoughts often don’t seem logical.  School-age 
 children can grasp the seriousness of events around them and 
comprehend the impact of various stressors on themselves and 
others (Winters & Tsai, 2005).

When assessing a child, interviewing at least one parent or 
adult caretaker is desirable to integrate information regarding 
the child’s internalizing symptoms. Play therapy is often used 
because children have a limited ability to express themselves 
verbally. In this therapy, play materials are provided for the 
child to act out feelings and behaviors. The use of board games 
during the assessment of a school-age child may facilitate ver-
bal interaction, especially regarding rules.

Attempt to explore all of the possibilities that could explain 
a child’s behavior to determine if any additional problems such 
as learning disabilities, conduct disorders, or depression may 
be present. Exploration also helps to provide information about 

Summary of a Comprehensive Assessment of 
Children and Adolescents

Reason for Referral
Why and by Whom

History of Current Problem
Present problem and response to any past 

 psychological and pharmacologic treatment.

Medical History and Physical Examination
Include family history of any medical or psychiatric 

problems.
Include history of physical, sexual, or substance 

abuse or violence experiences.

Neurologic Evaluation When Indicated
Developmental History
Current developmental level

Mental Status and Emotional Assessment
Current cognitive functioning, coping, and critical 

thinking skills
Recent stressors or losses, suicidal ideation and 

attempts

Relationship with Family
Roles, relationships, and communication styles
Cultural and religious observances

Environmental Supports, Changes, and Events
Personal changes and community infl uences

NOTE: This summary is not intended to be all-inclusive. 
Additional information may be necessary to formulate a 
 working diagnosis and to develop a plan of care.

BOX 29.2
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Examples of Clinical Assessment Tools for Children and Adolescents

Mental Status
Mini-Mental Status Examination for a Child: Focuses on orientation, sexual identity, relationships with parents 

and peers, fantasy life, ability to identify feelings, risk behavior (suicide, homicide, chemical abuse), and 
 history of physical or sexual abuse.

Adaptive Behavior
Vineland Adaptive Behavior Scales: Assesses children, adolescents to 18 years, and low-functioning adults. 

Focuses on four behavior domains: communication, daily living skills, socialization, and motor skills.

Autism
Childhood Autism Rating Scale (CARS): Focuses on ability to relate to people, body use, adaptation to change, 

listening responses, and verbal communication. Estimates severity of disorder.
Gilliam Autism Rating Scale (GARS): Assesses ages 3 through 22. Focuses on stereotyped behaviors, 

 communication, social interaction, and developmental disturbances. Estimates severity of problem.

Attention Span
Tests of Variables of Attention (TOVA): Objective, standardized, continuous performance tests used to assess 

attention. There are two versions: TOVA is the visual version and TOVAA is the auditory version.

ADHD
Conners Parent Questionnaire: A 48-item scale completed by a parent.
Conners Teacher Questionnaire: A 28-item scale completed by a teacher.
ADHD Rating Scale: A scale related to DSM-IV-TR criteria completed by parents or teachers
Child Behavior Checklist (CBL): A 118-item questionnaire completed by a parent. Also includes questions 

about specifi c behaviors and psychiatric symptoms.

Disruptive Behaviors
Disruptive Behavior Disorder Rating Scale (DBD): This 45-item scale is a checklist completed by parents and 

teachers to determine whether a child or an adolescent meets the symptom criteria of DSM-IV-TR diagnoses 
of ADHD, oppositional defi ant disorder, or conduct disorder.

Depression
Children’s Depression Inventory (CDI): For ages 7–17 years, this seven-item scale rates feelings and  behaviors 

over the last 2-week period.
Reynolds Child Depression Scale (RCDS): For ages 8–13 years, this 30-item scale rates frequency of  depressive 

symptoms over the last 2-week period.
Reynolds Adolescent Depression Scale (RADS): For ages 12–18 years, this 30-item scale rates severity of 

 current depressive symptoms.

Suicide
Reynolds Suicide Ideation Questionnaire Junior (SIQ–JR): For ages 13–19 years, this 15-item self-report ques-

tionnaire indicates the current level of suicidal ideation.

Other
Guidelines for Adolescent Preventive Services (GAPS): For ages 11–21 years, this is a primary-care screening 

tool highlighting topics or conditions common among adolescents.
Teacher Report Form (TRF): For school-age children, this tool assesses social competencies and childhood 

problems.

HEADSS
For children and adolescents. Assesses home environment; education/employment, activities; use of drugs 

by client, family members, or peers; sexuality, behavior, and orientation; history or presence of clinical 
 symptoms of depressed mood and suicidal ideation or attempts.

BOX 29.3
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including post-traumatic stress disorder (PTSD), factitious or 
conversion disorders, or developmental delays that interfere 
with the accurate reporting of internal experiences, diffi culty 
distinguishing fantasy from reality, and/or misunderstand-
ing the questions being asked (Hlastala & McClellan, 2005). 
(See Chapter 22 for additional information regarding clinical 
 symptoms of schizophrenia.)

Assessment of an Adolescent
Privacy is the single most important criterion by which ado-
lescents judge their interactions with health care providers. 
Adolescents perceive people and events in extreme terms. 
They often have diffi culty trusting that adults will treat them 
with respect and consider their viewpoints. Failure to offer a 
 promise of confi dentiality can almost guarantee suspicion and 
evasiveness by the teenaged client.

The signifi cance of the nurse’s approach during the assess-
ment of an adolescent cannot be overstated. A nonjudgmental 
approach that makes no assumptions is important. Listening 
and waiting patiently for responses to open-ended questions 
also are key. Cohen et al. developed the HEADSS assess-
ment tool for obtaining a psychosocial history from teens 
(see Box 29-3). The acronym stands for Home, Education/
employment, Activities, Drugs, Sexuality, and Suicide/depres-
sion (Deering & Cody, 2002). This tool provides a natural 
pattern of progression during the assessment process, begin-
ning with assessment of the adolescent’s home situation and 
ending with discussion about clinical symptoms related to 
suicide and depression. The tool also allows the nurse to orga-
nize and remember important  elements of the adolescent’s 
 psychosocial history.

Transcultural Considerations
Attention to ethnic and cultural background is important with 
intelligence testing to avoid a misdiagnosis such as mental 
retardation. Also consider cultural habits when assessing for 
disorders such as mental retardation or a pervasive develop-
mental disorder. Immigrant children may be diagnosed with 
a communication disorder because of refusal to speak to 
 strangers or inability to speak the language of the host  country. 
The  diagnosis of conduct disorder may be given to a teen-
ager who, in fact, is exhibiting a specifi c behavior necessary 
for survival. The environment, including social and economic 
 context, requires assessment before a diagnosis is made.

Nursing Diagnoses

Nursing diagnoses for children and adolescents are based on 
the client’s problems, strengths, and coping abilities; adaptive-
ness of the symptoms; and inferences about the etiology of the 
specifi c disorder. Developing nursing diagnoses for a child with 
a psychiatric–mental health disorder often is diffi cult because

children can be inconsistent and unpredictable in • 
 behavior;
the relationship and degree of comfort with the examiner • 
affects the results of data collected;

conditions such as learning disabilities, behavior problems, 
developmental disorders, food allergies, sleep disorder, mood 
disorder, anxiety disorder, conduct disorder, or ODD (Myers 
et al., 2003; Stubbe, 2005).

For example, many symptoms of ADHD and bipolar dis-
order overlap, including distractibility, physical hyperactiv-
ity, and talkativeness. Comorbid ADHD is nearly universal in 
youths with bipolar disorder; and comorbid mania has been 
noted in 16% of children with ADHD. An accurate assessment 
is essential because planning interventions, especially choosing 
medication, for these complex clients is diffi cult. Psychostimu-
lants may worsen mania, and mood stabilizers may not resolve 
ADHD symptoms (Patel & Sallee, 2005; Stubbe, 2005).

Assessment of a Child or Adolescent with Psychosis
The American Academy of Child and Adolescent Psychiatry 
guidelines recommend that all medical disorders be ruled out 
before establishing the diagnosis of a psychotic disorder, such 
as early-onset schizophrenia, but the guidelines do not specify 
which medical conditions should be considered. The follow-
ing questions, developed to supplement existing guidelines, 
are asked to rule out substance-induced, pharmacologic, and 
general medical conditions that may cause or exacerbate psy-
chotic symptoms in children between the ages of 3 and 18 
years (Fohrman & Stein, 2006). Does the child or adolescent

 1. take substances that may cause or exacerbate psychotic 
symptoms (see Box 29-1)?

 2. take medications that may cause or exacerbate psychotic 
symptoms?

 3. have a medical condition that may cause psychotic 
 symptoms (see Box 29-1)?

 4. exhibit unexplained somatic signs or symptoms that sug-
gest delirium or a neurologic, rheumatologic, infectious, 
or toxic cause?

 5. function signifi cantly below age-expected norms 
 developmentally?

 6. have an atypical clinical presentation such as severe psy-
chomotor retardation, or is the client treatment resistant?

If the client displays a positive response to any of the  questions, 
a complete history and physical examination, consulta-
tion with colleagues, diagnostic tests, or a referral should be 
performed to rule out potential medical conditions. If the 
responses to all of the questions are negative, psychosis is 
considered to be the primary psychiatric disorder. The essen-
tial features for schizophrenia are the same for children, ado-
lescents, and adults; however, in children, delusional content 
revolves around ideas of reference, somatic preoccupations, 
or delusions of persecution. Hallucinations may be less elabo-
rate than those observed in adolescents and adults, and visual 
hallucinations may be more common. Disorganized speech 
is observed in a number of disorders with childhood onset 
as is disorganized behavior. These symptoms should not be 
attributed to schizophrenia without due consideration of the 
more common disorders of childhood (APA, 2000). Atypical 
psychotic symptoms may represent a number of phenomena, 
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Other aspects when planning nursing interventions include 
(1) helping the child or adolescent master developmental tasks 
to overcome regressive, slow, or impaired developmental behav-
ior; (2) establishing a method of communication with clients 
who have diffi culty communicating, such as the withdrawn, 
disoriented, mute, hostile, preoccupied, or autistic child or 

children are developing constantly; and• 
children are affected and shaped by their parents.• 

See the accompanying box, Examples of North American 
Nursing Diagnosis Association (NANDA) Nursing Diagnoses: 
Disorders of Infancy, Childhood, and Adolescence.

Outcome Identifi cation

Outcomes generally focus on a reduction of clinical symptoms; 
decreased stress; progression of normal developmental stages; 
and therapeutic changes. Outcomes are individualized to the 
child or adolescent, family, social environment, and school; 
measurable; and time limited to goals. Given the long-term 
nature of childhood and adolescent disorders, outcomes may 
change several times.

Planning Interventions

Planning interventions is a collaborative effort with the cli-
ent and parents, possibly requiring the involvement of other 
disciplines or community supports. To ensure continuity of 
care and prevent fragmentation of care, the psychiatric–mental 
health nurse assumes the role of case manager.

Treatment is based on the needs and problems of the client 
and family. Planning interventions include prioritizing the tar-
get symptoms and determining which treatment methods are 
best suited to reduce them. Clinicians involved in the planning 
and implementation of care must collaborate with the family 
toward the same general outcomes.

As stated earlier, the relationship and degree of comfort the 
child or adolescent feels with the psychiatric nurse affect the 
type of data collected. The same can be said for the response of 
a child or an adolescent during the planning and implement-
ing of nursing interventions. Following are a list of guidelines 
to be considered when planning therapeutic interventions for 
children or adolescents:

Accept the child or adolescent client as an equal when • 
able, keeping in mind the person’s age.
Do not use baby talk or substandard English, or talk • 
down while communicating with the child or adoles-
cent. Listen to the emotions expressed and encourage 
 verbalization of feelings.
Do not force yourself on the client or push him or her to • 
confi de in you.
Accept the client but discuss any undesirable  behavior. • 
Ignoring behavior such as tics also may be accept-
able. Each behavior needs to be evaluated to decide the 
 appropriate approach.
Be a good role model.• 
Be aware of body language and nonverbal communica-• 
tion. Children and adolescents are quite observant of 
what adults say and how they communicate feelings 
both verbally and nonverbally. They should know that 
adults have good and bad days that can affect their 
 interpersonal relationships, especially in the area of 
 communication.

EXAMPLES
OF NANDA NURSING DIAGNOSES

DISORDERS OF INFANCY, CHILDHOOD, 
AND ADOLESCENCE

ADHD

Disturbed Sleep Pattern related to excessive  •
hyperactivity secondary to ADHD
Interrupted Family Processes related to disrup- •
tion of family routines due to time-consuming 
care of child with ADHD
Risk for Injury related to poor safety awareness  •
as evidenced by hyperactivity, impulsivity, and 
 distractibility

CONDUCT DISORDER

Risk for Other-Directed Violence related to his- •
tory of aggressive acts secondary to temporal 
lobe epilepsy
Impaired Social Interaction related to alienation  •
from others secondary to impulsive behavior and 
overt hostility
Hopelessness related to separation from parents  •
as evidenced by “giving-up complex”

AUTISTIC DISORDER

Disturbed Sensory Perception related to dimin- •
ished awareness of environmental stimuli
Self-Mutilation as evidenced by repetitive head  •
banging and scratching
Impaired Social Interaction with peers and par- •
ents related to withdrawal
Impaired Verbal Communication related to inad- •
equate verbal skills as evidenced by repetitive, 
idiosyncratic speech
Self-Care Defi cit related to repetitive, ritualistic  •
behavior

SEPARATION ANXIETY DISORDER

Disturbed Sleep Pattern related to anxiety as  •
 evidenced by verbalizing fear and nightmares
Anxiety related to separation from mother as  •
 evidenced by crying and regressive behavior

NOTE: See specifi c chapters for Nursing Diagnoses 
related to Depression, Anxiety, and Psychosis.
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 real-life situations and provide supportive feedback (Sadock & 
Sadock, 2008).

Education of the family is an important factor not to be 
overlooked, because some clients with intellectual disabilities 
attend an institution during the week but go home for weekend 
or holiday visits. Others attend a day hospital, special school, 
or sheltered workshop, and return home at night as well as 
on weekends. The nurse is the client’s advocate, both in the 
institutional setting and when relating to the family. Identify-
ing the family’s ability to cope and continue with the therapy 
at home is important to promote progress, thereby minimiz-
ing the stress and confl icts associated with family expecta-
tions that can occur when changing environments (Sadock & 
Sadock, 2008).

Interventions for Attention Defi cit Hyperactivity 
Disorder
ADHD is a complex disorder affecting every area of function-
ing and thereby requires a comprehensive treatment program. 
Unsuccessful treatment often occurs when comorbid diag-
noses are not identifi ed and addressed. Collaboration with a 
child’s school is usually critical to ensure academic progress 
(Stubbe, 2005).

In 2001, the American Academy of Pediatrics published 
practice guidelines for treatment of school-age children with 
ADHD (American Pediatric Association, 2001). Tradition-
ally, the most common therapy for ADHD has been stimulant 
medication to target symptoms such as inattention, impulsiv-
ity, aggression, and hyperactivity. A multifactorial approach of 
behavioral therapy, group therapy, classroom interventions, cli-
ent education about medication management, and family edu-
cation is now recommended (Ganem, 2008; Lopez & Vessey, 
2006; Myers et al., 2003).

Experiencing nature after school and during weekend 
activities may be considered a therapeutic intervention for 
children with ADHD. The results of a research study compar-
ing the therapeutic effects of indoor and outdoor settings in 
the treatment of ADHD were recently reviewed. Parents were 
asked to compare the aftereffects of three different types of 
environment: indoor, green outdoor (eg, parks, farms), and 
built outdoor settings (eg, parking lots, school grounds). The 
fi ndings suggested that green outdoor settings reduced ADHD 
symptoms signifi cantly more than indoor or built outdoor 
 settings (Foley, 2005).

Assistance in Meeting Basic Needs
The nurse’s role is to provide a safe, structured environment 
that reduces anxiety and the possibility of injury resulting from 
impulsive, unpredictable behavior. Such an environment also 
provides the client with an opportunity to complete tasks that 
the client commonly fails to fi nish (eg, activities of daily living) 
because of poor self-regulation and easy distractibility. Sleep 
hygiene measures (eg, establishment of a consistent bedtime rou-
tine and avoidance of stimulating activities just before bedtime) 
may be necessary because sleep problems are common among 
children with ADHD (Efron & Pearl, 2003; Owens, 2006).

adolescent; (3) identifying stimuli that might foster abusive, 
destructive, or otherwise negative behavior; and (4) allowing 
time for the client to respond to therapeutic interventions.

Nurses should be aware of their own reactions to clients’ 
behaviors as they plan interventions. If unable to handle feel-
ings or behaviors, seek assistance from peers or supervisory 
personnel. Also plan interventions that demonstrate respect 
for the child or adolescent’s spatial territory and do not invade 
his or her privacy. Consider the use of therapeutic touch only 
after exploring the client’s feelings about being touched (eg, 
a battered or an abused child would probably withdraw and 
resist touch).

Activities are planned that are appropriate for the cli-
ent’s developmental level and age. This activity planning must 
consider the client’s energy level and need to calm down after 
an activity.

Implementation

Specifi c nursing interventions are discussed for the following 
disorders of infancy, childhood, and adolescence: intellec-
tual disability (mental retardation), ADHD, conduct disor-
der, autistic disorder, childhood and adolescent depression, 
and  anxiety.

Interventions for Clients with an Intellectual 
Disability (Mental Retardation)
As stated previously, clients with an intellectual disability 
may be educable or trainable, or require custodial care. Such 
persons may have a dual diagnosis of intellectual disability 
and mental illness, as well as a physical disability or limita-
tion. Treatment is based on the needs of the client as well as 
 attention to comorbid medical conditions.

Assistance in Meeting Basic Needs
The nurse is challenged to provide environmental stimulation 
as well as meet the emotional and physical needs of the child 
because clients with an intellectual disability do not always 
communicate physical symptoms or needs. Helping the child 
master activities of daily living may be a slow process involv-
ing behavioral therapy. Cognitive therapy has been used when 
clients are able to follow instructions. Psychodynamic therapy 
may be used to assist the client in dealing with confl icts that 
result in persistent anger, rage, resentment, or depression. Pro-
tective care may be necessary if the client experiences seizures, 
is prone to acting-out behavior, is disoriented, or engages in 
self-mutilating behaviors such as head banging or biting one-
self. The administration of anticonvulsant and psychotro-
pic drugs may be necessary to stabilize behavior and clinical 
symptoms of any comorbid medical or psychiatric disorders 
(Sadock & Sadock, 2008).

Client and Family Education
Education of clients with an intellectual disability requires a 
comprehensive program that addresses communication skills, 
social skills, and vocational training to prepare clients for 
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information). Other medications may be given to stabilize 
clinical symptoms of comorbid disorders such as depression, 
tic disorders, psychosis, anxiety, and obsessive–compulsive 
traits. Drug Summary Table 29-1 highlights selected drugs 
used for  childhood and adolescent disorders. The parents and 
the  teachers are then asked to complete a form to evaluate the 
client’s response to medication. These observations enable 
the nurse to determine which medication and dose are most 
 effi cacious (Ganem, 2008).

Children do not typically outgrow ADHD; it often per-
sists into adult life. When this occurs, intervention strategies 
focus on addressing psychosocial issues (eg, relationships and 
social functioning) and symptom management of hyperactivity, 
 inattention, and impulsivity. As with children and  adolescents, 
stimulant medication may be prescribed (Wiita & Parish, 
2008; Waite, 2004).

Interventions for Oppositional Defi ant Disorder 
and Conduct Disorder
Both ODD and conduct disorder require interventions that 
address overt and covert behaviors. Multimodality treatment 
programs using family and community resources are  considered 
to be the most successful forms of intervention (McNamara, 
2008; Sadock & Sadock, 2008).

Working with the family or teachers also is important to 
plan a fi rm, consistent environment in which limits and stan-
dards are set. Behavior modifi cation and behavior contracts 
are used to promote positive behavior. Social-skills training 
is used with children who exhibit aggressive, impulsive, and 
socially damaging behaviors. The goal is to change the rela-
tionships between children who are socially isolated and their 
peer groups by showing children how their behavior affects 
others.

Some children or adolescents with ADHD exhibit anxiety, 
depression, self-esteem problems, and other emotional diffi -
culties. Therefore, psychotherapy may be provided by the psy-
chiatric–mental health nurse practitioner. Family therapy also 
may be helpful to deal with sibling concerns or other family 
problems such as divorce or the loss of a loved one (Sadock & 
Sadock, 2008; Stubbe, 2005).

Client and Family Education
Medication therapy remains one of the most successful treat-
ments for the client with ADHD. The child or adolescent, fam-
ily, and school personnel (when necessary) are taught about 
the various types of medication used. Psychostimulants stim-
ulate the areas of the brain that control attention, impulses, 
and self-regulation of behavior (see Chapter 16 for additional 

DRUG SUMMARY TABLE 29.1

Examples of Drugs Used for Childhood and Adolescent Disorders

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: Stimulants

amphetamine (Adderal) 5–60 mg (Dosage is age related; 
ages 3 and older)

Know that dosing depends upon age of client; give drug upon 
awakening and 4–6 hours apart, avoid late-evening dosing; 
administer Adderal XR once daily; tell client to swallow whole 
or sprinkle contents of capsule on food; monitor for anorexia, 
insomnia, GI upset, emotional liability, dizziness, tachycardia, 
and headache.

methylphenidate (Concerta) 
methylphenidate transdermal 
patch (Daytrana)

18–72 mg (Dosage is age related) 
10–30mg (Dosage is age related)

Contraindicated in anxiety, motor tics, Tourette’s syndrome, 
glaucoma, or during or within 14 days of MAOI use; monitor for 
paradoxical excitation, seizures, headache, anorexia, insomnia, 
dyskinesia, rash, and visual disturbances.
Not recommended under the age of 6 years; apply to hip 2 hours 
before desired effect is expected and remove 9 hours after applied; 
rotate application sites; contraindications are the same as for the 
use of Concerta.

atomoxetine (Strattera) 0.5–100 mg (Dosage is age 
related) 

Monitor for GI disturbances, decreased appetite, dizziness, head-
ache, fatigue, and mood swings; use is contraindicated during or 
within 14 days of MAOI therapy.

 lisdexamfetamine (Vyvanse) 20–70 mg (Dosage is age related) Contraindicated during or within 14 days of MAOI therapy; moni-
tor for GI disturbances, decreased appetite, weight loss, irritability, 
jitteriness, headache, insomnia, and a rash (may be serious).
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DRUG SUMMARY TABLE 29.1 (Continued)

Drugs Used for Anxiety Disorders
Drug Class: Antidepressants

fl uoxetine (Prozac) 10–80 mg (Dosage is age related; 
not recommended for younger 
than 8 years of age)

Contraindicated during or within 14 days of MAOI therapy; 
discontinue if unexplained allergic reaction occurs; monitor for 
GI disturbance, CNS stimulation, headache, weight loss, tremor, 
thirst, hyperkinesias, epistaxis, and urinary frequency.

bupropion (Wellbutrin) 150–300 mg Know that dosage is 3–6 mg/kg given in divided doses b.i.d. or 
t.i.d.; monitor for CNS stimulant effects (eg, agitation, increased 
motor activity), dry mouth, headache, nausea and vomiting, and 
constipation.

venlafaxine (Effexor) 25–150 mg Give in divided doses not to exceed total daily dose of 150 mg; 
should not be taken concurrently or within 14 days of MAOI 
therapy; monitor for hypertension, dreams, tremor, dizziness, 
somnolence, GI disturbance, and dry mouth.

 sertraline (Zoloft) 25–200 mg Contraindicated within 14 days of MAOI therapy or with pimozide 
(Orap) or disulfi ram (Antabuse); monitor for increase in uric acid, 
hyponatremia, GI disturbances, tremor, weight loss, and anxiety. 
Available in oral concentrate.

Drug Class: Antipsychotics

olanzapine (Zyprexa) 2.5–10 mg Monitor for weight gain, EPS, TD, NMS, orthostatic hypotension, 
agranulocytosis, changes in blood sugar and serum lipid levels, 
constipation, dry mouth, seizures, and somnolence.

risperidone (Risperdal) 0.5–4 mg Mix oral solution with water, juice, or low-fat milk; monitor for 
weight gain and adverse effects listed earlier for Zyprexa.

ziprasidone (Geodon) 20–160 mg Monitor ECG for QT changes; monitor for adverse effects similar to 
those of Zyprexa.

Drug Class: Anticonvulsants

carbamazepine (Tegretol) 
(available as Tegretol-XR and 
Tegretol suspension, also) 

20–1,200 mg (Dosage is age 
related) 

Target serum carbamazepine level is 7.0; monitor CBC, LFTs, BUN, 
thyroid, and sodium levels; contraindicated in sensitivity to TCAs 
and during or within 14 days of MAOI therapy; monitor for adverse 
effects such as rash, photosensitivity, dizziness, drowsiness; advise 
parents to report fever, infection, sore throat, or mouth ulcers.

valproate (Depakote) 125 mg (sprinkles) for children; 
titrate to achieve clinical effect/
therapeutic blood levels

Monitor for GI disturbance, rash, headaches, weight gain, and 
sedation; recommended lab monitoring includes CBC with plate-
lets, liver function tests, and valproate levels (50–120 μg/mL is 
considered to be therapeutic).

NOTE: The more common adverse effects for each drug have been listed. The reader is directed to the Physician’s Desk Reference or other sources for more compre-
hensive information regarding dosages, contraindications, precautions, interactions, and adverse effects when administering medication to children and adolescents.

Providing nursing interventions for a client with ODD can 
be quite challenging because the client may have a chrono-
logic age of 10 years, maturational age as that of a teenager, 
and frustration tolerance of a 2-year-old. Inpatient treatment is 
used if the client is unmanageable at home or has been placed 
in a treatment center by a judge’s order of detention (eg, juve-
nile detention center or residential treatment center).

The primary treatment is family intervention focusing on 
assessment of family interactions and direct training of par-
ents in child management skills. All areas and settings in which 
the client exhibits behavior problems should be identifi ed 
and addressed. Clients may benefi t from behavioral therapy 
designed to discourage oppositional behavior and to encour-
age appropriate behavior. Individual psychotherapy provides 
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The rationale for the use of any psychoactive medication is 
explained and  reinforced. Family interactions and parent-
ing skills are explored because most children or adolescents 
with the diagnosis of conduct disorder or ODD come from 
households in which discipline was inconsistent and some-
times brutal. Rarely are such children held accountable for 
their actions; parents often surrender to the demands of the 
child or adolescent. Children said to have conduct disorder 
or ODD may just need help fi tting into society through disci-
pline, mentoring, job training, and coaching in independent 
living skills (McNamara, 2008).

Interventions for Autistic Disorder
Autism is very diffi cult to treat because it is considered the 
most irreversible childhood disorder. The most clinically rel-
evant interventions in the treatment of autistic disorder are 
speech–language therapy to promote communication devel-
opment; behavioral therapy to stabilize behavioral diffi culties; 
and educational placement to enhance and support social and 
academic skills. Although there is no specifi c pharmacologic 
treatment for autism, selective serotonin reuptake inhibitors 
(SSRIs) have proven effective to control repetitive, self-stim-
ulating habits and tics. The use of psychotropic medications 
is aimed primarily at treating comorbid psychiatric disorders 
or to augment psychosocial interventions (Mercer, 2002; 
Stubbs & Cheng, 2005).

According to a Boston study led by Ellen Hanson, the use 
of complementary and alternative medicine (CAM) is very 
common among children with autistic spectrum disorders. 
The most common therapies include a modifi ed diet, vitamins/
minerals/food supplements, and prayer/shaman. The use of 
CAM is believed to help the family fi nd some peace when they 
are working so hard to help their children (Wendling, 2005).

Assistance in Meeting Basic Needs
The nurse faces several challenges when implementing inter-
ventions, resulting from the child’s inability to develop normal 
relationships with anyone; inability to verbalize needs; preoc-
cupation with objects; and unpredictable behavioral changes. 
Remember that not all autistic individuals respond alike. 
 Feedback from family members and/or previous care providers 
is invaluable to help individualize the client’s care.

Determining the most effective mode of communication 
will greatly aid in client interaction. Speak calmly when giv-
ing instructions in direct, short phases, and repeat instructions 
if necessary. Allow adequate time for delayed responses to 
 questions or directions.

A safe, consistent environment is provided to prevent self-
destructive behavior and to minimize unpredictable behavior 
caused by hypersensitivity to certain environmental stimuli. 
Reducing or removing identifi ed environmental stimuli that 
contribute to unpredictable behavior gives the client an oppor-
tunity to develop tolerance for physical closeness and to estab-
lish a meaningful interpersonal relationship. The client is also 
encouraged to participate in self-care.

the client with an opportunity to restore self-esteem and 
practice adaptive responses to adult or authority fi gures (eg, 
role playing). Anger-management training is recommended 
but not widely available (Hayden, 2008; McNamara, 2008; 
 Perepletchikova & Kazdin, 2005; Sadock & Sadock, 2008).

Providing interventions for clients with the diagnosis 
of conduct disorder can also be quite challenging. The fol-
lowing nursing interventions incorporate the suggestions of 
boys with the diagnosis of conduct disorder and living in a 
reform school:

Establish trust by being honest.• 
Maintain control by setting limits for manipulative, • 
acting-out behavior.
Be consistent with limit setting.• 
Respect the client’s age and maintain an adult–child or • 
adult–adult relationship, whichever is appropriate.
Establish realistic expectations. Discuss such expectations • 
with the client and encourage verbalization of feelings.

Assistance in Meeting Basic Needs
Nursing interventions for ODD and conduct disorder focus on 
maintaining safety and helping the child or adolescent develop 
internal limits, problem-solving skills, and self-responsibility 
for acts of antisocial behavior, which may include physical 
violence, theft, fi re setting, assault, or callous or manipulative 
behavior. The client may have to be removed from home to 
benefi t from a consistent therapeutic environment.

Young clients with conduct disorder often have underly-
ing medical problems; therefore, nursing interventions may 
include treatment for a medical condition such as epilepsy or 
a closed head injury. Because conduct disorders do not resolve 
without intervention, appropriate planning and treatment are 
essential.

Additional nursing interventions aimed at helping young 
people realize and understand the effect their behavior has on 
others may include cognitive problem solving/skills training 
in either individual or group sessions. Medication may also 
be used to alleviate clinical symptoms of overt explosive or 
aggressive behavior; depression; or other comorbid disorders 
such as ADHD and PTSD. Examples of psychopharmacologic 
therapy are given in Drug Summary Table 29-1.

Client and Family Education
Both the client and the family require education about 
the etiology of conduct disorder or ODD and should be 
informed that adequate treatment of the client’s clinical 
symptoms and any comorbid psychiatric disorders such 
as depression, PTSD, or seizure disorder often make such 
disruptive disorders go away. The nurse should be aware of 
the potential for language and culture to impact parental 
response during client and family education. It is important 
to select measures that are culturally relevant and sensitive 
to parent understanding of the relationship between emo-
tion and behavioral problems in children (Hayden, 2008). 
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specialization in children with special needs, and the Internet 
(Belschner, 2007).

Interventions for Mood Disorders
It is important that intervention includes psychoeducation 
about the disease process of a mood disorder, the nature 
of the treatment available, prognosis of the disorder, and 
the impact of a mood disorder on the life of the client and 
family. Unlike adults, children may not have the vocabulary 
to accurately describe how they feel. Up to a certain age, 
they simply do not understand such complex concepts as 
self-esteem, guilt, or concentration. If they do not under-
stand the concepts, they cannot express these feelings to the 
psychiatric–mental health nurse. Complicating matters is 
that—again, unlike adult clients—children and adolescents 
may not even recognize that they need help. Further, there 
is a higher percentage of suicidal ideation in children and 
adolescents than that which is observed in adults (Chap-
ter 31). Thus, treatment for this younger group of clients is 
absolutely essential.

Assistance in Meeting Basic Needs
If an organic cause of the mood disorder such as depression 
has been identifi ed (eg, anemia, chronic fatigue syndrome, 
endocrine disorder, premenstrual syndrome), interventions 
are provided to meet the medical and emotional needs of the 
client. Meeting the basic needs of the client may be challeng-
ing as the client may also be experiencing clinical symptoms 
of bipolar disorder (eg, mania, dysphoric mood, grandiosity, 
psychosis, impaired cognition), anxiety, or substance abuse. 
Untreated comorbid anxiety or substance abuse predicts 
a poorer response to treatment of depression (Jeffery, Sava 
Binca, & Winters, 2005).

According to the American Academy of Child and Adoles-
cent Psychiatry (AACAP), an estimated one third of the 3.4 mil-
lion children who experience depression also manifest clinical 
symptoms of bipolar disorder. In addition, >50% of pediatric 
clients with bipolar symptoms experienced major depressive 
disorder before the onset of their mania. Unfortunately, no 
test can diagnose pediatric bipolar disorder (Birmaher, 2004; 
 Ferguson-Noyes, 2005).

Nursing interventions for clients with a mood disorder 
such as depression are similar to those provided for adult 
 clients. A safe and therapeutic environment, a therapeutic 
 relationship with the child or adolescent, and verbalization 
of feelings such as suicidal ideation or anger by the depressed 
client are the primary focus of care. Although no-harm con-
tracts may help develop a therapeutic alliance, there is no 
evidence that they protect against suicide. Interventions also 
focus on social and environmental stressors (eg, social isola-
tion, harassment by peers, or exposure to domestic violence 
at home). Play or art therapy is used with children who are 
unable to verbalize their needs or feelings. Individual, cogni-
tive, and group therapy may be used to explore issues related 
to low self-esteem. Family therapy is important to address 
any issues related to dysfunctional behavior and to increase 

Behavior Management
Serious disruptive behaviors (eg, aggression, self-injury, 
tantrums) are common and often occur in response to rou-
tine environmental demands, anxiety, sleep disturbances, or 
medical etiologies such as pain or infection. If no medical 
problems are identifi ed, address behavioral causes. Behavior 
management is implemented in a variety of ways. Nursing 
interventions will depend on factors such as the severity of 
behavioral symptoms, type of anxiety, and the child’s level 
of intellectual abilities. For example, desired behavior may 
be achieved by reading “social stories” to the child or ado-
lescent. Such stories are used to describe step-by-step direc-
tions for completing an activity in a social setting and help 
the child understand appropriate social responses. Encour-
aging the child to use a picture to depict something desired 
promotes language development. Behavioral interventions 
for sleep problems include good sleep hygiene, positive 
bedtime routines, and restriction of daytime sleep (Brown-
Guttovz, 2008). Cognitive–behavioral therapy, role play to 
practice social interaction, self-regulation, or biofeedback 
approaches may prove effective for clients with normal 
intellectual functioning. Antianxiety agents or risperidone 
(Risperdal), the only antipsychotic with an FDA indication 
for treatment of behavioral symptoms in autism, may also 
be effective. The use of fl uoxetine (Prozac), fl uvoxamine 
(Luvox), and valproate (Depakote) has shown evidence of 
benefi t for repetitive behavior in clients with the diagno-
sis of autism  (Anagnostou & Hollander, 2006; Cole, 2008). 
The psychiatric–mental health nurse helps the client’s fam-
ily develop strategies to minimize diffi cult behavior effec-
tively by employing behavioral therapy at home.

Client and Family Education
The client and family members are educated about the newest 
and different forms of educational interventions available in 
the treatment of autistic disorder. Occupational therapy is used 
to develop or improve fi ne motor or sensory skills. Physical 
therapy is provided to improve gross motor skills. Virtual real-
ity may be used to create a simplifi ed world made up of only 
what the client is taught. For example, two autistic children 
aged 7 and 9 years were taught by a word recognition therapist 
to walk to a stop sign, look for cars, recognize cars, follow 
their motion, and cross the street only when the cars passed. 
The client may also be enrolled in special-education classes or 
extended day services that incorporate behavioral methods in 
their curriculums.

Family members are also taught the concepts and skills 
of behavior modifi cation. They may also be instructed in the 
use of facilitated communication techniques in which a child 
is taught to pick out letters or pictures on a computer or letter/
picture board to indicate their needs or express their feelings 
(Mercer, 2002; Sadock & Sadock, 2008). Supporting the fam-
ily and clients through social challenges of living with autism 
can improve the lives of the clients and their families. Some 
family-focused resources include respite care, support groups, 
leisure and recreational programs for children, babysitters with 
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The most recent American Academy of Child and Adoles-
cent Psychiatry (AACAP) treatment guidelines regarding the 
use of psychotropic medication to manage clinical symptoms of 
childhood psychosis (eg, early-onset schizophrenia) are based 
on the acute, recuperative, and recovery/residual phases of the 
psychotic disorder. For example, during the acute phase, when 
the client exhibits positive symptoms of psychosis and requires 
assistance with basic needs, atypical antipsychotic therapy (eg, 
olanzapine [Zyprexa] or risperidone [Risperdal]) should be 
used for at least 4 to 6 weeks before a determination is made 
regarding the effi cacy of the agent. The use of a short-term ben-
zodiazepine (eg, lorazepam [Ativan] or alprazolam [Xanax]) 
may be necessary as an adjunct to stabilize positive symptoms 
and agitation.

As positive symptoms improve during the recupera-
tive phase, a gradual reduction of the dosage of the atypical 
 antipsychotic may be indicated. If the client exhibits dyspho-
ria, the client may benefi t from an antidepressant, as noted 
earlier in the section regarding the treatment of mood disorder. 
A medication-free trial may be considered in newly diagnosed 
youths during the recovery phase if the client has been symp-
tom free for at least 6 to 12 months (Hlastala & McClellan, 
2005).

Client and Family Education
Client and family psychoeducation generally focuses on 
developing strategies to cope with the effects of the illness, 
treatment options, and relapse prevention. The importance of 
medication compliance is stressed. Adverse effects of medi-
cation are discussed. Discuss the potential for weight gain 
secondary to the use of antipsychotic agents. Explain the 
importance of a healthy, balanced diet and exercise to main-
tain a normal weight and avoid weight gain that can cause 
serious health problems.

Various psychosocial interventions are utilized in the treat-
ment of childhood psychosis. Individual psychotherapy alone 
has not proven effective; however, the combination of psycho-
education, family therapy with a focus on behavior manage-
ment, and cognitive–behavioral therapy has been shown to 
reduce relapse rates (Hlastala & McClellan, 2006).

Interventions for Anxiety
A multimodal treatment plan in the initial management 
of anxiety disorder in children and adolescents consists of 
 cognitive–behavioral therapy, family psychosocial  intervention, 
and family education. Collaboration with school staff or coun-
selors to maintain consistent intervention strategies is also 
important (Sadock & Sadock, 2008).

Assistance in Meeting Basic Needs
Nursing interventions focus on providing support and under-
standing. An environment that minimizes or reduces stress 
enables the client to develop coping skills and gradually expe-
rience safe exposure to feared situations. Children feel espe-
cially fearful when there are media reports about threats of 
natural disasters, terrorism, and war. Minor anxieties about 

available psychosocial support. Antidepressant medication 
may be utilized as an additional option if there is no signifi -
cant improvement in the client’s clinical symptoms (Jeffery 
et al., 2005). 

Consensus guidelines for the treatment of children with 
bipolar disorder were published in the March 2004 issue of 
the Journal of the American Academy of Child and Adolescent 
 Psychiatry. Monotherapy with the traditional mood stabiliz-
ers and the atypical antipsychotics are recommended as the 
fi rst-line treatment. Long-term interventions include phar-
macotherapy, psychotherapy, and lifestyle modifi cations that 
promote stress reduction, sleep hygiene, supportive accommo-
dations at school, and avoidance of the use of caffeine, alcohol, 
and illegal drugs. The guidelines are not intended to serve as 
an absolute standard of care but rather to assist in the evalua-
tion and treatment of pediatric clients (Barclay & Vega, 2005). 
If antidepressant medication is prescribed, the client and fam-
ily receive  education about the drug(s) being taken.

According to the statistics based on an analysis of data 
from the National Ambulatory Medical Care survey (1990–
2001), the rate of SSRI prescribing for depressed children aged 
5 to 18 years has increased signifi cantly. Between 1990 and 
1993, fl uoxetine (Prozac) was considered to be the drug of 
choice prescribed for about 3% of children in that age group. 
By 1998 through 2001, SSRIs were prescribed for approxi-
mately 12% of children. Fluoxetine continues to be the drug of 
choice, followed by paroxetine (Paxil), sertraline (Zoloft), and 
citalopram (Celexa). The FDA has issued “black box” warn-
ings that antidepressant drugs are associated with a risk of 
suicide in children. Advisers to the FDA have suggested that 
antidepressants should be sold with a guide that tells parents of 
children taking the drugs to monitor them for suicidal tenden-
cies (Foley & Reis, 2005; Garzon, 2007; Nelson, 2007). Drug 
Summary Table 29-1 earlier in this chapter and Chapter 16 
provide information about the use of antidepressant medica-
tion. Chapter 21 provides additional information regarding the 
treatment of depression.

Interventions for Childhood or Adolescent 
Psychosis
Usual and customary care of clients with childhood or ado-
lescent psychosis focuses on pharmacotherapy to decrease 
the more impairing symptoms such as hallucinations, delu-
sions, and bizarre ideation, as well as to improve mood and 
school performance. Adjunctive psychosocial interventions 
include psychoeducation of families, individual cognitive–
behavioral strategies to help clients optimize their func-
tioning and enjoyment of life, reduction of negative home 
environments; and collaboration with schools (Hlastala & 
McClellan, 2005).

Assistance in Meeting Basic Needs
Interventions similar to those provided for adult clients with 
psychotic symptoms are provided. They include the provision 
of a safe, structured environment to maintain biologic integrity 
and to protect the client from self-harm (see Chapter 22).
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mental health disorders. The different interactive therapies 
for children and adolescents referenced in the text are also 
described.

Inpatient Hospitalization
Inpatient hospitalization of children or adolescents serves vari-
ous purposes such as removing the child from a dysfunctional 
environment; treating severely disturbed behavior (eg, psy-
chosis) in a controlled setting; providing protective care for 
suicidal, destructive, aggressive, or hyperactive behavior; or 
treating severe anxiety disorders.

Day-Treatment Hospitals
Treatment in a day hospital setting (partial hospitalization pro-
gram) provides a therapeutic milieu for children and adoles-
cents. It serves as an extended outpatient clinic during the day, 
yet allows children to return home to their families on eve-
nings, nights, and weekends. Classrooms or special education 
programs are structured so that the child is able to continue his 
or her education while receiving psychiatric care.

Alternative Families or Foster Care
Placement of children and adolescents in alternative families 
or foster care has dramatically increased over the past 10 years. 
Reasons for placement may include abuse and neglect, behav-
ioral or emotional problems (eg, runaway or delinquency), or 
a variety of parental problems such as abandonment, illness 
(physical or emotional), incarceration, AIDS, alcohol/substance 
abuse, and death. Statistics indicate that children and adoles-
cents often benefi t from such placement as two out of three 
children are reunited with their birth parents within 2 years. 
Children’s services, group homes, and foster homes may pro-
vide much-needed physical and emotional care. Most states 
encourage efforts to provide the birth parents with support 
and services so that their child or children can be returned to 
them (American Academy of Child & Adolescent Psychiatry, 
2005).

Individual Psychotherapy
Individual psychotherapy should include the following 
 principles, which may serve as guidelines for a therapeutic 
nurse–client relationship:

Accept the client but not necessarily the behavior. • 
Remember that all behavior has meaning. The client may 
be acting out to receive attention or love. Limit setting 
may be necessary to protect the client or therapist.
Do not criticize the client.• 
Avoid discussing symptoms with the client unless the • 
client refers to them.
Attempt to understand the client’s feelings and point of • 
view.

Individual psychotherapy may focus on specifi c problems, 
such as poor self-concept, feelings of depression, extreme 
dependency, or the inability to communicate.

environmental or familial factors can develop into more severe 
problems (eg, nightmares, insomnia, nocturnal enuresis, 
aggression, withdrawal, or separation anxiety) if children are 
not encouraged to talk about their worries or fears (Bryant & 
Cheng, 2005).

Pharmacologic intervention may be utilized in symp-
tom management; however, it should never be used as the 
sole intervention. SSRIs are considered to be the agents of 
choice. Benzodiazepines may be given concurrently with an 
SSRI until therapeutic level of the SSRI is achieved. They may 
also be used alone in the short-term treatment of anxiety (eg, 
school phobia). Anticonvulsant or antipsychotic agents may 
be useful when all other medications have not been successful 
or in children with borderline reality testing. Drug Summary 
Table 29-1 earlier in this chapter and Chapter 16 provide 
information about the use of medications used in the treat-
ment of anxiety. Children should also be given an opportunity 
to describe interventions that would make them feel better 
or safer (Pearson, 2003; Sadock & Sadock, 2008; Bryant & 
Cheng, 2005).

Client and Family Education
Give parents reassurance that anxiety disorders are readily and 
effectively treated. Family interventions are critical in the man-
agement of phobias or separation anxiety disorder, especially 
in children who refuse to socialize or attend school. Parents are 
educated about the nature of anxiety and its impact on the family. 
They are taught how to identify antecedents to separation symp-
toms and the types of effective interventions. They are also taught 
how to provide fi rm encouragement of school attendance while 
obtaining available, appropriate mental health support  (Bryant & 
Cheng, 2005; Pearson, 2003; Sadock & Sadock, 2008).

Special Needs of Adolescents
Adolescent behavior during inpatient or outpatient treatment 
can be frustrating as well as challenging to the psychiatric–
mental health nurse. During adolescence, the teenager faces 
two major confl icts, identity versus role confusion and inde-
pendence versus dependence, as he or she attempts to estab-
lish a stable self-concept, make a career or vocational choice, 
and adjust to a comfortable sexual role.

Psychological needs that must be met include peer inter-
actions, privacy, autonomy, and the opportunity to verbalize 
concerns about body image, sexual identity, and self-worth. 
Such needs may result in reactions of anger, dependency, 
embarrassment, fear, guilt, hostility, regression, or resentment. 
The adolescent may also display noncompliance with nurs-
ing interventions because of fear of losing control if the illness 
interrupts school and social life. Table 29-4 provides a list of 
nursing interventions for emotional responses and behaviors of 
adolescents undergoing psychiatric–mental health treatment.

Continuum of Care

Various treatment options are available to provide continu-
ity of care for children and adolescents with psychiatric–
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TABLE 29.4

Nursing Interventions for Emotional Responses and Behaviors of Adolescents

Adolescent Emotional 
Responses/Behaviors Nursing Interventions

Fear Accept defenses or behavior used to retain control. Discuss with the client when able. Give detailed 
explanations regarding treatment, nursing care, and progress.
Encourage participation in care.
Encourage questions and discuss concerns.
Interpret medical terminology to decrease fears.
Maintain consistency in care to discourage manipulative behavior.

Resentment Explore feelings of resentment to identify underlying cause.
Encourage visits with peers.
Allow young siblings to visit.
Permit fl exible visiting hours when appropriate.
Make arrangements for school work to continue.
Do not “side” with parents if the adolescent displays hostility.

Embarrassment Explain and maintain confi dentiality.
Provide an opportunity to discuss concerns, without family present if necessary.
Be alert to feelings regarding body image and need for privacy.
Encourage as much self-care as possible.
Provide for personal space and minimal body exposure during care.
Explain treatments, procedures, or surgery and impact on the body.

Homesickness Provide, if possible, for home conveniences such as TV, telephone, and snacks.
Arrange for dietary preferences when appropriate.
Allow family members to bring in favorite foods if they are part of the diet prescribed by the 
 attending physician.
See that the client is kept informed of news at home.

Guilt Give appropriate detailed explanations regarding illness and causative factors.
Be positive in approaches and comments to reinforce interest in the client.
Explain that hospitals are to help people, not punish them.

Manipulative behavior Be consistent in expectations regarding rules and regulations for all clients.
State the limits and behaviors expected from the client.
Explore the client’s perceptions and feelings.
Avoid arguing, debating, or bargaining with the client.
Confront the client, if necessary, regarding any manipulative ploys.
Avoid a personal relationship.

Hostile, aggressive 
behavior

Be fi rm and consistent in treatment approaches.
Accept the client, but make it clear that certain behaviors are unacceptable.
Try to determine what precipitated these feelings.
Assist the client to explore alternative ways in handling feelings.
Inform the client that he or she is to take responsibility for his or her actions.
Be supportive and provide positive feedback when the client controls hostile or aggressive  behavior.

Family Therapy (Systems Therapy)
In family or systems therapy, the family is viewed as a  biosocial 
subsystem that may be functional or dysfunctional (faultily 
integrated). Dysfunctional families may display poor interper-
sonal relationships, power struggles, extreme interdependency, 

or disintegration. Disturbed behavior often is seen in children 
and adolescents who become the focus of family problems. 
Family therapists attempt to provide help for disturbed chil-
dren and families as a whole. This may include altering the 
family situation rather than treating the child  individually.
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Group Therapy
Children and adolescents may be treated in groups. Peer rela-
tionships play an important part in group therapy because 
peers often help each other by exchanging information, identi-
fying with the group, expressing feelings openly, and  suggesting 
solutions to problems. Group therapy is used in the treatment 
of disorders such as substance abuse, oppositional disorders, 
depression, and anorexia nervosa.

Play Therapy
Play therapy usually is used with children between the ages 
of 3 and 12 years. The child is given the opportunity to act 
out feelings such as anger, hostility, frustration, and fear. 
Various toys, puppets, or materials such as crayons and fi n-
ger paints may be used. A dollhouse and dolls can be used to 
simulate family, sibling, or peer relationships. For example, 
a young girl may play with a doll and punish it or refer to 
it as a “bad girl,” treating the doll the way she is treated 
by her parents. Watching a child at play gives the caregiver 
the opportunity to learn about a child’s real and imaginary 
 emotional life.

Behavioral Therapy
Behavioral therapy attempts to alter a client’s behavior and 
modify or remove symptoms such as temper tantrums or bed-
wetting. It often is used with children who are hyperactive to 
reduce their activity and to organize play, by employing learn-
ing theory to alter the circumstances before or after a particular 
behavior.

Operant conditioning, or behavior modifi cation, is a 
second type of behavioral therapy used to modify behavior 
through manipulation. The client is given a reward or positive 
reinforcement for desired behavior and negative reinforcement 
for undesired behavior. This type of therapy is used in the 
treatment of anorexia nervosa, delinquent behavior, enuresis, 
mental retardation, and several other disorders or problems. 
Cognitive–behavior therapy (see Chapters 12 and 14) and dia-
lectic behavior therapy (see Chapter 14) are also utilized in the 
treatment of child and adolescent disorders.

Art and Music Therapy
Therapies involving art or music allow the child or adolescent 
to express her- or himself in these disciplines and can be effec-
tive with those who have diffi culty communicating with oth-
ers. For example, a 7-year-old depressed child is able to draw 
a picture of his fear of death after separation from his father, 
who is hospitalized for treatment of Hodgkin’s disease. He had 
overheard family conversations regarding the seriousness of 
his father’s condition and feared that his father would never 
return home.

Community and School-Based Interventions
Community and school-based collaborative mental health 
programs have been developed to meet the needs of children 
and adolescents with behavioral and mental health problems. 
For example, mental health professionals employed by a psy-
chiatric institute and clinic have teamed with clinicians and 
administrators of a pediatric center in Pennsylvania. Staffi ng 
involves a full-time advanced nurse practitioner who serves 
as the care manager, a full-time psychiatric social worker, 
and a pediatric psychiatrist who is available 1 day per week. 
Referrals are made to the collaborative care team when a pri-
mary care provider identifi es a child with acute or chronic 
emotional or behavioral  problems (Mahoney, 2004).

School nurses can have a positive impact on the life of a 
child with mental illness. Puskar, Sereika, and Tusaid-Mumford 
(2003) describe a rural school-based intervention program, 
Teaching Kids to Cope, for adolescents with clinical symptoms 
of depression. The research study included weekly group ses-
sions, led by master’s-level nurses, and involved role playing 
and discussion to cover topics of trust, self-image, life stres-
sors, communication with parents and family, school issues, 
and peer relationships. Statistics revealed that depression 
scores of the participants improved and >90% of the 89 par-
ticipants rated the intervention program as good or very good. 
Researchers concluded that school nurses are in a  position 
to provide interventions for students at risk for, or suffering 
from, depression.

Claude M. Chemtob of Mt. Sinai School of Medicine and 
his colleagues worked with Hawaiian school offi cials to iden-
tify children experiencing posthurricane–related trauma symp-
toms. Students who were identifi ed to be highly symptomatic 
received four weekly sessions of group or individual therapy. 
Interventions by trained school counselors included play and 
art therapy to focus on issues such as safety and helplessness, 
loss, mobilizing competence, anger, and gaining closure. Sig-
nifi cant reductions in trauma symptoms were noted for stu-
dents immediately postintervention and at 1 year follow-up, 
suggesting that school-based screening and treatment delivery 
to children is feasible (Mahoney, 2005).

Evaluation

The evaluation of nursing interventions for children and ado-
lescents who are seen in the clinical setting for the treatment 
of psychiatric–mental disorders is an ongoing process. Con-
sideration is given to the developmental stage of the client and 
to whether any changes in mood or behavior have occurred 
since the initial assessment. The effi cacy of prescribed medi-
cation is reviewed. Family dynamics are reassessed. Socializa-
tion and progress in school are discussed (see Nursing Plan of 
Care 29-1).
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NURSING CARE PLAN 29.1

THE DEPRESSED ADOLESCENT CLIENT

school nurse practitioner. Nick agreed and was seen that 
same day.

DSM-IV-TR DIAGNOSIS: Adjustment disorder with 
depressed mood

ASSESSMENT: Personal strengths: Supportive coach, 
active in sports, honor student, good physical health, 
socially active prior to accident, willing to seek help 
 suggested by coach

WEAKNESSES: Diffi culty coping with friend’s injuries, 
low self-esteem

NURSING DIAGNOSIS: Ineffective Coping related to friend’s injuries as evidenced by despondent, withdrawn 
behavior

OUTCOME: The client will verbalize feelings related to his emotional state.

PLANNING/IMPLEMENTATION RATIONALE

Encourage the client to verbalize feelings. Verbalizing feelings is diffi cult for an adolescent, 
but it is necessary if effective coping skills are to be 
 developed.

NURSING DIAGNOSIS: Situational Low Self-Esteem related to injury of friend as evidenced by anger, with-
drawal, and verbalization of negative feeling about self

OUTCOME: The client will verbalize increased feelings of self-worth.

PLANNING/IMPLEMENTATION RATIONALE

Do not allow client to dwell on past events. The client may be blaming himself for the accident 
and his friend’s critical injuries.

Provide realistic feedback about the accident. The client may not have had realistic feedback about 
the cause of the accident. Realistic feedback rein-
forces the client’s feelings of self-worth.

NURSING DIAGNOSIS: Anticipatory Grieving regarding the potential death of his peer as evidenced by 
 statement that if his friend died, life would not be worth living

OUTCOME:  The client will express his grief without verbalizing self-blame.

Nick, a 17-year-old male high school honor student, had 
qualifi ed for the state swimming fi nals in the 100-m free-
style event and as a member of the 200-m medley relay 
team. The weekend before the scheduled fi nals, Nick 
was a passenger in an automobile accident and sus-
tained minor injuries. The driver of the automobile, his 
best friend, was critically injured. Nick became despon-
dent, withdrawn, easily angered, and lost interest in his 
academics and sports activities. He informed the swim-
ming coach that he intended to withdraw from the state 
fi nals. The coach overheard Nick tell a peer that if his 
friend died, life would not be worth living. The coach 
spoke to Nick privately and suggested a referral to the 
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PLANNING/IMPLEMENTATION RATIONALE

Assess for prior experiences with loss. The client may be overwhelmed by his friend’s inju-
ries.

Explain grief reactions to loss. Understanding the grief process can help the client 
work through his feelings.

NURSING DIAGNOSIS: Risk for Self-Directed Violence related to ineffective coping as evidenced by statement 
that life would not be worth living if his friend died

OUTCOME: The client will learn to identify and tolerate uncomfortable feelings properly.

PLANNING/IMPLEMENTATION RATIONALE

Provide a safe environment The client has verbalized that life would not be worth 
living if his friend died. The client’s safety is a priority.

Initiate support systems such as the client’s teacher, 
coach, and family, and 24-hour emergency hotline.

The client may feel more comfortable discussing 
his feelings with individuals who know him and his 
friend.

EVALUATION: Evaluation focuses on Nick’s understanding of the grief process in relation to a potential or real 
loss, his development of positive coping skills, his use of support systems, and improvement in his self-esteem. 
Adjustment disorders are generally self-limited but can develop into major disorders. Nick’s clinical symptoms 
should be monitored on an ongoing basis until his friend’s injuries and medical condition are stabilized.

KEY CONCEPTS
Although studies regarding the development of psychi-• 
atric–mental disorders in children and adolescents have 
been limited due to the overlap of one or more syndromes, 
theorists have identifi ed some genetic and biologic factors 
contributing to the development of disorders such as intel-
lectual disability (also referred to as mental  retardation), 
pervasive developmental disorders (eg, Rett’s disorder, 
autistic disorder, and Asperger’s disorder), ADHD, con-
duct disorder, childhood psychosis, anxiety disorders, and 
mood disorders.
According to Bowlby’s Attachment theory, normal attach-• 
ment in infancy is crucial to a person’s healthy develop-
ment. Attachment occurs when there is a warm, intimate, 
and continuous relationship with the mother in which 
both the infant and the mother fi nd satisfaction and 
 enjoyment.
Seven specifi c groups of children considered to be at high • 
risk for mental and emotional disorders due to psychoso-
cial factors have been identifi ed. They include children in 
families with confl ict or divorce, children who experience 
poverty, children of minority ethnic status, children who 

are abused, children of substance-abusing and mentally ill 
parents, children of teenaged parents, and children with 
chronic illness or disability.
Environmental factors that place children at risk for the • 
development of psychiatric–mental health disorders 
include public schools and neighborhoods.
Intellectual disability (also referred to as • mental retarda-
tion) is classifi ed as a developmental disorder in which the 
client exhibits subaverage general intellectual functioning 
associated with impairment in areas such as communica-
tion, activities of daily living, socialization, and functional 
academic or occupational skills.
The incidence of autistic disorder, an incurable and life-• 
long pervasive developmental disorder, has increased dur-
ing the last 5 years.
Asperger’s disorder is considered a mild form of autism • 
in which verbal intelligence quotient (IQ) is higher than 
performance IQ and developmental delay may not be rec-
ognized until the child exhibits social defi cits in school.
Although symptoms of ADHD are typically present before age • 
3 years and affect approximately 2% to 12% of  school-aged 
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 discomfort in the presence of the examiner,  developmental 
changes, and infl uence of parents.
Planning interventions is a collaborative effort with the • 
client and parents and may require the involvement of 
other disciplines or community supports. Interventions 
are individualized to meet the needs of each client.
Psychopharmacology has been approved as adjunctive • 
therapy in the treatment of certain disorders and remains 
one of the most successful treatments for ADHD.
Continuum of care may include hospitalization, partial • 
or day hospitalization, and placement with an alternative 
or foster family if the client is unable to live with his or 
hers during a crisis. Various interactive therapies can be 
 provided on an inpatient or outpatient basis.
Community and school-based collaborative mental health • 
programs have been developed to meet the needs of chil-
dren and adolescents with behavioral and mental health 
problems.
Evaluation is an ongoing process requiring consideration of • 
the client’s developmental stage and any changes that have 
occurred in mood or behavior since the initial  assessment.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

children, diagnosis is usually not made until academic and 
social functioning are impaired. Recent research supports 
the diagnostic continuity of ADHD throughout the life 
cycle.
Children with disruptive behavior disorders (eg, oppo-• 
sitional defi ant disorder and conduct disorders) exhibit 
 frequent, severe disruptive behavior.
Tic disorders, manifested by involuntary movements • 
or noise, are relatively common in childhood and last 
<1 year.
Although the symptoms differ and may not be readily rec-• 
ognizable, children and adolescents experience anxiety 
disorders, mood disorders, psychotic disorders, and adjust-
ment disorders similar to those experienced by adults.
The assessment of a young client is often complicated • 
by the interaction of psychopathology with the child’s 
 environment and developmental processes.
Communication with children takes skill, thoughtfulness, • 
and practice. Privacy is the single most important criterion 
by which adolescents judge their interactions with health 
care providers.
Stating a nursing diagnosis for children or adolescents • 
who exhibit a psychiatric–mental health disorder can be 
diffi cult because of changing or inconsistent behavior, 

Critical Thinking Questions

 1. Watch a current movie involving gangs or troubled or delin-
quent adolescents. Can you identify characters in the movie 
with conduct or ADHDs? What causative factors would you 
identify if one of these characters were your client?

 2. A friend comes to you for advice. Her 5-year-old son 
has been wetting the bed every night for the last several 
months. She is at her “wits’ end” and says she “can’t under-
stand why he keeps doing this—after all, he’s been toilet 
trained for 2 years.” Identify some common causes for this 
type of behavior regression. What questions would you ask 
your friend? What interventions would be appropriate?

 3. Read several articles or chapters about family systems 
therapy. What principles can you apply with any family 
you assess and work with?

Refl ection

Refl ect on the chapter opening quote. What does the author 
imply in the fi nal statement “For behind the parent stood the 
school and behind the teacher, the home”?

NCLEX-Style Questions

 1. The nurse interviews a 16-year-old female admitted to 
the psychiatric inpatient unit with a diagnosis of major 

depressive disorder. Which action would be the priority 
for the initial assessment?
a. determining level of education
b. determining level of social support system
c. questioning suicidal thoughts
d. questioning sexual practices

 2. A 7-year-old male client has been repeatedly expelled 
from school due to violent acts and threats of violence. 
The client’s parents cannot control his behavior and 
have sought medical intervention. Which intervention 
would the nurse include as the priority when planning 
the care for an adolescent with a diagnosis of conduct 
disorder?
a. discussion of feelings
b. maintenance of safety
c. medication evaluation
d. stabilization of mood

 3. When assessing a 10-year-old child, which information 
would the nurse interpret as representing a signifi cant 
risk factor for development of a psychiatric disorder in 
this child?
a. childhood obesity
b. early onset of puberty
c. poor school achievement
d. parental mental illness
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 4. A 4-year-old male client has just been rescued from 
a home fi re. He is severely traumatized and is having 
 diffi culty communicating. Which treatment modality 
would the nurse expect to use when assisting a younger 
child to verbalize diffi cult feelings?
a. behavioral techniques
b. cognitive therapy
c. play therapy
d. recreational activities

 5. When assessing a child with a history of Tourette’s syndrome, 
which of the following would the nurse expect to fi nd?
a. aggressive behaviors
b. aversion to touch
c. motor or vocal tics
d. poor educational achievement

 6. The following events are associated with the development 
of child and adolescent psychiatry. Place the events in the 
order that they occurred from earliest to latest.
a. creation of the Juvenile Psychopathic Institute
b. founding of American Academy of Child Psychiatry
c. identifi cation of a condition later termed Asperger’s 

syndrome
d. publication of Child Psychiatry by Kanner
e. creation of American Academy of Child and 

 Adolescent Psychiatry
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Aging
Dementia syndrome of depression
Ego preoccupation
Ego transcendence
Failure to thrive
Polypharmacy
Primary aging
Reminiscence
Secondary aging
Self-actualization

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Differentiate between the primary or intrinsic and the secondary or 
 extrinsic factors infl uencing the aging process.

 2. Articulate Duvall’s developmental tasks of aging.
 3. Compare and contrast the more common psychiatric–mental health 

 disorders among Native Americans, African Americans, Hispanic, Asian 
American, and Arab American elderly.

 4. Describe at least four patterns of behavior or emotional reactions that 
elderly clients exhibit as a result of experiencing despair.

 5. Recognize failure to thrive.
 6. Identify at least three causes of loneliness in the elderly.
 7. Compare and contrast dementia and dementia syndrome of depression.
 8. Explain the elements of a comprehensive assessment of geropsychiatric 

clients.
 9. Identify provider-, client-, and illness-related barriers to the assessment 

of elderly clients.
 10. Discuss the rationale for prescribing low doses of psychoactive agents for 

elderly clients.
 11. Explain the purpose of the life-review process and of reminiscence.
 12. Develop a list of nursing diagnoses commonly used when planning care for 

elderly clients ineffectively coping with the psychosocial aspects of aging.
 13. Plan nursing interventions for elderly clients who, according to Maslow’s 

theory of motivation, demonstrate basic needs for survival, safety and 
security, love and belonging, self-esteem, and self-actualization.

Aging Clients with 
Psychosocial Needs

Elderly Americans are the fastest growing segment of the  American 

population. The likelihood that an American who reaches the age 

of 65 will survive to the age of 90 has nearly doubled over the 

past 40 years—from just 14% of 65-year-olds in 1960 to 25% at 

 present. By 2050, 40% of 65-year-olds are likely to reach age 90.

—EXPERIENCE CORPS, 2009

30
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The number of individuals over the age of 65 years (referred to 
as late adulthood) is rapidly expanding. In 2002, approximately 
35 million people in the United States were aged 65 years and 
older. It is estimated that by the year 2020, approximately 
52 million persons will be 65 years of age or older, and by 
2030, that number is expected to reach approximately 70 mil-
lion (Administration on Aging [AOA], 2009; Centers for Dis-
ease Control [CDC], 2009; Experience Corps, 2009). Although 
data regarding the prevalence of mental disorders in elderly 
adults vary widely, in the year 2000, the number of mentally 
ill elderly persons was estimated to be about 9 million. This 
fi gure is expected to rise to 20 million by the middle of the 21st 
century. Diagnosing and treating older adults with fi rst onset 
or chronic psychiatric disorders often presents more diffi culties 
than treating younger individuals because older persons may 
have coexisting chronic medical conditions. For example, the 
most frequently occurring medical conditions in adults 65 years 
of age and over include hypertension, arthritis, heart disease, 
cancer, sinusitis, and diabetes. Psychiatric illnesses can be aggra-
vated by concurrent medical problems and similarly, medical 
conditions and their associated disabilities can be aggravated by 
psychiatric illness (CDC, 2009; Sadock & Sadock, 2008).

The public has become increasingly sophisticated in its 
knowledge and expectations of older-adult health care. As a 
result, the health care profession has been required to pay greater 
attention to specialization, thereby responding to the increasing 
consumer demand. Public pressure is enhanced further when 
families themselves form organizations to better highlight these 
needs and focus attention on various areas. For example, the 
Alzheimer’s Association in the United States, formed in 1980, 
now has a website that allows individuals to locate chapters 
across the country (http://www.alz.org/apps/fi ndus.org).

Nursing has also addressed the issue of health care for the 
elderly. The aging person, like any other younger human being, 
has certain psychosocial, physical, and environmental needs 
that he or she strives to satisfy throughout life. Therefore, an 
understanding of the aging person’s life experiences and goal 
achievements is necessary for the development of a therapeutic 
milieu to meet the aging person’s needs as he or she continues 
to achieve his or her goals.

The American Nurses Association (ANA) fi rst acknowl-
edged nursing of older adults as a specialty in 1966. In 1970, 
the ANA established the Standards of Geriatric Nursing Prac-
tice. In 1976, the title of the ANA’s Geriatric Nursing Division 
was changed to the Gerontological Nursing Division. Today, 
gerontologic and psychiatric–mental health advanced nurse 
practitioners, as well as clinical nurse specialists, address the 
psychosocial needs of the elderly.

The compelling importance of psychiatric–mental health 
nursing of the elderly stems from the growing number and 
proportion of the elderly and from gains in longevity and active 
life expectancy. As a result, old age occupies a larger proportion 
of the average person’s life. Consequently, the quality of life in 
old age and the impact of psychiatric–mental health problems 
on that quality of life are growing in relevance to the whole 
of a person’s life. This chapter reviews the history of geriatric 
psychiatry, etiology of aging, and the developmental tasks for 

this group, focusing on the psychosocial aspects of aging. It 
provides information related to elderly clients who are ineffec-
tively coping with the psychosocial aspects of aging, including 
application of the nursing process. The reader is referred to 
specifi c chapters in the text for additional information regard-
ing specifi c psychiatric disorders experienced by the elderly.

HISTORY OF GERIATRIC 
PSYCHIATRY
A literature search regarding the history of geriatric psychia-
try revealed interesting information. According to the Bible 
(Psalms 31:9–12), King David experienced clinical symptoms 
of depression.

The presence of mental health, dementia, and mental ill-
ness in Egyptian, Roman, and French societies has been docu-
mented as early as the seventh century BC. The statue of an 
Egyptian elder is engraved with a message that states the elder 
spent his life in happiness, without worry or illness. A Roman, 
Cicero, at the age of 62, wrote an essay on senescence in 
which he stated the problems and goals of older adults. He 
acknowledged ageism in Roman society and described the 
severe regression that can occur with dementia. Father Jean 
Cassien published a book that described paranoid psychosis 
in a French monk who committed suicide during a delusional 
state (Sadavoy, Lazarus, & Jarvik, 1991).

During the Middle Ages (400–1500 AD), several individu-
als published articles about mental health and the aging pro-
cess. For example, Berios, author of Montpelier, differentiated 
depression and dementia. In the late 1890s, Freud, in an article 
about sexuality and neuroses, stated that the application of psy-
choanalytic techniques to older people was ineffective because 
too much time would be required to reach a cure in older 
persons who no longer were concerned about their “nervous 
health.” About 20 years later, Abraham, in an article about psy-
choanalysis, described success in the employment of psycho-
analytic techniques in the treatment of older adults. During the 
same time, Ferenczi described psychodynamic changes that he 
observed in older adults during therapy (Sadavoy et al., 1991).

In 1906, Alzheimer published his classic description of 
dementia and Gaupp differentiated dementias from nondemen-
tias or depression. In 1946, the Group for the Advancement of 
Psychiatry was founded to collect and appraise signifi cant data 
in the fi eld of psychiatry. In 1950, this group published a paper 
regarding the problem of the aged patient in the public psychi-
atric hospital. During this same time period, the fi rst geriatric 
psychiatric position emerged in England at the Bethlem Hos-
pital (also known as Bethlehem Hospital), and between 1950 
and 1951, an entire ward of the hospital was devoted to the 
psychiatric care of clients over the age of 60 years.

The 1960s to 1970s marked a signifi cant worldwide inter-
est in the fi eld of geriatric psychiatry. The AOA was established 
in 1965; the National Institute of Mental Health sponsored 
research on mental health of the aging between 1960 and 1976; 
in 1977, U.S. President Jimmy Carter established a task force 
to address issues related to mental health and mental illness in 
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TABLE 30.1

Biologic Theories of Aging

Theory Biologic Changes

Damage Theories

Free radical theory Unstable free radicals from environmental pollution and oxidation of certain elements produce deleterious 
effects on the biologic system.

Crosslink theory Strong chemical bonding among different organic molecules in the body causes increased stiffness, chemi-
cal instability, and insolubility of connective tissue and DNA.

Immunologic theory Erratic cellular mechanisms precipitate attacks on various tissues through autoaggression or immunodefi -
ciencies.

Somatic mutation Failure of DNA to replicate, transcribe, or translate between cells

Error theory Malfunction of RNA or related enzymes

Program Theory Organisms are capable of a specifi c number of cell divisions that remain relatively constant.

Popular Theories

Wear-and-tear theory Body functions and structures wear out or are overused.

Stress-adaptation theory The body is unable to resist stress due to residual damage.

late life; and by 1978, the need for an American organization 
with a focus on geriatric psychiatry was identifi ed.

During the 1980s, assessment scales such as the Global 
Deterioration Scale, Geriatric Depression Scale, and a variety 
of brief mental status scales were developed. Research activ-
ity in the 1990s provided more knowledge about the relation-
ship between mental health and aging than in all the history of 
psychogeriatrics before 1990 (Sadavoy et al., 1991). In 1991, 
the American Board of Psychiatry and Neurology established 
geropsychiatry, which is now one of the fastest growing fi elds 
in psychiatry, as a subspecialty. Furthermore, the emergence 
of sophisticated diagnostic equipment (eg, magnetic resonance 
imaging, positron emission tomography scan) and the knowl-
edge of pharmacodynamics and pharmacokinetics have played 
an important role in identifying and treating the psychosocial 
needs of the elderly (Sadock & Sadock, 2008).

ETIOLOGY OF AGING
Aging has been defi ned as a process involving a gradual 
decline in the functioning of all the body’s systems (eg, car-
diovascular, endocrine, genitourinary, and so forth) (Sadock & 
Sadock, 2008). Busse (1996) states that aging usually refers to 
the adverse effects of the passage of time, but it can also refer 
to the positive processes of maturation or acquiring a desirable 
quality. The adverse effects or processes of decline associated 
with growing old are separated into primary and secondary 
aging. Primary aging is intrinsic and is determined by inherent 
or hereditary infl uences. Secondary aging refers to  extrinsic 
changes (defects and disabilities) caused by hostile factors in 
the environment, including trauma and acquired disease.

Primary or Intrinsic Factors of Aging

Primary or intrinsic factors of aging include biologic and 
 physiologic changes that are infl uenced by one’s gender, cul-
ture, ethnicity and race, intelligence and personality, familial 
longevity patterns, and genetic disease. These changes are the 
underlying basis for the biologic theories of aging. Table 30-1 
summarizes the biologic theories of aging.

Gender
According to statistics provided by the AOA, women live lon-
ger than men by approximately 7 years and will continue to do 
so until the year 2050. By the year 2050, the composition of 
the U.S. population is estimated to differ markedly from that of 
today (AOA, 2009). Factors assumed to infl uence or contrib-
ute to women’s longevity include endocrine metabolism before 
menopause that protects against circulatory or cardiovascular 
diseases, higher activity level, less occupational stress, better 
weight control, and less use of tobacco.

Culture, Ethnicity, and Race
Although the life expectancy for whites is approximately 
5 years longer than for all other races, the death rate for the 
white population older than age 75 years is higher than for all 
other races. Mortality from cancer rises steeply with age and 
may contribute to the increase in death rate among white cli-
ents older than 75 years. The overall life expectancy of the 
Native American is shorter than that of all other U.S. races, at 
65 years of age. Adherence to a set of cultural beliefs, values, 
and practices makes outside intervention for treatment of con-
ditions such as malnutrition, alcohol abuse, and tuberculosis 

SOURCES: Ebersole, P., & Hess, P. (1997). Toward healthy aging: Human needs and nursing response (5th ed.). St. Louis, MO: C.V. Mosby; and Sadock, B.J., & Sadock, V. A. (2003). 
Kaplan & Sadock’s synopsis of psychiatry: Behavioral sciences-clinical psychiatry (9th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.
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for Native Americans diffi cult at best (AOA, 2009; Sadock & 
Sadock, 2008; University of Missouri, 2003c).

Intelligence and Personality
Most of the older persons retain their cognitive abilities to a 
remarkable degree. However, persons with higher levels of 
intelligence appear to live longer than persons with lower lev-
els of intelligence (AOA, 2009). This may be due, in part, to 
lifestyle choices of those with higher intelligence quotients. 
Such persons may remain physically active by participating in 
events that promote physical, mental, and social well-being, 
thereby contributing to longer life.

In addition, different personality types may affect longev-
ity. Persons with type A personality may seldom relax or enjoy 
themselves because of a drive-to-succeed quality. They are prime 
candidates for heart attacks. In contrast, the person with type B 
personality is an easygoing individual who takes life in stride. 
Personality also infl uences the adoption of certain behaviors, 
such as overeating, tobacco dependence, and alcohol abuse, 
which impair physical health and shorten one’s lifespan.

Familial Longevity
Familial longevity patterns are indicators of potential lifespan. A 
45-year-old man from a family with a record of long-lived great-
grandparents, grandparents, and parents probably will live lon-
ger than a man of the same age whose family history includes 
heart attacks by his father and grandfather in middle age. Many 
conditions that contribute to a shortened lifespan can be pre-
vented, delayed, or minimized with effective interventions such 
as regular medical checkups; minimal use of substances such as 
coffee, cigarettes, or alcohol; work satisfaction; healthy eating 
habits; and adequate exercise (Sadock & Sadock, 2008).

Genetic Infl uences
Genetic disease may also affect lifespan. For example, per-
sons with Down syndrome, cystic fi brosis, or Tay-Sachs dis-
ease typically experience shortened lifespans. Genetic factors 
have also been implicated in disorders commonly occurring in 
older adults (eg, coronary artery disease, hypertension, arterio-
sclerosis). Although people have minimal, if any, control over 
intrinsic factors infl uencing the aging process, a high quality of 
life can possibly promote one’s sense of physical, mental, and 
social well-being (Sadock & Sadock, 2008).

Secondary or Extrinsic Factors

To some degree, people can control secondary or extrinsic fac-
tors of aging. Examples include the following:

Employment• 
Economic level• 
Education• 
Health practices and related diseases• 
Societal attitude• 

Income, economic level, and educational level partially deter-
mine how one lives. For example, people may not seek health 
care because of high medical–surgical costs, lack of insurance, or 
ignorance about contributing factors to or symptoms of various 
diseases. People who have a poor diet, experience poor living 

conditions, have a substance-abuse problem, or ignore or mini-
mize health problems also are at risk for a shortened lifespan. 
These practices have a negative effect on health and have been 
proven to contribute to deaths at earlier ages. Finally, societal 
attitudes affect persons psychologically, thus affecting the aging 
process. Most persons seek the approval of society, behaving in 
a manner based on societal expectations. Such thinking could 
lead to a lifestyle that is detrimental to one’s health. For example, 
individuals in a busy law fi rm who believe it is necessary to drink 
alcoholic beverages when entertaining clients could develop 
a drinking problem (alcoholism) over a period of time. Older 
adults should seek intellectual, emotional, and physical stimula-
tion to maintain an optimal level of health and longevity.

DEVELOPMENTAL TASKS OF 
AGING
Several theories have been proposed to explain aging on a psy-
chological level. These theories are highlighted in Table 30-2. 
In addition, theorists have identifi ed specifi c developmental 
tasks to be achieved by the older adult. Duvall (1977) lists 
developmental tasks of aging that infl uence the emotional 
needs of the elderly:

Establishing satisfactory living arrangements• 
Adjusting to retirement income• 
Establishing comfortable routines• 
Maintaining love, sex, and marital relationships• 
Keeping active and involved• 
Staying in touch with other family members• 
Sustaining and maintaining physical and mental health• 
Finding meaning in life• 

These tasks are summarized in the following sections. In addi-
tion, comparisons of the completion of these tasks by minority 
groups such as elderly Native Americans, African Americans, 
Hispanics, Asian Americans (Asians and Pacifi c Islanders), and 
Arab Americans (individuals who trace their ethnic groups to 
the region of the Arabian Gulf or Middle East) are included.

Establishing Satisfactory Living 
Arrangements

Many factors infl uence this developmental task. The  following 
questions are examples of some issues that the family and 
the aging client need to consider, related to satisfactory living 
arrangements:

Is the elderly person single, widowed, divorced, or • 
 married?
Does the elderly person have an incapacitating illness or • 
handicap?
Does the elderly person require assistance or supervision • 
with activities of daily living (ADLs)?
Are the grocery store, pharmacy, doctor’s offi ce, and • 
church located close by or within walking distance?
Is the elderly person able to stay in her or his own home, • 
or does the person need to be relocated?
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Loneliness, anxiety, depression, and other emotional reactions 
may occur if these needs are not met.

Native American Elderly
As a result of their limited adoption of mainstream society’s val-
ues and ways of life, living arrangements of elderly Native Amer-
icans may differ greatly from those of elders of other cultures. All 
members of a tribe care for the elderly, who may have lived on 
reservations their entire lives and may have been isolated from 
mainstream society. The majority of Native Americans live in 
California, Oklahoma, Arizona, New Mexico, Texas, and North 
Carolina. Consequently, the above-mentioned considerations 
for satisfactory living arrangements may not apply for the elderly 
Native American (AOA, 2009; University of Missouri, 2003c).

African American Elderly
The majority of African American elderly live in eight states: New 
York, Florida, California, Texas, Georgia, North Carolina, Illinois, 
and Virginia. Approximately 23% of African American elderly live 
in poverty. More than twice as many elderly African American males 
as elderly white males are divorced or separated. Approximately 
29% of males and 40% of females live alone. African American 
elderly females with declining health are frequently the sole head 
of household. If elders live with their children, family networks 
provide the main source of needed assistance later in life. The pos-
sibility of being institutionalized for physical or mental disabilities 
decreases (AOA, 2009; University of Missouri, 2003a).

Hispanic Elderly
Compared with white and African American elderly, more 
Hispanic elderly are found living within neighborhood com-
munities or “barrios” with their children or other members of 
their extended family, rather than in nursing homes or other 
institutional settings. Statistics indicate that approximately 
70% of the Hispanic elderly live in California, Texas, Florida, 
and New York. Unfortunately, these neighborhoods are often 
densely populated, economically depressed metropolitan areas 
in which high crime rates occur, posing a threat to the Hispanic 

elderly’s safety and security. The poverty rate for Hispanic 
elderly is 17.1% (AOA, 2009; University of Missouri, 2003b).

Asian American Elderly
The number of Asian American elders living below the poverty 
level (12%) is slightly higher than that of the white older popula-
tion (10%). Approximately 84% of Asian American elderly men 
and 47% of elderly women live with spouses or other relatives. 
Approximately 60% of the elderly live in California, Hawaii, and 
New York. As more adult married children work and become 
Westernized there is a pressing need for more affordable housing, 
congregate housing, and nursing facilities (American Association 
of Retired Persons [AARP], 2003; AOA, 2009; DuPuy, 2002).

Arab American Elderly
Approximately 6 million Arab Americans reside within the 
United States. A majority of them live in California, New York, 
and Michigan. The average household consists of 3.81 individu-
als. The elderly are regarded with deep respect, are given prior-
ity in all walks of life, and whether they live together with their 
children or separately, elderly parents are usually consulted in 
all decision-making processes. Care of the elderly is regarded 
as an avenue to Heaven. They are usually cared for within the 
family, by an extended family, or within a close-knit community 
as family members try to live close to each other geographi-
cally. Institutionalization of the elderly such as assisted living or 
long-term care is discouraged (Ahmad, 2004; AOA, 2009; Arab 
American Museum.Org, 2009; Gallup Poll, 2007).

Adjusting to Late Life or Retirement Income

According to the CDC (2009), many older Americans no lon-
ger view retirement as an “endless vacation,” but rather as an 
active, engaged phase of life that includes work, public service, 
relaxation, and leisure activities. These individuals state that 
they want to be active and productive. Statistics indicate that 
older Americans are becoming better educated with at least 
some college education and have more fi nancial resources than 

TABLE 30.2

Psychological Theories of Aging

Theorist Summary of Theory

Piaget (1961) Elderly adults experience a gradual progression of unique, cognitive development that should not be measured 
against the norms of young or middle-aged people.

Erikson (1963) Elderly adults experience the last stage of life, from which they can look back with integrity or despair.

Peck (1968) Elderly adults experience three discrete tasks of old age related to the establishment of integrity:
 Ego differentiation versus work role preoccupation.
 Body transcendence versus body preoccupation.
 Ego transcendence versus ego preoccupation.

Neugarten (1968) “Interiority” is characteristic of aged persons and indicates a growing interest in inner development during later life.

Jung (1971) The last half of life has a purpose of its own; it is characterized by inner discovery, as opposed to the fi rst half, 
which is oriented to biologic and social issues.

Kohlberg (1973) Crises and turning points of adult life are moral dilemmas.
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did previous generations. Still, retirement may pose a fi nancial 
crisis for some older Americans. For example, not all people are 
fortunate enough to have a savings account and receive Social 
Security payments, retirement benefi ts, or some other form 
of supplemental income. Marriages may be strained by role 
changes related to retirement or to caring for a physically frail 
or cognitively impaired partner. Problems of adult children or 
grandchildren (eg, illnesses, unemployment) can burden retired 
elders, especially if families expect fi nancial support, child-care 
help, or cohabitation. Many individuals who retire re-enter the 
work force when economic hardships occur. Adjusting one’s 
standard of living to a reduced income can be quite stressful 
for the elderly when the cost of living continues to rise (Experi-
ence Corps, 2009; Miller, 2005; Sadock & Sadock, 2008).

Native American Elderly
The average Native American barely lives long enough to reach 
the age of eligibility for most age-related benefi t programs. Time 
takes on new meaning for the elderly Native American. Time 
is measured according to natural phenomena such as seasonal 
change, and the “right time” is viewed as when one is ready. 
Living in the present takes precedence over planning for the 
future. As noted earlier, the average life expectancy of the Native 
American person is 65 years. Although a literature search was 
conducted, no information was available regarding late-life or 
retirement income for the surviving Native American elderly. 
(AOA, 2009; University of Missouri, 2003c).

African American Elderly
African American male elders generally have fewer personal 
postretirement resources than white males and are more 
dependent on Social Security and Supplemental Security 
Income. Many African American elderly males regard them-
selves as “unretired-retired” because they generally continue 
to work after retirement age unless they are forced to retire 
because of a physical or mental disability. According to the 
AOA, the estimated median income is $24,343 for elderly 
African American males compared to $14,021 for females 
(AOA, 2009; University of Missouri, 2003a). No informa-
tion is available concerning retirement and African American 
elderly females.

Hispanic Elderly
Many Hispanic elderly have confronted educational and 
employment barriers throughout their younger years. A  history 
of unemployment or a lifetime of hard work in unskilled labor 
positions, with defi cient or nonexistent retirement programs, 
prevents the accumulation of suffi cient wealth to  sustain them 
in their later years (University of Missouri, 2003b). Hispanic 
elders are less likely to receive Social Security than their Afri-
can American and White counterparts. If eligible, they are 
more likely to receive the minimum benefi t because of a his-
tory of low-paying jobs. Although the median income for fami-
lies of the Hispanic elderly age 65 and over is estimated to 
be $31,544, approximately 16% of the elderly make less than 
$15,000 (AARP, 2009; AOA, 2009).

Asian American Elderly
Asian Americans are more likely than white elderly to continue 
working after age 65 years. The median income is estimated to 
be $23,500 for elderly males and $13,603 for females. Social 
Security is the only source of retirement income for approxi-
mately 34% of elderly Asian Americans (Social Security Admin-
istration, 2003). The vast majority of Asian American seniors do 
not speak English as a fi rst language and often struggle with the 
bureaucracy of social service and Medicaid programs. The pov-
erty rate is estimated to be 12% (AOA, 2009; Ho, 2002).

Arab American Elderly
Male family members are the major bread winners for their fam-
ilies. They represent every economic strata of American life such 
as entrepreneurs, executives, managers, professionals, and sales-
men. Statistics indicate the median household income ranges 
from $30,000 to $50,000. However, senior Arab Americans 
who immigrated to the United States prior to the 1960s may 
face economic hardship. Many held professional occupations 
in their home countries but had diffi culty fi nding comparable 
employment in the United States. The loss of previously held 
social and economic status has a negative impact on adjusting 
to retirement income, unless seniors have access to alternative 
fi nancial resources (Ahmad, 2004; Detroit Free Press, 2009).

Establishing Comfortable Routines

Old age is a gift. It has set me free. I like the person I have 
become. I am not going to live forever, but while I am still 
here, I will not waste time lamenting what could have been, 
or worrying about what will be.

—Anonymous

Late adulthood (65 years of age or older) is considered by many 
to be a time for the pursuit of leisure and for freedom from the 
responsibility of previous working commitments. It allows one 
to establish a comfortable routine such as participating in a 
weekly bowling league during the day, doing volunteer work, 
or developing new hobbies. Conversely, late adulthood may be 
a time of stress, especially for the “workaholic” or type A per-
sonality, who needs to be busy all the time. “All my husband 
does is get in my way. He’s always underfoot like a little puppy 
dog. I wish he were still working,” “I thought we’d do things 
together such as golf, bowl, or play bridge. He’s not interested 
in doing anything,” and “I don’t enjoy life any more. There’s 
nothing to look forward to now that I am retired,” are just a 
few comments by persons having diffi culty adjusting to new 
routines during late adulthood. On the positive side, a senior 
citizen thoroughly enjoying late adulthood made the follow-
ing comment: “I don’t know how I managed to work before. I 
don’t have enough time in the day to do everything.”

Native American Elderly
The lifestyle of elderly Native Americans differs greatly in com-
parison with the lifestyle of mainstream society. Native Americans 
 comprise approximately 530 different tribes and, of these, 280 
reside on reservations. Reservation tribes differ among them-
selves in customs, language, and family structure. Elderly Native 
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 Americans believe that each being has its own unique function and 
place in the universe. God is part of everything,  including the rou-
tine of daily living. In traditional families, part of the elderly Native 
American’s comfortable “aging routine” is spending time with 
members of the extended family and passing down one’s wisdom 
and knowledge to the young (University of Missouri, 2003c).

African American Elderly
Retired African American elderly grandparents are often com-
pelled to act as substitute parents for orphaned grandchildren or 
grandchildren of single parents. Instead of the retirement time 
they had looked forward to, they may be faced with the task of 
raising young children again (University of Missouri, 2003a).

Hispanic Elderly
Hispanic elderly tend to view themselves as old much earlier 
in life (eg, 60 years of age as compared with age 65 years for 
African Americans and White Americans) and expect fewer 
remaining years of life than any other group. Established nega-
tive attitudes and expectations about aging limit their ability to 
establish comfortable routines enjoyed by their elderly coun-
terparts (University of Missouri, 2003b).

Asian American Elderly
Asian American men can expect to live to age 84 and women 
can expect to live to age 88. With longer life expectancies, they 
will live more years in retirement, allowing them the opportu-
nity to establish a comfortable retirement routine. As a result 
of longer life expectancy, there is a demand for social and com-
munity outreach programs to provide bilingual, bicultural 
 services (DuPuy, 2002).

Arab American Elderly
For many Arab American immigrants and their descendents, it is 
often diffi cult to fi nd a balance between establishing comfortable 
routines while adapting to a new culture.  Most elderly immi-
grants retain some of their cultural identities such as language, 
dress, food, beliefs, and values even after living in the United 
States for generations (Arab American Museum.Org, 2009).

Maintaining Love, Sex, and Marital 
Relationships

Marriage undergoes stress as a couple becomes elderly, partly 
because goals for each person and for the marriage need 
redefi nition. For the elderly, marriage has its own purposes: 
 collaboration, companionship, continuity, affi rmation, support, 
protection, and physical intimacy. Marriage can become more 
positive if the elderly couple succeeds in bringing a truce to old 
confl icts, adopting an attitude of letting go, and feeling linked as 
the couple progresses through the aging process (Zoler, 2008). 
The notion that old age will be sexless has been proven false 
in study after study. Elderly adults adapt and reprioritize sex, 
expressing sexuality in diffuse ways. Provided that they are 
healthy, elderly people are capable of an active sex life into their 
80s and 90s. Sexual performance may be slowed somewhat 
with aging, but sexual pleasure and capacity remain intact.”

Sexual problems can arise in later years due to physiologic 
changes, fear of impotence, fear of a heart attack because of 
physical exertion, or boredom. An older widowed man is able 
to establish a new marital relationship more readily than an 
older woman because of the availability of women in his age 
group or younger women. Stereotypically, older women are 
generally frowned upon if they marry a much younger man.

Kanapaux (2003) addresses the issues of fear and stigma 
as homosexual seniors progress through this developmental 
stage. Although gay and lesbian clients may encounter negative 
reactions from service providers at all ages, the experience can 
be especially diffi cult for seniors. Overt discrimination by the 
public and medical professionals has caused them to adopt a 
strategy of keeping their sexual orientation hidden. Most gay 
and lesbian seniors have support networks; however, same-sex 
partners lack the rights given to family members in terms of visi-
tations, decision making, and care giving. Senior Action in a Gay 
Environment (SAGE) is the nation’s oldest and largest social ser-
vice agency for lesbian, gay, bisexual, and transgender seniors. 
SAGE has created a training guide for social service agencies to 
recognize the needs of gay and lesbian clients. Its mission is to 
eliminate the institutionalized homophobia that may exist within 
various organizations that provide services to elderly clients.

Native American Elderly
Self-disclosure about personal concerns (eg, love, sex, and 
marital relationships) to someone outside of the traditional 
family is not normally done by Native American elderly. The 
husband is the head of the household, although the wife has a 
voice in decision making (University of Missouri, 2003c).

African American Elderly
African American elderly are the most unpartnered group 
in America. According to year 2000 census fi gures, 54% of 
African Americans have never married. Furthermore, approxi-
mately 36% of African Americans have divorced, compared 
with 34% of whites. The “sexual revolution” of the last two 
decades has wreaked havoc on African American relationships. 
Many African American men say they prefer companionship to 
long-term commitments (Peterson, 2000).

Hispanic Elderly
Nearly twice as many Hispanic men as women age 65 years 
and older are married and living with their spouse, a pattern 
mirrored in the White older population. It appears that elderly 
Hispanic men have a more favorable chance of completing this 
developmental task than do elderly Hispanic women (ie, there 
are 71 men for every 100 women). About the same proportion 
of Hispanic and white women are widowed (AARP, 2003).

Asian American Elderly
The developmental task of maintaining love, sex, and marital 
relationships may not be completed by many Asian American 
elders, especially elderly women. According to research, the 
majority of Asian American elderly women are widowed and 
living in isolation. A smaller proportion remain single in their 
later years (AARP, 2003; Ho, 2002).
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Arab American Elderly 
Marriage is a solemn vow for Arab Americans refl ected by low 
divorce rates. The role of the woman in marriage is affected by 
country of origin, religion, degree of assimilation, and indi-
vidual characteristics. The women often marry older men who 
provide fi nancial security. Marital sex is a private matter. Extra-
marital sex is considered to be shameful for a female. Divorce 
for personal unhappiness is discouraged (Ahmad, 2004).

Keeping Active and Involved

Butler and Lewis (1982) have identifi ed special characteristics 
that demonstrate the ability of the elderly to keep active. These 
characteristics include the desire to leave a legacy; the desire 
to share knowledge and experience with younger generations; 
the ability to demonstrate an increased emotional investment 
in the environment; a sense of immediacy or “here-and-now” 
due to the decreased number of years left; the ability to expe-
rience an entire life cycle; increased creativity and curiosity; 
and a satisfaction with life. Physical illness may prevent a cli-
ent from being active and becoming involved with others. 
The theory of disengagement assumes that society expects and 
older people desire to disengage or remove themselves from 
important activities such as employment, a fi gurehead role in 
the family, and civic responsibility. Supporting Evidence for 
Practice 30-1 highlights a study addressing the relationships 
among aging, social factors, lifestyle, and memory.

Active senior citizens may participate in volunteer 
employment programs such as Retired Senior Volunteer Pro-
gram (RSVP), Service Corps of Retired Executives (SCORE), 

Volunteers in Service to America (VISTA), Peace Corps, Foster 
Grandparents Programs, and Senior Opportunities and Service 
(SOS) programs.

Native American Elderly
Keeping active and involved can be a challenge for elderly 
Native Americans because more than 80% of elderly Native 
Americans do not have telephones. The majority also do not 
receive newspapers or have television sets. According to tradi-
tion, knowledge and experience is shared with younger gener-
ations; however, there is minimal involvement with the outside 
world. Life-cycle events are marked by special rituals. Tribal 
and family ties are strong, contributing to a sense of belonging 
to a social group (Boyle, 2003; University of  Missouri, 2003c).

African American Elderly
In general, elderly African Americans do not participate in 
social or recreational activities that are outside the realm of 
their individual cultural traditions, backgrounds, or experi-
ences. Spirituality, faith in God, and increased participation 
in religious activities play an important role in elderly African 
Americans’ ability to keep active and involved during the aging 
process (University of Missouri, 2003a).

Hispanic Elderly
Of all minority older persons age 65 years and older, Hispanic 
elderly are the least educated. Approximately 10% have had 
no education, and only 27% have graduated from high school. 
Language and transportation barriers, living in isolated areas, 
living on an inadequate income, and functional limitations 

Understanding the Effect of Aging and Socialization on Memory

SUPPORTING EVIDENCE FOR PRACTICE 30.1

PROBLEM UNDER INVESTIGATION / What is the 
relationship among aging, social factors, lifestyle, and 
memory?

SUMMARY OF RESEARCH / Subjects included 497 
participants aged 25 to 80 years who had participated 
in the Maastricht Aging Study, a longitudinal repre-
sentative study of cognitive aging in the Netherlands. 
Memory change, memory anxiety, and memory ca-
pacity were evaluated. Lifestyle was measured by the 
number of hours per week the subjects spent in sports 
activities, how active the subjects perceived them-
selves to be, participation in voluntary organizations, 
and contact with available family and friends. Subjects 
were also asked if they had children, a partner, or a 
full-time or part-time job. A nine-item version of the 
Health Locus of Control instrument was used to ob-
tain data. Results of the study indicated that better 
subjective memory was associated with youth, health, 
education, and internal orientation. Higher memory 

capacity was associated with younger age, fewer 
health problems, being female, frequent contact with 
family/friend, higher internal locus of control, and 
self-perception as active. Intact memory capacity was 
associated with being female and self-perception as 
active. Self-perception had greater impact than the 
hours per week the subject was engaged in activity. 
The researchers suggest that increasing an elder’s so-
cial activity may support successful aging.

SUPPORT FOR PRACTICE / Psychiatric–mental 
health nurses working with older clients need to keep 
this study in mind and design nursing interventions 
to improve cognitive functioning and reduce anxiety 
about memory loss. Furthermore, the nurse should 
encourage elder clients to engage in physical and 
 social activities.

SOURCE: Stevens, F. C. J., Kaplan, C. D., Ponds, R. W., Diederiks, J. P. M., 
& Jolles, J. (1999). How ageing and social factors affect memory. Age and 
Ageing, 28(4), 379–384.
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can contribute to lack of motivation, thus preventing Hispanic 
elderly from becoming active and involved within the com-
munity (AARP, 2003).

Asian American Elderly
Although a large number of recent Asian American elderly 
immigrants are high-school graduates and are well educated 
professionally, cultural and language differences may provide 
barriers to their ability to remain active and involved in their 
communities (AARP, 2003).

Arab American Elderly 
For decades, Arab American elderly have voted and succeeded 
in electing their candidates to public offi ce (eg, John Sununu 
and Donna Shalala). Throughout the year, Arab Americans 
celebrate many religious and cultural holidays. Some of the 
religious holidays, such as Christmas, are celebrated with 
Americans. Others, such as Eid al-Fitr, are celebrated with 
Muslims. Arab Americans also celebrate American holidays 
such as Thanksgiving and the Fourth of July by eating both 
traditional Arab and American food (Arab American Museum.
Org, 2009; Detroit Free Press, 2009).

Staying in Touch with Other Family 
Members

A 94-year-old woman placed in a nursing home by her family 
made this statement: “I cry inside every day. Each time they 
come to visit me, I beseech them to take me home… All I 
want… is to hold my daughter’s hand and be surrounded by 
those people and things I love.”

The following poem appeared in a local newspaper along 
with a drawing of a forlorn-looking elderly woman sitting 
alone in her home:

Next year.
They said they’ll come down for Christmas next year.
Excuses again.
It’s warm today.
Too warm for Christmas anyway.
I don’t think I can wait another year.

—Larry Moore, 1983

This verse depicts the loneliness experienced by many 
elderly people without family or a substitute support system, 
especially on holidays, anniversary dates, and birthdays.

Loneliness can lead to depression and thoughts of suicide. 
The elderly are considered to account for approximately 25% 
of suicides reported yearly (American Psychiatric Association 
[APA], 2000; Blazer, 1996). Persons who meet the develop-
mental tasks of maintaining love, sex, and marital relationships, 
and who keep active and involved, probably would be able to 
cope with separation from family members more readily than 
those who choose to disengage themselves from society.

Native American Elderly
Most elderly Native Americans have large extended families 
and are able to stay in touch with family members. Sharing of 

 responsibilities by family members, respect for others, and allow-
ing for individual freedom are integral parts of the Native Ameri-
can lifestyle. Generosity is valued, especially in helping family 
members and others who are less fortunate. Tribal organizations 
arrange for supportive services to the elderly when needed (AOA, 
2009; Andrews & Boyle, 2008; University of Missouri, 2003c).

African American Elderly
As noted earlier, many elderly African Americans are divorced 
or live alone and do not have family members with whom they 
can visit. In addition to the lack of a family support group, 
prejudice and discrimination experienced by several minor-
ity groups within our society can also be factors that affect the 
quality of life of elderly African Americans, leading to loneli-
ness or depression. Research has shown that church members 
often provide assistance to those in need. Individuals who are 
friends, but not related to the elderly, may play a signifi cant 
role in helping them meet this developmental task of staying 
in touch with other family members. Statistics indicate that in 
2006 the Older Americans Act Programs, a program that tar-
gets “aging networks” and provides services to persons with 
the greatest social and economic needs, provided services to 
11% of African American elderly (AOA, 2009; Andrews & 
Boyle, 2008; University of Missouri, 2003a).

Hispanic Elderly
Hispanic family values are becoming increasingly vulnerable 
to acculturation, creating an increased need for housing in 
metropolitan areas because Hispanic elderly continue to prefer 
to remain in familiar neighborhoods, close to family. Statistics 
indicate that the percentage of elderly Hispanic living with 
relatives is approximately twice that of the total older popula-
tion. Living with family gives the Hispanic elderly social con-
tact and an opportunity to attend functions important in the 
Hispanic family system. It also provides the Hispanic elderly 
with an opportunity to serve as a role model for younger mem-
bers of the family. Approximately 8.2% of the Hispanic elderly 
received assistance from the Older Americans Act Programs in 
2006 (AOA, 2009; University of Missouri, 2003b).

Asian American Elderly
An increasing number of Asian American elderly are no longer 
living with their adult children. This break in tradition (ie, that 
of keeping in close touch with other family members) is leading 
to a critical need of various agency support services (eg, home 
care, education, transportation, translation, and public health) 
and companionship. No statistics were found regarding the 
percentage of Asian American elderly receiving assistance from 
the Older Americans Act Programs (AOA, 2009; Andrews & 
Boyle, 2008; DuPuy, 2002; Ho, 2002).

Arab American Elderly 
Like other ethnic minorities in the United States, Arab Ameri-
cans try to preserve their culture and pass it on from one gen-
eration to another. They try to maintain contact with their 
extended family and members of their town of origin who may 
be dispersed throughout the world. Family and town reunions, 
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community banquets, conventions, and festivals all allow Arab 
Americans to preserve and celebrate the culture of their home-
lands and to keep ties with others back home. No current sta-
tistics are available regarding the percentage of Arab American 
elderly receiving supportive services from government pro-
grams (AOA, 2009; Arab American Museum.Org, 2009).

Sustaining and Maintaining Physical and 
Mental Health

Various emotional and behavioral reactions occur as people 
undergo the physiologic changes of the aging process such as 
impaired vision and hearing, limited mobility, incontinence, 
and a decline in cognitive abilities. These reactions include 
anxiety, frustration, fear, depression, intolerance, stubborn-
ness, loneliness, decreased independence, decreased produc-
tivity, low self-esteem, and numerous somatic complaints (also 
referred to as hypochondriasis). Older clients often experience a 
slowing of their mental and physical reactions and are unable 
to do anything about it. Reactions to aging are further com-
pounded by the sight of younger people performing their job 
and assuming their role.

Loss is a predominant theme characterizing the emotional 
experiences of older people. The aged person fears loss of con-
trol over daily routines, loss of identity, confi nement (eg, place-
ment in a nursing home or hospital), social isolation because 
of failing health, and death (20%–25% of the elderly occupy 
nursing homes when they die) (Brozovic & Wald, 2000).

Native American Elderly
Although elderly Native Americans are cared for by members of 
their tribe and receive extended family support, many elderly 
Native Americans enter their later years as survivors of signifi -
cant stressors (eg, economic strife and discrimination) that take 
a toll on their physical and mental health. The geographic loca-
tions of reservations often provide a barrier to accessing health 
care. Death rates among elderly Native Americans are attributed 
to tuberculosis, diabetes, pneumonia, infl uenza, heart disease, 
malignant neoplasms, accidents, alcoholism, suicide, and homi-
cide (Andrews & Boyle, 2008; University of Missouri, 2003c).

African American Elderly
More than 50% of African American elderly are in poor 
health. They experience multiple chronic illnesses (eg, anemia, 
 diabetes, hypertension, and obesity) that can progress into 
more severe complications. Also, they tend to be institutional-
ized for psychiatric–mental health disorders (eg, multi-infarct 
and alcoholic dementia) more often than White elderly. Their 
admissions to psychiatric–mental health facilities are less likely 
to be  voluntary. Statistics indicate that approximately 95% of 
African American elderly have some form of insurance coverage 
(eg, Medicare, Medicaid) and access to health care (AOA, 2009; 
Andrews & Boyle, 2008; University of Missouri, 2003a).

Hispanic Elderly
Physical health is ranked as the most serious concern and fear 
that Hispanic elderly face. Their work, primarily unskilled 

labor, which often involved hard physical labor, has left them 
vulnerable to a variety of illnesses and disabilities. Hyperten-
sion, cancer, diabetes, arthritis, and high cholesterol are the 
leading medical problems found among the Hispanic elderly. 
In addition, Hispanic elderly who experienced functional limi-
tations are at risk for mood disorders, such as depression (Uni-
versity of Missouri, 2003b).

Buki (2005), a psychiatrist of Latin American origin, states 
that the Hispanic immigrants in the United States have unique 
mental health needs. The most frequent complaints are insom-
nia and trouble concentrating. Although some men report 
a history of physical and verbal abuse as political prisoners 
and a few women report experiencing sexual abuse or rape as 
adolescents, few of these individuals have ever seen a psychia-
trist because of the stigma and cost of treatment. Buki lists the 
most common psychiatric disorders experienced by Hispanic 
elderly immigrants as anxiety disorders, mood disorders, and 
age-related cognitive decline and dementias, whereas the least 
common disorders are alcohol and substance abuse.

Asian American Elderly
Although depression exists among Asian American elders, with 
40% of them reporting symptoms of the condition, a defi ciency 
in psychiatric–mental health services emphasizes the need for 
bicultural and bilingual psychiatric care. Certain types of can-
cers, hypertension, and tuberculosis are major health concerns 
of Asian American elderly. Relatively few data exist regarding 
the use of medical health care services by Asian American 
elderly. However, approximately 50% of Asian American elders 
have health insurance through Medicare, 41% receive Medic-
aid benefi ts, and 24% are covered by health maintenance orga-
nization plans. Cultural and language differences, a reliance on 
folk medicine, and a distrust of Western medicine help explain 
why Asian American elderly are less likely to use formal health 
care services (AARP, 2003; Asian American Federation of New 
York, 2003; DuPuy, 2002).

Arab American Elderly  
Many Arab American elderly immigrants were accustomed to 
free universal health care and private health care at costs much 
below those in the United States. Therefore, they may not 
 understand the complicated US health care system  characterized 
by third-party insurance and managed care. They may not take 
advantage of the free or low-cost services offered by federally 
supported community health programs such as Medicare and 
Medicaid, because the programs may be unfamiliar with their 
language and culture. Also, the Arab American elderly may not 
place a priority on preventive care and may not seek those ser-
vices. Mental illness is often stigmatized. A person with mental 
distress may not seek advice from professionals, or even family 
members. Stressors related to loss of previously held social and 
economic status may precipitate some forms of depression. In 
addition, elderly immigrant women may be more isolated from 
the wider society than the elderly men. Isolation may be one 
of the factors to precipitate depressive illness in both men and 
women (Ahmad, 2004).
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Finding Meaning in Life

Listen to the aged. They will teach you. They are a distin-
guished faculty who teach not from books but from long 
experience in  living (Burnside, 1975, p. 1800).

The elderly reminisce frequently as they adapt to the aging pro-
cess. They are eager to talk about days gone by. Schrock (1980) 
refers to Roger C. Peck’s concept of ego transcendence versus 
ego preoccupation in her discussion of the elderly person’s out-
look on life. Ego transcendence describes a positive approach to 
fi nding meaning in life as aging persons talk about past life expe-
riences and realize that they have the wisdom and knowledge to 
serve as resource persons. They are willing to share themselves 
with others, remain active, and look to the future. Persons exhib-
iting ego preoccupation resign themselves to the aging process, 
become inactive, feel they have no future, and wait to die. They 
do not feel their lives have any signifi cant meaning to themselves 
or others as they disengage themselves from society.

Neugarten (in Schrock, 1980) discusses fi ve components 
of measuring the elderly person’s satisfaction with life:

 1. Zest versus apathy
 2. Resolution and fortitude versus passivity
 3. Congruence between desired and achieved goals
 4. Self-concept
 5. Mood tone

Table 30-3 compares ego transcendence and ego preoccupa-
tion using Neugarten’s fi ve components of life satisfaction, 
which is a helpful tool for assessing older clients.

Native American Elderly
The meaning of life for elderly Native Americans does not 
rely upon individual success. Ego transcendence occurs as the 
elderly present themselves with respect to the world, provide 
security to the extended family, consider the extended family’s 
welfare when making decisions, and pass down their wisdom 
and learning to the young. There is prestige with age as long 

SELFAWARENESS PROMPT
Imagine what your own emotional or 

behavioral reactions would be to the following 
physical impairments: loss of hearing or sight, 
inability to speak because of a stroke, inability to 
perform ADLs because of left-side paralysis or 
disorientation, and incontinence of urine or stool 
due to loss of bladder or bowel control. How would 
you cope? What activities that you currently enjoy 
would be impeded by these impairments? What if 
you had no direct family members to care for you?

TABLE 30.3

Neugarten’s Five Components of Life

Ego Transcendence Ego Preoccupation

Zest Apathy
Enthusiastic and personally involved in activities around him 

or her
Bored, lacks energy and interest in others and activities around him 

or her

Resolution and fortitude Passivity
Assumes an active responsibility for one’s life and actions. 

Maslow describes this self-actualized person as realistic; 
accepting of others; spontaneous in actions; displaying a 
need for privacy, autonomy, and independence; democratic; 
and humorous (Schrock, 1980).

Does not assume an active responsibility for one’s life and action; 
remains inactive and passive, allowing things to happen

Goal congruence (has achieved goals) Goal incongruence (has not achieved goals)
Satisfi ed with the way goals have been met

Feels successful as a person
Regrets action taken to achieve goals; dissatisfi ed with the way life 

is treating her or him

Positive self-concept Negative self-concept
Likes one’s physical appearance and cares about how one 

presents self to others
Feels competent; is able to socialize with others without feeling 

like a “third party”

Does not place much emphasis or concern on physical appearance; 
feels incompetent; is unable to relate to others socially without 
feeling as if he or she is imposing

Positive mood tone Negative mood tone
Has the ability to appreciate life, displays a sense of humor, is 

optimistic and happy 
Is unable to appreciate life; displays a pessimistic attitude; may be 

irritable, bitter, or gloomy in emotional reactions
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as the elderly person can function independently. When ego 
transcendence is accomplished, the elderly Native American 
views himself or herself as brave, patient, honest, and respect-
ful of others, and believes the self to be in balance with nature 
(Andrews & Boyle, 2008; University of Missouri, 2003a).

African American Elderly
African American elderly who experience external stressors 
(eg, lack of a family support system, chronic medical prob-
lems, socioeconomic disadvantages, prejudicial treatment, or 
unresolved personal confl icts) are at risk for the development 
of ego preoccupation rather than ego transcendence. Ego tran-
scendence may be accomplished when the elderly learn to cope 
with external stressors, manage chronic medical problems, and 
utilize community resources that focus on meeting their needs. 
For example, African American churches have tremendous 
infl uence on the daily lives of their members. They serve as 
a source of spiritual and social support and as a caretaker for 
the cultural characteristics of Black culture (Andrews & Boyle, 
2008).

Hispanic Elderly
Similar to their African American counterparts, the Hispanic 
elderly often resign themselves to the aging process, feeling use-
less and unmotivated. Hispanic family structure is  traditionally 
hierarchical in nature, placing respected elder members at the 
top. However, emotional overinvolvement, divided loyalties 
among family members, and the need to keep the family together 
can create added stress for the elderly and place them at risk for 
the development of ego preoccupation (University of Missouri, 
2003b).

Asian American Elderly
Many Asian American elderly have experienced rejection by 
their Americanized children. Consequently, they live alone 
and depend more on friends and neighbors than their adult 
children for support. They feel ashamed to seek help and are 
reluctant to reveal their physical or psychological needs. If 
these circumstances prevail, the Asian American elderly have 
diffi culty fi nding meaning in life and are at risk for exhibiting 
ego preoccupation rather than ego transcendence (Ohio State 
University Extension, 2003).

Arab American Elderly
Although there are many cultural issues that are challeng-
ing for the Arab American elderly (eg, gender roles and per-
ceived lack of respect by the general public), many are able to 
 experience ego transcendence. A discussion of life satisfaction 
of Arab Americans revealed that the elderly and disabled are 
respected, viewed as blessings, and are cared for within the 
family or by a close-knit community. They are given priority 
in all walks of life and are usually consulted in all decision-
making processes. Self-reports by the subjects in a Gallup Poll 
indicated that approximately 50% of the Arab Americans (also 
called Muslim Americans) interviewed rated themselves as a 
step 7 or “thriving” on a scale of 1 (worst possible life) to 10 
(best possible life) (Ahmad, 2004; Detroit Free Press, 2009; 
Gallup Poll, 2009).

PSYCHODYNAMICS OF AGING
According to Erikson (1963), the elderly experience the last stage 
of psychological development, identifi ed as ego integrity versus 
despair. Individuals who experience ego integrity develop a sense 
of satisfaction with life and its meaning and believe that life is ful-
fi lling and successful. They adapt to the changing environment 
and strive toward personhood as they adjust to and overcome 
what has been referred to as a “season of losses.” Such losses 
include physical attractiveness, friends and affi liations, occu-
pation, material prosperity, physical abilities, power, prestige, 
sexual opportunities, intimacy, and strength. Those elderly indi-
viduals who experience despair may exhibit patterns of behavior 
or emotional reactions such as those listed in Box 30-1.

A nonspecifi c condition often seen in elderly clients is 
referred to as failure to thrive. This syndrome, diagnosed in 
newborns and resulting from conditions that interfere with nor-
mal metabolism, appetite, and activity, also occurs in the elderly 
as a result of systemic disease, acute or chronic illness, or psy-
chological stress. Clinical symptoms include unexplained weight 
loss, deterioration in mental status and functional ability, and 
social isolation. The more common psychodynamics of aging 
(eg, emotional reactions, cognitive changes, and behavioral dis-
turbances) that occur in the elderly are discussed in this chap-
ter. They include anxiety, loneliness, guilt, depression, somatic 
complaints, paranoid reactions, dementia, and delirium.

Anxiety

Anxiety disorders were believed to decline with age. Experts 
are now beginning to recognize that anxiety and aging are not 
mutually exclusive. Although anxiety is as common in the 
elderly as in the young, how and when it appears can be dis-
tinctly different in older adults. Most of the older adults with 
an anxiety disorder had one when they were younger. The loss 
of mental acuity, admission to a nursing home, loss of a spouse, 
emergency surgery, confi nement to bed because of a physical 
illness, and the diagnosis of a terminal illness are examples of 
the stressors and vulnerabilities unique to the aging process 
that may precipitate anxiety or exacerbate an existing anxiety 
disorder (eg, generalized anxiety disorder or panic disorder). 
Anxiety disorders in older adults might be complicated by 

Elderly Responses to Despaira

Hypersomnia: Sleepy all day •
Insomnia: Inability to stay asleep •
Insomnia: Diffi culty falling asleep •
Suspiciousness •
Persecutory thoughts •
Depressed mood •
Hypochondriasis •
Anxiety •

aReactions are listed in order of descending prevalence.

BOX 30.1
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comorbid dementia, depression, or other psychiatric disorders. 
The prevalence of anxiety disorders in older adults ranges from 
0.4% for obsessive–compulsive disorder to 11.5% for general-
ized anxiety disorder (Anxiety Disorders Association of Amer-
ica, 2003; Lauderdale, Cassidy-Eagle, & Sheikh, 2008).

Because older adults may be unaccustomed to expressing 
their feelings openly, pent-up feelings and concerns or reac-
tions to loss may manifest themselves as physical or somatic 
complaints, insomnia, restlessness, fatigue, hostility, depen-
dency, and isolation. (See Chapters 19 and 20 for additional 
information on anxiety.)

Loneliness

As the individual continues to age, isolation and quietness take 
over environments that once were lively with children, pets, 
and neighbors in the hustle and bustle of everyday life. The list 
of acquaintances dwindles and old friends are often relocated to 
alternative settings. Attachments, phone calls, and communication 
tend to lessen over time (Aebischer, 2008). Loneliness is consid-
ered the “reactive response to separation from persons and things 
in which one has invested oneself and one’s energy” (Burnside, 
1981, p. 66). Burnside lists fi ve causes of loneliness in the elderly 
(from most common and severe to least common and severe):

 1. Death of a spouse, relative, or friend
 2. Loss of a pet: Some elderly persons relate to pets as 

though they are family members, and the death of a long-
time pet can be very traumatic.

 3. The inability to communicate in the English language: 
People feel isolated and lonely if they are in a foreign envi-
ronment or are unable to understand what is being said.

 4. Pain: People often complain of loneliness when pain 
occurs during the late-evening or early-morning hours 
because no one is around to provide comfort.

 5. Certain times of the day or night: Changes in living habits 
due to institutionalization in a nursing home may cause 
loneliness because the elderly are no longer able to perform 
daily or nightly rituals. Daily activities generally provide 
some stimulation for the elderly, whereas quiet evenings can 
seem quite long, especially if no relatives or friends visit.

Limited social contacts can lead to carelessness, apathy, 
decreased attention to physical appearance and nutritional 
needs, and a diminished sense of self-worth. Elderly clients 
who experience loneliness are at risk for the development of 
late-life depression and suicide (Aebischer, 2008).

Guilt

As elderly clients experience the life-review process, remi-
niscing about the past, guilt feelings may emerge from past 
 confl icts or regrets. For example, an elderly man revealed guilt 
about not lending his daughter and son-in-law money several 
years ago when they were in a fi nancial bind. At the time of 
the request, the man felt that the couple should be able to sup-
port themselves. “Young people don’t appreciate things given 
to them on a silver platter. They need to work for what they 
get. Then they’ll take care of it,” were his words of advice when 

they asked for help. He went on to state that they had plenty of 
money now, but “money doesn’t keep one company.” Feelings 
of guilt may also occur when a client considers past grudges, 
actions taken against others, outliving others, or unemploy-
ment or retirement.

Late-Life Depression

Late-life depression is a major public health problem. As the 
elderly population grows, the number affl icted increases. The 
problem is further compounded because rates of depression 
are especially high in elderly individuals who are medically ill. 
Depressive symptoms are present in about 15% of all elderly 
community residents and nursing home populations. Late-
onset depression is characterized by high rates of recurrence 
(Sadock & Sadock, 2008). Bipolar disorder may also surface 
as a late-onset disorder and signifi cantly interfere with personal 
relationships and social functioning. Experts predict that the 
incidence will increase signifi cantly as the baby boomer genera-
tion grows older. Although bipolar disorder is either misdiag-
nosed or underdiagnosed in the elderly population, awareness 
about bipolar disorder in older individuals is increasing because 
of the documentation of statistics worldwide (Luggen, 2005).

Although medical illness is a common cause, loss, unre-
solved grief or guilt, changes in living situation, limited cop-
ing skills, or altered perceptions of one’s physical capabilities 
may leave elderly persons with low self-esteem and feelings of 
helplessness, precipitating a reactive depression. Medications 
taken by the elderly (eg, pain medication, steroids used to treat 
medical conditions) or the use of alcohol also may precipitate 
or enhance a depressive reaction. Elderly persons most at risk 
are white men older than 85 years, isolated elderly persons, 
older persons experiencing increased dependency and changes 
in body function, and older persons diagnosed with a terminal 
illness. In 2005, the rate of suicide for the elderly was 14.7 per 
100,000. Furthermore, 84.19% of elderly suicides were male; 
the rate of male suicides was 5.2 times greater than for female 
suicides. Diagnoses frequently used to describe depression in 
older adults include dysthymic disorder, major depressive dis-
order, bereavement, and adjustment disorder with depressed 
mood (American Association of Suicidology, 2008; Sadock & 
Sadock, 2008). (See Chapter 21 for additional information 
about depression.)

Somatic Complaints

Hypochondriasis—or preoccupation with one’s physical and 
emotional health, resulting in bodily or somatic complaints—is 
common in the elderly client. The aging person rechannels stress 
and anxiety into bodily concerns as he or she assumes the “sick” 
role. Support, concern, and interest conveyed to the client serve 
as secondary gains, reinforcing a sense of control. The caregiver 
should assess all complaints thoroughly, in a matter-of-fact 
manner, and avoid stereotyping the person as a “chronic com-
plainer.” Common somatic complaints include pain, insomnia, 
and involuntary weight loss (IWL) (Sadock & Sadock, 2008). 
(See Chapter 20 for additional information about anxiety-related 
disorders such as hypochondriasis and pain disorder.)
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Paranoid Reactions

Loss of sight or hearing, sensory deprivation, and physical 
impairment often contribute to suspiciousness in elderly per-
sons. Aging persons may feel that others are talking about them 
or conspiring against them. Various medications that have anti-
cholinergic effects such as atropine sulfate (Atropine) or amitrip-
tyline (Elavil), or antihistaminic effects such as cyproheptadine 
(Periactin) or diphenhydramine hydrochloride (Benadryl), have 
been known to cause adverse reactions such as blurred vision 
and confusion, leading to paranoid reactions in the elderly. A 
strange environment also may contribute to confusion and sus-
picious behavior among the elderly (Sadock & Sadock, 2008). 
(See Chapter 16 regarding medications and Chapter 28 for 
additional information about delusional disorders.)

Dementia

As noted in Chapter 27, dementia is an acquired organic syn-
drome defi ned by the presence of cognitive defi cits such as 
impairment of memory, abstract thinking, and judgment. Only 
arthritis is a more common disability among adults aged 65 
and older. The elderly are at risk for dementia resulting from 
irreversible deterioration of the brain, ministrokes caused by 
hypertension, chronic substance abuse, neurologic diseases, 
brain tumors, and metabolic diseases. Approximately 5% of 
persons older than 65 years in the United States have severe 
dementia and 15% have mild dementia. Of persons older than 
age 80, about 20% have dementia (Sadock & Sadock, 2008).

However, elderly clients have also been mistakenly diag-
nosed with dementia because of a failure in recognizing a psy-
chiatric disorder. Depression by far remains the most frequent 
psychiatric disorder mimicking or associated with dementia 
in the elderly. Clinical symptoms of mania, psychosis, anxi-
ety, personality disorders, and conversion disorders also have 
been misdiagnosed as dementia (Sadock & Sadock, 2008). 
Table 30-4 distinguishes the characteristics of dementia from 
the dementia syndrome of depression (the rapid onset and 
short duration of clinical symptoms that are often misdiag-
nosed as dementia in clients who are severely depressed).

Delirium

Delirium is characterized by a disturbance of conscious-
ness and impairment of attention that fl uctuates during the 
course of the day. It is usually caused by disturbance of brain 
 physiology by a medical disorder or ingested substance. It is 
one of the most common psychiatric–mental health diagnoses 
in the elderly population.

Delirium is particularly important to identify because it is 
assumed to be a reversible disorder, although it may persist for 
months in hospitalized medical or surgical clients. Common 
causes of delirium in the elderly are classifi ed as systemic illness, 
metabolic disorders, neurologic disorders, pharmacologic adverse 
effects, and miscellaneous causes (Sadock & Sadock, 2008).

Common clinical symptoms frequently seen include hal-
lucinations, illusions, delusions, agitation, disorientation, 
memory impairment, anxiety, and abnormal vital signs. (See 
Chapter 27 for additional information on delirium.)

THE NURSING PROCESS

Assessment

The assessment of the psychosocial needs of elderly clients is 
multifaceted, focusing on the collection of demographic data, the 
interview process, and the review of medical records. Many long-
standing psychosocial issues not addressed in earlier years, as well 
as the psychodynamics of aging discussed previously, may be pres-
ent. These issues may cause serious problems for family members 
or caregivers to cope with. In addition, what looks like dementia 
or a similar mental syndrome may, in fact, be clinical symptoms of 
heart failure, pneumonia, or another medical disorder.

The following discussion focuses on the assessment setting, 
assessment interview, use of assessment tools, special assess-
ment concerns (eg, pain, polypharmacy, sleep–rest activity, 
IWL), barriers to assessment, and transcultural  considerations. 
The assessment and nursing interventions for elderly clients 
who exhibit clinical symptoms of disorders such as anxiety, 
depression, substance abuse, and impaired cognition are dis-
cussed in separate chapters in this text.

The Assessment Setting
Assessment of the elderly client may take place in various set-
tings depending on the physical and mental status of the client 
and access to health care. Common settings include the client’s 
home, an assisted-living facility, senior wellness center, nurs-
ing home, medical– psychiatric unit, and acute care hospital. 
When assessing elderly clients, outcomes focus on providing 
the best treatment and services available to the client, achiev-
ing the best outcome, minimizing cost and time, advocating for 
identifi ed necessary services to promote wellness, and reduc-
ing stress and frustration of both the client and the caregivers.

The Interview
When interviewing the older client, the physical setting may be 
a decisive factor in determining effectiveness of the interview or 

TABLE 30.4

Comparison of Dementia and Dementia 
Syndrome of Depression

Dementia
Dementia Syndrome 
of Depression

Insidious, indeterminate onset Rapid onset

Symptoms of long duration Symptoms of short 
duration

Mood and behavior fl uctuate Depressed mood

Client gives “near-miss” answers Client replies “I don’t know”

Client conceals disabilities Client focuses on 
disabilities

Level of cognitive impairment 
relatively stable

Fluctuation in level of 
cognitive impairment
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assessment. Adequate lighting is necessary because of possible 
reduction in the client’s visual acuity. Additionally, the nurse 
should speak clearly and distinctly, facing the client, making 
sure to introduce oneself initially and establish how the client 
prefers to be addressed (surname or fi rst name). If the client 
wears dentures, ensure that he or she is wearing them to avoid 
embarrassment or impaired communication.

History taking and mental status assessment of older 
adults follow the same format as those for younger adults; 
however, the nurse must determine whether the client under-
stands the nature and purpose of the examination. The client is 
interviewed alone to preserve privacy and to elicit any suicidal 
thoughts or paranoid ideation that may not be voiced in the 
presence of relatives or signifi cant others.

Open-ended questions allow the client to respond without 
diffi culty or fear of giving incorrect responses that could result 
in institutionalization or hospitalization. Initially, older adults 
may be resistant to or resent questions regarding personal 
problems (eg, sexual, marital). Explain the reason that specifi c 
questions are asked and reassure the client that the information 
obtained will be kept confi dential. Changes in cognition may 
be symptoms of an underlying medical condition. For example, 
bowel and bladder problems are the leading causes of altera-
tion in mental status or behavior in the elderly. If no medical 
etiology exists, then consider psychosocial factors (eg, losses). 
Clients with memory impairment may reminisce because they 
cannot converse in the here-and-now. Therefore, consider 
whether a family member or health care surrogate should be 
interviewed to validate data or obtain additional information as 
needed (Rubin, 2006; Sadock & Sadock, 2008).

Assessment Tools
Format for a comprehensive nursing assessment tool takes into 
consideration the complexity of the multifaceted problems of 
older clients and provides a guide for holistic assessment by 
the psychiatric–mental health nurse. The tool assesses men-
tal status, functional status, behavior, family dynamics, and 
social history. Demographic and health–illness data collection 
complete the comprehensive assessment of the elderly client. 
Box 30-2 lists the components of a comprehensive geropsy-
chiatric assessment for clients who present with emotional or 
behavioral disturbances.

As noted earlier in this chapter, older adults may have diffi -
culty with the developmental task of maintaining love, sex, and 
marital relationships. Wallace (2003) discusses the use of the 
PLISSIT model to assess and manage sexuality issues of older 
adults. As sexuality is discussed, the model and questions help 
the nurse to initiate and maintain discussions of sexuality. For 
example, the nurse might ask the client to state what concerns 
or questions the client has about fulfi lling continuing sexual 
needs. The goal of such an assessment is to gather information 
that allows the client to express his or her sexuality safely and 
to feel uninhibited by normal or pathologic problems.

The acronym PLISSIT stands for the following actions by 
the nurse:

P: P• ermission is obtained to initiate sexual discussion 
during the assessment.

LI: L• imited Information is provided to assess normal 
aging changes and any medical conditions or medications 
that may interfere with the client’s ability to function 
sexually.
SS: S• pecifi c Suggestions regarding sexual relations are 
discussed. This action allows the nurse to assess the cli-
ent’s comfort level and knowledge about sexual relation-
ships among older adults
IT: I• ntensive Therapy is available as needed to address 
the issues of sexuality.

Various assessment tools used to determine Diagnostic and Statis-
tical Manual of Mental Disorders, 4th Edition, Text Revision (DSM-
IV-TR) clinical diagnoses have been discussed or referred to 
throughout the text. Examples of tools used to assess the elderly 
client include the Geriatric Depression Scale, Beck Depression 
Scale, Beck Anxiety Scale, Annotated Mini-Mental State Exami-
nation, Short Portable Mental Status Questionnaire, Global 
Deterioration Rating Scale, and Suicide Intention Rating Scale.

Special Assessment Concerns
The management of pain, polypharmacy (use of multiple 
over-the-counter drugs, prescription drugs, or a  combination 
of both), getting a good night’s sleep, and loss of appetite or 
IWL are four recurring special concerns that may be identifi ed 
during the assessment of psychosocial needs of the elderly.

Comprehensive Geropsychiatric Assessment

Name:
Date of Birth:
Sex:
Marital Status:
Religion:
Educational Level:
Medical Diagnosis:
Medications (include start dates, dosage adjust-

ments and medications previously taken, includ-
ing all over-the-counter medications):

Allergies:
Laboratory Findings (include dates obtained):
Neurologic Findings (include tests performed):
Presenting Symptoms:
 Mental Status:
 Functional Status:
 Behavioral Assessment:
History of Previous Psychiatric Treatment:
Support Systems (include social functioning, religious 

preference/belief/support, cultural beliefs, fi nan-
cial resources, and family dynamics):

Family Input:
Review of Medical Records:

BOX 30.2
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Pain
The elderly, who have medical problems or chronic diseases, are 
twice as likely to experience pain when compared with younger 
adults. Moreover, elderly clients who experience unrelieved 
pain are prone to the development of behavioral disturbances, 
depression, or anxiety. Behavioral disturbances are often seen in 
elderly clients who are unable to verbally express that they are 
in pain (eg, clients with aphasia, clients who are delirious, or 
clients with impaired cognition) or who are unable to express 
anger regarding their medical condition. Clients experiencing 
pain may also develop depression or anxiety resulting from sep-
aration from family or fear of the unknown prognosis of their 
medical condition. Assessment of pain is the key to proper diag-
nosis and treatment. Because there are no biologic markers for 
the presence of pain, an accurate conclusion about a client’s pain 
can be determined only by an assessment and a thorough inter-
view (Battista, 2002). Failure to recognize pain as the underlying 
cause of changes in the elderly person’s behavior, mood, or affect 
may result in the inappropriate treatment of clinical symptoms 
with psychoactive drugs instead of pain medication.

Pain assessment includes an evaluation of the onset, loca-
tion, intensity, pattern, duration, quality of pain, precipitat-
ing and relieving factors, and the effect pain has on function, 
mood, and sleep. In addition to pain assessment, the psychi-
atric–mental health nurse collects data about the type and 
quantity of medication that the elderly client takes to provide 
information about possible adverse effects or interactions that 
may complicate the client’s situation. (See Chapter 9 for addi-
tional information regarding pain assessment.)

Polypharmacy and Substance Abuse
A history of polypharmacy to treat pain or other conditions 
such as heart failure, hypertension, or arthritis can place  clients 
at risk for adverse effects of drug interactions (eg, dizziness, 
confusion, or unstable gait) or physiologic changes (eg, elec-
trolyte or metabolic imbalance, liver damage, or renal failure). 
Absorption of drugs is generally complete, but slower; toxic 
levels may occur more quickly; and clearance and excretion of 
drugs take longer. Furthermore, polypharmacy is a signifi cant 
factor in the morbidity and mortality of elderly clients. Adverse 
events are detrimental to physical outcomes, causing increased 
visits to the emergency room and approximately 1 death per 
1,000 hospitalized clients. Therefore, be sure to obtain accu-
rate information regarding the client’s use of medication.

Polypharmacy places clients at risk for the development 
of depression and possible polysubstance abuse. According to 
a retrospective analysis of more than 875,000 clients in long-
term care, polypharmacy is a strong predictor of  depression 
in elderly clients. The relationship between depression and 
 polypharmacy appears to be bidirectional. For example, people 
who are depressed generally have more somatic complaints. 
When their doctors prescribe more medication in an effort 
to treat those symptoms, clinical symptoms of depression are 
exacerbated (MacReady, 2005). As this cycle continues, the cli-
ent may develop clinical symptoms of polysubstance abuse.

In addition, attempt to determine whether the client drinks 
alcoholic beverages socially or as a means to cope with stress. 

Alcohol abuse that begins before the age of 60 years is referred 
to as early-onset and is generally associated with personality 
disorders, schizophrenia, mood disorders, or poverty. Such 
individuals usually are medically ill, primarily with liver dis-
ease, and are divorced, widowers, or men who never married. 
A large number of individuals have chronic dementing illness 
such as Wernicke’s encephalopathy or Korsakoff’s syndrome. 
Conversely, late-onset alcohol abuse usually begins after age 
60 years and is frequently associated with medical and psy-
chosocial issues faced by senior citizens. Prevalence estimates 
of alcohol misuse in adults older than 65 years run as high as 
15% in community surveys. These rates are higher in health 
care settings because substance-abuse problems are associated 
with increased health care use. For example, approximately 
20% of nursing home residents have alcohol dependence. 
Alcohol interferes with the actions of numerous medications, 
and elderly clients who use alcohol may be unaware of the 
risk factors associated with mixing medication with alcohol 
(Lemieux, 2005; Mahoney, 2007; Sadock & Sadock, 2008). 
(See Chapter 25 for additional information related to assess-
ment of clients with substance-related disorders.)

Be knowledgeable about physical conditions that impair 
absorption of drugs; which drugs require suffi cient serum pro-
tein levels for binding; and which drugs have prolonged half-
lives that cause physiologic changes or an alteration in mental 
status. Psychiatric symptoms indicative of delirium, dementia, 
or psychosis may result from impaired drug clearance, increased 
serum drug levels caused by failure to follow the directions 
of the prescribing clinician, or drug–drug interactions. Chap-
ter 16 discusses other issues related to  psychopharmacology.

Sleep–Rest Activity (Insomnia)
Sleep in older people is a barometer of health. Counter to 
common misconceptions, sleep disturbances are not a natu-
ral part of aging. More than half of older adults have one or 
more chronic sleep complaints. The elderly client may expe-
rience episodic, acute insomnia that lasts from one night to 
a few weeks, or chronic insomnia that lasts for 1 month or 
longer. Sleep deprivation impairs concentration, performance, 
attention, and vigilance and is directly associated with night-
time falls, metabolic dysfunction, and lower quality of life. The 
consequences of lost sleep include fatigue, lack of energy, and 
irritability. Lack of sleep, which has an adverse effect on occu-
pational and social functioning, also leads to accidents and traf-
fi c fatalities (Boschert, 2008; Nadolski, 2003; Valerio, 2009). 
Common causes of insomnia in the elderly are multiple. They 
may include environmental changes; disruption in the client’s 
sleeping environment (eg, phone calls or noise), emotional 
stress or psychiatric disorders, medical conditions (eg, pain 
disorder, obesity, diabetes, prostate disease, chronic obstructive 
pulmonary disease [COPD], or heart failure), medication (eg, 
central nervous system stimulants, diuretics, or decongestants), 
poor sleep hygiene, or the presence of a specifi c sleep disorder 
(eg, obstructive sleep apnea) (Boschert, 2008; Sherman, 2007; 
Valerio, 2009). (Chapter 9 discusses primary and secondary 
insomnia.)
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When assessing the client’s sleep problems, ask the client 
to describe

when the problem began;• 
his or her sleep hygiene habits;• 
usual retirement, wake-up time, and number of awaken-• 
ings during the night;
his or her sleep environment;• 
the effect of the lack of sleep on his or her daily activities; • 
and
any medication that the client takes at bedtime.• 

In addition, the client’s family or bed partner may provide 
information regarding his or her sleep–rest activity. The nurse 
clarifi es the responses with the client and explains that the infor-
mation will be used to plan interventions to  promote sleep.

Involuntary Weight Loss
IWL, frequently observed in the older population, is an indi-
cator of signifi cant decline in health and function. It has been 
estimated that approximately 5% to 12% of ambulatory elderly 
clients, 32% to 50% of hospitalized elderly patients, and 23% 
to 85% of elderly long-term care residents exhibit IWL (Skates 
& Anthony, 2009).

Assessing IWL is challenging and generally includes a 
multidisciplinary team approach. Assessment should cover 
the potential pathophysiologic etiologies (eg, pain, diffi culty 
swallowing, loss of taste or smell, multiple diseases), change 
in psychosocial status (eg, social isolation, fi nancial diffi cul-
ties, depression, memory impairment, delusions, alcoholism), 
and change in functional status (eg, ability to perform ADLs, 
dexterity, mobility), along with normal aging considerations. 
The client’s medication regimen also must be assessed because 
several medications are associated with weight loss, including 
selective serotonin reuptake inhibitor antidepressants, cardiac 
agents (eg, digoxin or ace inhibitors), theophylline, antibiotics, 
stimulants, anticonvulsants, cholinesterase inhibitors, appe-
tite suppressants, neuroleptics, and some benzodiazepines 
( McNamara, 2004; Saffel-Shrier, Gay, Oderda, & Thiese, 2003; 
Skates & Anthony, 2009). (Chapter 23 discusses additional 
information regarding disturbances of appetite.)

Barriers to Assessment
Barriers to the assessment of elderly clients have been iden-
tifi ed. Typically, they are classifi ed as related to the provider, 
client, or illness.

Provider-Related Barriers
Provider-related barriers involve the health care professional. 
The health care professional may have limited experience 
working with elderly clients or may feel uncomfortable work-
ing with older adults. Provider-related barriers may include the 
nurse’s concern about stigmatizing the client, especially if the 
client has never been treated by a mental health professional, or 
the nurse’s uncertainty about when to initiate an assessment for 
mental health problems. In addition, time constraints imposed 
on the nurse may lead to feelings of being rushed and obtain-
ing incomplete data when discussing mental health issues 

with elderly clients. Other barriers include lack of provider or 
referral access due to limitations of health care coverage; and 
reimbursement considerations such as precertifi cation require-
ments for a mental health consultation.

Client-Related Barriers 
Client-related barriers, as the name implies, involve the client. 
These barriers may include the presence of a wide variety of 
symptoms that are diffi cult to prioritize and diagnose. Because 
of cultural differences between the psychiatric–mental health 
nurse and the client, the client may not present an accurate 
picture of his or her clinical symptoms. For example, Native 
Americans are generally very stoic and do not maintain eye 
contact during an assessment, and many Hispanics, mainly 
Cubans and Nicaraguans, know neither what depression and 
anxiety are nor how these illnesses can be managed (Buki, 
2005). Language barriers may also make it diffi cult for the 
client to accurately describe emotions or thoughts. The client 
may be unfamiliar with or reluctant to discuss words such as 
“sadness” or “depression.” Somatic symptoms may be ampli-
fi ed by the client for secondary gain. The elderly client, or the 
family member accompanying the client, may refuse to answer 
questions because of the stigma attached to mental illness. It is 
common for a caregiver to describe a client as mentally healthy 
when, in fact, the client reveals feelings of depression or sui-
cidal ideation during the assessment process. The same can be 
said for signifi cant others who deny the presence of dementia 
in a loved one although clinical symptoms are evident.

Illness-Related Barriers
Illness-related barriers typically involve medical or psychologi-
cal problems. It is not uncommon for the psychiatric–mental 
health nurse to receive a request to assess an elderly client with 
a medical condition or psychological problems. The nurse may 
encounter illness-related barriers due to acute change in the 
client’s health, neurologic (eg, Parkinson’s disease) or meta-
bolic (eg, diabetes mellitus) disorders, drug–drug interactions 
(eg, metoclopramide [Reglan] and phenelzine [Nardil]), or 
undisclosed drug or alcohol use. For example, a client may be 
admitted to the hospital for treatment of diabetes and comorbid 
depression. Because the client presents with clinical symptoms 
of agitation, confusion, and impaired cognition due to meta-
bolic acidosis, the nurse is unable to assess the client. Unmet 
psychosocial needs can also cause illness-related barriers. For 
example, an elderly client who lives alone, is depressed, and 
has a dysfunctional family relationship may desire—but not 
have access to—mental health care.

Transcultural Considerations
Transcultural considerations include the assessment of social 
and cultural factors that infl uence the type of care the elderly 
client will need, the resources available to meet these needs, and 
the locations for residence and care that are most acceptable to 
the client. Cultural values held by the client and family or sig-
nifi cant others will infl uence the available resources, including 
informal sources of support to provide personal care, assistance 
with activities of daily living, and fi nancial support. Nurses 
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assessing elderly persons in culturally diverse settings should 
speak the language of the population being served. If necessary, 
a translator should be used to obtain adequate, accurate infor-
mation. It may be benefi cial to include a family member or care-
taker to validate information obtained during the assessment 
(Andrews & Boyle, 2008). (See Chapter 4 for additional infor-
mation regarding the assessment of culturally diverse clients.)

Elderly persons who achieve integrity (ie, developmental 
task of integrity vs. despair) view aging as a positive experi-
ence. They fi nd meaning in their lives by sharing their tradi-
tions and values with others. When assessing elderly clients, be 
sure to consider the culturally diverse elderly client’s perspec-
tive on aging in at least three general areas:

 1. How the person perceives health and illness
 2. What expectations of care the person has
 3. How nursing can support culturally determined patterns 

of dealing with health and coping with illness

Nursing Diagnoses and Outcome 
Identifi cation

The formulation of nursing diagnoses and statements of 
 outcome for elderly clients with psychiatric–mental health 
issues can be challenging because of the coexistence of at least 
one medical condition. Moreover, elderly clients commonly 
have at least three or four medical diagnoses, requiring the cli-
ent to take six or seven different medications, which could lead 
to an increase in adverse effects or possible interactions. The 
complexity of an elderly client’s medical history, including the 
investigation of underlying factors, can make the determina-
tion of an appropriate nursing diagnosis and subsequent out-
come identifi cation diffi cult.

Psychiatric–mental health nursing diagnoses and out-
comes generally focus on issues of loss or grief, social isola-
tion, alteration in affect or mood, low self-concept, changes 
in behavior or cognition, and special concerns related to pain, 
disturbance in sleep–rest activity, and IWL. Other issues that 
are not as commonly disclosed during assessment include 
chemical dependence and chronic mental illness. See the 
accompanying box, Examples of North American Nursing 
Diagnosis Association (NANDA) Nursing Diagnoses: Elderly 
Clients With Psychosocial Needs.

Planning Interventions and Implementation

Emphasis is placed on maximizing the older person’s indepen-
dence by assisting with the basic human needs identifi ed by 
Maslow (1968); meeting emotional needs; and maintaining life 
with dignity and comfort until death.

Assisting with Meeting Basic Human Needs
Geropsychiatric–mental health nursing interventions focus on 
Maslow’s (1968) theory of motivation, in which he identifi ed 
these basic human needs: the need for survival, safety, and 
security; love and belonging; positive self-esteem; and self-
actualization. Using Maslow’s concept enables the caregiver to 
meet more than just survival needs, a condition that occurs 
too frequently in nursing care. The following points about the 

aging process may be helpful as one plans and implements 
nursing care to meet the basic human needs of elderly clients, 
whether they are seen as outpatients or inpatients.

Need for Survival
Physical illness can be traumatic, especially if the onset of illness 
is sudden and affects the elderly client’s mobility and ability to 
perform personal ADLs. The elderly client, in his or her need for 
survival, may become angry or frustrated if recovery is slow or 
physiologic needs are not met. Pain, insomnia, and IWL, noted 
during the psychosocial assessment, may have a negative impact 
on the elderly client’s need for survival. A brief discussion of inter-
ventions used to manage pain, insomnia, and IWL is presented.

Pain Management. Pain in the absence of disease is not a nor-
mal part of aging, yet it is experienced daily by a majority of 
older adults. Untreated or poorly managed pain can affect the 
physical, psychological, social, emotional, and spiritual well-
being of older adults who are at high risk for undertreatment 
of pain resulting from a variety of barriers such as lack of ade-
quate pain management education of health care profession-
als, the expense of pain management, or the reluctance of the 
older adult to report pain or take analgesics. Common causes 
of pain in the elderly include fi bromyalgia, gout, neuropathies, 
osteoarthritis, osteoporosis and fractures, and polymyalgia 
rheumatica (Hanks-Bell, Halvey, & Paice, 2004).

Pain management with the elderly can be challenging. 
With increasing age, individuals experience decreased liver 
 functioning and develop lower levels of body water as a refl ec-
tion of the increasing percentage of their body weight  attributed 

EXAMPLES
OF NANDA NURSING DIAGNOSTICS

ELDERLY CLIENT WITH PSYCHOSOCIAL 
NEEDS

Acute Confusion related to disturbance in cere- •
bral metabolism secondary to adverse effects of 
pain medication
Adult Failure to Thrive related to limited ability to  •
adapt to effects of aging
Anxiety related to perceived change in socioeco- •
nomic status secondary to retirement
Ineffective Coping related to changes in physical  •
environment secondary to relocation
Disturbed Sleep Pattern related to pain  secondary  •
to arthritis
Ineffective Health Maintenance related to lack of  •
motivation secondary to divorce
Risk For Loneliness related to loss of usual social  •
contacts secondary to loss of driving ability
Powerlessness related to unmet dependency  •
needs secondary to death of spouse
Risk for Relocation Stress related to high degree  •
of environmental change secondary to change in 
available caregiver
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TABLE 30.5

Examples of Agents Used to Treat Pain in 
the Elderly

Classifi cation Generic (Trade)
Total Daily 
Dosage

Antipyretic/
analgesic

acetaminophen 
(Tylenol)

4,000 mg

Nonsteroidal 
anti-infl ammatory

celecoxib (Celebrex)

etodolac (Lodine)

ketoprofen (Oruvail)

naproxen 
(Naprosyn)

rofecoxib (Vioxx)

400 mg

1,000 mg

2,000 mg

1,000 mg

50 mg

Opioid analgesic dextropropoxyphene 
(Darvon)

390 mg

dihydrocodeine 
(Panlor SS)

5 tabs

Anticonvulsant carbamazepine 
(Tegretol)

1,200 mg

gabapentin 
(Neurontin)

1,800 mg

NOTE: Low-dose tricyclic antidepressants such as nortriptyline (Pamelor) and amitrip-
tyline (Elavil) have been used; however, the risks outweigh the benefi ts in the presence 
of comorbid medical disorders.
SOURCE: National Council on the Aging. (2003). Facts about older Americans and 
pain. Retrieved August 17, 2003, from http://www.ortho-mcneil. com/resources/misc/
seniors_facts_bottom.htm

to fat. These changes affect the body’s ability to metabolize 
medication placing the elderly at risk for adverse effects of 
drug interactions. Also, the brain becomes more sensitive to 
the sedating effects of most medications.

Because the rate of cognitive processing diminishes with 
increasing age, appropriate time must be taken to explain each 
of the issues related to the client’s diagnosis and use of pain 
medication.

Impaired vision (including color vision), hearing, smell, 
and taste might contribute to the client’s inadvertently taking 
the wrong medication. Printed or written instructions, in large 
print, may be necessary. Review of the instructions with a fam-
ily member or signifi cant other lessens the possibility of medi-
cation confusion or noncompliance.

In 1998, the American Geriatric Society published 
 guidelines for the chronic pain management. The following 
year, the American Medical Directors Association (AMDA) pub-
lished similar guidelines stating that, whenever possible, use 
the least invasive route to administer pain medication, iden-
tify the underlying cause of pain, and use a cautious approach 
to prevent oversedation. For example, short-acting analgesics 
such as acetaminophen (Tylenol) are best for acute fl are-ups 
of minor or mild pain related to chronic conditions. Regularly 
scheduled dosing (eg, every 6–8 hours) is more effective than 
as-needed dosing. Table 30-5 lists examples of agents used 
to treat pain in the elderly (Feldt, 2005). (See Chapter 12 for 
additional information regarding pain management.)

Stabilization of Sleep–Rest Activity. The goals of treatment 
for elderly clients with sleep, rest, and activity problems and 
insomnia are to resolve the underlying problem(s), prevent 
progression to a chronic state, restore and improve the client’s 
quality and duration of sleep, and improve the client’s quality 
of life (Nadolski, 2003).

Nursing interventions depend upon the severity of the cli-
ent’s symptoms. If the client does not respond to nonpharma-
cologic interventions for insomnia (eg, sleep hygiene, relaxation 
therapy, psychotherapy for underlying anxiety), pharmacologic 
measures (eg, the use of sedating antidepressants or the natural 
hormone melatonin) may be necessary. Drugs of choice in the 
treatment for restless leg syndrome include dopamine agonists 
such as ropinirole (Requip) and pramipexole (Mirapex). Other 
considerations include dopamine precursors such as levodopa 
(Sinemet); anticonvulsants such as gabapentin (Neurontin); or 
short-acting benzodiazepines. (See Chapters 12 and 16 for addi-
tional information regarding the treatment of sleep disorders.)

Interventions for Involuntary Weight Loss. After the diagno-
sis of IWL has been confi rmed and no medical problems have 
been identifi ed, the psychiatric–mental health nurse discusses 
the treatment approaches with the client. If the client lives 
alone, nonpharmacologic interventions such as the services 
of local community agencies (eg, Meals on Wheels or home 
health care) may be used to provide meals and an opportunity 
for the client to socialize during meal time. Dietary preferences 
of culturally diverse clients should be communicated to such 
agencies. If the IWL is caused by psychosocial issues, the cli-
ent may agree to individual therapy with the nurse–therapist. 
Pharmacologic interventions may include the use of an appe-

tite stimulant such as megestrol acetate (Megace) or dron-
abinol (Marinol). If the psychiatric–mental health nurse has 
determined that the IWL is secondary to depression, the use 
of mirtazapine (Remeron) or a similar antidepressant that also 
stimulates the appetite may be used. (See Chapters 16 and 23 
for additional information regarding interventions to stabilize 
weight loss and promote weight gain.)

Need for Safety and Security
People who have diffi culty adjusting during the aging pro-
cess may have been somewhat emotionally frail all their lives 
and dependent on others due to unmet needs of survival, and 
safety and security. For example, the elderly client may have 
diffi culty establishing satisfactory living arrangements, adjust-
ing to retirement income, or keeping in touch with family 
members after the unexpected death of a spouse. Nursing care 
is planned to meet the client’s needs by

minimizing the amount of change to which the client is • 
exposed;
introducing change gradually;• 
determining the client’s previous lifestyle and making • 
adjustments as needed to ensure that the need for safety 
and security is met;
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encouraging the client or family members to bring famil-• 
iar items from home if the client relocates, is hospital-
ized, or is institutionalized;
explaining new routines, medications, or treatments • 
when providing care; and
including the client in decision making regarding such • 
issues as medical treatment, relocation, or fi nances.

Need for Love and Belonging
Older persons have a need for love and belonging as well as a 
need to maintain their status in society. As they become older, 
it may be increasingly diffi cult for them to remain active and 
involved or to make contributions to society. The widowed or 
the divorced client may not be able to achieve the developmen-
tal task of maintaining love, sex, and marital relationships. If 
the client feels unwanted, he or she may resort to telling stories 
about earlier achievements. Nursing interventions to meet the 
need for love and belonging include

encouraging expression of affection, touch, and human • 
sexuality;
permitting the client to select a roommate when appro-• 
priate;
providing opportunities to form new friendships and • 
relationships with persons of varying ages;
permitting fl exible visiting hours with family or friends;• 
providing privacy when desired; and• 
encouraging expression of feelings such as loneliness and • 
the need to be loved.

Need for Positive Self-Esteem
Irritating behavior usually is related to the elderly person’s 
frustration, fear, or awareness of limitations rather than a phys-
iologic defi cit or the actual issue at hand. The older person 
needs to feel a sense of self-worth, to take pride in her or his 
abilities and accomplishments (ie, fi nd meaning in life), and to 
be respected by others. Nursing interventions are planned to 
restore, preserve, and protect the elderly person’s self-esteem. 
Include the client in the development of the plan of care, espe-
cially ADLs. Provide positive feedback when the client accom-
plishes identifi ed goals. Encourage the client to take pride in 
personal appearance. Identify personal strengths to promote 
self-confi dence and independence. Communicate with the cli-
ent on an adult level when seeking the client’s advice or listen-
ing to the client reminisce about life experiences.

Need for Self-Actualization
Self-actualization or self-fulfi llment occurs only after the more 
basic needs of survival, safety and security, love and belong-
ing, and a positive sense of self-esteem have been met. Peck’s 
concept of ego transcendence, discussed earlier in this chap-
ter, describes the self-actualized person. Nursing interventions 
to promote self-actualization in the elderly include encourag-
ing the client to participate in activities or develop hobbies to 
promote socialization, productivity, and creativity. For exam-
ple, elders thrive when exercise and endurance are part of 
their lives. Active participation also helps to foster a sense of 
accomplishment in the client. Also encourage the client to be a 

resource person as well as a teacher of skills or crafts to younger 
generations. Such activities serve a useful purpose and earn the 
elderly person recognition. In addition, the nurse works with 
the elderly client to meet the developmental task of dying.

Life-Review Process. As aging persons prepare to com-
plete the task of self-actualization or self-fulfi llment, they expe-
rience a mental life-review process in which they may address 
unresolved confl icts or refl ect on their purpose in life. They may 
be motivated to read philosophy, study religion, take college 
courses, or use computers to expand their knowledge base.

Computers have found their way into the hands of elderly 
persons who are willing to use them. Research has shown 
that elderly clients who use the Internet demonstrate some 
improvement in mood and a sense of well-being as a result 
of increased socialization, communication, and intellectual 
 stimulation (Schuman, 2000).

The nurse can enhance the life-review process of the cli-
ent in a private or group setting by encouraging him or her 
to discuss accomplishments, record an autobiography, review 
and discuss photographs, discuss work accomplishments, or 
discuss concerns about the fi nal stage of life.

Reminiscence. Self-actualization may also be achieved through 
reminiscence. In contrast to the life-review process, reminis-
cence is a therapeutic process of consciously seeking and sharing 
memories of past signifi cant experiences and events. This process 
may occur with an individual client or in groups. Nursing inter-
ventions are similar to those used in the life-review process.

Grief Work. The loss of a spouse has been rated as the most 
stressful life event across all ages and all cultural backgrounds. 
Loss of an adult child is equally as stressful to many elderly indi-
viduals who rely on their children to provide emotional or fi nan-
cial support. Some elderly clients are unable to complete the task 
of self-actualization until they work through the grief process.

Each individual reacts differently to the loss of a loved 
one. The role of the nurse as the facilitator in grief work is to 
help the client accept the loss, express feelings about the loss, 
and learn and grow from the experience. If grief work is unre-
solved, the client may exhibit clinical symptoms of bereave-
ment, which has long-term effects on the survivor’s social, 
interpersonal, and economic performance in the months and 
years following the loss. (See Chapter 7 for additional informa-
tion related to Loss and Grief.)

Psychotherapy. Integrated psychotherapy may be the best 
method for addressing psychiatric disorders (eg, late-life anx-
iety, depression) or complex issues that are often unique to 
geriatric clients. Older adults are less likely than younger indi-
viduals to have support since they are no longer married, are 
retired from the work that defi ned their identity and purpose 
in life, and have lower physical health and strength. Integrated 
psychotherapy is the concurrent application of more than one 
psychotherapeutic technique to address symptoms that arise 
from various sources such as lack of understanding and knowl-
edge about illness and aging, maladaptive thoughts and actions 
that interfere with problem-solving ability, and reactions and 
emotions that originate from lifelong, unconscious confl icts 
and perceptions (Evans, 2006).
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Psychotherapy is provided in individual or group settings 
to help elderly clients examine their purpose and goals in life 
as they achieve self-actualization through creativity and satisfy-
ing life experiences.

The nurse’s role is to encourage clients to talk about their 
lives, describe any abandonment issues, and interpret any fan-
tasies and dreams they may have; as well as help clients ver-
balize feelings such as anger, envy, or jealousy. It is hoped that 
clients will exhibit an increase in self-worth, improvement in 
morale, and a sense of having made a contribution to others. (See 
 Chapter 14 for additional information regarding psychotherapy.)

Medication Management
If the elderly client requires psychotropic medication, certain 
guidelines should be followed when medication is prescribed 
and administered. As noted earlier, the pharmacokinetics and 
pharmacodynamics that are inherent in the aging process place 

elderly clients at risk for adverse effects. Antipsychotic drugs 
are used cautiously because elderly clients are more sensitive 
to the adverse effects than young clients are. In addition, anti-
manic drugs are generally considered to be contraindicated 
because of physiologic changes that occur in the heart, thy-
roid, and kidneys of elderly clients. A pretreatment history 
and physical examination, as well as baseline laboratory test-
ing and electrocardiogram (ECG), are imperative. Nonspecifi c 
complaints of confusion, lethargy, dizziness, incontinence, 
depression, and falls strongly suggest an older client is experi-
encing some type of drug–drug interaction. If a client is already 
 taking a  psychotropic drug, it is desirable that the drug be dis-
continued to allow its removal from the client’s system so that 
baseline clinical symptoms can be observed before a different 
psychotropic agent is prescribed. Most agents are usually given 
in divided dosages over a 24-hour period. Drug Summary Table 
30-1 highlights commonly used drugs for elderly clients.

DRUG SUMMARY TABLE 30.1

Selected Drugs Used for Elderly Clients

Generic (Trade) Name Daily Dosage Range Implementation

Drug Class: TCAs (for depression)

desipramine (Norpramin) 1.5–2 mg/kg Know that more than 150 mg per day in divided doses is not recom-
mended; monitor for anticholinergic effects, confusion, and orthostatic 
hypotension; be aware of potential for several adverse effects of drug–
drug interactions; give major portion of drug at h.s. if drowsiness occurs; 
instruct client to avoid alcohol and sleep-inducing and OTC drugs.

nortriptylene (Pamelor) 1–1.2 mg/kg Do not exceed 50 mg per day in divided doses; be aware of potential for 
several adverse effects of drug–drug interactions; monitor for anticholin-
ergic effects, sedation, confusion, orthostatic hypotension, and GI distur-
bances, including paralytic ileus.

citalopram (Celexa) 10–30 mg Give once a day in the morning; inform client of severe drug–drug reaction 
if taken with St. John’s wort therapy; monitor for somnolence, dizziness, 
insomnia, tremor, sweating, and GI disturbances.

sertraline (Zoloft) 25–75 mg Give drug in the morning; monitor for insomnia, akathisia, nausea, 
anorexia, pseudoparkinsonism, and hyponatremia; increased risk of severe 
adverse effects if combined with St. John’s wort therapy.

Drug Class: Stimulants (for depression)

methylphenilate (Ritalin) 2.5–20 mg Use with caution in presence of seizure disorders; obtain ECG; give in the 
morning or before 6 PM to prevent insomnia; monitor CBC and platelet 
count if utilized as long-term therapy; instruct client to report nervous-
ness, palpitations, or fever.

Drug Class: SNRIs (for depression)

atomoxetine (Strattera) 10–100 mg Contraindicated during or within 14 days of MAOI therapy and in the 
presence of narrow-angle glaucoma; monitor vital signs and for adverse 
effects such as GI upset, weight loss, headache, mood swings, and insom-
nia. Discontinue if jaundice or elevated liver enzymes occur.

NOTE: Additional drugs used to treat elderly clients with anxiety, depression, psychosis, and cognitive impairment are discussed in Chapter 16 and in 
specifi c disorder chapters.
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Continuum of Care
Most communities provide continuum of care in various 
settings to the elderly client who has experienced difficulty 
with the developmental tasks of later maturity. Assisted-
living facilities, adult daycare centers, community mental 
health centers, and senior centers offer several interven-
tions, such as those listed in Box 30-3. After the client’s 
physical and mental conditions have stabilized, emphasis 
is placed on the development of new interests, hobbies, 
and friendships that will help the client fill the day’s extra 

hours due to retirement, widowhood, or an illness, when 
appropriate.

Evaluation

During the evaluation process, the nurse determines whether 
any barriers have interfered with the plan of care. The nurse 
and the client evaluate whether the client’s psychosocial needs 
have been met, and if they have not, what changes are neces-
sary. Input may be solicited from family or a signifi cant other.

Counseling: Individual, group, family, marital, or 
remotivation therapy as well as legal, fi nancial, or 
spiritual counseling

Cultural activities and recreation: Promotion of 
socialization, intellectual stimulation, and self-actu-
alization

Education: Programs to encourage learning new 
information or skills

Exercise: Scheduled walks, aerobics, sports, dance, 
and so forth to improve health status

Health screening: Tests to identify and prevent physi-
cal or mental disorders and promote health

Meals: Provision of meals, supplements, or both to 
meet nutritional needs

Medical and social evaluation: Assessment to deter-
mine special needs and monitor progress

Medication assessment: Evaluation of all medications, 
their purposes, interactions, and effi cacy

Occupational, physical, and speech therapy: 
 Assessment to determine needs and provide 
 therapy

Transportation: Rides to and from various appoint-
ments, grocery shopping, banking, and so forth

BOX 30.3

Community Continuum of Care Interventions

KEY CONCEPTS
The importance of psychiatric–mental health nursing of • 
the elderly stems both from the growing number and pro-
portion of the elderly and from the gains in longevity and 
active life expectancy.
Primary aging•  is intrinsic and is determined by inherent 
or hereditary infl uences such as gender; culture, ethnicity, 
and race; intelligence and personality; familial longevity 
patterns; and genetic disease.
Secondary aging•  refers to extrinsic factors such as employ-
ment, economic level, education, health practices and 
related diseases, and societal attitude.
Several developmental tasks of the elderly infl uence their • 
emotional needs: establishing satisfactory living arrange-
ments; adjusting to retirement income; establishing 
comfortable routines; maintaining love, sex, and mari-
tal relationships; keeping active and involved; staying in 
touch with other family members; sustaining and main-
taining physical and mental health; and fi nding meaning 
in life. Not all elderly clients of diverse cultures, such as 
Native Americans, African Americans, Hispanics, Asian 
Americans, and Arab Americans successfully complete 
these  developmental tasks.

Erikson (1963) describes the elderly as experiencing a devel-• 
opmental stage of ego integrity versus despair. Individuals 
experiencing despair may exhibit patterns of behavior or 
emotional reactions such as hypersomnia, suspiciousness, 
hypochondriasis, depressed mood, or anxiety.
Common emotional reactions, cognitive changes, or • 
behavioral disturbances that occur in the elderly include 
anxiety, loneliness, guilt, depression, somatic complaints, 
paranoid reactions, dementia, and delirium.
Assessment of the psychosocial needs of elderly clients is • 
multifaceted and may take place in various settings. Long-
standing psychosocial issues may not have been addressed 
in earlier years. The client’s attempt to adapt to the devel-
opmental task of ego integrity versus despair may pres-
ent with serious adverse effects that family members or 
caregivers fi nd troublesome to live and work with. Special 
concerns such as pain, polypharmacy, substance abuse, 
insomnia, or IWL may also require assessment.
Barriers to the assessment of the elderly are classifi ed as • 
provider related, client related, or illness related.
The formulation of nursing diagnoses and statements of • 
outcome for elderly clients with psychiatric issues can 

Shives_Chap30.indd   542Shives_Chap30.indd   542 11/6/2010   5:43:49 PM11/6/2010   5:43:49 PM



CHAPTER 30    Aging Clients with Psychosocial Needs 543

be challenging because of the coexistence of at least one 
medical condition.
Psychiatric–mental health nursing interventions for older • 
adults focus on Maslow’s theory of motivation and assist 
the client in meeting the basic human needs of survival 
(eg, pain management, adequate rest, adequate nutrition), 
safety and security, love and belonging, self-worth, and 
self-actualization or self-fulfi llment; meeting the client’s 
emotional needs (eg, loss or unresolved grief); and  assisting 

the client in maintaining life with dignity and comfort until 
death.
The goal of continuum of care is to assist the client in access-• 
ing support systems for physical or mental problems and in 
the development of new interests, hobbies, and friendships 
to decrease social isolation and increase self-esteem.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Visit a local retirement community. Interview several 
people about what it is like to get older and how they 
cope. What conclusions can you draw about coping skills 
and healthy aging?

 2. Using Peck’s concept of ego transcendence, how might an 
elderly person help you and your classmates understand 
aging?

Refl ection

According to the chapter opening quote by Experience Corps, 
by the year 2050, 40% of 65-year-olds are likely to reach age 
90. What do you plan to be doing in the year 2050? What 
preparations have you made or are you making? What devel-
opmental task(s) of aging, if any, do you think will be problem-
atic for you? Explain your answer.

NCLEX-Style Questions

 1. The community health nurse plans a teaching program 
on healthy living for members of a senior citizens’ 
center. Senior citizens typically have a wide variety of 
medical conditions that must be addressed with mul-
tiple therapeutic interventions and medications. In the 
nurse’s discussion, which topic would be essential to 
include?
a. controlling intrinsic factors of aging process
b. monitoring blood pressure every month
c. obtaining adequate health insurance
d. refraining from use of abusive substances

 2. The charge nurse in a nursing home teaches the certifi ed 
nursing assistants to identify residents at high risk for 
depression to help in establishing a plan of care. Which 
factor would be of highest priority in determining 
this risk?
a. decreased productivity
b. lack of a support system
c. sensory impairment
d. rigid lifestyle

 3. Elderly patients have varied psychological and physical 
stresses. It is common that they suffer from depression 
and feelings of hopelessness due to the major changes 
they have seen in life. Contrary to the norm, some clients 
are able to maintain a positive attitude. The nurse under-
stands that an elderly client who has a positive approach 
and fi nds meaning in life possesses which of the follow-
ing characteristics?
a. ego preoccupation
b. ego transcendence
c. passive acceptance
d. reminiscence ability

 4. When assessing an aging client, the nurse focuses ques-
tions to elicit information about primary factors related 
to aging. The questions must be simple and clear to 
insure full understanding on the client part. Which fac-
tors would the nurse address? Select all that apply.
a. gender
b. employment
c. educational level
d. culture
e. intelligence
f. health practices

 5. The nurse assesses an elderly client who presents with 
symptoms of decreased concentration, sadness, and 
somatic complaints for the ability to complete the Anno-
tated Mini-Mental State Examination. This assessment is 
for the purpose of differentiating depression from which 
of the following?
a. anxiety
b. dementia
c. paranoia
d. somatization

 6. Which of the following nursing interventions would be 
most appropriate in assisting an elderly client to meet the 
need for love and belonging?
a. communicating clearly on an adult level
b. encouraging participation in decision making
c. mobilizing strengths and ability for independence
d. using therapeutic affection and touch
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LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Recognize the genetic, biologic, sociologic, and psychological factors 
believed to precipitate suicidal behavior.

 2. Compare and contrast the theory of self with the theory of parasuicidal 
behavior.

 3. Identify those clients or groups of individuals considered to be at risk for 
suicide.

 4. Illustrate at least two examples of verbal, behavioral, and situational 
suicidal clues.

 5. Distinguish among suicidal ideation, intent, threat, gesture, and attempt.
 6. Differentiate among three cultural beliefs about suicide.
 7. Discuss primary, secondary, and tertiary suicide prevention.
 8. Describe the purpose of suicide precautions, no-suicide contracts, and 

seclusion and restraints in the clinical setting.
 9. Explain the rationale for the use of medication, interactive therapies, 

and family and client education when providing care for clients who are 
exhibiting suicidal behavior.

 10. Articulate the importance of self-assessment when providing care for 
suicidal clients.

 11. Discuss the purpose of a psychological autopsy.
 12. Describe the term postvention.
 13. Refl ect on the impact of physician-assisted suicide on the nursing 

 profession.

Suicidal Clients

Suicide may be the culmination of self-destructive urges that 

have resulted from the client’s internalizing his or her anger or a 

desperate act by which to escape a perceived intolerable psycho-

logical state or life situation. The client may be asking for help by 

attempting suicide, seeking attention, or attempting to manipulate 

someone with suicidal behavior.

—SCHULTZ & VIDEBECK, 2009

KEY TERMS
Alexithymia
Altruistic suicide
Anomic suicide
Dermatillomania
Egoistic suicide
Euthanasia
Interpersonal-Psychological 

Theory of Suicidal Behavior
Parasuicide
Physician-assisted suicide (PAS)
Postvention
Primary prevention
Psychological autopsy
Secondary prevention
Tertiary prevention
Theory of Self
Trichotillomania
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persons with a 102C/C genotype scored signifi cantly higher 
(a high score on item three of the scale indicates suicidal ide-
ation) than did individuals with T/C or T/T genotypes. In 
addition, serotonin receptor levels did not normalize after the 
depression was treated successfully (Muller, 2000a). Such fi nd-
ings suggest that individuals may be biologically predisposed 
to suicidal thoughts, versus the view of suicide as a character 
fl aw. Perhaps if clients knew that their suicidal urges had a 
genetic component, they might seek help more readily.

Endocrine Basis
Researchers have demonstrated that a dexamethasone suppres-
sion test can identify suicide risk. In a clinical study that spanned 
15 years, 114 participants initially received 1 mg of dexam-
ethasone at 11 PM on day 1, followed by three measurements 
of serum cortisol on day 2. The researchers looked at death 
records an average of >15 years later to determine the number 
of suicides in each group. Of the 56 individuals in the cortisol-
suppressor group, 45 participants were still alive and 11 were 
dead, including one suicide. In the cortisol- nonsuppressor 
group, 40 of the 58 participants were still alive and 18 were 
dead, including six suicides. Researchers concluded that the 
participants in the cortisol-nonsuppressor group experienced 
a hyperarousal of the hypothalamic–pituitary–adrenal (HPA) 
axis that affected the brain’s ability to modulate stress states. 
Disturbances in the regulation of anxiety and aggression due 
to increased levels of cortisol placed the participants at an 
increased risk for suicide (McNamara, 2004a).

Relationship of Neurochemical Binding Sites
The relationship among serotonin and postsynaptic fron-
tal cortices’ binding sites, 5-HIAA (a metabolite of serotonin 
normally found in spinal fl uid), and serum cholesterol has 
been the focus of research studies. Results concluded that the 
presence of increased binding sites decreases the availability 
of serotonin for regulation of aggressive behavior. Low fl uid 
levels of 5-HIAA predict short-range suicide risk, thereby sup-
porting the serotonin hypothesis of suicide risk. Low levels 
of cholesterol suggest low serotonin availability and reduced 
inhibition of aggressive behavior (Mericle, 1997; Sadock & 
Sadock, 2008).

Protein Kinase C Abnormality
Teenage suicide may be associated with abnormalities of pro-
tein kinase C. Postmortem brains of teenage suicide victims 
revealed a signifi cant decrease in protein kinase C activity in 
the prefrontal cortex and hippocampus compared with post-
mortem brains of teenagers who were free of psychiatric illness 
and did not commit suicide. Researchers believe that protein 
kinase C may be a target for therapeutic intervention in clients 
with suicidal behavior (Stong, 2004).

Familial Suicidal Behavior
Studies show that suicidal behavior is familial, but the risk 
factors for transmission from parent to child are unclear. 
Researchers are attempting to clarify the difference between 

Suicide is a tragic and potentially preventable public health 
problem. Since the year 2000, suicide has remained the 
11th cause of death; homicide ranks 15th. According to the 
most current statistics provided by the American Association 
of Suicidology, 33,000 individuals in the United States com-
mitted suicide (ie, 11.1 completed suicides per 100,000 per-
sons) in 2006. The highest rates occurred in intermountain 
states. Although females attempted suicide three times more 
often than males, males completed suicide four times than that 
of females. Firearms were responsible for 50.7% of completed 
suicide in all age groups; however, the most common method 
of suicide by females was poisoning. The rates of completed 
suicide were highest among individuals aged 80 and over 
(American Association of Suicidology, 2006).

Suicide continues to be the third leading cause of death 
among children and youth after accidents and homicide. Sta-
tistics indicate that 4,189 suicides were completed by youths 
aged 15 to 24 years in 2006. Furthermore, for every com-
pleted suicide by this group, 100 to 200 attempts were made. 
Firearms were responsible for 47% of the suicides by youths 
(American Association of Suicidology, 2006). Older adults are 
disproportionately likely to die by suicide. Comprising 12.5% 
of the 2006 population, individuals age 65 years and over rep-
resented 15% of the suicides (American Association of Suici-
dology, 2006). This chapter addresses the etiology of suicide 
and identifi es those individuals or groups at risk for attempting 
suicide. It focuses on the role of the nurse in the treatment and 
prevention of suicide.

ETIOLOGY
The need to be loved and accepted, along with a desperate wish 
to communicate feelings of loneliness, alienation, worthless-
ness, helplessness, and hopelessness, often results in intense 
feelings of anxiety, depression, and anger or hostility directed 
toward the self. If no one is available to talk to or listen to 
such feelings of insecurity or inadequacy, a suicide attempt 
may occur in an effort to seek help or end an emotional con-
fl ict. Various theories have been proposed to explain the pos-
sible factors that infl uence suicidal behavior. A summary of the 
major ideas of these theories follows.

Genetic and Biologic Theories

In medicine, the strongest evidence for involvement of genetic 
and biologic factors in suicidal behavior is suggested by analy-
ses of several different areas. These areas include genetic mark-
ers, studies on the relationship of neurochemical binding sites, 
and suicidal behavior among twins and adopted individuals.

Genetic Markers
Researchers have discovered a genetic marker for suicidal ide-
ation. DNA analysis showed that the 102T/C polymorphism 
in 5-HT2a receptor gene is signifi cantly associated with major 
depression. In this study, individuals were evaluated using the 
Hamilton Rating Scale for Depression. Results revealed that 
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“the self.” According to the Theory of Self, “the self” tries to 
 maximize its own self-esteem, seeks pleasure, and avoids pain. 
The maintenance, protection, and enhancement of “the self” 
may be the basic motive for behavior. “The self” takes pre-
cedence over the physical body as individuals often sacrifi ce 
physical comfort and safety for psychological satisfaction.

In healthy individuals, there is a constant assimilation of 
new ideas and expulsion of old ideas through life. “The self” 
continuously guards against perceived threats. If “the self” 
remains in a defense mode, feelings of disappointment, guilt, 
shame, depression, or anxiety may occur. Chronic negative 
feelings result in low self-esteem, cognitive distortions, and 
irrational beliefs. Social psychologists believe suicide occurs 
when “the self” is unsuccessful at achieving self-actualization 
or psychological satisfaction (McNamara, 2004b).

Interpersonal–Psychological Theory
The Interpersonal–Psychological Theory of Suicidal 
 Behavior proposes that an individual will not die by suicide 
unless he or she has both the desire to commit suicide and the 
ability to do so (Joiner, 2009). This theory asserts that when 
an individual holds two specifi c psychological states simul-
taneously (ie, perceived burdensomeness and a sense of low 
belongingness or social alienation) for an extended period of 
time, he or she develops the desire for death. Perceived bur-
densomeness is defi ned as a personal view that one’s existence 
burdens others (eg, family, friends, or society). The individual 
believes that his or her death would be worth more than his 
or her life to others; a potentially fatal misperception. Low 
belonging/social alienation is defi ned as the experience that one 
is alienated from others and is not an integral part of a family, 
circle of friends, or a valued group.

In order for suicide to occur, a third element, the acquired 
ability for lethal self-injury, must be present. The individual, 
who has repeatedly experienced a fi ght with self-preservation 
motives through repeated exposure to painful or fearsome 
experiences, develops a sense of fearlessness and the capacity 
to overcome the instinct to survive. Thus, the capability for 
suicide is acquired (Joiner, 2009).

Theory of Parasuicidal Behavior
The term parasuicide describes individuals who engage in 
intentional self-injurious behavior (SIB) (also referred to as 
self-infl icted injury or self-mutilation) but usually do not wish 
to die. This self-destructive behavior is a disturbing phenom-
enon that has been increasing since the 1990s. Examples of 
SIB include cutting, head banging, burning, needle sticking, 
ingestion of sharp objects or toxic substances, or bone break-
ing. Such behavior usually fi rst appears in early adolescence, is 
reportedly higher in females than in males, and is often associ-
ated with childhood trauma. It is a coping method used to deal 
with situations that produce feelings of rejection, anger, help-
lessness, and guilt. SIB represents an attempt to relieve ten-
sion or bear intolerable emotional pain when everything else 
fails. This behavior may be an attempt to communicate hurt to 
others, exert control in an out-of-control life, or to experience 

the development of a mood disorder, which tends to run in 
families, and the development of suicidal behavior. They are 
investigating genetic data and neurobiologic factors (eg, endo-
phenotypes) believed to precipitate behaviors (eg, impulsive 
aggression or cortical responses to stress) that result in suicidal 
behavior (Kennedy, 2004).

Twin and Adoption Studies
Studies also have focused on suicidal behavior among twins and 
adoptees (Sadock & Sadock, 2008). According to the studies 
of twins, suicide among identical twins was signifi cantly higher 
(11.3%) than suicide among fraternal twins (1.8%). A Danish–
American adoption study revealed that adoptee suicide victims 
experiencing a situational crisis or impulsive suicide attempt 
or both had more biologic relatives who had committed sui-
cide than did members of the control group.

Sociologic Theories

Emile Durkheim, a French sociologist, identifi ed society as an 
infl uencing factor on suicide rates. He divided suicides into 
three categories based on the degree of an individual’s social-
ization: egoistic, altruistic, and anomic. Egoistic suicide refers 
to suicide by individuals who are not strongly integrated into 
any social group (eg, a divorced male, who has no children 
and who lives alone, commits suicide). Altruistic suicide 
describes suicide by persons who believe sacrifi cing their lives 
will benefi t society. For example, a fi reman who knows his 
life is in danger and that he could die, sacrifi ces his life while 
attempting to save the lives of others during the attack on the 
World Trade Center; a suicide bomber in Palestine dies while 
fi ghting for independence from Israel. Anomic suicide refers 
to suicide that occurs when an individual has diffi culty relat-
ing to others, adapting to a world of overwhelming stressors, 
or adjusting to expected normal social behavior (eg, a college 
student who was popular in high school has diffi culty adjust-
ing to college life, feels socially unaccepted on campus, and 
commits suicide).

Psychological Theories

Both Sigmund Freud and Karl Menninger believed suicide 
was a result of anger turned inward. According to Freud, sui-
cide represented aggression against an introjected love object. 
He also doubted that suicide would occur without an earlier 
repressed desire to kill someone else. Menninger, building on 
Freud’s theory, believed that suicide was an inverted homicide 
act because of anger toward another person. He also believed 
that an individual has a self-directed death instinct composed 
of the wish to kill, the wish to be killed, and the wish to die 
(Sadock & Sadock, 2008).

Theory of Self
Of all the perceptions we experience, none has more profound 
signifi cance than the perceptions of self and how we fi t into 
the world. This internal view of personal existence is called 
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a sense of the  impossible. Helplessness is a feeling that 
everything that can be done has been done; there is noth-
ing left to sustain hope.
A cry for help: • Some people attempt suicide hoping 
to draw attention to themselves to receive help. For 
example, a 49-year-old woman in fi nancial distress 
attempts suicide by taking a moderate overdose of 
sleeping pills, hoping that her boyfriend, who never 
displayed an interest in her business, will come to her 
rescue fi nancially as well as emotionally.
An attempt to “save face” or seek a release to a better life: • 
Persons who were involved in the stock market crash of 
1929 precipitating the Great Depression jumped from 
windows in suicide attempts caused by feelings of failure. 
These people had viewed themselves as competent, suc-
cessful, and respected before the crash. The suicides were 
an effort to save face, relieving them of the responsibility 
of dealing with business failures.

INDIVIDUALS AT RISK FOR 
SELF-DESTRUCTIVE BEHAVIOR
One of every ten persons entertains recurrent or persistent 
thoughts of suicide. Overall, there may be between 8 and 
25 attempted suicides for every suicide death. Suicide attempts 
generally are reported as accidents to spare families the stig-
matizing impact of suicide and to facilitate insurance cover-
age that otherwise would not occur in the event of suicide 
(National Institute of Mental Health, 2003).

Approximately 80% of persons attempting suicide give 
clues, which are categorized as verbal, behavioral, or situational. 
Verbal suicidal clues include talking about death, making com-
ments that signifi cant others would be “better off without” the 
person, and asking questions about lethal dosages of drugs. 
Behavioral suicidal clues include writing forlorn love notes, direct-
ing angry messages at a signifi cant other who has rejected the 
person, giving away personal items, or taking out a large life-in-
surance policy. Situational suicidal clues describe events or situa-
tions that present themselves either around or within the person, 
such as the unexpected death of a loved one, divorce, job failure, 
or diagnosis of a malignant tumor. Such situational clues may 
place the person at high risk for suicide. Supporting Evidence 
for Practice 31-1 highlights a study addressing the risk of sui-
cidal ideation in parents who have suffered the loss of a child.

Suicidal behavior is complex. Various individuals or 
groups of individuals are at risk for self-destructive behavior. 
Although risk factors vary with age, gender, and ethnic group 
and may even change over time, the risk factors frequently 
occur in combination. Specifi c client groups with an increased 
risk for suicide are described in the following sections.

Clients With a Psychiatric Disorder

Approximately 95% of all individuals who commit or attempt 
suicide have a diagnosed mental disorder. For example, 
approximately 80% of suicides are committed by clients with 

a pleasurable analgesic effect as opiates are released into the 
body after trauma. Self-harm poisoning was the second leading 
cause of ED visits for individuals who engaged in SIB in 2006. 
Among ED visits, 75% of the cases resulted in hospitalization. 
SIB is found in people of all ethnic and racial backgrounds 
(Aguirre & Smith, 2007; Boylan & Waite, 2008; Glenn & 
De Nisco, 2006: Starr, 2004; Tumolo, 2005).

Clients who self-infl ict generally claim to experience no 
pain and state they are angry at themselves or others. The inci-
dence of self-injury in the psychiatric setting has been estimated 
to be >50 times that of self-injury in the general population. 
Self-injury occurs in approximately 30% of clients who abuse 
substances orally and 10% of clients who abuse intravenous 
substances before admission to a substance-abuse unit (John-
ston, 2002; Sadock & Sadock, 2008).

Although controversy exists over their classifi cation 
(ie, impulse control disorder, mood disorder, obsessive– 
compulsive disorder, or tic disorder), trichotillomania (TTM), 
or compulsive hair pulling, and dermatillomania, or skin 
picking, are forms of self-injury that may affect as many as 
3% of the U.S. population. Both disorders affect young chil-
dren, adolescents, and adults alike. Persons with TTM most 
often pull hair from the scalp but may also pull hair from the 
eyebrows, eyelashes, pubis, and body. Like individuals with 
TTM, those who pick their skin often focus on any part of 
the body. Anything can be used to pick, such as hands or fi n-
gernails, tweezers, or razor blades (Spittler, 2008a; Whitaker, 
Wolf, & Keuthen, 2003). Individuals who exhibit these behav-
iors claim that they experience an increasing sense of tension 
immediately before the behavior, followed by pleasure, grati-
fi cation, or relief. Such behavior may continue until external 
events, self-loathing, or soreness intervenes or an elusive “just-
right” feeling is achieved. Over time, individuals who engage 
in SIB may require more frequent or intensive self-injury to 
achieve relief of intolerable stress. Physical disfi gurement and 
the inability to control one’s behavior can lead to shame and 
isolation, as well as avoidance of needed health care services. 
The social consequences to self-esteem resulting from the hair 
loss or skin picking may precipitate depression, contribute to 
the use of alcohol or drugs to cope with feelings, or place the 
client at risk for suicidal behavior (Buchanan, 2002;Campbell, 
2008; Spittler, 2008a).

Other Psychological Factors
Additional psychosocial factors or motives believed to pre-
cipitate suicidal behavior have been identifi ed and explained. 
Briefl y summarized, these factors may include the following:

A reunion wish or fantasy: • A newspaper article described 
the death of an elderly man whose wife had just died. He 
left a note to his children stating that he did not want to 
live without his wife, and because of his belief in life after 
death, he planned to join his wife.
A way to end one’s feelings of hopelessness and helplessness: • 
Hope infers a sense of the possible, giving promise for 
the future and an expectation of fulfi llment. Persons 
who experience hopelessness feel insecure, believing 
that there are no solutions to problems. They experience 
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Clients with Alexithymia

Alexithymia is not a psychiatric diagnosis, but a construct 
introduced in 1972 by Peter Sifneos. Derived from the Greek 
language, it literally means “having no word for emotions.” 
This construct is useful for characterizing clients who seem 
not to understand the feelings they experience and who seem 
to lack the words to describe their feelings to others. It is a real 
phenomenon and identifi es a defi cit of self. Individuals who 
experience this phenomenon have been found to be at risk for 
self-mutilation and suicidal behavior (Muller, 2000b).

Clients with Medical Illnesses

The suicide rate among nonpsychiatric general hospital clients 
after discharge has been reported to be three times higher than 
it is among the general population. Individuals with a chronic 
or terminal medical illness have verbalized several reasons for 
suicidal ideation. They include pain, suffering (eg, fear of a 
“horrible death” caused by dyspnea, dysphagia, or another 
cause), fatigue, loss of independence, and decreased quality 
of life. Furthermore, some nonpsychiatric health problems are 
linked to risk of suicide in the elderly. These include declin-
ing health, which gives rise to chronic medical problems such 
as congestive heart failure, stroke, multiple sclerosis, chronic 
obstructive lung disease, seizure disorder, malignant neo-
plasms, and moderate or severe pain. The elderly may use a 
nonviolent means to commit a suicide such as self-starvation 
or nonadherence to essential medical treatment. Others may 
solicit help from caregivers, including medical and nursing 
professionals, to perform euthanasia or physician-assisted 
 suicide (PAS) (Ellson, 2007; Muzina, 2007; Spittler, 2008b).

depressive disorders, 10% by clients with the diagnosis of 
schizophrenia, and 5% by clients with the diagnosis of demen-
tia or delirium (Sadock & Sadock, 2008).

People who struggle with gambling problems may expe-
rience serious social, emotional, fi nancial, and health conse-
quences. For many, coping with the negative emotions related 
to these issues can become overwhelming. Feelings of shame, 
hopelessness, and failure may seem too hard to bear. And for 
some, suicide appears to be a solution to all of these problems 
(Dubois, 2009).

Command hallucinations, delusions of grandeur, lack of 
impulse control, and manipulative behavior may precipitate 
suicide attempts in clients with psychotic disorders such as 
schizophrenia, bipolar disorder, or substance abuse disorders. 
Overwhelming grief, severe anxiety, panic attacks, agitation, 
or a chemical imbalance are linked to suicide risk in clients 
with depression. Individuals with severe depression have been 
known to commit suicide after treatment and during the recov-
ery process, a time during which the client experiences the 
energy level to follow through with self-destructive thoughts. 
Individuals with anorexia nervosa or bulimia nervosa exhibit 
a passive form of suicide that could become active due to feel-
ings of frustration, guilt, anger, or manipulation and loss of 
control (Sadock & Sadock, 2008).

Alcohol and certain drugs are known to cause central 
nervous system depression. The mixing of drugs and alco-
hol may cause a drug–alcohol interaction that could result in 
death. Many drugs cause psychological or physiologic depen-
dency, thus creating emotional confl ict and depression as well 
as physiologic deterioration. Drug–drug interactions also 
increase the likelihood of death as a result of self-destructive 
impulses.

The Sudden, Violent Death of a Child and Parental Suicidal Ideation

SUPPORTING EVIDENCE FOR PRACTICE 31.1

PROBLEM UNDER INVESTIGATION / What factors 
precipitate suicidal ideation among parents after the 
sudden, violent death of a child?

SUMMARY OF THE RESEARCH / This 5-year study 
by nurse researchers followed up with 261 parents 
whose children (average age was 20 years) experi-
enced a sudden, violent death. The sample consisted 
of parents whose age ranged from 32 to 61 years; 
86% were Whites; and most were considered to 
be well educated and employed. There were 171 
mothers and 90 fathers, with 69 couples; 90% were 
biological parents, 5% were adoptive parents, and 
5% were step-parents. Sixty-fi ve percent of the de-
ceased children were male and the causes of death 
included accidents (58%), suicides (24%), and homi-
cides (10%). The subjects who reported suicidal ide-
ation reported three patterns: within the fi rst year of 

the child’s death (75%), delayed reaction after the 
fi rst year (9%), and continuous ideation throughout 
the study period (16%). Results indicated that par-
ents with suicidal ideation were less able to accept 
the death and scored higher for distress, depression, 
and trauma and lower in self-esteem, self-effi cacy, 
and coping compared with parents who reported no 
suicidal ideation.

SUPPORT FOR PRACTICE / Psychiatric–mental health 
nurses must assess for depression, distress, and suicid-
al ideation in clients who have experienced the sud-
den, violent death of a child. Furthermore,  assessment 
may need to be repeated over time.

SOURCE: Murphy, S. A., Tapper, V. J., Johnson, L. C., & Lohan, J. (2003). 
Suicide ideation among parents bereaved by the violent deaths of their 
children. Issues in Mental Health Nursing, 24, 5–25.
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who make such a request may confl ict with a nurse’s personal 
moral beliefs. Although a nurse has the right to choose whether 
to participate, the nurse may not be aware of a client’s request 
and therefore become an unknowing participant in PAS.

Knowlton (1998) also discusses the controversy of PAS 
after a survey of surgical and medical residents who were asked 
questions such as “Should physicians act on patient requests to 
die, or should they address patient needs through other mea-
sures?” and “What factors other than patient suffering infl u-
ence requests for assisted death?” The conclusion was reached 
that further investigation is imperative so that care of severely 
ill clients is derived from explicit clinically and ethically sound 
principles of medicine and not based on uncertain motive, 
incorrect information, or prejudicial attitudes.

Libow (2000) discusses an alternative to PAS, the estab-
lishment of a palliative care and ethics team. Such a team 
would be available to help ease the last days of clients and 
provide support for family members.

Adolescent Clients

Adolescent suicide is not usually a spur-of-the-moment act. 
According to statistics obtained in the year 2006, approxi-
mately 10 youths per 100,000 committed suicide; every day 
there were 11.5 completed suicides by youth; and one young 
person between the ages of 15 and 24 years committed suicide 
every 2 hours and 5 minutes. Additionally, >12,000 children 
and adolescents are hospitalized in the United States each year 
as a result of suicidal threats or behavior (American Associa-
tion of Suicidology, 2006; National Center for Health Statistics, 
2003; Perlstein, 2004; Sadock & Sadock, 2008).

Suicidal ideation, gestures, and attempts are associated 
with adolescent depression and have become a growing men-
tal health problem. Risk factors for adolescent suicide include 
male gender; age 16 years or older; living alone; history of 
impulsivity, aggression, or previous attempt; history of physi-
cal, sexual, or emotional abuse, mood disorder, substance 
abuse disorder, or preoccupation with death or dying; recent 
change in mental status or personality; psychosocial crisis; and 
media infl uence. Suicidal behaviors are often linked to school 
performance, making potential high-school dropouts a high-
risk group (Collett & Myers, 2005; Mahoney, 2006).

Drum (2008) notes that growing levels of distress among 
college students and diminishing resources to handle the conse-
quences place college students at risk for suicide. A  Web-based 
survey conducted by the National Research Consortium of 
Counseling Centers in Higher Education identifi ed the follow-
ing reasons for suicidal thoughts and behavior among college 
students: desiring relief from emotional or physical pain; prob-
lems with romantic relationships; problems with school or aca-
demics; or the desire to end their life.

High-Risk Population Groups

High-risk populations include ethnic minorities, homosexu-
als, the incarcerated, the elderly, public servants (eg, air-traffi c 
controllers, police offi cers, military personnel), individuals 

The presence of a neurologic disorder raises the overall 
suicide risk. Suicide is more frequent at particular moments 
of a disease’s natural course, such as the period after diagno-
sis and the period after hospitalization. For example, suicides 
have been reported to account for up to 13 times the expected 
death rate in clients with Huntington’s disease. Epilepsy raises 
the expected death rate due to suicide fi vefold in men and 
twofold in women. Suicide after traumatic brain injury is 
two to three times higher than in the general population. In 
clients with spinal cord injury, the period immediately after 
the injury is one of particular vulnerability. Approximately 
83% of the suicides occur within 6 months of the injury and 
90% occur within 5 years (Muzina, 2007; Sherman, 2000; 
Spittler, 2008b).

Euthanasia and Physician-Assisted Suicide
Euthanasia, defi ned as a health care provider’s deliberate 
act to cause a client’s death, and physician-assisted suicide 
(PAS), defi ned as the imparting of information or means to 
enable suicide to occur, have become controversial issues 
in the health care industry (Sadock & Sadock, 2008). The 
increase in human longevity, the development of modern 
medical technology, and the use of life-support systems have 
created an ethical dilemma for health care providers who are 
often confronted with their responsibility to relieve pain and 
suffering as well as their obligation to preserve life. Certain 
medical diagnoses are particularly associated with a request 
for assisted suicide and receipt of a lethal prescription (eg, 
amyotrophic lateral sclerosis, human immunodefi ciency virus 
[HIV]/AIDS, and cancer). Nurses who provide palliative care 
for terminally ill or dying clients have diffi culty distinguishing 
among allowing, hastening, or causing death when their only 
goal is to help clients die with peace and dignity (Schwartz, 
2002; Wachter, 2008).

In 1997, voters in the state of Oregon approved a Death 
With Dignity Act. This act applies to adults diagnosed with a 
terminal illness that is expected to cause death within 6 months. 
It requires a client to make two oral requests and one written 
request to a physician and to wait at least 15 days after the 
initial oral request before receiving a prescription for lethal 
drugs. A second physician’s opinion is required to verify the 
initial diagnosis; that the client is capable of and did make an 
informed decision; and that the decision was made voluntarily. 
Factors affecting client requests in Oregon for assistance with 
suicide included pain, fatigue, dyspnea, loss of independence, 
and poor quality of life (Kirk, 1998; Libow, 2000).

Individuals intent on self-destructive behavior are able to 
obtain information through books such as Final Exit, a 1991 pub-
lication by the Hemlock Society. In 1993, the Hemlock Society 
held a suicide workshop in San Francisco attended by homosex-
ual males infected with the HIV. Internet resources also provide 
information to educate people on how to commit suicide.

Regardless of the situation, nurses are ethically bound to 
protect clients who are at risk for self-harm, with the assump-
tion that nurses will do nothing to harm or shorten the lives of 
clients in their care. The question, though, is raised: “Is it ethical 
to participate in physician-assisted suicide?” Caring for clients 
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Persons who engage in masochistic sexual acts by using 
devices to enhance autoerotic feelings, and “daredevils” such 
as Evel Knievel who attempt death-defying acts, are thought 
to be risking their lives by engaging in passive suicidal behav-
ior. Finally, individuals who have a history of previous suicide 
attempts, and who have not developed adequate coping skills 
or who lack suffi cient support systems, are at risk each time 
they experience increased stress.

THE NURSING PROCESS

Assessment

Suicide is considered more preventable than any other cause of 
death. This statement is based on the assumption that all sui-
cidal persons are ambivalent about life and therefore are never 
100% suicidal. The decision to provide care for a  suicidal 
 client requires the use of excellent assessment skills and crisis 
intervention techniques (see Chapter 13 for information about 
crisis intervention).

Assessment of the client who is self-destructive involves 
close observation and acute listening. Three barriers that can 
interfere with the assessment process include not taking the 
client’s threats seriously, the inability to recognize the presence 
of risk factors, and the lack of suicide prevention education. 
The risk of suicide is increased when a plan is formulated and 
the client has the ability to carry out the plan. It is acceptable 
to ask the following questions during the assessment process 
to detect any suicide clues, assess the motive for suicide (eg, 
escape from pain, manipulation of others, both), and gain 
information regarding the specifi city of the plan, and its degree 
of lethality:

Have you had thoughts that life is not worth living?• 
What worries do you have?• 
Do you want to die?• 
Do you have a specifi c plan? If so, what is your plan?• 
What keeps you from acting out your plan?• 
Have you attempted suicide before? If so, how?• 

Determined suicidal individuals can easily and quickly 
fi nd information on how to commit suicide, suicide meth-
ods, and how to kill oneself on popular Internet search 
engines such as Google, Yahoo, and Ask. Therefore, the 
nurse should also ask the client, “Do you use the Inter-
net?” and “What do you use it for?” during the assessment 
(Wachter, 2008).

The following terminology, often referred to as “the suicide 
lexicon,” is commonly used to describe the range of suicidal 
thoughts and behavior identifi ed during assessment:

Suicidal ideation, • or vague, fl eeting thoughts about wanting 
to die
Suicidal intent, • or thoughts about a concrete plan to commit 
suicide
Suicidal threat, • or the expression of a person’s desire to end 
his or her life

engaged in masochistic sexual acts, and physicians. For 
 example, although there has been a small, steady decline in 
the high suicide rate of African American youth aged 10 to 
19, suicide continues to be the third leading cause of death for 
that group following homicide and accidents. People of Native 
American and Alaskan native heritage continue to have high 
suicide rates. In 2006, 72% of reported suicides were commit-
ted by this ethnic minority group, a rate greater than the com-
pleted suicide statistics for all races in the United States during 
that year (American Association of Suicidology, 2006; Suicide 
and Mental Health Association, International, 2009). Unusu-
ally high rates of attempted suicide have been found among 
homosexual individuals (20%–42%), particularly men. Sui-
cide is the third leading cause of death in prison, after natural 
causes and AIDS-related deaths. The suicide rate is three times 
more common among incarcerated individuals than among the 
general population. Approximately 15% of all suicide victims 
are persons 65 years of age and older. The rate of suicide for 
females peaks between the ages of 45 to 49 years and declines 
after the age of 60 years (American Association of Suicidology, 
2006; Frieden, 2005b; National Center for Injury Prevention 
and Control, 2003).

Additionally, persons who are divorced, separated, wid-
owed, unemployed, or socially isolated are also at high risk 
because of feelings of dependency, loneliness, and worthless-
ness as they attempt to care for themselves in a society that 
places much emphasis on youth, success, and independence.

Individuals whose occupations require selfl ess public ser-
vice and dedication and who work under pressure are also at 
risk for suicide. For example, the U.S. Army reported that in 
2006 the suicide rate among service men and women was the 
highest in the 26 years it has been keeping records. Contribut-
ing factors may include the extended amount of time in which 
they are deployed to a foreign land and separated from loved 
ones or survivor’s guilt that occurs when they see others criti-
cally injured or killed (Fink, 2008; Kirn, 2007). In addition, 
police offi cers and air-traffi c controllers who work long hours 
and often experience disruptions of family and social life may 
develop a major depressive disorder or substance-related dis-
order due to ineffective coping. Thus, suicide may be a means 
for them to escape feelings of hopelessness or helplessness. 
According to the American Foundation for Suicide Preven-
tion, each day in the United States one doctor dies by suicide. 
 Several studies have confi rmed over the past four decades that 
occupations with the highest risk of suicide include anesthe-
siologists, psychiatrists, and dentists (Anderson, 2008; Crisis 
Intervention Network, 2002).

SELFAWARENESS PROMPT
What are your personal thoughts about the act 

of suicide? What factors have contributed to your 
feelings and beliefs? Do you feel competent to 
provide care for a person who attempts  suicide? 
Why or why not?
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asks suspicious questions such as, “How often do the night • 
 personnel make rounds?” “How many of these pills would it take 
to kill a person?” “How high is this window from the ground?” 
“How long does it take to bleed to death?” and so forth;
fears being unable to sleep and fears the night;• 
is depressed and cries frequently;• 
keeps away from others due to self-imposed isolation, especially • 
in secluded areas or behind locked doors;
is tense and worried and has a hopeless, helpless attitude;• 
imagines he or she has some serious physical illness such as • 
cancer or tuberculosis (The person may want to end the suffer-
ing or decrease the imagined burden to the family.);
feels very guilty about something real or imaginary or feels • 
worthless (The person may feel she or he is not worthy to live.);
talks or thinks about punishment, torture, and being perse-• 
cuted;
is listening to voices (The voices may tell the person to try to • 
take his or her life.);
suddenly seems very happy, without any apparent reason, after • 
being very depressed for some time (The person may be happy 
now that she or he has fi gured out a method of committing 
suicide.);
collects and hoards strings, pieces of glass, a knife, or anything • 
else sharp that might be used for self-harm;
is very aggressive or very impulsive, acting suddenly and • 
 unexpectedly;

Suicidal gesture, • or intentional self-destructive behavior that 
is clearly not life threatening but does resemble an attempted 
suicide
Suicidal attempt, • or self-destructive behavior by which an 
individual responds to ambivalent feelings about living

Assessment of Suicide Risk
A client’s degree of suicidality is not a static quality, possibly 
fl uctuating quickly and unpredictably. Therefore, assessment 
of suicide risk is an ongoing process, not a single event. Assess-
ing individual suicide risk factors generally requires in-depth 
knowledge of a client. Also, obtaining information from other 
sources (eg, family, signifi cant other, family physician, teacher, 
or therapist if the client is being seen as an outpatient client) 
may be necessary before the degree of suicidal risk can be 
determined. Table 31-1 presents some key behaviors or symp-
toms and the degree of suicide risk associated with each.

When assessing a client’s suicide risk, keep in mind that 
approximately 80% of all potential suicide victims give some 
clue before exhibiting self-destructive behavior. Regard all 
behaviors and comments about suicide seriously. Clues may 
provide an indication of a client’s suicidal intent. Be alert when 
the client

talks about death, suicide, and wanting to be dead, and appears • 
to be in deep thought;

TABLE 31.1

Assessing the Degree of Suicide Risk

Intensity of Risk

Behavior or Symptom Low Moderate High

Anxiety Mild Moderate High, or panic state

Depression Mild Moderate Severe

Isolation, withdrawal Some feelings of isolation, no 
withdrawal

Some feelings of helplessness, 
hopelessness, and withdrawal

Hopeless, helpless, withdrawn, 
and self-deprecating

Daily functioning Fairly good in most activities Moderately good in some activities Not good in any activities

Resources Several Some Few or none

Coping strategies, devices 
being used

Generally constructive Some that are constructive Predominantly destructive

Signifi cant others Several who are available Few or only one available Only one or none available

Psychiatric help in past None, or positive attitude toward Yes, and moderately satisfi ed Negative view of help received

Lifestyle Stable Moderately stable Unstable

Alcohol or drug use Infrequently to excess Frequently to excess Continual abuse

Previous suicide attempts None, or of low lethality One or more, of moderate lethality Multiple attempts of high lethality

Disorientation, 
 disorganization

None Some Marked

Hostility Little or none Some Marked

Suicide plan Vague, fl eeting thoughts but no 
plan

Frequent thoughts, occasional 
ideas about a plan

Frequent or constant thought 
with a specifi c plan

Shives_Chap31.indd   554Shives_Chap31.indd   554 11/6/2010   5:19:51 PM11/6/2010   5:19:51 PM



CHAPTER 31    Suicidal Clients   555

hopelessness is considered the best-proven clinical  predictor 
of eventual suicide other than a previous attempt. Also inquire 
about the symptoms of subjective (emotional) intent and 
objective (purpose of) suicidal planning to aid in assessing 
actual suicidal intent. Ask the client whether fatality is per-
ceived, and how rescuable the client thinks he or she would be 
if medical attention were immediately available. Although sui-
cide attempts ultimately may be carried out impulsively, most 
are well planned.

Linehan’s Reasons for Living Inventory (LRFL) is a self-
report, 48-item instrument that helps individuals who are at 
risk for suicidal behavior explore reasons for living rather than 
follow through with their plans. It focuses on the following six 
subscales: survival and coping beliefs, responsibility to fam-
ily, child-related concerns, fear of suicide, fear of social disap-
proval, and moral obligations. The LRFL assumes that adaptive 
beliefs and expectations can serve as buffers for adult suicide 
behavior (EndingSuicide.Com, 2009a).

In 2006, the American Association of Suicidology devel-
oped the fi rst evidence-based list of warning signs for suicide 
(Jancin, 2006). The mnemonic, IS PATH WARM, is an aid to be 
used by addiction specialists, emergency medicine specialists, 
primary care physicians, and the general public (Box 31-2).

shows an unusual amount of interest in getting his or her affairs • 
in order;
gives away personal belongings; or• 
has a history of suicide attempts.• 

Establishing a therapeutic relationship during the assess-
ment process is crucial. Demonstrate an attitude of acceptance, 
empathy, and support, especially important to clients who 
experience feelings of worthlessness, helplessness, and hope-
lessness. Encourage the client to verbalize negative feelings. 
Collection of data also involves review of any available medical 
records regarding the client’s physical condition and previous 
hospital admissions.

Assessment After a Suicide Attempt
If assessment reveals a suicide attempt or the client has experi-
enced injury resulting from the attempt, then additional assess-
ments are completed to determine the most appropriate setting 
for the client’s care. For example, a client who attempted sui-
cide by shooting himself in the head may need to be monitored 
closely in the critical care unit.

Three factors should be considered when addressing a sui-
cide survivorship: motive, method, and management. Motive, 
such as a parasuicidal gesture, may not predict completion of a 
given suicide attempt, but can help predict the likelihood of a 
reattempt. Method lethality (eg, use of guns vs. drug overdose) 
signifi cantly infl uences survival likelihood. Suicide survivors 
often continue to struggle with suicidality and may attempt to 
use a higher lethality method in the future. Management focuses 
on treating underlying risk factors such as a mood disorder 
and providing adequate support systems (Jacobs & Bostwick, 
2009). For example, a depressed female client who attempted 
suicide by overdosing on sleeping pills refuses inpatient hos-
pitalization after being treated in the emergency department. 
Her husband, who is present during the assessment, informs 
the nurse that his mother-in-law lives with them and that she 
is willing to stay with his wife during the day until he returns 
home from work. The nurse assesses the client’s home environ-
ment, relationship with her husband and mother-in-law, and 
motivation to receive treatment on an outpatient basis. The 
nurse also discusses a proposed plan of care with the husband 
and client, with the understanding that a reassessment may be 
conducted at the discretion of the nurse.

Assessment Tools
An essential aspect of assessment is direct questioning about 
suicidal intent. An assessment tool referred to as the SAD PER-
SONS Assessment Scale is often used to determine suicidal 
intent (Box 31-1). The presence of each factor is given a point 
value of one. Total scores range from 0 to 10. Although higher 
scores (eg, 5 or 6) indicate greater suicide risk, the scale is not 
a precise risk predictor, but rather a tool to identify clients at 
higher risk for suicide (EndingSuicide.Com, 2009b).

A second tool that may be used in clinical practice to 
assess a client’s levels of optimism and pessimism is a self-
rating hopelessness form, the Beck Hopelessness Scale (Beck, 
Steer, Beck, & Newman, 1993). This tool is helpful because 

Sad Persons Assessment Scale

Sex: Men commit suicide more frequently than 
women do; however, women make more suicide 
attempts.

Age: Those at greater risk of suicide are younger 
than 19 and older than 45 years.

Depression: The risk of suicide increases with 
depression.

Previous attempts: The rate of suicide increases 
among people with a history of suicide 
attempts.

Ethanol or alcohol abuse: The rate of suicide is 
higher among alcoholics than among the general 
population.

Rational thinking: Individuals who experience 
impaired judgment (eg, psychosis, substance 
abuse, neurologic disorder) are at greater risk.

Social support: Individuals who lack support sys-
tems are at greater risk.

Organized plan: The more organized the plan for 
committing suicide, the greater the risk.

No spouse: Single, divorced, widowed, or sepa-
rated individuals are at greater risk for suicide 
than those who are married.

Sickness: Individuals who experience a chronic or 
debilitating illness are at greater risk.

BOX 31.1
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way of maintaining honor. People who have fi nancial reversals 
have committed suicide to make a gesture that acknowledges 
responsibility. Hindu widows (“suttee”) and Indian women 
between the ages of 15 and 39 years resort to suicidal attempt 
to convey deep despair, rage, and protest in a culture that 
severely restricts and suppresses display of hostile or negative 
feelings. The suicide attempt is a behavioral language, which 
has a cultural meaning that members of the family and the 
community understand (Mehta, 2009). Members of militant 
groups in the Middle East (eg, Palestine and Iraq) still prac-
tice culturally sanctioned suicide. Suicide patterns among 
Native American youths vary widely among tribes, depend-
ing on physical environment, the process of imitation, social 
environment (ie, group integration, cohesion, and regulation), 
poverty, and economic change. Suicide is the second leading 
cause of death among Native American adolescents. Nearly 
half of emotionally distressed Native American adolescents 
have attempted suicide, compared with 16.9% of youths in 
general (Boyle, 2003).

Two of every three suicide victims are White males; how-
ever, the suicide rates among immigrants are higher than those 
among the native-born population (Sadock & Sadock, 2008).

Nursing Diagnoses

Several nursing diagnoses are appropriate when dealing with a 
suicidal client. The diagnosis is based on the client’s potential 
for self-harm, level of coping skills, degree of hopelessness, and 
use of support systems. Examples of North American Nursing 
Diagnosis Association (NANDA) Nursing Diagnoses: Suicide 
are presented in the accompanying box.

Outcome Identifi cation

Outcomes focus on the client’s safety, development of posi-
tive coping skills and self-esteem, ability to interact with staff 
and disclose feelings regarding suicidal intent or plan, and the 
 client’s willingness to take steps to resolve any relationship or 
lifestyle issues that increase the risk of suicide. Long-term out-
comes focus on the client’s ability to be free of suicidal ide-
ation, his or her use of task-oriented reactions to stress, and the 
resolution of issues that increase the risk of suicide.

Planning Interventions

The psychiatric–mental health nurse may encounter a suicidal 
client in a variety of settings such as the home, hospital emer-
gency room, private practice, mental health clinic, long-term 
care facility, or inpatient psychiatric setting. In any of these 
environments, the role of the psychiatric–mental health nurse 
is to plan interventions to establish a safe environment, assist 
the client in meeting basic needs, administer and monitor the 
use of prescribed medication, assist with interactive therapies, 
provide client and family education, and provide continuum 
of care as needed. Nurses who provide care for at-risk clients 
may have diffi culty being objective as they plan interventions, 

Assessment Tools for Adolescents
The Suicidal Ideation Questionnaire (SIQ) is a tool used to 
screen for suicidal ideation in adolescents age 13 to 18 years. 
The SIQ is designed for grades 10 through 12, and the SIQ-JR 
version is for grades 7 through 9. Both assess the frequency of 
suicidal thoughts in adolescents and may be used to evaluate 
or monitor troubled youths. They can be administered indi-
vidually or in a group, and each takes 10 minutes or less to 
complete.

The Multi-Attitude Suicide Tendency Scale for Adolescents 
(MAST), developed in 1991, is a 30-item measure assessing risk 
for suicidal behavior that evolves as a result of a basic confl ict 
among attitudes toward life and death. Four sets of attitudes 
are measured: attraction toward life (arising from one’s sense of 
security and the fulfi llment of needs); repulsion by life (arising 
from pain, suffering, and unresolvable problems); attraction to 
death (arising from the notion that aspects of death might be 
preferable to life); and repulsion by death (arising from fear of 
death and permanent cessation). An earlier version of this test 
(the Fairy Tales Test) was developed for younger children in 
1983 (EndingSuicide.com, 2006).

Transcultural Considerations
Although minimal information is available pertaining to cul-
tural beliefs about suicide, nurses need to be aware of possible 
cultural infl uences. For example, suicide is forbidden under 
Islamic law and is considered shameful in the Filipino culture. 
However, the altruistic suicide of elderly Eskimos (also known 
as Inuits) who no longer participate as productive members of 
a tribe is accepted. Studies have shown that the more accultur-
ated Latina and Asian girls become, the higher their suicide 
rate. Acculturation is thought to interfere with resilience as 
they become disenfranchised from the family and lose part of 
their support network (Andrews & Hanson, 2003; Muirhead, 
2008).

Culturally sanctioned suicide has been practiced by the 
Japanese (hara-kiri). In traditional Japan, suicide has been a 

IS PATH WARM Assessment Aid

I Ideation
S Substance abuse
P Purposelessness
A Anxiety
T Trapped
H Hopelessness
W Withdrawal
A Anger
R Recklessness
M Mood changes

BOX 31.2

SOURCE: American Association of Suicidology.
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restraint, may be used to provide a safe environment. The 
involuntary admission of a client to a psychiatric facility to 
provide a safe environment is discussed in Chapter 5.

Suicide Prevention
Nursing interventions focus on the prevention of self-
 destruction and are classifi ed as primary, secondary, and ter-
tiary prevention depending on risk factors identifi ed during 
assessment. The purpose of primary prevention is to identify 
and eliminate factors that cause or contribute to the devel-
opment of an illness or disorder that could lead to suicide. 
For example, a 17-year-old male student is injured in a div-
ing accident and faces the possibility of being confi ned to a 
wheelchair. Recognizing that teenagers with disabilities are at 
risk for depression and suicide, primary prevention focuses 
on providing a support system, promoting the development 
of positive coping skills, and educating the student about his 
rehabilitation.

Secondary prevention involves attempts to identify 
and treat physical or emotional disorders in the early stages 
before they become disturbing to an individual. For example, 
a 24-year-old schoolteacher experiences feelings of increased 
anxiety and mild depression when told by her fi ancé that he 
is breaking their engagement. Secondary prevention such as 
individual therapy or couple therapy, if the fi ancé agrees to 
attend, should alleviate such symptoms and prevent the onset 
of self-destructive behavior.

Tertiary prevention is used to reduce residual disability 
after an illness. For example, a residential treatment center, a 
halfway house, or a rehabilitation center may be used to treat 
a recovering alcoholic client who previously attempted suicide 
and is recovering from severe depression but needs the super-
vision and support of others to avoid a relapse.

Suicide Precautions
Clients at risk for suicide need either constant (one-to-one 
visual supervision) or close (visual check every 15 minutes) 
observation in a safe, secure environment. Suicide precautions 
and level of observation vary according to the client’s inten-
tion of suicide and established protocol of the facility or agency 
providing care. Constant or close monitoring of the client’s 
behavior is important because a suicidal client’s mental state 
often fl uctuates.

Bailey and Dreyer (1977) discuss a suicidal intention rat-
ing scale (SIRS) that provides a guide for managing clients 
considered to be self-destructive. Table 31-2 summarizes this 
rating scale, clinical symptoms, and nursing interventions for 
each level.

No-Suicide Contract
Since 1973, nurses, social workers, psychologists, and psy-
chiatrists have endorsed the use of no-harm or no-suicide 
contracts, believing them benefi cial in treating suicidal clients. 
Caruso (2009), founder of Suicide.org, discusses the elements 
of a no-suicide contract and how it should be used. The con-
tract states that the individual pledges not to harm himself or 
herself, pledges to call 911 if there is an immediate  danger 

because of their own religious or cultural values and beliefs 
about the sanctity of life. Unintentional disclosure of such a 
confl ict to the client could have a negative effect on the cli-
ent’s response to treatment. Self-assessment is imperative if the 
nurse expects to work effectively with clients who exhibit self-
destructive behavior.

Implementation

Interventions are individualized according to the client’s medi-
cal status after a suicide attempt. Consideration is also given to 
the client’s mental status, assessed degree of suicide risk, and 
motivation for treatment.

Establishment of a Safe Environment
As of January 2007, the Joint Commission on Accreditation of 
Healthcare Organizations made the identifi cation of patients 
who are at risk for suicide one of its patient safety goals for 
behavioral health care. The mandate applies to psychiatric hos-
pitals and to patients who are being treated for emotional or 
behavioral disorders in general hospitals (MacNeil, 2007).

The risk of a completed suicide increases in vulnerable 
clients when

there is a history of suicide attempts• ;
there is a family history of suicide• ;
a suicide plan has been formulated• ;
the client has the means to carry out the plan• ;
the client’s mood or activity level suddenly changes• ; and
the client is alone• .

Several approaches, such as suicide prevention measures, 
suicide precautions, a no-suicide contract, or seclusion and 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

SUICIDE

Risk for Injury related to a recent suicide attempt  •
and the verbalization, “Next time, I won’t fail.”
Risk for Suicide related to stated desire to “end it  •
all” and recent purchase of a handgun
Risk for Violence: Self-Directed related to mul- •
tiple losses secondary to retirement
Hopelessness related to diagnosis of terminal  •
cancer as evidenced by the statement, “I’d rather 
be dead.”
Impaired Social Interaction related to alienation  •
from others secondary to depressive behavior
Ineffective Coping related to inadequate psycho- •
logical resources as evidenced by impulsive, sui-
cidal behavior
Chronic Low Self-Esteem related to feelings of  •
failure secondary to marital discord
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TABLE 31.2

SIRS for Hospitalized Clients

Rating Symptoms Interventions

Zero No evidence of past or present suicidal ideation Implement interventions per nursing plan of care.

One plus Suicidal ideation but no attempt or threat Observe and evaluate for evidence of development of a plan.

Provide routine care.

Two plus Actively thinking about suicide or history Protect from self-destructive impulses of previous attempt.

Remove potentially dangerous personal items from room.

Three plus Suicidal threat verbalized Search client and room; remove potentially dangerous items such 
as razor, mirror, or nail fi le.

Provide protective care per protocol.

Periodically check, per protocol (eg, every 15–30 minutes).

Allow limited visits by family members.

Four plus Actively attempted suicide or hospitalized to 
prevent self-destructive impulses

Implement protective care per protocol for a high-risk suicidal 
client.

Seclusion and Restraint
The hospitalized client may require confi nement to a secure 
room to allow staff to observe the client’s behavior more 
 readily. Objects that could prove to be dangerous to the cli-
ent are removed by searching the client’s clothing, carry-in 
items, and body in a dignifi ed and professional manner. The 
body search includes checking any part of the body in which 
harmful objects might be stored, such as body orifi ces and the 
hair.

Street clothes are removed, and the client is placed in a 
seclusion gown. Clothing and bed linens are removed from the 
room because these items have been used to attempt suicide 
by hanging oneself. The door to the seclusion room is locked 
whenever the client is left alone, and frequent, periodic checks 
are made according to established protocol.

Although the law requires the use of least-restrictive inter-
ventions to manage psychotic or suicidal clients, the use of 
restraints, full or belt, may be necessary to immobilize agitated, 
self-destructive clients. When restraints are necessary, periodic 
checks (eg, every 15 minutes) are made to assess and document 
the client’s location, behavior, interventions to meet the client’s 
needs, and the reason for the continued use of restraints.

Assistance in Meeting Basic Human Needs
Clients at risk for suicide often neglect personal care. There-
fore, provide assistance with activities of daily living until the 
client is able to assume responsibility for self-care. In addition, 
assist with meeting the client’s nutritional needs and establish-
ing an adequate sleep–rest–activity schedule. Medical care is 
provided as needed.

Visitation by family or signifi cant others often is restricted. 
However, the attending physician may grant special  permission 

of  self-harm, pledges to call identifi ed individuals when 
 entertaining suicidal thoughts, and understands that emer-
gency support is available 24 hours per day at 1-800-SUICIDE. 
Some advocates of such contracts contend they reduce the risk 
and incidence of suicide (Figure 31-1).

No-suicide contracts must be used with caution because 
they may give a false sense of security to therapists and staff 
personnel, who may overlook the impact of depression on a 
client’s mental functions, cognitive and perceptual processes, 
and capacity to exercise self-control, judgment, and discretion. 
Contracts are often made with clients whose suicidal risks are 
underestimated.

NOTE: An explanation should be given to the client so that he or she understands that the nurse is legally bound to follow policies and procedures to provide protective care.

FIGURE 31-1 The nurse reviewing a no-suicide 
contract with a client diagnosed with major depression.
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Continuum of Care
After the acute situation has stabilized, continuum of care 
is addressed. Assist the client and family with scheduling 
appointments for continuation of interactive therapies and 
medication management as needed. Social service referrals 
regarding fi nancial assistance, housing, and transportation 
may be necessary. Discuss the importance of support services 
such as a 24-hour suicide hotline and the community men-
tal health agency. Review signs and symptoms of depression, 
warning signs of suicidal thoughts, and effects of medication, 
including any special precautions, with the client and family 
prior to the client’s discharge.

Special Considerations: Adolescent Clients
The emergency department is a pivotal point in working 
with suicidal adolescents, because many leave treatment 
immediately afterward and are lost to follow-up interven-
tions. Appropriate interventions for suicidal teens who do 
agree to enter treatment as outpatients and cooperate with 

for visits. After visitors have departed, be sure to check the 
 client for items that may have been accidentally left behind or 
innocently given to the client.

Medication Management
The use of psychotropic medication to manage behavior is, 
unfortunately, sometimes referred to as chemical restraint. Indi-
viduals at risk for suicide, self-abusive behavior, or extreme 
agitation may require medications parenterally to facilitate 
rapid absorption of medication, stabilize mood and behavior, 
and prevent noncompliance (such as refusal to take oral medi-
cation or the hoarding of it).

Research studies have identifi ed various psychotropic 
“drugs of choice” in the treatment of suicidal or self-injurious 
behavior. For example, clozapine (Clozaril) is considered to 
be a highly effective medication for suicidal clients with the 
diagnosis of schizophrenia; lithium has proven to lower sui-
cide rates in clients with the diagnosis of bipolar disorder; and 
naltrexone (ReVia) has been effective in the reduction of self-
injurious behavior in clients with developmental disorders. 
Selective serotonin reuptake inhibitors remain the treatment 
of choice for depressive disorders, particularly because there 
is a low risk of overdose. Slow titration may be necessary to 
minimize adverse effects (Leard-Hansson & Guttmacher, 
2004; Sherman, 2004; Sullivan, 2004; Zoler, 2006). Monitor 
the client’s response to medication, including the presence of 
any adverse effects (see Chapter 16).

Interactive Therapies
After the initial threat of suicide is believed to be contained, dif-
ferent treatment modalities may be used. Interactive therapies, 
such as cognitive–behavioral therapy, are provided to help the 
client explore the reasons behind suicidal ideation and to pro-
vide the client with adequate situational support (see Chapters 
12 and 13) by parents, friends, or clergy. Feelings of anger, 
helplessness, and hopelessness; sources of pain; the status of 
relationships; and problem-solving techniques are addressed 
in individual, group, or family therapy.

Encourage the client to engage in an activity that is an out-
let for tension and anger. For example, a sport such as volley-
ball or running, or an activity such as working with sandpaper 
or pounding wood, allows the client to express feelings while 
also providing him or her with an opportunity to interact with 
staff and peers.

Client and Family Education
Commonly, health care providers tend to believe that suicidal 
clients or their family members know all about the factors 
that place an individual at risk for suicidal behavior, espe-
cially if the client has a history of previous psychiatric treat-
ment. However, the client or family member may be too polite, 
withdrawn, or embarrassed to initiate a conversation with the 
 psychiatric–mental health nurse or other health care providers. 
Although no immediate “cure” exists, educating the client and 
family members about intervention and prevention strategies 
can provide great relief (Box 31-3).

Examples of Family Intervention and 
Prevention Strategies

1. Provide a safe home environment by remov-
ing objects or items that could be used to 
infl ict self-injury (eg, knives, guns, medication, 
 alcohol, or razors).

2. Have the client sign a written no-suicide 
 contract.

3. Obtain permission from the client to contact 
the client’s health care provider in the event of 
a crisis or an emergency.

4. Recognize changes in mood or behavior 
that could indicate a plan for self-injury (eg, 
 irritability, anger, agitation, withdrawal, or self-
 deprecating comments) and notify the client’s 
health care provider.

5. Anticipate future stressors and assist client to 
use appropriate coping skills.

6. Set limits on repeated discussions about  suicide 
or previous attempts.

7. Keep a 24-hour emergency hotline phone 
 number readily available.

8. Encourage the client to continue with  outpatient 
treatment.

9. Attend a family caregiver support group meet-
ing.

10. Do not hesitate to notify the police if the 
client exhibits unmanageable self- destructive 
behavior.

BOX 31.3
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24 hours a day to observe him continuously as the three shifts 
did. She should therefore not blame herself for his actions.

This interaction among the staff, in which the staff reviews 
the client’s behaviors and suicidal act, is referred to as a psy-
chological autopsy. It is a process used to examine what clues, 
if any, were missed so that staff members can learn from the 
evaluation of a particular situation. This process also provides 
staff with an opportunity to self-assess their behavior and 
responses and discuss their concerns with peers.

Postvention for Bereaved Survivors
Survivors of a successful suicide attempt are also victims, com-
monly experiencing feelings of confusion, shock, and disbelief 
initially. When they recover from the psychological impact of 
a loved one’s death, feelings of anger, ambivalence, guilt, grief, 
and possible rejection emerge.

Postvention is a therapeutic program for bereaved sur-
vivors of a suicide. It allows family members or other survi-
vors to vent their feelings. Emphasis needs to be placed on 
one unusual dynamic associated with suicide; that is, often the 
non–family members, such as coworkers or signifi cant others, 
may be more closely involved in the death than the spouse, 
children, siblings, or parents of the victim. For this reason, it is 
extremely important for these individuals to be recognized as 
survivors with legitimate needs of their own. In most cases, the 
non–family survivors should be included in the network of the 
family (Staudacher, 1987).

the psychiatric–mental health nurse’s plan of care include 
the following:

Repeating risk assessment throughout treatment• 
Calling the child or the adolescent after a missed session and • 
rescheduling an appointment for the same day or evening
Insisting on family therapy• 
Encouraging family therapy and cognitive–behavioral therapy • 
coupled with a good working knowledge of medication
Working with the teen’s school counselors on a weekly basis • 
initially and then at regularly scheduled, less frequent inter-
vals
Being aware that fi nances may be an issue; however, risk is • 
the key consideration for continuing with treatment

Signs of Suicide (SOS) Prevention Program
As noted earlier, suicide is the third leading cause of death in 
youth aged 15 to 24 years. Unfortunately, many youths who 
entertain suicidal thoughts do not seek professional help or, 
when they do, they do not follow through with treatment 
 recommendations.

SOS is a school-based prevention program in Hartford, 
Connecticut, and Columbus, Georgia, that has signifi cantly 
reduced self-reported suicide attempts among high-school stu-
dents in high-risk settings. SOS promotes the idea that suicide 
is directly related to mental illness such as depression and is 
not a normal reaction to stress or emotional upset. Peer inter-
vention is one of the advantages of the program. Students are 
taught to recognize the SOS and depression in themselves and 
others and to respond to those signs with the following specifi c 
action steps referred to as ACT:

Acknowledge the signs of suicide that others display and take • 
them seriously.
Let others know that they • Care and want to help.
Tell a responsible adult• .

The objective of this program is to make the action steps 
of ACT as instinctual a response as the Heimlich maneuver and 
as familiar as CPR (Norton, 2004; Suicide PreventionResource-
Center.org, 2009).

Interventions After a Successful Suicide Attempt
It would be wrong to suggest that clients do not succeed in suicide 
attempts. Clinical Example 31-1 describes a client who did suc-
ceed in a suicide attempt after suicide precautions were lifted.

Psychological Autopsy
The client described in Clinical Example 31-1 was being cared 
for by a female student nurse who had begun to develop a ther-
apeutic relationship with SM. The student was shocked by the 
news of his suicide and immediately experienced guilt, won-
dering whether she had said something to upset him. She also 
questioned whether there had been verbal clues that she should 
have noticed. The staff was helpful in explaining to the student 
that clients may commit suicide despite all the precautions 
taken during hospitalization. They further explained that in 
the capacity of being a student, she was not with the client 

CLINICAL EXAMPLE 31.1

The Client Who Commits Suicide

SM, a 35-year-old teacher and father of three chil-
dren, had been admitted to the neuropsychiatric 
unit with the diagnosis of depression. During the 
intake interview, SM exhibited symptoms of sui-
cidal ideation because he made statements such 
as “I’d be better off dead,” “My family would be 
better off without me,” and “Yes, I have thought 
about killing myself.” SM was placed on strict 
suicide precautions and antidepressant medica-
tion and began attending therapy sessions on the 
unit. Within 3 weeks, the suicidal precautions were 
lifted, and SM was granted lawn privileges but was 
to be supervised by one of the unit’s employees. 
SM appeared to be improving and was granted a 
day pass to visit his family 4 weeks after his admis-
sion. At approximately 3:00 PM the day after SM vis-
ited his family, he asked for lawn privileges to play 
tennis. Although SM was supervised by a hospital 
employee, he was able to run away and leave the 
facility’s grounds. Later that evening, SM’s family 
notifi ed the facility that he had secured a handgun 
and committed suicide.
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empower survivors. Participation in support groups such as 
the Suicide Prevention Action Network USA, Inc., provides 
an outlet for talking with individuals who have had similar 
experiences and promotes letting go of self-imposed guilt 
(McNamara, 2005). Suicide.org, founded by Caruso (2009), is 
a very comprehensive website (http://www.suicide.org/suicide-
support-groups.html) that provides resources and information 
for suicide survivors, including a list of suicide support groups 
available in the various states.

A brief forensic psychiatric intervention may also help sur-
vivors understand why a loved one committed suicide. The 
main object of the consultation is to foster a supportive process 
of communication among family members and friends in their 
struggle to understand the suicide. Community resources, 
individual therapy, local survivor groups, or Internet sites such 
as EndingSuicide.com may be recommended at the end of the 
intervention (Frieden, 2005a).

Evaluation

Evaluation of the client’s progress in attaining expected out-
comes is an ongoing process because the client’s mood, affect, 
and behavior may fl uctuate quickly and unpredictably. If the 
client is hospitalized, information obtained daily forms the 
basis for determining whether the client continues to be at risk. 
Reassessment includes re-evaluation of the goals of therapy, 
the effectiveness of interventions, and the progress the client 
is making.

If the client is not hospitalized, information is obtained 
from the client and family or signifi cant others who have agreed 
to provide supportive care. The effi cacy of an outpatient plan 
of care and continuum of care is evaluated. See Nursing Plan of 
Care 31-1: The Client with a History of Suicide Attempts.

Postvention involves three phases. In the fi rst phase, 
 survivors are contacted immediately (within 24 hours) to assist 
them in coping with their feelings of shock and grief. Dur-
ing the second phase, survivors are given the opportunity to 
develop new coping methods to help prevent the development 
of maladaptive or destructive behaviors. The survivor learns to 
cope with feelings of lowered self-esteem, depression, and the 
fear of developing a close interpersonal relationship. The third 
phase focuses on helping the survivor view the grief experience 
as a growth-promoting experience. This last phase ends on the 
fi rst anniversary of the suicide.

Children who are survivors require special attention because 
they are quite vulnerable to the death of a parent, relative, peer, 
or close family friend. They may feel that they caused the death 
by “wishing Daddy dead” or “telling the person that I hate her.” 
As a result of such feelings, children may be unable to work 
through the grieving process, become preoccupied with the sub-
ject of suicide, develop self-destructive behavior, exhibit signs of 
depression, or have diffi culty working through the developmen-
tal tasks of childhood. The following are helpful as preventive 
and postventive measures with children who are survivors:

Allow the child to express feelings• .
Assist the child in developing a meaningful relationship with • 
others.
Encourage the development of positive coping skills• .
Teach the child assertiveness• .
Allow the child to develop ideas and values• .
Expose the child to principles on human behavior during the • 
preventive or postventive process.

Empowering Survivors of Suicide
According to the American Association of Suicidology, trans-
forming grief into action after the suicide of a loved one can 

NURSING PLAN OF CARE 31.1

THE CLIENT WITH A HISTORY OF SUICIDE ATTEMPTS

brother. Carol informed the nurse during the assessment 
that she was tired of being depressed and was willing to 
seek help. Her employer had promised her that her job 
will be available when she is ready to return to work.

DSM-IV-TR DIAGNOSIS: Major depressive disorder, 
severe, without psychotic features

ASSESSMENT: Personal Strengths: Recognizes the need 
for help, motivated for treatment, supportive employer

WEAKNESSES: Low self-esteem, feels alienated from 
parents and guilt regarding her brother’s death

Carol, a 29-year-old engineer, was recently hospitalized 
for treatment of major depressive disorder following an 
overdose of over-the-counter pain medication. During 
the assessment, she admitted to attempting suicide at 
the age of 24 when her younger brother was accidentally 
killed in an automobile accident. Her brother was a pas-
senger in the car she was driving and she blamed herself 
for his death, although the driver of the other car was 
cited for failure to yield the right of way. Carol stated that 
she felt alienated from her parents because her brother 
was their favorite child and they still question her about 
the details of the accident. She commented that she 
believed her parents wished she had died rather than her 
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PLANNING/IMPLEMENTATION RATIONALE

Educate the client about the normal phases of the 
grief process.

The client may have little knowledge about the grief 
process.

Encourage expressions of anger or guilt about the 
accident.

Encouraging the client to express her feelings facili-
tates a functional grief process.

Refer the client to a spiritual resource person to dis-
cuss her brother’s death.

The client may feel more comfortable discussing 
her brother’s death with an advisor who shares her 
beliefs.

EVALUATION: Evaluation focuses on Carol’s progress during hospitalization. Assessment is an ongoing process 
in which stated outcomes are reviewed to determine if they have been met. The effectiveness of interventions, 
the progress Carol has made, and the availability of 24-hour support are reassessed prior to discharge.

NURSING DIAGNOSIS: Risk for Violence: Self-Directed as evidenced by a history of two suicide attempts

OUTCOME: The client will remain free of self-infl icted harm.

PLANNING/IMPLEMENTATION RATIONALE

Determine and implement the appropriate level of 
suicide precautions for the client.

A safe environment promotes physical safety.

Involve the client in planning her own treatment. This intervention encourages the client to assume 
responsibility for and control of her behavior.

NURSING DIAGNOSIS: Chronic Low Self-Esteem as evidenced by self-blame for her brother’s death and belief 
that her parents wished she had died instead of her brother

OUTCOME: The client will identify source of threat to self-esteem and work through the issue.

PLANNING/IMPLEMENTATION RATIONALE

Convey to the client that she is a worthwhile human 
being.

The client should understand that she is acceptable as 
a person.

Encourage verbalization of feelings. Verbalization of feelings enables the client to explore 
the cause of self-blame and low self-esteem.

Encourage continued therapy for chronic low self-
esteem issues.

Low self-esteem issues may be deeply rooted and 
require long-term therapy.

NURSING DIAGNOSIS: Dysfunctional Grieving related to unexpected death of brother and perceived lack of 
support by parents

OUTCOME: The client will demonstrate an understanding of the grief process.
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Nursing interventions focus on the establishment of a safe • 
environment, including primary, secondary, or tertiary sui-
cide prevention; implementation of suicide precautions; 
development of a no-suicide contract; use of seclusion and 
restraints; assistance in meeting basic human needs; medi-
cation management; employment of interactive therapies; 
and the provision of client and family education.
Continuum of care is designed to provide support services • 
on a 24-hour basis. Suicidal adolescents require special 
considerations because many leave treatment immediately 
after they receive emergency treatment and are lost to 
 follow-up interventions.
Psychological autopsy is a process used to review a client’s • 
behaviors and completed suicidal act despite all the pre-
cautions taken in a controlled environment.
Postvention is a therapeutic program for bereaved sur-• 
vivors of a suicide victim. It begins within 24 hours of 
the suicide and ends on the fi rst anniversary of the sui-
cide.The American Association of Suicidology believes 
transforming grief into action after the suicide of a 
loved one can empower survivors. Empowerment may 
be achieved through participation in forensic psychi-
atric intervention, community resources, individual 
therapy, local survivor groups, or Internet sites such as 
 EndingSuicide.com.
Evaluation is an ongoing process that considers the client’s • 
progress in attaining expected outcomes as stated in the 
inpatient or outpatient plan of care and continuum of care.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

KEY CONCEPTS
Several factors have been identifi ed as contributing to sui-• 
cidal behavior. Researchers have identifi ed a genetic marker 
for suicidal ideation. Biologic theories regarding suicidal 
behavior focus on the relationship between high cortisol 
levels and the HPA axis, the relationship among serotonin 
and postsynaptic frontal cortices’ binding sites and serum 
cholesterol, the result of decreased protein kinase C activity, 
and the relationship between genetic data and endopheno-
types. Sociologic and psychological factors such as isolation, 
internalized anger, or chronic negative feelings believed to 
precipitate suicidal behavior have also been identifi ed.
The term • parasuicide is used to describe individuals who 
self-infl ict wounds (eg, hair pulling or cutting of the skin 
with a sharp object) to cope with disturbing thoughts or 
emotions, or to relieve tension.
The incidence of suicide increases in the presence of certain • 
psychiatric and neurologic disorders, alexithymia, chronic 
or terminal medical illness, and during adolescence.
High-risk special populations include ethnic minorities, homo-• 
sexuals, the incarcerated, the elderly, public servants, individ-
uals engaged in masochistic sexual acts, and  physicians.
The act of PAS may confl ict with a nurse’s personal moral • 
beliefs or may cause a nurse to be an unknowing partici-
pant if the nurse is not aware of the client’s request.
Commonly used assessment terminology to describe the • 
range of suicidal thoughts and behaviors include ideation, 
intent, threat, gesture, and attempt.
Various assessment tools are used during the collection • 
of data, such as SAD PERSONS, the Beck Hopelessness 
Scale, and LRFL. Assessment tools designed to screen 
 adolescents include the SIQ and the MASTs.

Critical Thinking Questions

 1. Write a journal of your feelings, thoughts, stressors, and 
coping methods for several weeks. Review it for patterns; 
that is, identify events, situations, or individuals who are 
stressors (eg, what makes you mad or sad). What do you 
do to cope? Are your coping methods healthy? Do they 
work?

 2. Team up with a classmate and interview each other 
about your values and beliefs concerning life, death, 
and suicide. What differences and similarities do you 
have?

 3. You notice that your 13-year-old neighbor always wears 
black, refuses to make eye contact, is often alone, and has 
a defeated posture. Your mother and the boy’s mother are 
good friends. You are concerned about the teen’s increas-
ing isolation. Describe several interventions that might be 
appropriate in this situation and explain your rationale 
for selecting them.

Refl ection

Think back to the quote presented at the beginning of the chap-
ter. Incorporate the quote in the following scenario: The parent 
of an adolescent client who attempted suicide approaches you 
privately and asks you to explain how suicide can be consid-
ered manipulative behavior. What explanation could you give 
to the client’s parent? What additional educational material 
could you provide to support your response?

NCLEX-Style Questions

 1. The nurse on an alcohol and drug rehabilitation unit 
leads a client group in a discussion about depression and 
suicide. Which behavioral clue would the nurse identify 
as suggestive of suicide?
a. joking about stressful situations
b. erbalizing feelings of hopelessness and helplessness
c. engaging in weekend drinking episodes
d. seeking help for symptoms of depression
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 2. The nursing treatment plan for a client with depression 
who has verbalized the wish to die identifi es the period 
of greatest suicide risk as which of the following?
a. during the period of recovery from depression
b. during the period of deepest depression
c. prior to effective onset of action of antidepressants
d. when the client continues to ruminate about problems

 3. The nursing assessment of a client who expresses suicidal 
intent is made based on which of the following principles 
about suicide prevention?
a. Clients expressing intentions of suicide rarely follow 

through with the action, rather it is a ploy for atten-
tion.

b. Degree of suicidal intent is not a static quality and 
may change from day to day; consequently, the client 
must be continuously assessed.

c. After a suicidal gesture, the client will be grateful to be 
alive as they have learned the true quality of life.

d. Questions related to the specifi c details of a suicide 
plan are not therapeutic and should be avoided.

 4. A client in the alcohol and drug rehabilitation unit is 
vocalizing feelings of helplessness and frustration with 
his life situation. Which nursing intervention would be 
the priority for a client with suicidal intent?

a. encouraging verbalization of negative feelings
b. pointing out the positive aspects of living
c. providing activities to keep the client busy
d. reassuring the client that thoughts of suicide will 

decrease
 5. A client has committed suicide while hospitalized on an 

inpatient psychiatric unit. The nursing staff and treat-
ment team participate in a process of reviewing the 
client’s behaviors and the completed suicide despite all 
precautions implemented on the unit. The staff is engag-
ing in which of the following?
a. psychological autopsy
b. postintervention analysis
c. treatment analysis
d. team discussion

 6. Which assessment fi ndings would lead the nurse to 
suspect that a client is at a high risk for suicide? Select all 
that apply.
a. hopelessness accompanied by withdrawal
b. several available support persons
c. marked degree of hostility
d. mostly constructive coping mechanisms
e. continual abuse of alcohol
f. history of multiple previous lethal attempts
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32
According to a report published by Journal of the American 

 Medical Association, 37% of persons who abuse alcohol and 53% 

of persons who abuse drugs also have at least one serious mental 

illness. Of all persons diagnosed with a mental disorder, 29% abuse 

either alcohol or drugs.

—MENTAL HEALTH AMERICA, 2009

Chemical dependency is a serious public health problem. For 

people with mental illness, comorbid chemical dependency can be 

a catastrophic life problem.

—VACCARO, 1999

Clients with a Dual 
 Diagnosis

CAMI
Dual diagnosis
MICA
MICAA
Persuasion
Self-medication hypothesis
Vulnerability model

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Discuss the term dual diagnosis.
 2. Explain the acronyms MICAA, MICA, and CAMI.
 3. Differentiate the two main theories related to the development of a dual 

diagnosis.
 4. Recognize the defi ning characteristics of clients with a dual diagnosis.
 5. Articulate the barriers to effective treatment of a client with a dual diag-

nosis.
 6. Interpret the four categories that have been developed to describe the 

dually diagnosed client.
 7. Describe why it is diffi cult to assess a client with a dual diagnosis.
 8. Summarize the following phases of treatment for clients with a dual 

diagnosis: acute stabilization, engagement, prolonged stabilization, and 
rehabilitation and recovery including continuum of care.

 9. Explain why evaluation of a dually diagnosed client’s progress is an ongo-
ing process.

32
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 diagnosis is severe mental illness and the secondary diagnosis 
is chemical abuse or addiction. The drug most commonly used 
is alcohol, followed by marijuana and cocaine. Prescription 
drugs such as tranquilizers and sleeping medicines may also 
be abused. For example, the term MICAA would be used to 
refer to a client with schizophrenia who abuses alcohol. This 
acronym has been shortened to MICA (Mentally Ill, Chemi-
cally Abusing) by some professionals. The acronym CAMI 
(Chemically Abusing, Mentally Ill) implies that the primary 
diagnosis is chemical abuse and the secondary diagnosis is 
mental illness. Nearly all the psychiatric disorders, such as 
delirium, dementia, or depression, can be precipitated by the 
use of addictive substances. An example of CAMI is the client 
who abuses alcohol and develops alcohol-related dementia or 
Korsakoff’s psychosis.

Planning care for clients with a dual diagnosis is a diffi cult 
challenge because such clients often have medical problems 
that require immediate attention. Detoxifi cation may be neces-
sary before clinical symptoms of disorders such as depression, 
anxiety, or schizophrenia are treated. Furthermore, clients with 
a dual diagnosis have a statistically greater propensity for vio-
lence, medication noncompliance, and failure to respond to 
treatment than do clients with a solitary diagnosis of mental 
illness or substance abuse. Clients are frequently hospital-
ized because they lack motivation to participate in treatment. 
Unfortunately, their compliance with treatment plans often 
presents a greater challenge after discharge. Failure to respond 
to treatment also affects family members, friends, and co-
workers (National Alliance for the Mentally Ill, 2006). Chapter 
35 addresses issues of seriously and persistently mentally ill, 
homeless, or incarcerated clients.

This chapter reviews the two main etiologic theories asso-
ciated with dual diagnosis and describes the clinical symptoms 
and diagnostic characteristics. The chapter then focuses on 
the application of the nursing process to clients with a dual 
 diagnosis.

ETIOLOGY OF DUAL 
DIAGNOSIS
The etiologies of substance-related disorders and different 
psychiatric disorders have been presented in other chapters. 
Although no one theory has satisfactorily explained the rela-
tionship between mental illness and substance abuse, two 
main theories have been proposed about the development of 
a dual diagnosis (Dual Diagnosis.org, 2009; Faltz & Callahan, 
2002; Zahourek, 1996).

Vulnerability Model

The vulnerability model (also referred to as the supersen-
sitivity model) of dual diagnosis is based on the assumption 
that substance abuse causes a mental disorder. Substance use 
disorder experts have argued that social, occupational, and 
physiologic effects of substance abuse can generate  symptoms 

The term dual diagnosis is used to refer to coexisting or 
comorbid conditions. In the fi eld of psychiatry, dual diagno-
sis refers to the existence of a serious mental illness and the 
problematic use of alcohol or other drugs, or both. (Please note 
that this term has also been used to describe the presence of 
a psychiatric illness in clients with intellectual and/or devel-
opmental disabilities. These clients are not included in this 
discussion.) Dual diagnosis is said to affect nearly 14 million 
Americans each year. The most common psychiatric disorders 
associated with dual diagnosis are schizophrenia, bipolar dis-
order, anxiety, and personality disorders (Dual Diagnosis.org, 
2009; Michael’s House.com, 2009a). For example, approxi-
mately 1 in 12 clients (7.8%) with a psychiatric diagnosis such 
as schizophrenia abuses substances and is human immuno-
defi ciency virus (HIV)-positive. Furthermore, approximately 
37% of clients who abuse alcohol and 53% of clients who 
abuse drugs have at least one serious mental illness such as 
bipolar disorder or an eating disorder. Children with conduct 
disorder are at risk for abuse of drugs or alcohol, and individu-
als with depression or anxiety often use alcohol or substances 
to alleviate symptoms. In addition, approximately 20% of 
incarcerated substance abusers have a history of mental illness 
(Baker, 2002; Blinder, Blinder, & Sanathara, 1998; Finkelstein, 
1999a, 1999b; Kirn, 1999; National Alliance for the Mentally 
Ill, 2006; Vaccaro, 1999). Table 32-1 ranks the prevalence of 
substance-related disorders in clients with a Diagnostic and 
Statistical Manual of Mental Disorders, 4th Edition, Text Revision 
(DSM-IV-TR) diagnosis.

Various acronyms have been used to describe dual diag-
nosis. The fi rst acronym is MICAA (Mentally Ill, Chemically 
Abusing, and Addicted), which implies that the primary 

TABLE 32.1

Prevalence of Substance-Related 
 Disorders in Clients with a DSM-IV-TR 
Diagnosis

DSM-IV-TR Diagnosis

Prevalence of 
Substance-Related 
 Disorder (%)a

Antisocial personality disorder 80

Schizophrenia 60

Bipolar disorder 40

Major depressive disorder 30

Anxiety disorder 30

Eating disorders 25.7

Phobic disorders 25

aThe percentages were averaged based on data obtained from several sources during the 
period 1990–2000 (Blinder, Blinder, & Sanathara, 1998; Finkelstein, 1999a, 1999b; 
Miller, 1994; Vaccaro, 1999; Zahourek, 1996; Zwillich, 1999).
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(Kosta, 2002; Michael’s House.com, 2009b). For example, 
clients with schizophrenia self-medicate with  alcohol or 
drugs to decrease anxiety (positive symptom) and the inten-
sity of  hallucinations (negative symptoms). Signifi cant life 
traumas, such as sexual abuse, are thought to lead to the 
development of dual diagnosis. Individuals who experience 
traumatic events use substances to blunt psychological pain 
they are experiencing (Dual Diagnosis.org, 2009; Michael’s 
Hourse.com, 2009b). Using substances does not result in the 
uncomfortable adverse effects of neuroleptic drugs and, to 
some degree, is a socially accepted behavior. Table 32-2 lists 
seven major psychiatric disorders and shows how much each 
one increases an individual’s risk for substance-related disor-
ders (Mental Health America, 2009; National Mental Health 
 Association, 2003).

CLINICAL SYMPTOMS AND 
DIAGNOSTIC CHARACTERISTICS
Clients with a dual diagnosis often are dissatisfi ed with life cir-
cumstances, have inadequate or ineffective support systems, 
live in a nontherapeutic home environment, and have a history 
of self-medication (National Alliance for the Mentally Ill, 2006; 
Zahourek, 1996).

The frequent use of drugs and alcohol interferes with 
the action of any psychiatric medications the client may be 
taking. Substance-related disorders often exacerbate clinical 
symptoms of an existing disorder or precipitate additional 
symptoms. Symptoms commonly seen include irritability, 
depression, sedation, hostility, aggression, delusions, hal-
lucinations, poor impulse control, and suicidal or violent 
behavior. Lack of self-esteem and social skills contributes to 
disinterest in activities of daily living. Clients also have little 
interest in the future.

As noted earlier, many individuals are at risk for health 
problems, may have medical problems including acquired 
immunodefi ciency syndrome (AIDS) or tuberculosis, are 
homeless, and are not motivated to receive treatment. If they 
do enter treatment, they often fail to keep scheduled appoint-
ments or follow through on referrals. Relapses and repeated 
institutionalizations are not uncommon. Several barriers to 
effective treatment have been identifi ed. These are listed in 
Box 32-1.

The DSM-IV-TR does not have a specifi c classifi cation or 
category for dual diagnosis. The multiaxial system (discussed 
in Chapter 10) is used to list the clinical diagnosis or diagnoses 
and the presence of any comorbid personality disorder.

Four categories have been developed to describe the client 
with a dual diagnosis (Krausz, 1996; Sciacca, 2003):

Category 1: The primary diagnosis is a major mental ill-• 
ness such as schizophrenia with a subsequent secondary 
diagnosis of a substance-related disorder such as alcohol 
dependence.
Category 2: The primary diagnosis is a substance-related • 
disorder such as cocaine abuse that results in a  secondary 

of a  psychiatric disorder in vulnerable individuals. For 
 example, physiologic and/or environmental disruptions from 
substance abuse such as marijuana could promote conditions 
and circumstances in which anxiety symptoms emerge; daily 
cocaine users have a greater risk of a psychotic episode than 
nonusers; and dependence on alcohol increases the risk of 
psychosis (Kosta, 2002; Kushner, Frye, Donahue, Book, & 
Randall, 2007).

Attempts to identify what determines vulnerability are 
numerous. For example, both addiction and mental illness 
have strong genetic links. This fact has been proven in study 
after study, especially those examining the hereditary link of 
alcoholism from generation to generation. Several personality 
traits have been described in persons who abuse substances, 
placing them at risk for the development of a dual diagnosis. 
They include emotional insecurity, anxiety, unsatisfi ed depen-
dence needs, narcissism, externalization of blame, and the use 
of defense mechanisms such as denial. Some research suggests 
that defi cits in neurological functioning are a precursor for 
the development of dual diagnosis (Dual Diagnosis.org, 2009; 
Michael’s House.com, 2009).

Self-Medication Hypothesis

The self-medication hypothesis of dual diagnosis is based 
on the assumption that individuals with a psychiatric disor-
der use drugs to help them feel calmer or to alleviate clinical 
symptoms to achieve emotional homeostasis. Self-medica-
tion often leads to physical or psychological dependency on 
drugs or alcohol, creating a complex dual diagnosis problem 

SOURCE: Mental Health America. (2009). Fact sheet: Dual diagnosis. Retrieved 
 November 18, 2009, from http://www.nmha.org

TABLE 32.2

Psychiatric Disorders and Increased Risk 
for Substance-Related Disorders

Psychiatric 
 Disorders

Increased Risk for 
 Substance-Related Disorders

Antisocial personality 
disorder

15.5%

Manic episode 14.5%

Schizophrenia 10.1%

Panic disorder 4.3%

Major depressive 
 episode

4.1%

Obsessive–compulsive 
disorder

3.4%

Phobias 2.4%
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THE NURSING PROCESS

Assessment

Clients with a dual diagnosis are diffi cult to assess because 
they are not a homogenous group. In addition, clients often 
are poor historians and are noncompliant during the assess-
ment process. They may present for assessment on a voluntary 
basis because they desire help (eg, the client who utilizes alco-
hol to cope with clinical symptoms of depression recognizes 
the fact that he or she is dependent on alcohol), they may be 
adjudicated by the court system to be evaluated prior to sen-
tencing for a crime (eg, the client has a personality disorder, 
is addicted to cocaine, and has committed a felony), or they 
may be referred by another health care professional to rule out 
the presence of a comorbid psychiatric disorder (eg, a family 
practitioner refers a client to rule out addiction to benzodiaz-
epines initially prescribed to treat clinical symptoms of anxi-
ety) (Kosta, 2002).

The severity of each client’s psychological problems and 
his or her level of functioning vary depending on the specifi c 
combination of psychiatric disorder and substance-related dis-
order. As noted earlier, the most common mental disorders 
that coexist in clients who abuse substances include anxiety 
disorders, depressive disorders, personality disorders, and 
schizophrenia. Nurses need to identify the relative contribu-
tion of each diagnosis to the severity of the current symptoms 
presented and prioritize data accordingly (Faltz & Callahan, 
2002). For example, the nurse may have diffi culty distin-
guishing the manifestations of schizophrenia from those of 
 intoxication and withdrawal in a client with dual diagnosis.

Substance-related disorder assessment tools (discussed in 
Chapter 25), a mental status exam (discussed in Chapter 9), 
and laboratory testing are useful when collecting data. Addi-
tional methods included in a comprehensive assessment of 
dually diagnosed clients include

reviewing court records, medical records, and previous • 
treatment records;
interviewing a social worker who is familiar with the cli-• 
ent’s history;
revising initial assessment by observation of the client in • 
the clinical setting, because full assessment of underlying 
psychiatric problems may not be possible until abstinence 
has occurred; andmental illness such as organic mood disorder, organic 

anxiety disorder, organic delusional disorder, or antiso-
cial behaviors that decrease or disappear when substance 
abuse is discontinued.
Category 3: Mental illness and substance-related • 
 disorder occur simultaneously with no apparent etiologic 
 relationship.
Category 4: Substance-related disorder and mood • 
 disorder occur due to an underlying traumatic  experience.

Identifi cation of the primary diagnosis may be problem-
atic because the signs and symptoms of the mental illness 
may mimic the signs of intoxication and withdrawal of the 
 substance-related disorder. Misdiagnosis may occur.

Barriers to Effective Treatment of Dual 
 Diagnosis

Nature of substance-related disorder: The dually 
diagnosed (CAMI) client faces two options:

1. Continue with illicit drug of choice for brief 
moments of calmness, joy, and escape from 
problems, which can result in a decline in overall 
function and potentially increase the severity of 
psychiatric symptoms

2. Accept prescribed treatments to cease illicit drug 
use, which might include the use of medication 
to promote improved functioning and treatment 
outcome

Countertransference: The nurse’s emotional reac-
tions to the client are based on the nurse’s uncon-
scious needs, confl icts, and misunderstanding of 
or prejudice about behaviors or the legal status of 
clients with a dual diagnosis. Countertransference 
can precipitate relapse secondary to inappropriate 
treatment.

Refusal by substance-related disorder treatment 
professionals to accept dually diagnosed clients 
into programs.

Health issues: Clients are often underserved and 
only partially treated because of the complexity 
of health issues they present, noncompliance with 
plan of care, and potential for drug–drug interac-
tions secondary to the use of substances in addition 
to medication prescribed to stabilize clinical symp-
toms of a mental illness.

SOURCE: Faltz, B. G., & Callahan, P. (2002). Special care 
concerns for patients with dual disorders. In M. A. Boyd 
(Ed.), Psychiatric nursing: Contemporary practice (2nd ed., pp. 
874–893). Philadelphia, PA: Lippincott Williams & Wilkins.

BOX 32.1

SELFAWARENESS PROMPT
You have been assigned a client with a dual 

diagnosis who lacks motivation and is not recep-
tive to treatment. How would you approach the 
client to initiate an assessment? What interven-
tions would you plan to encourage the client to 
cooperate with the staff during treatment? Explain 
the rationale for your choice of interventions.
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substance-abuse units, community mental health centers, gen-
eral hospitals, and day- and evening-treatment programs. The 
location of treatment is often determined by the severity of the 
client’s symptoms and his or her ability to pay for services due 
to the limited insurance coverage for inpatient treatment that 
has occurred over the past several years.

Research has addressed additional problems and concerns 
that can arise during the planning and implementation of care 
for youth and adults with a dual diagnosis. Summarized, they 
include disrupted motivation and increased risk of relapse, 
unstable living arrangements resulting from loss of family or 
support networks, failure to develop appropriate social skills, 
and disruptive behavior or violence that necessitates contact 
with the criminal justice system (Youth Action and Policy 
Association, 2003, 2006).

Implementation

Clients enter treatment at various stages of their disorders. 
Although the concept of integrated treatment is increasingly 
recognized as preferential over sequential and parallel mod-
els for individuals with dual diagnosis, research and atten-
dant documentation, on integrated approaches, are still in an 
infancy stage. Case management and provision of care must 
be balanced with empathetic detachment and confrontation in 
accordance with the client’s level of functioning, disability, and 

assessing the client’s motivation to seek treatment, desire to • 
change behavior, and understanding of diagnosis (Faltz & 
Callahan, 2002).

Nursing Diagnoses

Differences in the philosophies and approaches of treatment 
models for mental illness and substance-related disorders can 
affect the formulation of nursing diagnosis, outcome state-
ments, planning and implementation, and evaluation. The issue 
of diagnosing mood, cognitive, or psychotic disorders among 
substance abusers has been controversial as some health care 
professionals attempt to ascertain which disorder came fi rst or 
which disorder is the primary disorder. For example, clients 
with cognitive impairment, limited insight, or decreased ability 
to process abstract concepts have little success in substance-
abuse treatment programs. Conversely, treatment designed 
to manage psychotic symptoms is less successful when the 
client drinks alcohol or uses substances that can exacerbate 
psychotic symptoms. In such a situation, the presence of one 
illness may adversely affect the nursing diagnosis and course 
of treatment of the other disorder. Furthermore, many clients 
with a dual diagnosis have concomitant Axis III disorders 
(eg, a general medical disorder such as cirrhosis of the liver, 
peptic ulcer disease, or cardiovascular disease) either directly 
related to substance use or to self-care defi cits stemming from 
a psychiatric disorder and substance abuse (Albanese, 2001). 
Examples of the more common nursing diagnoses associated 
with clients who have a dual diagnosis are highlighted in the 
 accompanying box.

Outcome Identifi cation

Outcomes focus on the client’s willingness to participate in 
treatment, including compliance with the plan of care. The 
development of positive coping skills, verbalization of feel-
ings of increased self-worth, development of appropriate social 
skills, desire to establish and maintain contact or relationship 
with a professional in the community, and desire to social-
ize in drug- and alcohol-free environments are examples of 
 appropriate outcomes.

Planning Interventions

Because clients with a dual diagnosis have to proceed at their 
own pace in treatment, interventions are based on the indi-
vidual client’s needs. Consideration is given to the type of 
substance-related disorder involved, the presence or absence 
of cognitive impairment, ability to process abstract concepts, 
motivation for treatment, and availability of social support. 
Detoxifi cation may be necessary before clinical symptoms 
of the comorbid diagnosis, such as schizophrenia or depres-
sion, can be treated. Therefore, the client’s clinical symptoms 
may dictate the setting in which treatment occurs (Schultz & 
 Videbeck, 2009).

Treatment is available in a variety of settings, including 
outpatient medical units, inpatient psychiatric units, inpatient 

EXAMPLE 
OF NANDA NURSING DIAGNOSES

DUAL DIAGNOSES

Ineffective Health Maintenance related to lack of  •
motivation to participate in a dual diagnosis treat-
ment program (schizophrenia and cocaine abuse)
Ineffective Health Maintenance related to lack of  •
access to adequate health care services for medi-
cal treatment of a dual diagnosis (abuse of pain 
medication and AIDS)
Disturbed Thought Processes related to physio- •
logic changes secondary to self-medicating with 
substances to reduce anxiety
Impaired Social Interaction related to alienation  •
from others secondary to drug-seeking behavior 
and high level of anxiety
Ineffective Coping related to altered appearance  •
(signifi cant weight loss) due to substance abuse 
and self-induced vomiting
Noncompliance related to barriers to access- •
ing treatment for a dual diagnosis secondary to 
underlying health issues and lack of fi nances
Situational Low Self-Esteem related to feelings  •
of failure secondary to relapse following treat-
ment for a dual diagnosis of substance abuse and 
depression
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Different phases of treatment are provided for clients with 
a dual diagnosis. These phases (referred to as a “disease and 
recovery model”) include acute stabilization, engagement, pro-
longed stabilization, and rehabilitation and recovery (Minkoff, 
2000; Osher & Olfed, 1989).

Acute Stabilization
During the acute stabilization phase, a safe environment is 
provided for clients who are at risk for suicidal or homicidal 
ideation, exhibit psychotic disorganization, or exhibit clini-
cal symptoms of other serious psychiatric disorders, such as 
posttraumatic stress disorder or bipolar disorder. In addition, 
the medical needs of clients requiring detoxifi cation, such as 
the pregnant client who continues to abuse substances, or cli-
ents who have an exacerbated medical disorder or illness that 
interferes with outpatient treatment, such as the client with 
HIV infection who is addicted to pain medication, are met. 
Psychopharmacologic agents may be used depending on the 
client’s underlying psychiatric–mental health disorder. There is 
some indication that medications such as clozapine (Clozaril), 
risperidone (Risperdal), and olanzapine (Zyprexa) can amelio-
rate substance-abuse problems. Keep in mind that the impact 
of alcohol and drugs of abuse may alter pharmacokinetics and 
exacerbate adverse effects when psychotropic medication is 
administered. For example, liver dysfunction and anemia sec-
ondary to alcohol abuse can disrupt drug metabolism and gen-
erate what seem like negative symptoms (Sherman, 2004) (see 
Chapters 16, 22, and 25).

Engagement
Engagement involves four steps: establishing a treatment rela-
tionship with the client; educating the client (referred to as per-
suasion) about the illnesses; active treatment, when the nurse 
provides various interventions to enable the client to maintain 
stabilization by complying with treatment; and relapse preven-
tion, in which the nurse helps the client overcome denial and 
other resistances to treatment.

Establishing a treatment relationship with a client may require 
many contacts by the psychiatric–mental health nurse. Clients 
often struggle with issues of authority and control and feel 
threatened. Nonconfrontational, nonthreatening approaches 
such as the expression of empathy and acceptance of the client 
are effective interventions during this step. The nurse utilizes 
refl ective listening without judging, criticizing, or blaming and 
accepts any ambivalence as a normal part of the client’s human 
experience not as psychopathology.

Education (persuasion) focuses on helping clients rec-
ognize problematic behaviors and symptoms and identify-
ing methods to activate change. Awareness of consequences 
is important. A discrepancy between present behavior and 
important goals will motivate change. The client is encouraged 
to present arguments for change. Medication management is 
stressed to help clients maintain stability. Medication noncom-
pliance is associated with increased behavior problems after 
discharge and accounts for frequent relapse and rehospitaliza-
tion. Peer group discussions, family education,  social- network 

capacity for treatment adherence. Therefore, fl exible treatment 
programs that can meet the individual needs of each client 
are considered the most effective (Raby, Doub, & Cartwright, 
2003). Box 32-2 summarizes treatment approaches for dually 
diagnosed clients.

Treatment Approaches for Dually Diagnosed 
 Clients

Serial or sequential model: Treatment for one 
 disorder (eg, substance abuse) follows treatment for 
another (eg, depression or anxiety) in different sites 
with different staff. Treatment is often fragmented, 
dropout rates are high, and relapse occurs.

Parallel model: Concurrent treatment for both 
problems occurs in separate facilities or separate 
programs with separate staff. Treatment can be 
stressful if the programs are not easily accessible, 
if staff in each program do not communicate with 
each other, or if the client receives confl icting 
 messages.

Integrated or unifi ed model: Both diagnoses are 
considered primary and staff members are trained 
and experienced in providing care for clients with 
a dual diagnosis. Caution is exercised to avoid the 
overdiagnosis of a psychiatric disorder in clients 
who have a primary addictive disorder but who 
sought help for depressive or anxious symptoms 
related to substance abuse.

Treatment modalities: Frequently used modali-
ties in the above-mentioned models include 
cognitive–behavioral or brief interactive therapy, 
family therapy, psychoeducation including medica-
tion management, case management, skills train-
ing, vocational counseling, referrals to community 
resources, and referrals to self-help groups such as 
Anger Management, AA, NA, Rational Recovery, 
and Women for Sobriety.

SOURCES: Miller, N. (1994). Prevalence and treatment models 
for addiction in psychiatric populations. Psychiatric Annals, 
24, 394–06; Minkoff, K. (1994). Models of addition treatment 
in psychiatric population. Psychiatric Annals, 24, 413–418; 
Zahourek, R. P. (1996). The client with dual diagnosis. In 
S. Lego (Ed.), Psychiatric nursing: A comprehensive reference 
(2nd ed., pp. 275–284). Philadelphia, PA: Lippincott-Raven; 
Youth Action and Policy Association NSW (YAPA). (2003). 
Fact sheet: Take action now on dual diagnosis. Retrieved 
September 4, 2003, from http://www.yapa.org.au/facts/Dual-
Diagnosis.pdf; and Dual diagnosis info sheet: Concepts and 
treatment issues. (2003). Retrieved September 4, 2003, from 
http://www.dlcas.com/course5.html

BOX 32.2
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Nursing interventions during relapse prevention include 
teaching the client signs and symptoms of relapse, helping the 
client identify problems caused by the use of drugs and alco-
hol, identifying risk factors such as dangerous people or places 
to avoid, reinforcing behavioral change, and encouraging the 
adoption of wellness activities such as healthy diet and exer-
cise. During this step, the client is encouraged to participate in 
support groups such as Alcoholics Anonymous (AA), Narcot-
ics Anonymous (NA), or Dual Recovery Anonymous (DRA). If 

 interventions, and self-help groups are just a few of the 
 educational  interventions provided.

During active treatment, specifi c abstinence-related strate-
gies, such as the identifi cation of specifi c stressors and devel-
opment of positive coping skills, are targeted. Individual, 
cognitive–behavioral, or group therapy may be used to promote 
positive coping patterns and cognitive and behavioral skills. 
The client is encouraged to improve social-network strengths. 
Family support and involvement also is encouraged.

CLINICAL EXAMPLE 32.1

The Dually Diagnosed Client

PJ, a 53-year-old African American male resident of a local nursing home, was referred for a psychiatric 
 evaluation because of behavioral changes that included spitting, scratching, and unpredictable combativeness. 
His past medical history included a stroke, hypertension, non–insulin-dependent diabetes, and chronic renal 
failure.  Psychiatric history included the diagnoses of vascular dementia, schizophrenia (type unspecifi ed), and 
 polysubstance dependence, including cocaine.

PJ was recently transferred from a general hospital’s medical–psychiatric unit following treatment for a dual 
diagnosis. The hospital history and physical examination indicated the presence of cocaine in his urine. His ECG 
was abnormal and the CT scan of the brain revealed small vessel disease and subcortical atrophy. His Annotated 
Mini-Mental Status Exam score was 10/30, indicative of severe dementia, the presence of delirium superimposed 
on vascular dementia during hospitalization, or the result of his refusal to cooperate during the assessment. He 
required haloperidol (Haldol) for hallucinations and lorazepam (Ativan) for agitation in the hospital. His past psy-
chiatric treatment included inpatient treatment at a local community mental health center at least twice prior to 
his recent admission to the medical psychiatric unit.

Prior to the most recent hospitalization, PJ was unemployed and lived alone. Nursing staff and a social 
worker were unable to obtain any signifi cant demographic or personal data due to PJ’s refusal to speak to 
staff. He appeared to be selectively mute, as he would verbalize his needs but would not respond to personal 
 questions.

PJ’s present medications included an antihypertensive drug, aspirin for prevention of a stroke, and  alprazolam 
(Xanax), if needed, for agitation. He was not receiving any antipsychotic medication.

During the attempt to interview PJ, he presented with a fl at affect, avoidant eye contact but hypervigilance 
regarding his environment, and appeared to be selectively mute. He became somewhat restless and was easily 
distracted during the interview but denied being afraid, suspicious, or unhappy. PJ was able to follow directions 
but could not be engaged in any detailed conversation.

Following is a summary of the clinical impressions and recommendations that were listed in the client’s 
 medical record:

DSM-IV-TR Diagnoses Vascular dementia secondary to small vessel disease and history of CVA
Dementia secondary to history of polysubstance abuse noted in medical 

record
Schizophrenia, type unknown, noted in medical record
Rule out delirium secondary to recent hospitalization and use of cocaine.

Recommendations Discontinue alprazolam (Xanax), which is a benzodiazepine, because the  client 
has a history of polysubstance abuse.

Give risperidone (Risperdal) 0.5 mg every 12 hours for 10 days. May require 
dosage adjustment if clinical symptoms do not subside.

Document behavior on all three shifts for 1 week to determine baseline 
 symptoms and effi cacy of risperidone.

Reevaluate clinical symptoms in 1 week.
Obtain records from local community mental health center.
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KEY CONCEPTS
The term dual diagnosis is used to designate mentally ill • 
clients who show a comorbid substance-related disorder.
Two main theories, referred to as models, discuss the etiol-• 
ogy of dual diagnosis: vulnerability model and self-medi-
cation hypothesis.
Clients with a dual diagnosis exhibit characteristics indi-• 
cating that they are dissatisfi ed with life circumstances, 
have inadequate or ineffective support systems, live in a 
nontherapeutic home environment, and have a history of 
self-medication.
Several barriers to treatment, such as countertransference, • 
misunderstandings, and prejudice about mental illness 
behaviors and underlying health issues, have been identi-
fi ed.
There are no • DSM-IV-TR diagnostic criteria for dual diag-
nosis. However, four categories have been developed to 
describe the dually diagnosed client.
Clients with a dual diagnosis are diffi cult to assess • 
because they are not a homogenous group, often are 

During the rehabilitation and recovery phase, continuum 
of care begins. A case manager may be assigned to the client 
before discharge from a mental health facility. The case man-
ager serves as a link with several services, monitors the client’s 
progress, provides client education when necessary, reiterates 
treatment recommendations, and coordinates treatment plan-
ning with other providers. Community organizations are con-
sidered a valuable source of support for clients with a dual 
diagnosis (Faltz & Callahan, 2002).

Evaluation

Evaluation of the client’s progress is an ongoing process that 
can be challenging because of the potential for relapse or recid-
ivism. Obtain information from the client, family, or signifi cant 
others as well as providers of outpatient services. Evaluation 
focuses on compliance by the client, the stated outcomes, the 
effectiveness of interventions, and the progress the client is 
making. See Clinical Example 32-1.

the client is unable to attend such groups, special peer groups 
based on AA principles might be benefi cial.

Prolonged Stabilization
The interventions used during engagement continue during 
this phase. The focus is on discussing potential crises and 
exploring crisis management skills for the client and family to 
develop.

Rehabilitation and Recovery
Rehabilitation and recovery are viewed as a long-term, 
 community-based process, one that can take months or, more 
likely, years to undergo. The client is encouraged to return to 
work if he or she was previously employed. Alternatively, the 
client may be referred to a community vocational rehabilita-
tion program. Participation in self-help groups and reaching 
out to others in a giving way are also encouraged. Establishing 
a positive social network prevents isolation and alienation, a 
problem that most chronic dually diagnosed clients share.

poor  historians, and often are noncompliant during the 
 assessment process. Assessment involves identifying the 
relative contribution of each diagnosis to the severity of 
the current symptoms and prioritizing data accordingly.
Differences in philosophies and approaches of treatment • 
models for mental illness and substance-related disorders 
can affect how the nursing process is applied.
Treatment is available in a variety of settings and is often • 
determined by the severity of the client’s symptoms and the 
ability to pay for services. Insurance coverage for inpatient 
treatment has become limited over the past several years.
Flexible treatment programs meet the individual needs • 
of each client. Phases of treatment for dually diagnosed 
clients include acute stabilization, engagement, prolonged 
stabilization, and rehabilitation and recovery, including 
continuum of care.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Critical Thinking Questions

 1. Review the barriers to treatment listed in Box 32-1. 
Describe several interventions that might be appropriate 
to lower the barriers and enable clients to enter  treatment.

 2. With the assistance of another classmate, develop a list of at 
least fi ve topics to be discussed during an education group 
for dually diagnosed clients. Develop a teaching plan for two 
of the topics, and share the information with your classmates.

Refl ection

Refl ect on the opening chapter quote by Vaccaro. Explain your 
interpretation of the phrase “catastrophic life problem.” What 
nursing challenges do you think you would encounter if you 
were to develop a nursing plan of care for such a client? Do 
you feel adequately prepared to provide care for such a client? 
Explain your answer.
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NCLEX-Style Questions

 1. A client with a history of marijuana abuse has recently 
been diagnosed with bipolar disorder. When review-
ing client data to formulate the nursing plan of care, the 
nurse understands that the client with a substance-abuse 
history can subsequently develop a major mental illness. 
The nurse is incorporating which etiologic theory?
a. comorbidity model
b. behavioral model
c. self-medication model
d. vulnerability model

 2. A client is admitted to the alcohol and drug rehabilita-
tion unit with a dual diagnosis. Which piece of nursing 
assessment data would the nurse be least likely to iden-
tify in a client with a dual diagnosis?
a. dissatisfaction with life circumstances
b. good life adjustment prior to diagnosis
c. inadequate support systems
d. history of self-medication

 3. Clients hospitalized on an inpatient unit have a dual 
 diagnosis of alcohol dependence and another major mental 
illness. The staff nurse facilitates a client group discussion 
as part of the initial treatment plan. Nursing interventions 
in this group would focus on which of the following?
a. identifying signs and symptoms of relapse
b. teaching importance of diet and exercise
c. facilitating client recognition of problematic behaviors
d. planning work-related strategies to decrease stress

 4. The nurse anticipates that the process of engaging the 
client with a dual diagnosis in a therapeutic nurse–client 

relationship may be diffi cult due to the client’s refusal to 
confront any potential issues. Which of the following is 
required if the nurse is to proceed with this client?
a. ability of the nurse to provide sympathy for the 

 client
b. assessment of the client’s problems and symptoms
c. educational materials for teaching about substance 

abuse
d. strategies to handle the client’s problems with 

 authority and control
 5. The nurse plans interventions to prevent relapse for 

the client who has a dual diagnosis of a substance-
abuse problem and major depressive disorder. Which 
of the  following has priority and will contribute to the 
 continuing progress of the client?
a. identifying risk factors such as dangerous people or 

places to avoid
b. facilitating relationships with family who may be 

 disengaged from the client
c. encouraging the client to identify symptoms of the 

mental illness
d. teaching the purpose of antidepressant therapy as well 

as major adverse effects
 6. A client with a dual diagnosis is entering the engagement 

phase of treatment. Which interventions would the nurse 
include in the plan of care? Select all that apply.
a. establishing a treatment relationship
b. educating the client about the illness
c. implementing measures to stabilize the client
d. using measures to help the client overcome denial
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3333
Please, Mom and Dad

My hands are small—I don’t mean to spill my milk.

My legs are short—please slow down so I can keep up with you.

Don’t slap my hands when I touch something bright and 

pretty—I don’t understand.

Please look at me when I talk to you—it lets me know you are 

really listening.

My feelings are tender—don’t nag me all day—let me make 

 mistakes without feeling stupid.

Don’t expect the bed I make or the picture I draw to be 

perfect—just love me for trying.

Remember I am a child not a small adult—sometimes I don’t 

understand what you are saying.

I love you so much. Please love me just for being me—not just for 

the things I can do.

—J. RICHARDSON AND J. RICHARDSON, POSTER 

 FUNDED BY HEALTH AND REHABILITATIVE SERVICES, 

STATE OF FLORIDA

Clients Experiencing 
Abuse and Violence

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Identify risk factors that create an environment in which 
the abuse of a child may occur.

 2. Differentiate between child abuse and child neglect, and 
cite an example of each.

 3. Recognize at least fi ve common physical fi ndings 
 indicating physical abuse of a child.

 4. Differentiate among sexual harassment, sexual assault, 
rape, and  statutory rape.

 5. Articulate the dynamics of rape trauma syndrome.
 6. Illustrate ways in which elderly persons are abused.

Abduction
Abuse
Attempted rape
Child abuse
Discipline
Domestic violence
Emotional abuse
Emotional neglect
Family violence
Hate crime
Incest
Intimate partner violence
Munchausen’s syndrome by proxy
Neglect
Rape
Rape trauma syndrome
Sexual abuse
Sexual coercion
Sexual harassment
Sexual misuse of a child
Shaken baby syndrome
Silent rape syndrome
Sodomy
Stalking
Statutory rape
Violence
Workplace violence

KEY TERMS
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Much has been written and a great deal of public concern has 
been expressed about the physical or sexual abuse of children, 
women, and the elderly. In addition, domestic, youth, and 
workplace violence, as well as hate crimes, have been recog-
nized as serious and widespread public health problems affect-
ing individuals of all ethnic and socioeconomic backgrounds.

Although epidemiologic studies have shown that aggressive 
or abusive behavior may occur in adults with the diagnosis of 
schizophrenia, affective disorder, posttraumatic stress disorder, 
and personality disorders, recent research has shown that the 
vast majority of people who are abusive or who commit violent 
acts do not necessarily suffer from mental illness. A certain small 
subgroup of people, particularly clients with neurologic impair-
ment due to head injury, a disease such as Huntington’s chorea, 
or a psychotic disorder are at risk of becoming abusive or violent 
(eg, threatening, hitting, fi ghting, or otherwise hurting another 
person). However, the conditions that are likely to increase the 
risk of violence are the same whether a person has a mental ill-
ness or not (American Psychiatric Association [APA], 2003).

This chapter discusses the etiology of abuse and vio-
lence. General topics include child abuse, adult sexual abuse, 
elder abuse, domestic violence or intimate partner vio-
lence, youth violence, workplace violence, and hate crimes. 
Although the focus of domestic violence and sexual abuse 
is primarily on women, information about male victims is 
incorporated when appropriate. The chapter concludes with 
an application of the nursing process to victims of abuse and 
violence.

ABUSE
The term abuse is used in psychiatric–mental health nursing to 
describe behaviors in which an individual misuses, attacks, or 
injures another individual. Abuse may be sexual, physical, or 
emotional. Neglect is also a form of abuse (Sadock & Sadock, 
2008; Shahrokh & Hales, 2003).

Elements of Abuse

Three elements generally create the environment for an inci-
dent of abuse to occur: the abuser or perpetrator, the abused, 
and a crisis.

The Abuser
The abuser, or perpetrator, is usually an individual who 
grew up in an abusive family. Research fi ndings indicate that 
 children who observed or were victims of beatings and abuse 

when young believe that abuse is normal behavior and will 
reenact these behaviors later as adults.

Statistically, abusive individuals usually are young and 
live in lower socioeconomic environments; however, those 
individuals who live in higher classes are not immune. Per-
petrators of child abuse are generally female. Both male and 
female perpetrators abuse the elderly. Common characteristics 
of abusive individuals include low self-concept, immaturity, 
fear of authority, lack of skills to meet their own emotional 
needs, belief in harsh physical discipline, and poor impulse 
control. Abusers lack parenting or relationship skills and 
often use alcohol or other substances to cope with stress. In 
the event of child or elder abuse, the partner, who usually 
knows about the abuse, either ignores it or may even partic-
ipate in it (National Center for Injury Prevention and Con-
trol [NCIPC], 2006a; National Coalition Against Domestic 
 Violence [NCADV], 2003).

The Abused
Abused individuals often demonstrate a pattern of learned 
helplessness, manifest characteristics of low self-esteem and 
shame, and often experience feelings of increased dependence, 
isolation, guilt, and entrapment (NCADV, 2003).

A Crisis
A crisis (eg, loss of job, divorce, illness, death in the family) is 
usually the precipitating event that sets the abusive person into 
action. The individual overreacts because he or she is unable 
to cope with numerous or complex stressors. The person 
becomes frustrated and anxious and suddenly loses control. 
(Chapter 13 discusses crisis intervention.)

CHILD ABUSE
The Child Abuse Prevention and Treatment Act (CAPTA), 
enacted in 1974, and reauthorized in 1996, provides federal 
funding to states to prevent, identify, and treat the abuse and 
neglect of children and adolescents. Child abuse, also referred 
to as maltreatment, is described as any recent act or failure to 
act, resulting in imminent risk of serious physical harm or 
death, emotional harm, sexual abuse, neglect, or exploitation 
of a child under the age of 18 years by a parent, caretaker, 
or other person (CAPTA, 2003). Bullying (also referred to as 
taunting or badgering) is a common form of childhood abuse. 
It is estimated that 160,000 students in American schools are 
absent every day because of fear of being bullied either physi-
cally or verbally (Governo & Siewers, 2008; Voors, 2004). 

 7. Explain at least four causative factors related to domestic 
violence.

 8. Discuss the dynamics of intimate partner or spousal 
abuse.

 9. Construct a profi le of an individual who may become 
violent in the work setting.

10. Describe the emotional and behavioral reactions of the 
following victims of physical abuse or domestic violence: 
children, women, men, and the elderly.

11. Develop an assessment tool for the following clients: a vic-
tim of child abuse, an elderly victim of domestic violence, 
and a teenaged victim of rape.
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Child abuse is not to be confused with discipline. Discipline 
is a purposeful action to restrain or correct a child’s behavior. 
It is done to teach, not to punish, and it is not designed to hurt 
the child or result in injury. Neglect is an act of omission and 
refers to a parent’s or other person’s failure to meet a depen-
dent’s basic needs such as proper food, clothing, shelter, medi-
cal care, schooling, or attention; provide safe living conditions; 
provide physical or emotional care; or provide supervision, 
thus leaving the child unattended or abandoning him or her.

Children are also victims of intimate partner or family 
violence (eg, one parent kills the other), school violence (eg, 
a child brings a gun to school and kills a teacher), or pub-
lic violence (eg, the terrorist attack at Fort Hood, Texas, on 
 November 5, 2009).

Etiology of Child Abuse

The etiology associated with child abuse is complex. Child 
abuse can occur mainly within the family, where the abusers 
are parents or parent substitutes; in the institutional setting, 
such as daycare centers, child-care agencies, schools, welfare 
departments, correctional settings, and residential centers; in 
society, which allows children to live in poverty or to be denied 
the basic necessities of life; or as a result of war. In times of war, 
children are exposed to various forms of abuse and violence. 
They may experience traumas that can interrupt their develop-
ment, trigger serious psychiatric disorders, or predispose them 
to delinquency and life-long crime.

Anyone can abuse or neglect a child under certain cir-
cumstances, such as stress due to illness, marital problems, 
fi nancial diffi culties, or parent–child confl ict. Parents or other 
persons may lose control of their feelings of anger or frustra-
tion and direct such feelings toward a child.

Characteristics of Potentially Abusive 
Parents

No physical characteristics automatically identify the potential 
child abuser. The person may be rich or poor, of any racial 
origin, male or female, and living in a rural area, a suburb, or 
a city.

Parents who are potentially abusive often display char-
acteristic warning signs. However, evidence of these signs 
does not automatically imply that abuse will inevitably occur. 
Box 33-1 highlights some of the typical warning signs. Such 
characteristics displayed for a short time may indicate anxiety 
in a new mother or father. However, if the characteristics per-
sist, the parent should seek help.

Characteristics of an Abused Child

The abused or the neglected child is usually younger than 6 
years, is more vulnerable to abuse than others, and may have a 
physical or mental handicap. Emotionally disturbed, tempera-
mental, hyperactive, or adopted children also demonstrate a 
higher incidence of abuse. Children with congenital anomalies 

or chronic medical conditions are also at risk for abuse because 
of the demands of care placed on the parents or caretakers. 
The child, in an attempt to get attention, unintentionally may 
irritate the parent, leading to a loss of control in the parent and 
possible reactions with abuse.

Classifi cations of Child Abuse

Abuse of children usually is classifi ed as physical abuse, child 
neglect, emotional abuse or neglect, and sexual abuse.

Physical Abuse of a Child
Physical abuse of a child involves the infl iction of bodily injury 
that results from punching, beating, kicking, biting, burning, 
shaking, or otherwise harming a child. Indicators of actual or 
potential physical abuse have been categorized as physical, 
behavioral, and environmental, briefl y discussed in the follow-
ing sections (Fig. 33-1).

Physical Indicators
The most common indicators of physical abuse of a child are 
bruises involving no breaks in skin integrity. The bruises are 
usually seen on the posterior side of the body or on the face, 
in unusual patterns or clusters, and in various stages of heal-
ing, making it diffi cult to determine the exact age of a bruise. 
Burns also are seen frequently, and usually are due to immer-
sion in hot water, contact with cigarettes, tying with a rope, or 
the application of a hot iron. Common burned areas include 
the buttocks, palms of hands, soles of feet, wrists, ankles, or 
genitals. Lacerations, abrasions, welts, and scars may be noted 
on the lips, eyes, face, and external genitalia.

Other indicators of physical abuse include missing or loos-
ened teeth; skeletal injuries such as fractured bones, epiphyseal 

Profi le of Potentially Abusive Parents

Denial of pregnancy by a mother who has made  •
no plans for the birth of the child and refuses to 
talk about the pregnancy
Depression during pregnancy •
Fear of delivery •
Lack of support from husband or family •
Undue concern about the unborn child’s gender  •
and how well it will perform
Fear that the child will be one of too many  •
 children
Birth of an unwanted child •
Indifference or a negative attitude toward the  •
child by the parent after delivery
Resentment toward the child by a jealous parent •
Inability to tolerate the child’s crying; viewing  •
child as being too demanding

BOX 33.1
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separation, or stiff, swollen, enlarged joints; head injuries; and 
internal injuries. Such bodily injuries must be evaluated with 
respect to the child’s medical history, developmental ability to 
injure self, and behavioral indicators (which are discussed later 
in this chapter).

Munchausen’s Syndrome by Proxy
Munchausen’s syndrome by proxy is now a well-known 
phenomenon in which the biologic mother (90%), the bio-
logic father (5%), or a female caregiver (5%) systematically 
 fabricates—or deliberately causes—illness or injury in the child 
in order to gain sympathy or attention for themselves (Thomas, 
2003). The perpetrators have well-developed plans and act 
with malevolent intent to satisfy craving for medical attention 
and psychological gain. Forms of fabricated or caused illnesses 
include poisonings, seizures, apparent bleeding from a variety 
of orifi ces, skin rashes, and pyrexia (Quisenberry, 2006). Usu-
ally, the child is brought in for frequent and persistent medi-
cal examinations. However, when the child is separated from 
the parent, acute symptoms and the signs of illness cease. The 
perpetrator denies having any knowledge of the cause of the 
disorder. Comorbidity is a major problem because it is highly 
likely that the child will have more than one fabricated illness. 

Failure to thrive and nonaccidental injuries are also commonly 
noted. Approximately 21.8 months lapse from symptom pre-
sentation to defi nitive diagnosis. This allows ample time for 
substantial morbidity to occur while unnecessary tests and 
surgical procedures take place. The average age of death is at 
18.8 months (Quisenberry, 2006; Sheridan, 2003).

Shaken Baby Syndrome
Shaken baby syndrome is a form of child abuse affecting 
between 1,200 and 1,600 children every year and is the lead-
ing cause of brain injury to infants (NCIPC, 2006a). It occurs 
when an adult loses control and violently shakes a child who 
has been crying incessantly. This syndrome has been docu-
mented in children up to 5 years of age. The physical fi ndings 
usually include bruising from being grabbed fi rmly, and major 
head injury such as subdural hematoma or cerebral edema. 
Nonfatal consequences include blindness due to retinal hem-
orrhage, cerebral palsy, and cognitive impairment.

Behavioral and Environmental Indicators
Behavioral indicators of physical abuse depend on the age 
at which the child is abused, as well as the frequency and 
the severity of abuse. The behavioral profi le of a physically 

FIGURE 33-1 Examples of child abuse: (A) bruising on a child’s body, (B) cigarette burns, (C) rope burn. (From 
Pillitteri, A. [2003]. Maternal and child health nursing [4th ed.]. Philadelphia, PA: Lippincott Williams & Wilkins.)

A

B C
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abused child is presented in Box 33-2. If a child exhibits such 
 behaviors, observation for bodily injuries is crucial.

Environmental indicators of potential physical abuse in chil-
dren include severe parental or caretaker problems such as drug 
addiction, alcoholism, and mental illness; crisis; and geographic 
or social isolation of the family (see Clinical Example 33-1).

Child Neglect
Child neglect is the failure to provide for a child’s basic physi-
cal, medical, or educational needs. Examples of child neglect 

include withholding shelter, adequate nutrition, adequate 
clothing, access to education, and proper medical or dental 
care. Abandonment of a child or lack of adequate supervision 
also constitutes neglect. However, fi nancial status, cultural val-
ues, and parental capacity must be considered before a parent 
or adult is accused of neglecting a child.

Physical Indicators
Potential physical indicators of child neglect may include 
weight loss resulting from inadequate nutrition, dental car-
ies caused by lack of appropriate nutrition or dental care, or 
symptoms of an undiagnosed medical condition such as ane-
mia or pneumonia. The child may also look unkempt and lack 
adequate clothing (eg, no shoes or adequate clothing for sea-
sonal weather changes).

Behavioral and Environmental Indicators
Behavioral indicators of child neglect commonly seen include 
failure to thrive; learning diffi culties caused by poor attention 
span, inability to concentrate, or autistic behavior; use of drugs 
or alcohol; delinquency; and sexual misconduct. Environmen-
tal indicators of child neglect by parents or caretakers include 
living in poverty, the presence of a large family with marital 
confl ict, the lack of material resources, or the lack of positive 
parental attitudes. Parents or caretakers may lack an adequate 
understanding of the developmental stages of childhood, fail 
to recognize physical or emotional needs of children, display 
a lack of interest in childhood activities, display poor par-
enting skills, or exhibit a lack of interest in personal hygiene 
(see Clinical Example 33-2).

Emotional Abuse or Neglect
Emotional abuse consists of verbal assaults or threats that 
provoke fear; poor communication that may send double 
messages; and blaming, confusing, or demeaning messages. 

Behavioral Profi le of a Physically Abused 
Child

Fear of parents and fear of physical contact with  •
adults
Extremes in behavior such as passivity or aggres- •
siveness, or crying very often or very seldom
Sudden onset of regressive behavior such as  •
thumb sucking, enuresis, or encopresis
Learning problems that cannot be diagnosed •
Truancy from school or tardiness •
Fatigue causing the child to sleep in class •
Inappropriate dress to hide burns, bruises, or  •
other marks of abuse
Inappropriate dress, resulting in frostbite or ill- •
ness due to exposure to inclement weather
Excessive compliance to avoid confrontation •
Sporadic temper tantrums •
Violence toward other children or animals •
Demanding behavior •

BOX 33.2

CLINICAL EXAMPLE 33.1

The Physically Abused Child

KW, the 22-year-old boyfriend of JN, was accused of 
beating JN’s 5-year-old daughter severely enough 
to cause permanent brain damage. The child was 
beaten with a stick and forced to drink dishwashing 
liquid because she was “too sassy.” After the beat-
ing, the child was kept on the fl oor of the apart-
ment because she appeared to be unconscious 
at times. JN force-fed her daughter oatmeal and 
bananas in an effort to revive her. Two days later, 
the child was taken to the hospital and was found 
to have burn marks on her buttocks, a head injury, 
and bruises on her body. JN was charged with child 
abuse, and KW was sentenced to 15 years in prison 
for aggravated child abuse.

CLINICAL EXAMPLE 33.2

The Neglected Child

FR, a young, single working mother, entrusted the 
care of her 1- and 2-year-old children to her 8-year 
old daughter while she worked as a waitress from 
approximately 7:00 pm to midnight. Before she 
left for work each evening, FR locked the younger 
children in their bedrooms and instructed the older 
daughter to stay indoors and “keep an eye on the 
children.” One evening, a fi re began on the sec-
ond fl oor of the apartment, killing the two younger 
children by smoke inhalation. The 8-year-old was 
able to escape the fi re. FR told the authorities she 
made minimum wage and was unable to afford to 
pay a babysitter, so she worked at night while her 
older daughter was home.
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 Parents or caretakers who emotionally abuse children may tell 
the child that she or he is unwanted, unloved, or unworthy 
of care. The child may become the scapegoat of the family 
(ie, accused of causing family problems).

Conversely, emotional neglect, considered to be a form 
of child neglect discussed earlier, occurs when parents or other 
adults responsible for the child fail to provide an emotional cli-
mate that fosters feelings of love, belonging, recognition, and 
enhanced self-esteem. Examples of emotional neglect include 
ignoring the child, providing minimal human contact, and 
failing to provide opportunities to foster growth and develop-
ment. Children who are emotionally abused or neglected may 
develop serious behavioral, cognitive, emotional, or mental 
disorders.

Behavioral and Environmental Indicators
The emotionally abused or the neglected child often develops 
a low self-concept as he or she hears negative comments such 
as “If it weren’t for your bad habits, Daddy wouldn’t leave us!” 
“It’s all your fault we don’t have enough money. You’re sick all 
the time,” and “The family got along fi ne until you started to 
act so selfi sh.” Behavioral indicators of an emotionally abused 
or neglected child are listed in Box 33-3.

Examples of environmental indicators of emotional abuse 
or neglect of a child include inadequate parenting skills; rejec-
tion or immature behavior by parents or caretakers; continu-
ous friction or confl ict in the home; discriminatory treatment 
of the children in the family; and abuse of drugs or alcohol by 
the parents or caretaker.

Child Sexual Abuse
Sexual abuse of a child includes fondling of a child’s geni-
tals, intercourse, incest, rape, sodomy, exhibitionism, and 
commercial exploitation through prostitution or the pro-
duction of pornographic materials. Surveys of the general 
population confi rm that girls are more likely than boys to 
be victims of sexual abuse. Although child sexual abuse 
has been reported up to 80,000 times a year, the number 
of unreported instances is believed to be far greater because 

the legal procedure for validating an episode is diffi cult 
 (American Academy of Child & Adolescent Psychiatry, 2009; 
Kellogg-Spadt, 2006).

Sexual abuse has serious direct consequences such as 
emotional distress, behavioral problems, sexually transmitted 
diseases (STDs), unwanted pregnancies, and indirect conse-
quences such as the development of a substance-use disorder, 
mood disorder, sexual deviance, or diffi culty in establishing 
a satisfying intimate relationship later in life. Sexual abuse of 
a child is not easy to identify because the physical signs of 
abuse usually are not seen outside a clinical or a medical set-
ting. The child victim is usually reluctant to share information 
about the abuse because the child fears she or he may alienate 
or anger the person who provides food, shelter, and a family 
bond.

Children at high risk for sexual abuse include those who

are 3 years of age or younger;• 
suffer from a developmental delay;• 
live in a home where substance abuse occurs;• 
have adolescent parents or a single parent;• 
are in foster care;• 
have primary caretakers who were sexually abused • 
 themselves; and
have primary caretakers who are mentally ill or who have • 
a developmental delay.

Box 33-4 lists physical and behavioral indicators of a sexually 
abused child. Clinical Example 33-3 describes a case of sexual 
abuse by a father.

Terminology of Child Sexual Abuse
Three terms are frequently used to describe the sexual abuse of 
children: sexual misuse, rape, and incest. Sexual misuse of a 
child is defi ned as sexual activity that is inappropriate because 
of the child’s age, development, and role within the family unit. 
Examples include fondling, genital manipulation, voyeurism, 
or exhibitionism.

Rape refers to actual penetration of an orifice of a child’s 
body during sexual activity. Oral penetration is the most 
frequent type of penetration experienced by very young 
children.

Incest, defi ned as sexual intercourse or sexual behav-
iors that occur between family members who are so closely 
related as to be legally prohibited from marrying one another 
because of consanguinity (ie, they share the same ancestry and 
are referred to as “blood relatives”), is usually a well-guarded 
secret. Victims of incest are usually very young. The average 
age of an incest victim is 11 years, although most child victims 
experience their fi rst incestuous encounter between the ages of 
5 and 8 years.

Child Abduction
Abduction or kidnapping occurs whenever a person is taken or 
detained against his or her will. Approximately 82% of abduc-
tions are committed by family (primarily parents), occur more 
frequently to children under the age of 6 years, equally vic-
timize children and adolescents of both sexes, and most often 

Behavioral Indicators of an Emotionally 
Abused or Neglected Child

Stuttering •
Enuresis or encopresis •
Delinquency, truancy, or other disciplinary  •
 problems
Hypochondriasis •
Autism or failure to thrive •
Overeating •
Childhood depression •
Suicide attempts •

BOX 33.3
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originate in the home. Nonfamily or acquaintance abduction 
accounts for 18% of reported cases, has the largest percentage 
of female and teenaged victims, is more often associated with 
crimes such as sexual and physical assault, occurs at homes and 
residences, and has the highest percentage of injured victims. 
Stranger kidnapping accounts for 37% of nonfamily abduc-
tions, occurs primarily in outdoor locations, victimizes more 
female than male children and adolescents, is often associated 
with sexual assaults and robberies, and generally involves the 
use of a fi rearm (KidsFightingChance.com, 2006; Klass Kids 
Foundation, 2006).

ADULT SEXUAL ABUSE
Sexual abuse (also referred to as sexual assault and sexual 
trauma) of both men and women continues to escalate. Because 
many of the sexual assaults go unreported and unrecognized, 
sexual abuse can be considered a “silent-violent epidemic” in 
the United States today. Terminology used to discuss sexual 
abuse of the adult includes sexual harassment, stalking, sexual 
coercion, and rape.

Sexual Harassment, Stalking, and Sexual 
Coercion

Sexual harassment is defi ned as any unwelcome sexual 
advance or conduct on the job that creates an intimidating or 
offensive working environment. To create a sexually hostile 
environment, unwelcome conduct based on gender must meet 
two additional requirements: it must be subjectively abusive 
to the person(s) affected, and it must be objectively severe or 
pervasive enough to create a work environment, that a reason-
able person would fi nd abusive. Sexual harassment may take 
the form of sexual innuendo or coerciveness (Equal Rights 
Advocates, 2009). Stalking is defi ned as a pattern of unwanted 
communication, such as harassing or menacing behavior, cou-
pled with a threat to do harm. Five types of stalkers have been 
identifi ed. Summarized they are

intimacy-seeking stalkers who respond to  loneliness, • 
have erotomanic delusions, and seek romantic 
 relationships;
rejected stalkers who desire reconciliation with or • 
revenge against a former partner;
incompetent stalkers who are narcissistic and desire a • 
relationship in spite of a victim’s disinterest;
resentful stalkers who seek vindication or retribution in • 
response to a perceived insult; and
predatory stalkers who attack without warning as they • 
pursue sexual gratifi cation and/or control.

Rejected and predatory stalkers display high levels of anger, 
a sense of entitlement, and fantasies of an assault (Knoll & 
Resnick, 2007; McNamara, 2008).

Sexual coercion is a term used for incidents in which one 
person dominates another by force or compels the other per-
son to perform a sexual act. It often happens in an unbalanced 
relationship where one individual always “gives” and the other 
always “takes.” For example, the individual may apply pres-
sure (ie, state that sex is the way to prove love), make threats 

Indicators of a Sexually Abused Child

Physical Indicators

Itching, pain, bruises, or bleeding in the external  •
genitalia, vagina, or anal area
Edema of the cervix, vulva, or perineum •
Torn, stained, or bloody undergarments •
Stretched hymen at a very young age •
Presence of semen or a sexually transmitted  •
 disease
Pregnancy in an older child •
Bladder infections •

Behavioral Indicators

Fear of being touched •
Diffi culty walking or sitting •
Reluctance to participate in recreational or  •
 physical activities
Poor peer relationships •
Delinquency, truancy, acting out, or running away •
Preoccupation with sexual organs of self or  others  •
(in younger children)
Sexual promiscuity or prostitution (in older  •
 children)
Change in sleeping patterns; nightmares; or  •
 sudden fear of falling asleep
Bed wetting or thumb sucking (inappropriate  •
to age)
Use of drugs and alcohol •

BOX 33.4 CLINICAL EXAMPLE 33.3

The Sexually Abused Child

CB, a 6-year-old girl, daughter of a well-liked and 
respected member of the community, was forced 
by her father to have oral sex with him when her 
mother was away at club meetings. The sexual 
encounters lasted a few months and had a pro-
found effect on CB, whose parents divorced when 
she was 14. She loved her father but also hated 
him and swore that she would never tell anyone 
about the incest. A few years after CB married, her 
deteriorating sexual relationship with her husband 
prompted her to admit the incest and to seek 
therapy.
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to leave, or make harsh critical comments in an attempt to 
force another to agree to have sex (Virginia Department of 
Health, 2009).

Rape

Legally, the term rape has traditionally referred to forced vaginal 
penetration of a woman by a male assailant. Many states have 
now abandoned this concept in favor of the gender- neutral 
concept of sexual assault. Although the legal term for male 
rape is sodomy, many research articles use the terminology 
“sexual assault by an intimate partner” or simply state “male 
rape” (National Center for Victims of Crime [NCVC], 2003b).

In 2007, there were 248,300 reported cases of sexual 
assault. Approximately 73% of the victims knew their assailants 
(Rape Abuse & Incest National Network, 2009). Cases of male 
rape are so underreported that most people assume incorrectly 
that they do not exist (AMA, 2003; NCVC, 2003a). Male gender 
norms and related myths about men and sexual victimization 
may prevent a male from reporting sexual abuse. For example, 
a male may believe that males can’t be sexually abused, that 
only “sissies and weaklings allow abuse,” or that sexual abuse is 
always overt. The male might also believe that his masculinity 
is at stake if he is identifi ed as a victim  (Worcester, 2005).

Essential Elements of Rape
Three essential elements are necessary to legally defi ne rape of 
a man or a woman (NCVC, 2003b):

 1. Use of force, threat, intimidation, or duress
 2. Vaginal, oral, or anal penetration
 3. Nonconsent by the victim

Rape statutes vary from state to state, and in some states, a 
wife may charge her husband with rape. Attempted rape is 
defi ned as an assault in which oral, vaginal, or anal penetration 
is intended but does not occur. Statutory rape is the act of 
sexual intercourse or sexual assault on an individual younger 
than the age of consent (usually 16 years). The legal defi nition 
of statutory rape is set by each state (Child Trends.org, 2009; 
NCVC, 2003a).

Adolescents who have been raped experience anxiety, 
traumatization, and physical pain, as well as fear of pregnancy, 
STDs, and possible retaliation from the assailant. They may 
have diffi culty disclosing the rape, and feel embarrassed or 
responsible for what occurred. Some do not ask for health care 
until a few days after the crime. Others may exhibit a series of 
behavioral manifestations such as brooding, verbal or physical 
aggression, outbursts of violence, or impulsive self-harm that 
continue for months to years until some form of intervention 
occurs (Matthews & Mossefi n, 2006).

Rape-Victim Profi le
There is no typical rape-victim profi le. Every woman is a poten-
tial victim regardless of age, race, or socioeconomic status. Per-
sons at high risk to be a rape victim include single females 
between the ages of 11 and 25 years who are African American 
and come from a low socioeconomic background.

Although most victims are women, a far smaller  proportion 
of men also experience rape. According to the National Insti-
tute of Justice and the Centers for Disease Control, 86% of het-
erosexual men raped and/or physically assaulted were raped/
assaulted by other men who were strangers or acquaintances 
(NCVC, 2003b).

Both lesbians and homosexual males are also at risk for 
rape by their intimate partners; however, few data are avail-
able regarding the prevalence in lesbian or male homosexual 
relationships.

Individuals with mild developmental delays usually want 
to be accepted and to fi t in with “normal” society. Such a per-
son may also exhibit some degree of impulsivity or gregarious-
ness that could put him or her at risk for rape.

Motives for Rape
Theorists have described several patterns of rape or sexual 
assault according to the motive involved: anger rape, power 
rape, sadistic rape, and impulsive or opportunistic rape.

In anger rape, sex is used as a means of expressing rage, 
hatred, and contempt toward the victim. The rapist exhibits 
physical brutality by beating, kicking, or choking, while he 
views the victim as a symbol of those women who wronged 
him at some point in life. Motives for power rape vary.

Power rape is generally committed by persons with low 
self-esteem and a history of poor relationships with women, 
and is done in an attempt to prove manhood and strength. 
Intimidation may occur by means of a weapon, physical 
force, or threat of bodily harm. The victim may be tied up, 
held down by physical force, or otherwise rendered helpless. 
The offender forces the victim to become weak, helpless, and 
submissive—the exact qualities he despises in himself. Power 
rape is committed by a perpetrator who is impulsive, has 
no doubts about masculinity, and gives little or no thought 
to the crime beyond immediate gratifi cation and a sense of 
entitlement.

Sadistic rape occurs because the person feels a need to 
infl ict pain and torment on his victim to achieve sexual sat-
isfaction. The rapist misinterprets the victim’s emotional 
anguish as sexual excitation rather than a refusal of his or 
her advances. Bizarre ritualistic behavior may occur during a 
sadistic rape.

Impulsive or opportunistic rape may occur in conjunction 
with another antisocial act, such as a robbery. An antisocial 
person takes what he wants whenever he desires it; rape there-
fore becomes a form of stealing (North Carolina Rape Crisis, 
2003; Brown, 2004).

Subclassifi cations of Rape
Rape is divided into fi ve subclassifi cations:

 1. Blitz rape, in which an unexpected surprise attack occurs 
in the absence of prior interaction with the victim

 2. Confi dence rape, in which the offender and victim have 
had a prior interaction

 3. Marked victim rape, in which the offender assaults a 
woman he has been acquainted with in some way
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 4. Accessory-to-sex rape, which refers to a vulnerable victim’s 
inability to give consent (as in the case of a person who is 
mentally retarded)

 5. Date rape, which refers to the exploitation of an 
 individual’s friendliness or behavior during a date

Although not generally considered one of the offi cial subclassi-
fi cations of rape, gang rape is a distinctive category that should 
be discussed. Gang rape occurs when a group of offenders 
take turns assaulting the victim. Each member of the group 
is attempting to assert his manhood and power, and to gain 
acceptance by a group of his peers. Various levels of force occur 
during gang rape.

Emotional Reactions to Rape
The Diagnostic and Statistical Manual of Mental Disorders, 4th 
Edition, Text Revision (DSM-IV-TR) recognizes the reaction to 
rape as a posttraumatic stress disorder (PTSD) (APA, 2000). 
Rape trauma syndrome is a North American Nursing Diagno-
sis Association (NANDA) nursing diagnosis used to describe 
a victim’s response to rape, including an acute phase of disor-
ganization and a longer phase of reorganization in the victim’s 
life. Sadock and Sadock (2008) describe, in detail, the phases 
of rape trauma.

With the acute phase of rape trauma, the victim is dis-
rupted by the crisis and displays emotional reactions of anger, 
guilt, embarrassment, humiliation, denial, shock, disbelief, or 
fear of death; multiple physical or somatic complaints; or a 
wish for revenge. After several weeks, the acute-phase reac-
tions give way to deeper, more long-term feelings or reorga-
nization that cause the victim to change daily life patterns, 
experience recurring dreams and nightmares, seek support 
from friends and family, initiate or refuse counseling, or 
develop irrational fears (phobias). One or more six major pho-
bic reactions may occur: (1) fear of being indoors if the rape 
occurred in the home, (2) fear of the outdoors if the victim was 
sexually assaulted outside the home, (3) fear of crowds, (4) 
fear of being alone, (5) fear of people around the victim while 
the person engages in daily activities, and (6) fear of sexual 
activity if the person had no prior sexual experience (Sadock 
& Sadock, 2008).

Long-Term Reactions to Rape
Long-term reactions to rape and sexual assault may take sev-
eral years to resolve, especially if the person goes through legal 
court action. During this time, the victim may move into a new 
residence, change his or her telephone number, change jobs, 
or move to a new state. If the victim is married, severe marital 
confl ict may occur (Sadock & Sadock, 2008).

A maladaptive stress reaction referred to as silent rape 
syndrome may occur. The victim fails to disclose information 
about the rape to anyone, is unable to resolve feelings about 
the sexual assault, experiences increased anxiety, and may 
develop a sudden phobic reaction. Behavioral changes may 
include depression, suicidal behavior, somatization, and acting 
out (eg, alcohol or drug abuse or sexual promiscuity) (Sadock 
& Sadock, 2008).

Adult Survivors of Childhood Sexual Abuse

Much attention has been paid in recent years to identifying and 
treating adult survivors of childhood sexual abuse or incest. 
Although most attention has been given to women, men suffer 
from childhood sexual abuse as well. Both male and female 
victims of abuse often go through life asking themselves what 
they did to deserve feelings of guilt, distrust, and alienation.

They may lack self-confi dence or self-respect, or lose the 
ability to trust people. They may cope with the past abuse 
by using alcohol or other substances; engage in self-harming 
activities such as cutting, scratching, or burning oneself; or 
exhibit obsessive behavior and strict routines. Conversely, 
some survivors cope by breaking ties with or confronting 
the abuser; speaking about the abuse and seeking support; 
working to protect children from abuse; or writing about 
abuse (HealthyPlace.com, 2003). Adult survivors feel a need 
to control sexual situations. Some resort to promiscuity or 
prostitution as a means of seeking power over their partners. 
Others may turn to homosexuality because their trust in the 
opposite sex was permanently damaged from the abusive or 
incestuous act. Victims who do marry often fi nd that fear and 
anxiety interfere with sustaining a successful marriage. Males 
often suppress their abusive experiences and carry abusive 
behaviors into their own families. Unfortunately, adult sur-
vivors who do not seek help at the time of victimization 
may experience clinical symptoms of rape trauma syndrome 
(HealthyPlace.com, 2003).

ELDER ABUSE
Abuse of the elderly was ignored, overlooked, or perhaps 
thought not to exist until health care professionals began to 
appreciate the extent of the problem, long buried in family 
guilt, denial, and cover-up. Interest in elderly abuse increased in 
the 1980s, and a profi le of elderly abuse that demanded atten-
tion and research interest emerged. According to the National 
Center on Elder Abuse (2009), self-neglect has been the most 
common form of elder abuse, followed by caregiver neglect, 
and fi nancial exploitation. Due to the inconsistencies in the 
working defi nitions of elder abuse, differences in sampling and 
survey methods, and underreporting of cases, obtaining accu-
rate information on the incidence of elder abuse and neglect is 
diffi cult. As a result of the sheer number of older Americans, 
the number of elder abuse cases will increase, and the impact 
of elder abuse as a public health issue will continue to grow.

Major Types of Elder Abuse

Six types of elder abuse have been defi ned by the National 
Center on Elder Abuse (2009). They include physical abuse, 
sexual abuse, emotional or psychological abuse, abandonment 
(also referred to as neglect), fi nancial or material exploitation, 
and self-neglect. Many states have adopted laws similar to 
child-abuse laws to prevent elder abuse. For example, in the 
state of Florida, Chapter 400 of the Florida Statutes  mandates 
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TABLE 33.1

Types and Examples of Elder Abuse

Forms Examples

Physical Direct beating, slapping, kicking, or shaking

Overmedication

Withholding life-sustaining medication

Emotional Verbal assault or threats

Intentional isolation by refusing to transport 
the elderly person who is unable to leave 
home unattended

Abandonment Leaving disabled elderly person unsupervised

Allowing the elder to live in unsanitary 
conditions

Failure to provide food or personal care

Withholding aids such as hearing aids, 
 dentures, or eyeglasses

Financial 
exploitation or 
material abuse

Misuse of money or property by children 
or legal guardian

Stealing of social security checks, credit 
cards, or property

Sexual abuse Sexual assault of cognitively or physically 
impaired elder by caretaker or intruder

Self-neglect Elder threatens own health through failure to 
take medication or to eat adequate amounts 
of food

SOURCE: National Center on Elder Abuse, Washington, DC.

the standard of nursing care for residents of long-term care 
facilities, and violations of this chapter are reported to the 
Department of Children and Family Services or the long-term 
care ombudsman (advocate for the elderly). Unfortunately, the 
abuse of elderly individuals who reside alone or with family 
members often goes undetected.

The typical victim is female, with an average age of 76 
years or older, is dependent on the abuser for basic needs, and 
is mentally or physically impaired. Abuse of the elderly may 
occur in a variety of settings, such as nursing homes, general 
hospitals, retirement centers, their own homes, or in the homes 
of adults who provide care for them. Types and examples of 
elder abuse are listed in Table 33-1.

Etiology of Elder Abuse

Most frequently, abusers of the elderly are adult children and 
caretakers. Causative factors eliciting abuse of the elderly 
include the presence of

dependency on adult children or caretaker because of • 
severe physical or mental disabilities;
fi nancial dependency on adult children or caretaker;• 
personality confl icts with adult children or caretaker;• 

societal attitudes toward aging (eg, considering the • 
elderly person a burden); and
frustration on the part of the adult children or caretaker.• 

Emotional Response to Elder Abuse

Many times, elderly persons are expected to meet the needs 
of their grown children. These family members may become 
abusive if the elderly parent is unable to communicate clearly 
with them or is unable to meet their emotional needs.

Barriers to self-reporting abuse by elderly victims include 
cognitive impairment, the inability to communicate clearly or 
accurately what occurred, fear of rejection, low self-esteem 
(whereby they feel they deserve such treatment), loyalty to 
caretakers, lack of contact with helping persons, or reluctance 
to report the abuse due to fear of retaliation by the abuser 
(Burgess, Brown, Bell, Ledray, & Poarch, 2005; Coakley, 2009; 
 Fulmer, 2004).

VIOLENCE
The term violence is used to describe behaviors in which an 
individual displays an intensive destructive or an uncontrolled 
force to injure a person (Sadock & Sadock, 2008; Shahrokh & 
Hales, 2003). The World Health Organization defi nes violence 
as the intentional use of physical force or power, threatened or 
actual, against oneself, another person or against a group or 
community, which either results in or has a high likelihood 
of resulting in injury, death, psychological harm, maldevelop-
ment or deprivation.

Domestic or intimate partner violence, youth violence, 
and workplace violence have emerged as important safety and 
health issues in today’s society. In addition to causing injury 
and death, violence affects communities by increasing the cost 
of health care, reducing productivity, decreasing property val-
ues, and disrupting social services (NCIPC, 2006c). Follow-
ing is a discussion of domestic or intimate partner, youth, and 
workplace violence.

DOMESTIC OR INTIMATE 
PARTNER VIOLENCE
Domestic violence, also referred to at times as intimate part-
ner violence or family violence, is a public health problem of 
epidemic proportions that crosses racial/ethnic boundaries and 
socioeconomic strata. It is designed to manipulate, control, 
and dominate the partner to achieve compliance and depen-
dence. Domestic violence may include repeated battering and 
injury, psychological abuse, sexual assault, progressive social 
isolation, stalking, deprivation, and intimidation. Someone (ie, 
spouse, ex-spouse, or current or former signifi cant other) who 
is or was involved in an intimate relationship with the victim 
perpetrates these behaviors.
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Groups at Risk

Although 95% of domestic violence is directed at women 
who are emotionally involved with the batterer, children, the 
elderly, men, and same-sex couples are also at risk. As noted 
earlier, children who are raised in homes where domestic vio-
lence occurs are often victims. They are referred to as “silent 
victims” who are at risk for abuse and the development of 
emotional or behavioral problems later in life. Domestic vio-
lence between elder partners may manifest as a long-standing 
pattern of marital violence or originate as the result of stress 
that accompanies disability and changing family relationships. 
Studies demonstrate that when men are victims of domestic 
violence, women usually act out of self-defense, or the defense 
of their children. Statistics also indicate that domestic violence 
exists in same-sex couples. Women living with female intimate 
partners experience less domestic violence than women living 
with men; however, men living with male intimate partners 
experience more domestic violence than do men who live with 
female intimate partners. Domestic violence knows no bound-
aries. It occurs in intimate relationships, regardless of race, reli-
gion, culture, or socioeconomic status (Allen, 2008).

Epidemiology

Domestic violence is the single greatest cause of injury to 
women. Although exact numbers of domestic violence inci-
dents differ, experts do agree on some statistics. The follow-
ing statistics on domestic violence were compiled from the 

Journal of the American Medical Association, U.S. Department 
of Health and Human Services, Federal Bureau of Investi-
gation (FBI), Medical College of Pennsylvania, and NCICP 
(Allen, 2008; NCIPC, 2006b; Schwartz, 2007; Women Against 
Abuse, 2003).

Nearly 5.3 million women and 3.2 million men are • 
 victims of domestic violence each year.
Approximately 1.5 million women and >800,000 men • 
are raped or physically assaulted by an intimate partner.
20% of all emergency room visits by women are the • 
result of domestic violence.
75% of women victims of domestic violence suffer • 
 additional injuries within a year.
Every 15 seconds, a woman in this country is beaten by • 
her current or former husband or intimate partner.
In 2002, 76% of intimate partner homicide victims were • 
female and 24% were male.
Approximately 33% of all women with children in • 
 homeless shelters cite domestic violence as the primary 
cause of their homelessness.
One of three teenagers reports having experienced • 
 violence in a dating relationship.
The rate of domestic violence in gay and lesbian • 
 communities is approximately 25%.

Supporting Evidence for Practice 33-1 highlights a study 
addressing the need for identifying potential victims of 
 domestic violence.

Identifi cation of Potential Victims of Domestic Violence in the Primary Care Setting

SUPPORTING EVIDENCE FOR PRACTICE 33.1

PROBLEM UNDER INVESTIGATION / What  attitudes, 
beliefs, and practices regarding domestic violence do 
primary health care providers exhibit?

SUMMARY OF THE RESEARCH / The sample con-
sisted of 206 subjects including 33 medical students, 
25 licensed practical nurses, 58 registered nurses, 
6 nurse practitioners, 13 physician assistants, and 
71 physicians recruited from fi ve different primary care 
practices. Most of the participants were women (70%) 
and had been in health care for >10 years (72%). 
A self-administered questionnaire was administered 
and responses were grouped according to the type of 
clinician (eg, RN, NP, LPN). Results indicated that 10% 
of the sample had never identifi ed a victim and 55% 
had never identifi ed a batterer; 50% of the clinicians 
and 70% of the assistants believed domestic violence 
was rare or very rare in their practice; and 45.2% sel-
dom or never asked about anxiety, depression, or 
chronic pelvic pain when evaluating an injured client. 
One fourth of the clinicians and approximately 50% of 

the assistants reported that they did not feel confi dent 
in asking about domestic violence. Few (23%) felt that 
they had strategies to aid victims or felt comfortable 
referring victims (16.2% assistants, 37.1% clinicians) or 
batterers (14.6% assistants, 22.4% clinicians).

SUPPORT FOR PRACTICE / The identifi cation, treat-
ment, and referral of persons experiencing domestic 
violence is a priority for psychiatric–mental health nurs-
es in any clinical setting. Furthermore, the nurse needs 
to develop techniques for effective management of 
the identifi ed battered and batterer. Therefore, educa-
tional programs may be necessary to help nurses feel 
better equipped to identify potential victims and be 
more comfortable in asking about domestic violence. 
This study can serve as a guide as to the specifi c con-
tent that should be included in educational programs.

SOURCE: Sugg, N. K., Thompson, R. S., Thompson, D. C., Maiuro, R., 
&  Rivars, R. P. (1999, Jul/Aug). Domestic violence and primary care: 
Attitudes, practices, and beliefs. Archives of Family Medicine, 8, 301–306.

Shives_Chap33.indd   587Shives_Chap33.indd   587 11/6/2010   5:28:59 PM11/6/2010   5:28:59 PM



588 UNIT  VI I Special Populations

Factors Contributing to Domestic Violence

Physical abuse during domestic violence involves a willful, 
nonaccidental attempt to injure a person by way of a direct, 
overtly aggressive attack. Examples of abuse during domestic 
violence include throwing objects at one’s husband, threaten-
ing to injure one’s wife, or physically beating a signifi cant other. 
Men usually push, shove, grab, slap, hit repeatedly, torture, or 
threaten with a lethal object. Women hit or throw objects, use 
fi sts, kick, bite, or scratch.

Various disciplines describe factors that contribute to 
domestic violence toward partners, children, and elderly par-
ents. Box 33-5 lists these identifi ed factors.

Profi les of the Abuser and the Abused

Although perpetrators of domestic violence can be male 
or female, most studies focus on the male as the abuser or 
offender and the female as the abused. Professional staff who 
have worked with and studied men who physically abuse 
others have developed a profi le of male abusers. Male abus-
ers usually have low self-esteem, believing that a man should 
be the head of the household and have the fi nal say in family 

 decisions. They exhibit extreme jealousy as a result of their 
insecurities and fears. Because they grew up in violent homes, 
they have not developed positive ways to communicate feel-
ings and needs, or the ability to compromise. They use force 
or violence to solve problems, typically blaming everyone and 
everything but themselves for their actions. Denial is a com-
mon defense mechanism because batterers do not want to 
face the seriousness of their behavior and its consequences. 
Common psychiatric diagnoses of perpetrators of domestic 
violence include anxiety, personality disorders, and substance 
abuse. Typical behavioral symptoms include racing thoughts, 
supersensitivity to environmental stimuli, and mood swings 
(Schwartz, 2007; Stong, 2007).

The profi le of a victim of domestic violence (either male or 
female) includes a history of being raised with rigid traditional 
views regarding male and female roles, exposure to abuse or 
violence as a child, and getting married as a teenager. Abused 
women often exhibit a pattern of learned helplessness as well 
as characteristics of low self-esteem and shame. They may hold 
religious or cultural beliefs about the traditional gender roles of 
men and women (Schwartz, 2007).

Forms of Domestic Violence

Domestic violence takes many forms. In the Duluth, Minne-
sota, Minnesota Domestic Abuse Intervention Project, a power 
and control wheel was developed to serve as a teaching model 
for counseling groups of men who physically and emotion-
ally abused their spouses or partners. Eight forms of abusive 
behavior were identifi ed and described by women who lived 
with men who batter. These forms of behavior illustrate that 
domestic violence is part of a pattern of behavior, rather than 
isolated incidents of abuse or cyclical pent-up anger, frustra-
tion, or painful feelings experienced by the batterer (Medical 
Education Group Learning Systems, 1995). The behaviors of 
domestic violence include the following:

Intimidation (eg, using looks, action, or gestures to instill • 
fear in the victim)
Threats (eg, threatening to do something harmful to the • 
children, a pet, or self)
Sexual abuse (eg, forcing unwanted sexual activity on the • 
victim)
Isolation (eg, controlling the victim’s contacts and • 
 activities)
Emotional abuse (eg, using put-downs or attacking the • 
abused victim’s self-confi dence)
Use of children (eg, using custody/visitation rights as a • 
way to control or harass the victim)
Male privilege (eg, expecting to be waited on by the victim)• 
Economic abuse (eg, refusing to share money with or • 
provide fi nancial support for the victim)

Dynamics of Domestic Violence

Three phases of domestic violence are described: the 
 tension-building phase, the acute battering phase, and the 

Factors Contributing to Domestic Violence

Individuals with neurologic impairments, agitated  •
depression, antisocial or borderline behavior, or 
who abuse drugs and alcohol are often unable to 
control impulsive behavior due to increased frus-
tration or anxiety. They are prone to committing 
acts of domestic violence when they are under 
the infl uence of substances.
Lack of nurturing and mothering during child- •
hood results in the inability to nurture others as 
an adult.
Poor socioeconomic conditions resulting in  •
increased stress, anxiety, or frustration may pre-
cipitate domestic violence within the family.
Poor communication skills may result in the use  •
of verbal or physical abuse.
Specifi c behaviors learned during various devel- •
opmental stages become part of a person’s inter-
actions with spouse and family. For example, a 
child who lives in an environment in which spou-
sal or parental abuse occurs probably will believe 
that domestic violence is normal unless interven-
tion occurs to prohibit such behavior.
Domestic violence may increase after the death  •
of a signifi cant family member, the loss of a job, a 
geographic move, the onset of physical or men-
tal illness, a developmental change, or a family 
change such as pregnancy or the birth of a child.

BOX 33.5
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loving phase (Schwartz, 2007). Domestic violence usually 
occurs as a result of the inability to cope with an increase in 
daily stressors.

Tension-Building Phase
During the tension-building phase, disagreements may occur 
within a couple as the battered person withdraws rather than 
making any attempts to display anger verbally or nonverbally. 
The batterer becomes possessive, jealous, and fearful, sensing 
the battered partner’s anger. As a result, emotional distancing 
occurs. The batterer rationalizes the battered partner’s non-
assertiveness as acceptance and permission to vent tensions. 
Minor physically abusive incidents may cause the battered per-
son to cope with abuse by somatizing, whereas the batterer 
attempts to reduce tension by taking drugs or drinking alco-
hol, further decreasing inhibitions and precipitating abusive 
episodes.

Acute Battering Phase
During the acute battering phase, the batterer loses control of 
behavior because of blind rage. The battered person also loses 
control, feels powerless, and is unable to stop the physical 
abusiveness experienced. Both persons are in a state of shock 
immediately after the incident. The batterer is unable to recall 
his or her behavior; the battered person depersonalizes dur-
ing the abusive incident and is unable to recall in detail what 
occurred. The victim may not seek medical treatment or the 
abuser may prevent the victim from seeking help.

Loving Phase
As both calm down, the batterer may exhibit feelings of 
remorse, beg forgiveness, promise not to abuse in the future, 
and state that he or she cannot live without the battered part-
ner. During this loving phase, the abused person believes 
the batterer’s promises and forgives the batterer because the 
battered partner then feels less helpless. The batterer inter-
prets such behavior as an act of love and acceptance by the 
battered partner. Although the victim wants to believe the 
violence has ended, this is seldom true as the cycle usually 
repeats.

Barriers to Leaving a Violent Relationship

According to the NCADV (2003), the reasons why women stay 
in a violent relationship fall into three major categories. They 
include lack of resources, lack of institutional responses, and 
traditional ideology.

Lack of Resources
Most victims of domestic violence have at least one dependent 
child and do not have the fi nancial resources (eg, unemployed, 
lack access to cash or bank accounts) to maintain adequate 
living standards for themselves and their dependent children. 
If they leave home, women fear being charged with desertion, 
losing custody of their children, and losing any joint assets 
they may have with their spouse.

Lack of Institutional Responses
Many victims of domestic violence report negative  experiences 
with the police and their clergy. Police often treat domes-
tic violence as a domestic dispute instead of a crime and try 
to dissuade women from fi ling charges. Restraining orders 
rarely prevent a released abuser from returning and repeating 
an assault. Prosecutors are often reluctant to prosecute cases. 
Clergy and secular counselors usually focus on saving the mar-
riage rather than the goal of stopping the violence.

Traditional Ideology
The victim may not believe that divorce is a viable option because 
her children need their father and a single-parent family is 
unacceptable. She may blame her husband’s behavior on stress, 
problems at work, or other factors. She may not take assertive 
action to stop the abuse because she believes her husband will 
change; is afraid of more violence; lacks self-confi dence; feels 
guilty, ashamed, embarrassed, helpless, or powerless; or ratio-
nalizes that life is “not so bad” (see Clinical Example 33-4).

Youth Violence

Youth violence may involve a youth victim, a youth perpe-
trator, or both. It results in considerable physical, emotional, 
social, and economic consequences. Although rates of youth 
homicide have declined substantially during recent years, 
much work remains in reducing this public health burden. 
Homicide is the second leading cause of death among youth 
aged 10 to 24 years in the United States. Violence is also a 

CLINICAL EXAMPLE 33.4

Family Violence

JW, a 43-year-old investment banker, was beaten, 
bruised, and afraid. She stood in her bedroom 
pointing a pistol at her angry, abusive husband. 
Both her eyes were swollen, choke marks were on 
her neck, and bruises were evident on several areas 
of her body. She killed her husband with the pistol. 
When questioned by police, she stated that he was 
totally out of control after drinking beer. His blood 
alcohol level was 0.236. (A person is considered 
legally intoxicated if the level is above 0.10.) JW 
described her husband as a hard worker and good 
father who was a loving person when he was sober 
but a totally different person when intoxicated. He 
had beaten her on several occasions in the past 
6 months but never to the point of choking and 
punching her. In the past, JW’s husband would 
wake up in the morning after physically abusing her 
and ask, “Did I do that?” He would promise such 
behavior “wouldn’t happen again” and she would 
believe him.
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major cause of nonfatal injuries among youth. In 2006, a total 
of 720,371 young people aged 10 to 24 years were treated in 
emergency departments for nonfatal injuries sustained from 
assaults  (Centers for Disease Control, 2009).

Etiology of Youth Violence
Youth violence is not a race- or location-specifi c phenomenon. 
Violence between male youths usually involves one-on-one (or 
gang-against-gang) physical confl ict. Violence between female 
youths generally occurs in groups or packs against one indi-
vidual, is more relationship oriented, and usually consists of 
threatening or bullying behavior. Girls are not generally as vio-
lent as boys (Tumolo, 2003).

Status within and among gangs is a major issue, and 
threats to gang status may lead to violence between individuals 
or groups. Family problems such as poor monitoring or super-
vision of children, parental drug or alcohol abuse, and poor 
emotional attachment to parents or caretakers contribute sig-
nifi cantly to delinquency. Exposure to violence at home is the 
most accurate predictor of membership in a delinquent group. 
Children who are themselves not victims of, but are witnesses 
to such violence, can subsequently become violent themselves. 
(Reichlin, 2005; Warner, 2007).

Those who study the etiology of criminal and violent 
adolescent behavior are looking beyond broad demographic 
characteristics such as race, age, and income level. Research 
fi ndings support the conclusion that no single cause accounts 
for all episodes of violence. Almost always, youths who perpe-
trate acts of violence against others or themselves have a long 
history of mental illness. Comorbidity (eg, attention-defi cit 
hyperactivity disorder, conduct disorder, mood disorder, psy-
chosis, PTSD, substance abuse) is the rule, and often it is fur-
ther compounded by destructive family relationship patterns 
(Reichlin, 2005; Sadock & Sadock, 2008).

Research has also demonstrated a link between animal 
cruelty and human violence. Law enforcement professionals, 
sociologists, and psychologists also recognize animal cruelty as 
a warning sign of potential human violence (Humane Society 
of the United States, 2003; Muscari, 2005a).

According to the APA, the one overriding fi nding in 
research on the mass media is that exposure to media portray-
als of violence increases aggressive behavior in children. The 
National Institute of Mental Health (NIMH) has reported that 
exposure to television violence also causes desensitization, cre-
ates a climate of fear, and has been shown to be a risk factor to 
the health and well-being of the developing child, adolescent, 
and to the stability of their families. Evidence is inconclusive but 
suggests that video games with violent content may infl uence 
children’s perceptions of aggression and violence, which may 
increase their likelihood of behaving aggressively or violently 
(HealthyMinds.org, 2006; Reichlin, 2005; Warner, 2007).

Emotional Response of Victims of Youth Violence
Each year, many children and adolescents sustain injuries from 
violence, lose friends or family members to violence, or are 
adversely affected by witnessing a violent or catastrophic event. 
They are vulnerable to serious long-term problems. Their 

emotional responses, including fear, depression,  withdrawal, 
or anger, can occur immediately or some time after the tragic 
event—resulting in PTSD. Research has shown that girls who 
have been bullied by female peers have a higher incidence 
of eating disorders, a higher incidence of depression, poorer 
school performance, and lower self-esteem. Furthermore, there 
have been suicides as a result of girl bullying (Tumolo, 2003).

Workplace Violence

Workplace violence is defi ned as any physical assault, threat-
ening behaviors, verbal abuse (eg, obscene phone calls, intimi-
dation, harassment), stalking, and psychological trauma in 
the workplace (OSHA, 2009). The phrase, workplace mobbing, 
is used to describe desperate, hostile behavior by a person 
in a position of power to exclude, punish, or humiliate an 
employee. Factors that might place one at risk for workplace 
mobbing or violence include having a different ethnicity, an 
“odd” personality, or high achievement (Hillard, 2009).

Homicide is the fourth-leading cause of fatal occupational 
injury in the United States (OSHA, 2009). Although the work-
place was typically thought of as a safe environment, media 
coverage of workplace violence has heightened the underlying 
sense of insecurity about when, where, and how the next trau-
matic event will occur (Clements, DeRanieri, Clark, Manno, 
& Kuhn, 2005). Recent statistics indicate that, in an average 
week in U.S. workplaces, one employee is killed and at least 
25 are seriously injured in violent assaults by current or former 
coworkers (Armour, 2006).

Statistics regarding stalking (discussed earlier in this chap-
ter in the content of sexual abuse) are also reported under the 
category of workplace violence. According to the National 
Center for Victims of Crime’s Stalking Resource Center (2004), 
28% of female victims and 10% of male victims obtained a pro-
tective order; however, 69% of female victims and 81% of male 
victims had the order violated. Furthermore, 26% of stalking 
victims lost time from work, and 7% never returned to work. 
Statistics also revealed that 76% of female murder victims had 
been stalked by the individual who killed them.

The severity and the frequency of assaults against employ-
ees in the health care setting have dramatically increased in 
the last decade. According to OSHA, health care and social-
service workers are at high risk for workplace violence, with 
nursing staff in all work settings as the most frequent victims 
of assault. Other occupations that regularly face violence in 
the workplace include police offi cers, security guards, taxi 
drivers, prison guards, bartenders, and high-school teachers 
(OSHA, 2009).

Predictors of Workplace Violence
A consensus is emerging on the types of individuals who may 
become violent in work settings. The following characteristics 
are predictive of violence:

Angry customers dissatisfi ed with their treatment• 
Clients with certain mental illnesses such as substance • 
abuse, schizophrenia, delusional disorder, or depression
Domestic batterers who may follow the spouse to work• 
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Women who experience severe cases of premenstrual • 
 tension
Disgruntled older male employees who fear a potential • 
loss of their job
Juvenile delinquents• 
Career criminals• 

Emotional Responses of Victims of Workplace 
Violence
Victims of workplace violence may develop psychological 
trauma and PTSD with hypervigilance, sleep disturbance, 
exaggerated startle response, intrusive memories, and avoid-
ance of others. Victims who are stalked experience a signifi cant 
disruption in their everyday living, including work, as they 
alter normal routines to avoid detection by the offender. Loss 
of job may occur as a result of poor job performance secondary 
to stress, excessive absenteeism, or the need to seek temporary 
or permanent relocation (Muscari, 2005b).

Hate Crimes

Hate crimes are crimes (eg, violent crime, hate speech, van-
dalism) that are motivated by feelings of hostility against any 
identifi able group of people within a society.

In 1992, the U.S. Congress defi ned a hate crime as “a 
crime in which a defendant’s conduct was motivated by 
hatred, bias or prejudice, based on the actual or perceived 
race, religion, national origin, ethnicity, gender, sexual ori-
entation, or gender identity of another individual or group 
of individuals.” In 1994, the Violent Crime Control and Law 
Enforcement Act added disabilities to the list. It is consid-
ered criminal to use force or threat of force to willfully injure, 
intimidate, interfere with, oppress, or threaten another per-
son in the free exercise of enjoyment of any right or privilege 
secured to him or her by the Constitution or laws of the state 
or the country (Wikipedia, 2006).

THE NURSING PROCESS

Assessment

The assessment of victims of abuse or violence requires the 
nurse to display sensitivity, empathy, and confi dentiality. 
 Privacy is essential when collecting data.

Assessment of Abuse and Violence in Children 
and Adolescents
Parents, caretakers, or relatives of physically abused children 
brought to emergency room settings usually give a predictable 
history of the child’s injuries: namely, falling out of bed, against 
a piece of furniture or household appliance, or down a fl ight 
of stairs. They are usually inconsistent in giving details that are 
nearly always incompatible with the child’s injuries. The child 
may appear guarded or afraid of any physical contact with the 
examiner or parents while receiving treatment. Victims of sex-
ual abuse usually try to protect the offender.

Assessment of adolescent victims of abuse or violence can 
be quite challenging. The nurse bases assessment strategies on 
several factors: chronological age, maturational age, physical 
development, medical condition, and emotional and behav-
ioral manifestations of the victim. The adolescent victim may 
be accompanied by an adult (eg, parent or family member) 
or may have no support system. In either situation, the nurse 
assures the adolescent that all data will be considered confi -
dential and provides for privacy during the assessment. (See 
Chapter 13 regarding assessment of children and adolescents 
during a crisis.)

Biopsychosocial Data
The assessment process for both children and adolescents 
includes a thorough physical and x-ray examination, includ-
ing inspection of the genitals and anus. If sexual abuse is 
suspected, cultures of the oral, rectal, or vaginal area may be 
performed to determine the presence or absence of STDs. Test-
ing for the human immunodefi ciency virus (HIV) may be nec-
essary if there is an indication that the perpetrator is at risk for 
HIV/acquired immunodefi ciency virus (AIDS).

Play therapy and art therapy can serve as assessment tools 
when child abuse is suspected. A mature, patient, empathetic 
approach is used, focusing on physical, behavioral, and envi-
ronmental indicators of abuse as well as family dynamics. 
Evidence of malnutrition, dehydration, old fractures, bruises, 
internal injuries, or intracranial hemorrhage may be present. 
Behaviorally, the child or adolescent may exhibit withdrawal, 
low self-esteem, oppositional behavior, compulsive behavior, 
hypervigilance or an increased awareness of the environment, 
and a fearful attitude toward parents. (See discussion of physi-
cal, behavioral, and environmental indicators earlier in the 
chapter.)

Documentation of the Assessment
Assessment fi ndings must be well documented, with emphasis 
on the child’s or adolescent’s physical status, emotional status, 
developmental level or stage, interpersonal skills, and behav-
ioral response to the family. Photographs taken before medi-
cal treatment help to document the initial appearance of the 
injuries.

Assessment of Abuse or Violence in Adults
Clinical assessment of victims of abuse or violence by the 
nurse and attending physician is performed to determine 
if the abused or assaulted victim is in any physical or 

SELFAWARENESS PROMPT
Do you know anyone who has been victimized 

by abuse or violence? How has it affected them? 
Do you consider yourself to be adequately pre-
pared to provide nursing care to a client who has 
been sexually or physically abused? If not, what 
additional preparation do you feel is necessary?
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 life- threatening  danger because of injuries requiring emer-
gency medical care. The victim may present with multiple 
bruises or injuries, somatic complaints or symptoms asso-
ciated with trauma that may not be observable, or charac-
teristic behavioral reactions such as acute anxiety reaction, 
depression, or rape trauma syndrome, posttraumatic stress 
disorder, or suicidal ideation. (See Chapter 13 for informa-
tion on crisis intervention.)

Biopsychosocial Data
During the initial assessment, the nurse may experience 
strong reactions, including confl ict over who is to blame; 
anxiety about the possibility of becoming a victim him- or 
herself; anger and hostility toward the victim, the perpetra-
tor, and society for allowing such an act to occur; or a desire 
to learn more about abuse or violence to resolve personal 
feelings.

Determining the emotional status of the victim is impera-
tive. Behavioral and emotional responses to abuse or violence 
may vary according to the client’s age and developmental 
stage. Therefore, the psychiatric–mental health nurse must 
have a thorough understanding of the developmental stages 
of the life cycle. Common behavioral responses of victims 
of all ages include nightmares, refusal to be left alone with 
certain individuals, poor social interactions, and problems in 
school or at work. The victim may be reluctant to disclose 
information, feel guilty that he or she allowed the abuse or 
violence to happen, or feel that he or she didn’t offer enough 
resistance.

Obtaining a medical history is also important to acquire 
additional data and to make a tentative medical, psychologi-
cal, and nursing diagnosis. The victim may describe a history 
of multiple injuries, psychiatric problems, medical problems, 
or self-destructive behavior (eg, alcohol abuse, drug abuse, or 
suicidal gestures). Interview questions directed at victims must 

be carried out in a supportive and sensitive manner. Questions 
to consider during the interview include “Do you feel the abuse 
or violence was your fault?” Victims of rape may be asked “Do 
you believe any of the myths about rape?” and “Which ones 
and what are their impact on you?” Identifi cation of the vic-
tim’s response to abuse or violence as acute stress reaction, 
maladaptive stress reaction, or reorganization stress reaction is 
important because not all cases are reported immediately after 
the assault occurs.

The more common myths and facts about rape are pre-
sented in Table 33-2.

Inquiries focus on any suspicious-looking injuries; how 
the injuries occurred; whether the victim is living with the 
perpetrator; the victim’s emotional response to the perpetrator; 
a safe place for the victim and any children to go, such as a 
 shelter; and whether the victim wants to press charges.

Assessment Tools
Although the U.S. Preventive Services Task Force (USPSTF, 
2004) has found insuffi cient evidence to recommend for or 
against routine screening of women for abuse or intimate part-
ner violence, the American College of Gynecologists and the 
AMA recommend that physicians routinely ask women direct, 
specifi c questions about abuse and domestic violence. Two 
instruments that are used to ask specifi c questions include 
the Danger Assessment Instrument and the Migrant Clinicians 
Network Domestic Violence Assessment Form.

Campbell (1986) developed the Danger Assessment 
Instrument for assessing the potential for homicide. The ques-
tions denote risk factors that have been statistically associated 
with homicides of abused women. They focus on the fre-
quency of abuse, type of abuse, presence of lethal weapons in 
the home, forced sex, use of drugs or alcohol, jealous behavior 
or violence toward family members by the abuser, and suicidal 
ideation verbalized by the abused. Grant (1996) refers to the 

TABLE 33.2

Rape: Myths and Facts

Myth Fact

Attractive women provoke men into 
 raping them.

70%–80% of all rapes are violent, planned aggressive acts not based on physical attractiveness 
or age. Statistics show rape victims range in age from approximately 3 months to over 90 years.

If a woman struggles, rape can be 
avoided; no woman can be raped 
against her will.

Rapists frequently overpower smaller and physically weaker women and carry weapons to harm, 
mutilate, or kill their victims. Counterattack by the victim may cause more injury to occur.

Only women with bad reputations or 
who are friendly to strangers outside 
their homes are raped.

All women are potential sexual assault victims. The rapist’s desire is control, not sex. Approxi-
mately one third to one half of all rapes occur in a victim’s home. Rapists include husbands, 
ex-husbands, neighbors, and boyfriends.

Women “cry rape” to get revenge. Rape is an underreported crime due to feelings of guilt. Only approximately 2% of all reported 
rape cases are false.

Most sexual assaults involve African 
American men raping White women.

The rapist and the victim tend to be of the same race (intraracial) in most cases of sexual assault.
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Migrant Clinicians Network Domestic Violence Assessment 
Form developed by McFarlane for use in a migrant health 
 center setting. Four questions are posed:

 1. Within the last year, have you been hit, slapped, kicked, 
or otherwise physically hurt by someone? (The perpetra-
tor is then identifi ed, the frequency of abuse noted, and 
the area of injury noted on a body map.)

 2. If pregnant, since the pregnancy began, have you been hit, 
slapped, kicked, or otherwise physically hurt by someone? 

(The frequency of abuse is noted, and the area of injury is 
noted on a body map.)

 3. Within the last year, has anyone forced you to have sexual 
activities? (The perpetrator is then identifi ed and the fre-
quency of abuse is noted.)

 4. Are you afraid of your partner or anyone you identifi ed?

Figure 33-2, the Abuse Assessment Screen, is a  similar form 
developed by the Nursing Research Consortium on  Violence 
and Abuse.

FIGURE 33-2 Assessment screen-
ing tool for abuse.

1. Have  you ever been emotionally or physically abused
 by your partner or someone important to you?  YES NO

2. WITHIN THE LAST YEAR,
 Have you been hit, slapped, kicked, or otherwise
 physically hurt by someone?    YES NO

 If YES, by whom?
 Total number of times

3. When pregnant, were you hit, slapped,
  kicked, or otherwise physically hurt by someone?  YES NO

 If YES, by whom?
 Total number of times

1= Threats of abuse including
 use of a weapon

2= Slapping, pushing; no injuries
 and/or lasting pain

3= Punching, kicking, bruises,
 cuts and/or continuing pain

4= Beating up, severe contusions,
 burns, broken bones

5= Head injury, internal injury, 
 permanent injury

6= Use of weapon; wound
 from weapon

If any of the descriptions for the higher numbers apply, use the higher number.

4. WITHIN THE LAST YEAR,
 Has anyone forced you to have sexual activities?  YES NO

 If YES, who?
 Total number of times

5. Are you afraid of your partner or anyone you
 listed above?      YES NO

Source: Developed by the Nursing Research Consortium on Violence and Abuse.
Readers are encouraged to reproduce and use this assessment tool.

MARK THE AREA OF INJURY ON THE BODY MAP. SCORE
EACH INCIDENT ACCORDING TO THE FOLLOWING SCALE:

Score
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Collection and Documentation of Physical Evidence
If the victim gives consent and is able to tolerate the  procedure, 
a gynecologic examination usually is performed after a sex-
ual abuse or a rape situation, along with a pregnancy test if 
indicated, and laboratory tests. The date of the victim’s last 
menstrual period is obtained. Colored photographs are taken 
to complement the collection of physical evidence in sexual 
abuse or violence cases when appropriate. Diagnostic tests as 
well as x-ray examinations may be ordered.

Documentation of physical evidence includes the presence 
of semen, stains, fi ber, or hair on clothing or the body; fi nger-
nail scrapings; and pieces of torn clothing. The evidence or the 
specimens are saved for analysis, according to hospital proto-
col. These fi ndings are also important as evidence in any crimi-
nal investigation if charges are fi led by the victim. Finally, if the 
police have been notifi ed, the name of the investigating offi cer 
and any action taken are documented. (Refer to Chapter 6 for 
additional information regarding Forensic Nursing Practice.)

Transcultural Considerations
During assessment, keep in mind that abuse and violence 
affect individuals of all ethnic and socioeconomic backgrounds 
and cannot be predicted by demographic features. Certain cul-
tural practices, however, do place women at risk for abuse. For 
example, in some cultures, the genitalia of females are muti-
lated when they reach puberty. Women are also abused and 
disfi gured when they reject a marriage proposal, and physically 
abused or ostracized by family members if they are victims of 
rape. Women who refuse a marriage proposal or are victimized 
by rape are thought to bring shame to a family.

Be aware that treatment of the elderly by family members 
and caregivers is partially determined by cultural infl uence 
and values placed on aging. Culture defi nes who is old, estab-
lishes rituals for identifying the elderly, sets socially acceptable 
roles and expectations for behavior of the elderly, and infl u-
ences attitudes toward the aged. However, the underreporting 
of elder abuse has resulted in a lack of cultural data related to 
victimization.

Nursing Diagnoses

Several nursing diagnoses are applicable to victims of abuse 
or violence, regardless of the victim’s age or sex. They address 
issues of anxiety, powerlessness, fear, pain, impaired com-
munication, ineffective coping, disturbance in self-esteem or 
self-concept, risk for injury or violence, or clinical symptoms 
of post-trauma response or rape trauma syndrome. See the 
accompanying Examples of North American Nursing Diag-
nosis Association (NANDA) Nursing Diagnoses for abuse and 
violence.

Outcome Identifi cation

Stated outcomes focus on reducing anxiety, fear, pain, and the 
potential for injury or violence; improving communication, 
coping, self-esteem, or self-concept; identifying members of 

support system(s) and the appropriate use of them; and assist-
ing the victim in returning to a precrisis level of functioning.

Planning Interventions and Implementation

Nursing interventions may occur in a variety of settings such 
as in the school, by the school nurse; in the home, by the pub-
lic health or home health care nurse; in the hospital, by the 
emergency room or staff nurse; or in the clinician’s offi ce, by 
the nurse. The hardest task for the nurse is to develop a trust-
ing relationship with the victim and family, if a family mem-
ber is present. Immediate care should focus on meeting the 
client’s physical and emotional needs, promoting homeosta-
sis and comfort, and reducing fear. Clients who are victims 
of abuse and violence may experience anxiety and depression 
(see Chapters 16 and 19–21).

Interventions for Victims of Child Abuse and 
Neglect
Nursing personnel generally respond to child abuse with feel-
ings of shock, anger, rage, or revulsion. People who have abused 
children anticipate such responses from helping persons and 
authority fi gures. Thus, they often resist efforts to become 
involved in therapy. Negative responses, such as frustration, 
hopelessness, sadness, or sympathy, interfere with objectivity 
and planning competent nursing interventions. Always keep 
in mind that abusive parents, as well as abused children, have 

EXAMPLES 
OF NANDA NURSING DIAGNOSES

ABUSE AND VIOLENCE

Anxiety related to actual threat to biologic  •
 integrity secondary to physical assault
Impaired Verbal Communication related to psy- •
chological barrier (fear) secondary to sexual 
assault
Ineffective Denial related to need to escape  •
 personal problems secondary to intimate partner 
abuse
Disabled Family Coping related to impaired  ability  •
to manage stressors constructively secondary to 
history of abusive relationships with own  parents
Interrupted Family Processes related to social  •
deviance by father threatening harm to family 
members
Fear related to vulnerability to crime secondary  •
to living in ghetto
Rape Trauma Syndrome related to traumatic  •
event of forced rape by stranger
Risk for Violence related to increase in stressors  •
secondary to loss of job and restraining order 
issued at the request of wife
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severe unmet dependency needs, and accept abusive parents as 
vulnerable human beings.

Multidisciplinary Approach
No matter how much data are gathered, nurses working with 
maltreated minors can never be entirely certain of the nature 
and duration of abuse or violence their clients experienced. 
Treatment of victims of child abuse or neglect requires a mul-
tidisciplinary approach, frequently beginning with crisis inter-
vention. Members of the treatment team may include doctors, 
nurses, psychologists, psychiatrists, social workers, teachers, 
and law-enforcement offi cers. If child abuse is established, the 
most important intervention is to separate the child from the 
danger. The child welfare agency is generally responsible for 
the child’s immediate welfare and decides whether to remove 
the child from his or her natural environment by placing the 
child in a hospital or foster home. A social worker from the 
child welfare agency usually investigates the family and recom-
mends whether psychiatric treatment is needed for the child, 
family, or both. Interventions focus on symptoms that cause 
suffering, interfere with daily functioning, and negatively affect 
developmental progress. Psychotropic medication that may 
be used to treat various clinical symptoms includes clonidine 
(Catapres), propranolol (Inderol), carbamazepine (Tegretol), 
selective serotonin reuptake inhibitors, and other antidepres-
sants depending upon the age of the victim (Childers, 2005).

Behavioral Interventions
Behavioral strategies have been developed to help young chil-
dren cope with traumatic events such as abuse, incest, and 
violence. Interventions are individualized, based on diagnoses 
generated from a complete developmental multidisciplinary 
assessment, and focus on maximizing the child’s abilities and 
strengths while addressing problems and confl icts that affect 
the child’s current functioning (Childers, 2005). Therapeutic 
approaches include deep-breathing exercises, progressive mus-
cle relaxation, exposure techniques (exposure to reminders of a 
traumatic event), thought-replacement and thought-stopping, 
positive imagery, psychoeducation and cognitive reframing, 
and addressing grief reactions including “survivor’s guilt.”

Continuum of Care
Ideally, continuum of care focuses on treating the family as a 
unit to facilitate a healthy, safe environment for the child after 
treatment. Participation in family therapy and using com-
munity support systems help prevent the repetition of abuse. 
Support services available for victims of child abuse and their 
families include

visiting or public health nurses;• 
protective services for children;• 
emergency shelters for children;• 
daycare centers or nurseries;• 
self-help groups such as Parents Anonymous;• 
telephone hotlines• 
homemaker services;• 
fi nancial assistance such as the local welfare department;• 

employment counseling;• 
parent-education classes;• 
foster-home care;• 
transportation services;• 
assertiveness-training classes and groups; and• 
mental health and other services through the  provisions of • 
the Individuals with Disabilities  Education Act.

Prevention of Child Abuse and Neglect
The nurse may help prevent child abuse by recognizing early 
signs of abuse, supporting and working for legislation to 
interrupt the child-abuse syndrome, promoting educational 
courses on family interpersonal relationships and childrear-
ing practices, promoting community awareness programs, 
participating in continuing education courses, and participat-
ing in nursing research of child abuse and effective treatment 
measures.

In most states, certain professionals are required by law 
to report suspected child abuse, neglect, or sexual abuse. 
Even if the law does not require nurses to report such a case, 
they have an ethical obligation to protect a child from harm. 
It is not the intent of the law to remove a child from his or 
her home unless the child is in danger. Parents are not pun-
ished unless undue harm has occurred. In most situations, 
the family is helped so that the parents and child can stay 
together.

When reporting child abuse, the report may be made 
by telephone, in person, or in writing to the children’s ser-
vices board of a local welfare department or to the local police 
department. The following information is stated:

Name and address of the suspected victim• 
Child’s age• 
Name and address of the child’s parent or  caretaker• 
Name of the person suspected of abusing or neglecting • 
the child
Why abuse or neglect is suspected• 
Any other helpful information• 
Nurse’s name, if she or he wishes (some states require a • 
signature)

The case will be investigated whether the reporter remains 
anonymous or gives a name.

Interventions for Adult Victims of Sexual Abuse
Survivors of sexual assaults were treated much differently in 
the past than they are today. Many communities now employ 
what is known as a mobile sexual assault response team (SART), 
which consists of a law enforcement offi cer, a nurse examiner, 
and a victim advocate practicing in a freestanding facility no 
longer associated with a specifi c hospital. Initial contact with 
the team begins at the time the victim or a support person 
reports the assault. The report may be made to any member 
of the team, who then responds to the location of the victim, 
including the crime scene if necessary. The team approach is 
designed to provide a safe environment, empower the survivor, 
and begin the process of rehabilitation while simultaneously 
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providing examination for evidence to assist in prosecution of 
the perpetrator.

In some emergency departments, sexual assault nurse 
examiners (SANEs) perform the entire examination and pro-
vide treatment to the victim. SANEs are registered nurses or 
nurse practitioners trained to collect forensic evidence from 
sexual assault survivors. (Refer to Chapter 6, Forensic Nursing 
Practice, for more information.)

Crisis Intervention
The psychiatric–mental health nurse’s role is to plan  appropriate 
interventions to help the victim recover from the physical, 
emotional, social, or sexual disruption. During the acute stress 
reaction phase of rape, crisis intervention skills are used (see 
Chapter 13) to reduce anxiety and provide supportive care. It 
is imperative that a nurse stay with the victim, be supportive, 
listen carefully to what the victim has to say, encourage the 
victim to speak distinctly and clearly when describing the rape 
incident, and reassure the victim that the information given 
will be kept confi dential and handled discreetly. The victim 
must be treated with respect and dignity during crisis interven-
tion. Psychotropic agents may be prescribed to stabilize clini-
cal symptoms of anxiety or depression.

Continuum of Care
After the victim’s clinical symptoms have been stabilized, the 
psychiatric–mental health nurse focuses on continuum of care. 
The psychiatric–mental health nurse should ask the victim for 
permission to provide a crisis center with her telephone num-
ber, with the understanding that a follow-up person will take 
the initiative in contacting the victim.

The establishment of ongoing support systems, including 
medication management, is important if the victim is to resolve 
an abuse or a rape experience. Such support systems include

crisis hotlines that provide 24-hour crisis intervention and • 
support;
emergency shelters that provide safe refuge to victims of • 
sexual assault;
community outreach and prevention programs that • 
 provide education and awareness of sexual abuse;
legal-advocacy services that provide support and informa-• 
tion regarding criminal and civil court proceedings; and
advocacy services that provide individual counseling, • 
medical treatment, assistance with basic needs, and coor-
dination with other service providers.

Sullivan (2005) discusses the use of spiritualized therapy and 
cognitive therapy to lessen symptoms in sex abuse survivors. 
A pilot nondenominational program, Solace for the Soul: Jour-
ney Towards Wholeness, introduced by Dr. Murray-Swank, 
focuses on a specifi c aspect of spirituality and its relationship 
to childhood sexual abuse: feelings of abandonment by God 
and associated anger; connecting with the spiritual; letting 
go of shame; seeing the body as a beautiful creation; and see-
ing sexuality as a sacred, life-affi rming way of connecting to 
 others. A signifi cant decrease in symptom scores in all clients 
was reported during the program.

Care of Elderly Survivors of Sexual Abuse
Research is lacking regarding the impact of sexual abuse sur-
vival on older adults. This may be due in part to the relative 
unavailability of the elderly, disinterest in older adults, or the 
stigma associated with this type of victimization. Older adult 
assessment forms may ask for information regarding elder abuse 
but do not assess for a past history of incest or sexual abuse. 
Many survivors exhibit symptoms of depression or anxiety.

After an elderly person is identifi ed as a survivor of sexual 
abuse, nursing care should focus on improving coping skills 
and increasing self-esteem. Encourage the individual to vent 
emotions and provide supportive measures such as individual 
therapy as necessary.

Interventions for Adult Victims of Physical Abuse 
and Violence
Important interventions focus on providing a safe environment, 
including emergency medical care when necessary; empow-
ering the victim through supportive therapies; and exploring 
continuum of care to assist the victim to regain control of his or 
her own life. Each victim’s situation is unique, and the decision 
to take action varies among individuals.

Safe Environment
After the client’s medical condition is stabilized, often a referral 
to a local domestic-violence shelter may be made to ensure a safe 
environment and to assist the victim and the victim’s family. If the 
situation is acute, law enforcement offi cials should be notifi ed 
immediately. However, some victims may refuse help or refuse 
to press charges due to fear of retaliation by the perpetrator. If 
an in-depth formal interview is planned, arrange for someone to 
stay with the victim. Inform the victim of his or her rights. Make 
arrangements so that the victim needs to tell the story in detail 
only once. This way the victim does not have to relive the inci-
dent psychologically over and over again by repeating the story.

Supportive Therapies
Crisis counseling is provided to reduce anxiety and provide 
supportive care. Medication may be prescribed for symptoms 
of depression, anxiety, insomnia, agitation, or the presence of 
nightmares. Displaying a nonjudgmental attitude is essential 
while encouraging the client to verbalize feelings, allowing for 
the expression of both anger and possible affection toward the 
perpetrator or batterer. Past coping responses and adaptations 
to battering are discussed. Emphasis is placed on helping the 
victim develop a realistic and rational perception of the batter-
ing situation and to provide the victim with the information 
necessary to make an informed decision.

Interactive therapies that are available include individual, 
couples, and family therapy. Additionally, referrals may be made 
to self-help groups and a community mental health social worker 
who is familiar with additional services that are available.

Continuum of Care
If the victim prefers to return home, an action plan is developed 
in the event that the violence recurs (Box 33-6). The  victim 
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Action Plan to Avert Domestic Violence

Create an emergency kit containing money, car  •
keys, medical records, medical cards, important 
phone numbers, clothing, and copies of perti-
nent papers to validate identity and eligibility for 
assistance.
Secure access to emergency transportation. •
Identify a safe place to go. •
Pack clothing for children. •
List information about partner’s place of employ- •
ment, including name, address of company, and 
employer’s name.

BOX 33.6

NURSING PLAN OF CARE 33.1

THE VICTIM OF DOMESTIC VIOLENCE

Andrea, a 31-year-old mother of 3-year-old twins, brought 
her children to the clinic for their well-baby visits. The 
nurse practitioner noted Andrea was wearing sunglasses 
and long sleeves although it was the middle of July and 
the outside temperature was 85°F. She also appeared 
hypervigilant and easily distracted.

After the well-baby visits, Andrea asked the nurse 
if she could speak to her about a problem that she was 
having. Andrea related that her husband of 7 years had 
been under a considerable amount of stress at work 
for the past 6 months and had lost his temper on sev-
eral occasions. He began drinking alcohol nightly and 
has become quite critical of her at times. She questions 
whether she and the children are to blame for his anger 
because they have purchased a larger home and incurred 
more bills since the birth of the twins.

Andrea revealed bruise marks on both upper 
 extremities and a bruise directly under her right lower 
eyelid. She stated that her husband became angry when 
she confronted him about his behavior and she feared 
that he might injure the children.

DSM-IV-TR DIAGNOSIS: Physical abuse of adult

ASSESSMENT: Personal strengths: Recognizes the 
presence of domestic violence, provides good care for 
her children, desires help with her situation

WEAKNESSES: Self-blame or guilt regarding her hus-
band’s behavior, expressed fear that her husband could 
harm the children, ineffective communication with 
 husband

also is given emergency telephone numbers and informed of 
available options. They include the following:

Legal assistance to obtain a restraining or protective order• 
Temporary custody of minor children• 
Emergency fi nancial assistance• 
Temporary emergency housing• 
Assistance from local women’s organizations• 
Advocacy services• 
Community counseling services• 
Vocational counseling• 
Legal-aid services• 

If the victim is an older adult, additional services such as 
alternate housing, nursing care by the visiting nurse, food 

from Meals on Wheels, assistance from a visiting homemaker 
program, visits by persons involved in a foster grandparent 
program, and transportation for the elderly provided by com-
munity organizations may be helpful.

Interventions for Victims of Youth or Workplace 
Violence and Hate Crimes
Developing an awareness of the problem and establishing a 
workplace-, school-, or community-violence program can help 
reduce the incidence and consequences of violent incidents. 
Trauma/crisis counseling or critical-incident stress debriefi ng 
may need to occur not only for the victims but for students, 
peers, parents, teachers, coworkers, or the public in general, 
depending on the location of the violence. Providing assistance 
to troubled individuals and counseling services for victims 
can help reduce the long-term effects of violence. The conse-
quences of violence may not be fully realized until months, or 
even years, after the incident. Nursing interventions discussed 
earlier in the chapter regarding victims of physical abuse and 
domestic violence are also used when appropriate.

Evaluation

Evaluation of the client’s emotional and physical well-being after 
crisis intervention is an ongoing process because the consequences 
of abuse and violence may not be resolved for months or years. If 
the client agrees to enter into treatment, the nurse evaluates the 
effectiveness of interventions and the progress the client is making. 
Information is obtained from the client, family, signifi cant others, 
or health care providers who continue to provide supportive care. 
If the client is taking medication to alleviate clinical symptoms of 
anxiety, depression, or other disorders, the effi cacy of the medica-
tion is evaluated (see Nursing Plan of Care 33-1).
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NURSING DIAGNOSIS: Situational Low Self-Esteem as evidenced by self-blame and guilt related to her 
 husband’s drinking and battering behavior

OUTCOME: The client will identify the source of her situational low self-esteem and work through that issue.

PLANNING/IMPLEMENTATION RATIONALE

Encourage verbalization of feelings, especially about 
the way the client views self and her role as a wife and 
mother.

Verbalization of feelings allows the client to identify, 
accept, and work through feelings.

Recognize the client’s efforts to improve her 
 self- esteem.

Positive feedback may reinforce the client’s efforts and 
promote personal growth and self-esteem.

NURSING DIAGNOSIS: Fear related to change in behavior of spouse and possible escalation of abuse

OUTCOME: The client will verbalize feelings about husband without fear of reprisal.

PLANNING/IMPLEMENTATION RATIONALE

Educate the client about abusive behavior, including 
why domestic violence can occur.

Learning about abuse can help the client focus on 
 feelings and face the reality of the abusive situation.

Identify and contact at least one support system 
 available on a 24-hour basis.

Support systems can help the client feel less isolated, 
increase her self-respect, and address issues related to 
her husband’s behavior.

NURSING DIAGNOSIS: Disabled Family Coping because of family confl ict related to violence

OUTCOME: The client’s family will be free of violence by using family discussions to resolve confl ict.

PLANNING/IMPLEMENTATION RATIONALE

Explore communication skills within the family unit. Clients in abusive relationships often lack confi dence 
and exhibit poor communication skills.

Refer the victim, her husband, and children to a family 
therapist to improve family coping skills.

Development of positive communication and coping 
skills within the family unit will enable the family to 
resolve confl ict.

EVALUATION: Evaluation focuses on the ability of Andrea to regain control of her life and to live in an environment 
free of violence. The effectiveness of the interventions to improve Andrea’s self-concept, reduce feelings of guilt 
and fear, and establish effective family coping skills and communication is included in the evaluation process.

KEY CONCEPTS
Abuse of children, women, and the elderly; youth and • 
workplace violence; and hate crimes have become wide-
spread public health problems affecting individuals of all 
ethnic and socioeconomic backgrounds.

Classifi cation of child abuse includes physical abuse, child • 
neglect, emotional abuse, and sexual abuse. Child abuse 
may occur in a variety of settings such as the home, insti-
tutional settings, or in society.
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Critical Thinking Questions

 1. Child abuse and neglect are epidemic in the United 
States. What might be the role and responsibility of 
 nursing in responding to this crisis?

 2. Explore your feelings about child abuse. How might you 
cope with meeting the parents of a child for whom you 
are caring and who you suspect is being abused?

 3. As you perform a physical assessment on 78-year-old Mr. 
Brass, you notice bruises and tender areas on his upper 
arms and back. When you question him, he becomes agi-
tated and tells you not to bother about them. You suspect 
elder abuse. What do you do?

 4. Interview a layperson who has been trained as a rape 
counselor. How does her focus differ from a nursing 
focus? What can you teach each other about the care of a 
rape survivor?

Refl ection

Refl ect on the chapter opening quote by Richardson and 
Richardson. In your own words, interpret the message that 
the authors are relating. In what situations would it be 
appropriate to use this poster? Explain the rationale for your 
answer.

Factors that may contribute to child abuse include • 
 parental stress, marital problems, fi nancial diffi culties, or 
 parent–child confl ict.
Terms used to describe sexual abuse of a child include • 
sexual misuse, rape, and incest.
Classifi cations of child abduction, or kidnapping, include • 
family, nonfamily or acquaintance, and stranger abduc-
tion. Approximately 82% of abductions are committed by 
family members (primarily parents).
Sexual harassment of women or men constitutes any • 
unwelcome sexual advance or conduct on the job that cre-
ates an intimidating or offensive working  environment.
Three elements are necessary to defi ne rape legally: the • 
use of force, threat, intimidation, or duress; vaginal, oral, 
or anal penetration; and nonconsent by the victim.
There is no typical rape-victim profi le; every woman is a • 
potential victim regardless of age, race, or socioeconomic 
status. Although most victims are women, men also expe-
rience sexual assault.
Patterns of rape are classifi ed as anger, power, sadistic, • 
and impulsive or opportunistic rape according to motive 
involved.
Dependency on adult children or the caretaker because • 
of physical or mental disabilities, fi nancial dependency, 
personality confl icts, or frustration on the part of adult 
children or the caretaker may predispose the elderly per-
son to elder abuse.
Domestic violence is defi ned as a pattern of coercive • 
behaviors that may include repeated battering and injury, 
psychological abuse, sexual assault, progressive social iso-
lation, deprivation, and intimidation.
Identifi ed factors that can contribute to domestic vio-• 
lence include neurologic impairments, various  psychiatric 
 disorders in which individuals are unable to control impul-
sive behaviors, the inability to nurture others, poor socio-
economic conditions, poor communication skills, learned 
abusive behaviors, and abusive behavior after a loss.

Victims of domestic violence (intimate partner or spou-• 
sal abuse) generally experience three phases: the tension-
building phase, the acute battering phase, and the loving 
or honeymoon phase.
Barriers to leaving a violent relationship include lack of • 
resources, lack of institutional responses, and traditional 
ideology.
Youth violence results in considerable physical, emotional, • 
social, and economic consequences. Exposure to violence 
at home is the most accurate predictor of membership in 
a delinquent group.
Predictors of workplace violence include angry or dissatis-• 
fi ed customers, clients with certain psychiatric disorders, 
domestic batterers, women with severe cases of premen-
strual tension, disgruntled older male employees fearing a 
potential loss of their job, juvenile delinquents, and career 
criminals.
Hate crimes are motivated by feelings of hostility against • 
any identifi able group of people within a society (eg, race, 
religion, sexual orientation, ethnicity/national origin, 
 disability).
Assessment of victims of abuse or violence requires that • 
the nurse display sensitivity, empathy, and confi dentiality. 
Providing for privacy is essential during the collection of 
data.
Nursing interventions address issues of anxiety, power-• 
lessness, fear, pain, impaired communication, ineffective 
coping, disturbance in self-esteem or self-concept, risk for 
injury or violence, or clinical symptoms of post-trauma 
response or rape trauma syndrome.
Evaluation of the client’s emotional and physical well-being • 
after crisis intervention is an ongoing process because the 
consequences of abuse and violence may not be resolved 
for months or years.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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NCLEX-Style Questions

 1. An 8-year-old boy is hospitalized on a psychiatric unit 
following aggressive, acting-out behavior in school and 
threatening to kill himself by running in front of a car. 
Nursing assessment identifi es that the child has been the 
victim of physical abuse by his father. Which interven-
tion would be the initial priority?
a. helping the child describe the abuse in detail
b. confronting the father with the child’s allegations
c. documenting complete assessment data in chart and 

then constructing a treatment plan
d. reporting the abuse to the appropriate community 

agency before completing the treatment plan
 2. A nurse is assessing a 4-year-old female client. Which of 

the following would the nurse interpret as most indica-
tive of child abuse?
a. unusual bruising in various stages of healing
b. complaints of abdominal pain not accompanied by 

increased temperature
c. symptoms of dehydration after an episode of vomiting 

and diarrhea
d. temperature elevations unexplained by physical 

 symptoms present
 3. The community psychiatric nurse plans an educational 

program for a group of parents who have been abusive to 
their children. Which of the following topics would be 
most helpful in preventing future abusive incidents by 
the parents?
a. handling a child who is a “picky” eater
b. interacting with your child’s teacher
c. importance of regular pediatric check-ups
d. managing stressful life events

 4. A 35-year-old woman visits a family-planning clinic, 
and during interaction with the nurse reveals that her 
husband has frequently hit her when she visits friends or 
family members he does not approve of. Which interven-
tion would be the priority?
a. encouraging the client to leave her husband before the 

situation becomes worse
b. instructing the client to talk about her feelings to her 

husband
c. providing the client with information about domestic 

violence and community resources
d. telling the client about the importance of obtaining 

marital counseling as soon as possible
 5. An elderly client is admitted to the emergency depart-

ment with signs of abuse. The client reports that her 
daughter is responsible but cannot understand why she 
does it. Which nursing diagnosis would be most appro-
priate for an adult child who has admitted to abusing an 
elderly, dependent parent?
a. anxiety
b. caregiver role strain
c. ineffective coping
d. ineffective role performance

 6. The nurse is presenting a talk to a local community 
group about abuse and violence in normal life and in 
the care of others. Which statements would the nurse 
include? Select all that apply.
a. Most perpetrators of child abuse are female.
b. More men than women abuse the elderly.
c. Men are typically the perpetrators of intimate partner 

abuse.
d. Individuals who abuse typically have no fear of authority.
e. Poor impulse control is a common trait with 

 perpetrators of abuse.
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34
Although the central feature of HIV infection involves collapse of 

the body’s ability to mount an appropriate cell-mediated immune 

response with attendant medical complications, neuropsychiatric 

phenomena can also be prominent.

—SADOCK & SADOCK, 2008

Clients Coping 
with Acquired 
Immunodefi ciency 
Syndrome (AIDS)

Acquired immunodefi ciency 
syndrome (AIDS)

Homophobia
Human immunodefi ciency 

virus (HIV)
Neuropsychiatric syndromes
Stigmatization

KEY TERMSLEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Explain the etiology of acquired immunodefi ciency syndrome (AIDS).
 2. Identify those groups of individuals at risk for AIDS.
 3. Describe the psychosocial impact of AIDS.
 4. Discuss the effects of AIDS on family dynamics.
 5. Recognize the clinical phenomena of each of the three phases of AIDS.
 6. Formulate a plan of care for a client exhibiting psychosocial clinical 

symptoms of the middle stage of AIDS.
 7. Articulate the purpose of including interactive therapies in the plan of 

care for a client with AIDS.
 8. Outline the types of community services available to provide continuum 

of care for clients with AIDS.

34
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The psychological and social effects of human  immunodefi ciency 
virus (HIV)/acquired immunodefi ciency syndrome (AIDS) 
infection are devastating. HIV/AIDS is a chronic, terminal ill-
ness that forces individuals and their families to cope with an 
uncertain progression of disease, neuropsychiatric syndromes, 
and psychosocial issues related to the loss of health and life. 
To be effective and provide compassionate care, health care 
professionals must be knowledgeable about the treatment of 
individuals who have AIDS or who are infected with HIV (Nor-
man, 2006; Tomaszeski, 2009).

Although neither a cure for the disease nor a preventive 
vaccine has been developed, therapeutic alternatives are pro-
viding benefi t to many who are HIV infected. Much has been 
learned about the complexities of HIV/AIDS, how to keep 
 clients disease free longer, and how to manage their symptoms 
more effectively. As a result of these advances, individuals with 
HIV infection are living longer than before and the progression 
to AIDS has declined sharply (Norman, 2006; Tucker, 2006). 
This chapter focuses on the history, etiology, and epidemiol-
ogy of AIDS; the psychosocial impact of these disorders; and 
the effects of these disorders on family dynamics. The role of 
the psychiatric–mental health nurse and the application of the 
nursing process are also discussed. The reader is referred to 
medical-surgical texts for specifi c information related to symp-
toms of HIV infection and the medical complications of AIDS, 
including secondary or opportunistic infectious diseases.

HISTORY AND ETIOLOGY 
OF HIV/AIDS
Beginning as a benign simian immunodefi ciency virus (SIV) 
found in the African chimpanzee population, SIV evolved into 
a human killer in the early 1930s, long before it was recog-
nized as a disease. Analysis of a blood sample of a Bantu man 
who died of an unidentifi ed illness in the Belgian Congo in 
1959 made him the fi rst human confi rmed case of the SIV 

 infection, later to be identifi ed as HIV infection. The virus 
stayed in remote Africa until jet travel, big cities, and the  sexual 
 revolution spread it worldwide, according to Tanmoy Bhat-
tachary, a researcher at the Los Alamos National Laboratory in 
Los  Alamos, New Mexico (Associated Press, 2000).

In 1978, gay men in the United States and Sweden and het-
erosexuals in Tanzania and Haiti began to exhibit signs of the 
SIV infection. Between 1980 and 1983, there were 3,422 deaths 
in the United States attributed to the virus. During that time, 
doctors in New York and Los Angeles reported an unusual and 
deadly form of lung infection (Pneumocystis carinii pneumonia) 
and a rare skin cancer (Kaposi’s sarcoma) among young homo-
sexual men. In 1983, researchers at the Pasteur Institute, a pri-
vate foundation dedicated to the prevention and treatment of 
diseases through biologic research, identifi ed the cause of these 
conditions as the lymphadenopathy-associated virus. Referred 
to as HTLV-III (human T-cell lymphotropic virus), the virus was 
later renamed the human immunodefi ciency virus (HIV). In 
1986, HIV was identifi ed as the virus that causes several con-
ditions we now call acquired immunodefi ciency syndrome 
(AIDS). In 1988, as an attempt to educate the public about 
this disease, the U.S. Surgeon General published and mailed 
a pamphlet, “Understanding AIDS,” to more than a million 
citizens (Aegis.com, 2006; Avert.org, 2006; Fohn.net, 2006). 
Extensive research has led to the discovery that HIV is carried 
in the blood, blood products, and body fl uids such as semen. 
It is transmitted primarily through intimate sexual contact or 
through the sharing of needles by intravenous drug users.

EPIDEMIOLOGY
Global statistics, representative of HIV/AIDS cases in Africa 
and Asia decreased between the years 2005 and 2008, whereas 
cases in Europe and North America increased during that same 
time period. Figure 34-1 depicts the global distribution of HIV/
AIDS as of the end of 2008.

Adults and children estimated to be living
with HIV/AIDS as of end of 2008

Total: 40 million

North America

1.4 million
Caribbean

240,000

Latin America

2 million

Western and
Central Europe

850,000

North Africa
and Middle East

310,000

Africa

22.4 million

and Central Asia

1.5 million
East Asia and Pacific

850,000
South-East Asia

3.8 million
Australia and
New Zealand

59,000

Sub-Saharan

Eastern Europe

South and

FIGURE 34-1 Global distribution 
of HIV/AIDS. (From United Nations. 
[2009]. A global overview of the AIDS 
epidemic.)
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Groups at Risk for AIDS

Approximately 2% to 4% of the U.S. population, or 4 to 5  million 
people, are at high risk for AIDS because of unsafe sexual prac-
tices or injection drug use. Groups at risk for development of 
AIDS include

African American and Hispanic populations;• 
homosexual and bisexual men who do not practice safe sex;• 
individuals with multiple sexual partners;• 
adolescents who do not practice safe sex;• 
older adults who have unprotected sex, use alcohol, or • 
inject drugs;
heterosexual intravenous drug users;• 
homosexual and bisexual men who also use intravenous • 
drugs;
heterosexual men and women who have had sex with a • 
person from one of the previously mentioned groups;
persons with hemophilia and others who have received • 
blood transfusions;
infants born to mothers carrying the AIDS virus; and• 
persons who are occupationally exposed (Centers for • 
Disease Control and Prevention [CDC], 2009; Davidson, 
2004; Nelson, 2009; Stark, 2007).

PSYCHOSOCIAL IMPACT 
OF AIDS
AIDS is frequently described as a tragic and complex phenom-
enon that provokes a shattering emotional and psychosocial 
impact on all who are involved with the illness. Indeed, AIDS 
connects medicine and psychiatry to a greater degree than any 
other major illness. Infection and the subsequent progression 
of this disease present the client with a broad range of personal 
experiences and demand constant adaptation. The client’s con-
dition may trigger a variety of reactions from others including 
family members, signifi cant others, employers, coworkers, and 
helping professionals.

Certain population groups have been identifi ed as at risk 
for the psychosocial impact of AIDS, including

clients in various stages of the illness;• 
sexual partners and family of individuals with AIDS;• 
individuals at particular risk for contracting the disease • 
based on epidemiologic data; and
individuals with a mental disorder (eg, substance abuse) • 
who fear exposure but refuse to be tested.

The most serious psychosocial problems occur for those clients 
who actually have the disease. Most people with AIDS are rela-
tively young, were previously healthy, and had not experienced 
a major medical illness. The confi rmation of this diagnosis can 
be catastrophic for the client, eliciting a series of emotional and 
social reactions. These reactions include

a loss of self-esteem;• 
fear of loss of physical attractiveness and rapid changes in • 
body image;

feelings of isolation and stigmatization;• 
an overwhelming sense of hopelessness and helplessness; • 
and
a loss of control over their lives.• 

In addition, emotional crises may result from the client’s 
increasing isolation as he or she attempts to cope with the 
nearly universal stigma faced on a daily basis. AIDS clients 
experience rejection from all parts of society, including signifi -
cant others, families, friends, social agencies, landlords, and 
health care workers. For many, this constant rejection causes 
a reliving of the “coming-out process,” with a heightening of 
the associated anxiety, guilt, and internalized self-hatred. The 
fear of spreading AIDS to others can lead to further isolation 
and abandonment, commonly at a time when there is an ever-
greater need for physical and emotional support. Clients with 
AIDS may respond with intense anger and hostility as their 
conditions deteriorate and they confront the everyday realities 
of this illness: loss of job and home, forced changes in lifestyle, 
the perceived lack of response by the medical community, and 
the often crippling expense associated with the illness.

HIV Infection and Psychiatric Disorders

Several comorbid psychiatric disorders have been observed in 
clients with HIV infection or AIDS. They include, but are not 
limited to, substance abuse, anxiety disorders, depressive dis-
orders, adjustment disorders, and psychotic disorders.

The frequency of suicidal ideation and suicide attempts 
may increase in clients who are informed of the presence of 
HIV infection or AIDS, especially if they have inadequate social 
or fi nancial support, experience relapses, or face diffi cult social 
issues relating to their sexual identity or sexual preferences 
(Sadock & Sadock, 2008). Box 34-1 describes the behavioral 
manifestations associated with HIV infection and AIDS. (See 

Behavioral Manifestations Associated with 
HIV/AIDS

Confrontation (eg, anger, aggressiveness, 
 hostility, or impulsivity)

Impaired social functioning
Impaired occupational functioning
Overwhelming stress and anxiety due to preoccu-

pation with clinical phenomena of HIV/AIDS
Sleep disturbances unrelated to stress, mood, or 

psychosocial problems but rather due to neu-
roendocrine dysfunctions, systemic infl amma-
tion, or obstructive sleep apnea

Lack of sexual function or interest due to fear of 
transmission of HIV, rejection by a partner, or 
hypogonadism

Suicide due to partial remission with an  uncertain 
survival time after preparing oneself to die

BOX 34.1
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Neurologic Manifestations Associated with 
HIV/AIDS

Cognitive impairment (eg, AIDS related  dementia)
Delirium secondary to opportunistic infections, 

neoplasms, cerebrovascular changes, metabolic 
abnormalities, or medication used in the man-
agement of HIV/AIDS

Personality change
Mood disorder secondary to organic changes
Defusional disorder secondary to organic 

changes
Psychosis secondary to AIDS–dementia complex
Drug–drug interactions between psychotropics 

and antiretrovirals
Extrapyramidal symptoms secondary to the use of 

antipsychotic agents
Myelopathy
Demyelinating neuropathies

BOX 34.2

SELFAWARENESS PROMPT
If you were assigned to a client who is HIV-

positive, how do you think you would react? 
Would you want to know how the client was 
infected? Would you fear contagion? Would you 
be judgmental? If you have answered “yes” to any 
of the questions, ask yourself why.

specifi c chapters for information regarding symptoms of and 
nursing interventions for substance abuse, anxiety, depression, 
adjustment reaction, and psychosis.)

HIV Infection and Neuropsychiatric 
Syndromes

Clients infected with the AIDS virus may also develop an 
extensive array of neuropsychiatric syndromes (neurologic 
symptoms occurring as the result of organic disturbances of 
the central nervous system that constitute a recognizable psy-
chiatric condition) such as HIV-associated dementia and HIV 
encephalopathy (Shahrokh & Hales, 2003). HIV-associated 
dementia is found in a large portion of clients infected with 
HIV; however, other causes of dementia (eg, vascular dementia 
or dementia secondary to substance abuse) also must be con-
sidered. HIV encephalopathy, a less severe form of neurologic 
dysfunction, is characterized by impaired cognitive function-
ing and reduced mental activity that interferes with activities 
of daily living, work, and social functioning. Delirium in HIV-
infected clients is underdiagnosed. The etiology of dementia in 
HIV-infected clients can also cause clinical symptoms of delir-
ium (Sadock & Sadock, 2008; Tomaszeski, 2009). (See Chap-
ter 27 for additional information about clinical symptoms of 
dementia, delirium, and other cognitive disorders.) Box 34-2 
lists the neurologic manifestations associated with HIV/AIDS.

Grief Reaction to HIV/AIDS

A four-stage grief reaction by clients diagnosed with AIDS has 
been described. The reaction is similar to the pattern desig-
nated by Kübler-Ross in dying patients (Kübler-Ross, 1969; 
Nichols, 1983).

First Stage
The initial stage consists of shock, numbness, and disbelief. 
The severity of the reaction may depend on existing sup-
port systems for the individual. During this period, clients 
report sleep problems and an experience of depersonaliza-
tion and derealization. For some, the acknowledgment of 
the AIDS diagnosis causes severe emotional paralysis or 
regression.

Second Stage
The second stage is denial, in which the person may attempt 
to ignore the diagnosis of AIDS. Although it may serve a nec-
essary psychic function, this denial can cause the client to 
engage in behaviors that are both self-destructive and poten-
tially dangerous to others. Some clients begin to plunge 
into complete isolation, avoiding human contact as much 
as possible.

Third Stage
In the third stage, the individual begins to question why he or 
she contracted AIDS. Expressions of guilt and anger are fre-
quent as the client seeks to understand the reason for his or her 
illness. Homosexual or bisexual men may experience feelings 
of homophobia (ie, the unreasonable fear or hatred of homo-
sexuals or homosexuality) and believe that God is punishing 
them for their homosexual preference.

Fourth or Final Stage
The fourth or fi nal stage, that of resolution and acceptance, 
depends on the individual’s personality and ego integration. 
This stage may be signifi ed by the acceptance of the illness 
and its limitations, a sense of peace and dignity, and a prepara-
tion for dying. As the debilitating symptoms progress, how-
ever, other clients may become increasingly despondent and 
depressed, stop eating, express suicidal ideation, and develop 
almost-psychotic fi xations and obsessions with their illness. 
A signifi cant and growing number of AIDS clients make suc-
cessful suicide attempts.

Effects of AIDS on Family Dynamics

The family of an AIDS client experiences severe psychologi-
cal stress and trauma. The issue of the individual’s sexual-
ity and lifestyle, of which the family often was not aware, 
may create an additional crisis when they are confronted 
with the knowledge that their son, daughter, or sibling 
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has a  terminal illness. The pressure on the family system 
causes members to respond with quiet anger, confusion, 
and possible rejection of the AIDS client and his or her 
entire lifestyle. Families may blame the client’s partner for 
the condition, but simultaneously find themselves forced 

CLINICAL EXAMPLE 34.1

The Effects of AIDS Diagnosis on Family 
Dynamics

MP, a 41-year old male, left home to attend college 
in California at the age of 18 years. Following grad-
uation, at the age of 22 years, MP chose to remain 
in California and work as an electronic engineer at 
a major corporation. He became sexually involved 
with another male employee, GW, who was 3 years 
his senior. MP’s parents were not aware of his sex-
ual relationship with GW. At the age of 39 years, 
MP was diagnosed as HIV-positive. Approximately 
1 year later, he began to exhibit clinical symptoms 
of AIDS.

Although MP was unable to continue to work, 
GW continued to stay with him and was quite 
supportive in all aspects of his life. MP became 
quite ill and was hospitalized with a diagnosis of 
P. carinii pneumonia. GW notifi ed MP’s parents 
of his hospitalization. When MP’s parents arrived 
at the hospital, MP told them about his lifestyle 
and illness. Both parents reacted with disbelief but 
remained in California until MP was released from 
the hospital.

Approximately 9 months later, MP called his 
parents and asked them if he could return home 
because he was no longer able to perform his 
activities of daily living independently and did not 
want to remain a burden to GW. His parents, who 
were now retired, agreed to let him return home. 
When MP arrived home, his parents were shocked 
by his physical appearance because MP had lost 
a signifi cant amount of weight since they had last 
seen him. He looked quite pale and appeared to 
tire easily. They also noted that MP had diffi culty 
concentrating and was unable to remember details 
of previous conversations.

Although MP no longer had medical benefi ts, 
his parents agreed to provide fi nancial support as 
he entered the terminal phase of AIDS and received 
palliative medical and nursing care through hos-
pice. Both of MP’s parents were quite active in the 
church, and, with MP’s permission, asked the par-
ish priest to provide spiritual support for the entire 
family. MP died a few months later, following his 
48th birthday.

to include the partner in their grief and in their attempts to 
cope with the illness.

Coleman (1988) describes the diagnosis of AIDS as creat-
ing a further challenge to the fragile balance of roles in the 
family system. An adult child who has been functioning inde-
pendently for many years must now rely again on parental 
support to meet daily self-care needs. Parents are confronted 
with a change in their new retired lifestyle as the dying child 
comes home. Grandparents may be forced to become primary 
caregivers for grandchildren if the client did not develop a plan 
for legal guardianship of his or her children. Families also are 
forced to assume fi nancial responsibility, which can further 
magnify their anger, guilt, and frustration. Some families are 
able to achieve resolution of their own painful psychological 
confl icts and provide the necessary physical and emotional 
support to the AIDS client. A signifi cant number of families, 
however, become fi xed in their rejection, grief, and anger and 
are never able to resolve the distance and estrangement from 
the family member with AIDS (Tomaszeski, 2009).

In response to this familial abandonment, the individual 
with AIDS often develops an alternate family that assumes the 
support and caretaker role. This new family may include a 
gay partner and close gay and straight friends who signifi -
cantly alter their lifestyles to care for the client. These friends 
experience the same sense of loss, isolation, and bereavement 
as the more traditional family, but are denied the customary 
social support systems and public recognition for their role. 
Clinical Example 34-1 depicts the effects of AIDS on family 
dynamics.

THE NURSING PROCESS

Assessment

Assessment is a clearly defi ned activity, but may be diffi cult 
to initiate due to the sensitive nature of the topic of AIDS. 
The  psychiatric–mental health nurse may fi nd it diffi cult to 
ask clients about any history of drug use, their sexual activity, 
or the presence of alternative sexual lifestyles. It is important 
that personal issues and attitudes of the nursing staff do not 
interfere with the assessment and application of the nursing 
process. Early recognition of psychiatric disorders associated 
with HIV/AIDS is important to enhance one’s understanding 
of clients’ behavior.

The psychiatric–mental health nurse’s understanding of 
the clinical phenomena of HIV/AIDS plays a critical role  during 
assessment. Nurses have consistently underestimated the fre-
quency and intensity of HIV signs and symptoms (Holzemer, 
2002). For example, AIDS in the older adult raises unique assess-
ment and treatment concerns. AIDS-dementia complex may be 
confused with other dementias that occur in the elderly, and cog-
nitive impairment may be attributed to the aging process. Failure 
to assess or diagnose HIV infection denies the client proper treat-
ment and care (Stark, 2007; Willard & Dean, 2000).
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Phases of Assessment
Clients may enter the health care system at different phases 
of their illness depending on their biopsychosocial and spiri-
tual needs. Ripich (1997) discusses three phases of the HIV 
continuum (ie, from the time the client tests positive with 
HIV infection to the development of AIDS, including the 
progression of the disease). Following is a discussion of the 
 psychiatric–mental health nurse’s role in the assessment of 
each of the phases. (Note: The focus of discussion here is 
on assessment and treatment of the psychosocial impact of 
HIV/AIDS. The reader is referred to medical–surgical texts 
for a complete discussion of the complex medical assessment 
and treatment.)

Early-Phase Assessment
Clients who fi rst learn that they are HIV-positive are consid-
ered to be in the early phase of the HIV continuum. The major 
thrust of the assessment at this time is to obtain data that will 
enable the nurse to (1) formulate a plan of care to improve 
or stabilize the client’s emotional and physical well-being and 
(2) empower the client to maintain a sense of control over as 
many aspects of his or her life as possible.

As noted in Box 34-3, the client in the early phase of HIV/
AIDS may exhibit various clinical phenomena when told that 
he or she is HIV-positive. The client is faced with many dif-
fi cult decisions because life goals may not be achievable, and 
living day to day becomes the ultimate goal.

The initial assessment of the client suspected of having 
HIV infection or AIDS generally occurs in the primary care 
setting unless the client has been admitted to an acute care 
hospital or an inpatient psychiatric setting, or requests testing 
while receiving psychiatric–mental health care as an outpa-
tient. The initial assessment usually includes a comprehen-
sive history and physical evaluation including a review of 
the client’s present complaints, baseline laboratory testing, 
nutritional assessment, psychosocial assessment, and determi-
nation of the client’s knowledge of the disease process. For-
mal neurologic and psychological testing is often conducted 
to determine the extent of the disease process. Clients are 
generally referred to the  psychiatric–mental health nurse or 

other mental health  professionals to rule out the  presence of a 
comorbid neuropsychiatric syndrome or psychiatric disorder 
(Bradley & Muskin, 2007).

The psychiatric–mental health nurse assesses the client for

clinical symptoms of anxiety and depression (eg, fatigue, • 
insomnia);
clinical symptoms of impaired memory or cognitive • 
impairment;
suicidal ideation;• 
substance abuse or chemical dependency;• 
domestic-violence issues;• 
legal issues;• 
effective coping skills;• 
any fears or myths about the disease;• 
adequate support systems (eg, family or signifi cant others, • 
spiritual, fi nancial, legal);
the initial stage of the grief process (eg, denial); and• 
medical support system to evaluate physical concerns or • 
complaints.

Middle-Phase Assessment
During the middle phase, the HIV-infected client begins to 
experience symptoms that will ultimately result in a decline 
in health. Clinical phenomena, listed in Box 34-4, challenge 
coping mechanisms such as denial, as the client realizes he or 
she is losing control due to uncertainty about the future. The 
nurse assesses the client’s

knowledge of the progression of the disease process;• 
knowledge of and consent to treatment options;• 
coping skills as the disease process progresses;• 
self-esteem;• 
perception of body image; and• 
desires regarding the use of life-support systems,  emergency • 
measures, and hospice care.
Concerns verbalized by family members or signifi cant • 
others are identifi ed.

Clinical Phenomena of Early-Phase HIV/AIDS

Denial •
Shock, anger, panic •
Fear of incapacitation •
Fear of physical and mental deterioration •
Fear of deformity and pain •
Shame •
Disappointment •
Depression •
Suicidal ideation •
Sudden awareness that death is possible •

BOX 34.3 Clinical Phenomena of Middle-Phase HIV/AIDS

Sense of isolation and alienation from partner,  •
family, or friends
Anger and acting-out behavior •
Low self-esteem •
Feelings of guilt, helplessness, vulnerability, and  •
loss of control
Fear of violence secondary to homophobia or  •
social stigma
Changes in physical appearance •
Passivity •
Paranoia or ideas of reference •
Depression •

BOX 34.4
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Late-Phase Assessment
By the late phase, the client ideally has reached a realistic level 
of acceptance of his or her health status and uncertain future 
and may elect to begin a life-review process (ie, refl ecting on 
one’s life and fi nding peace with it) and make fi nal prepara-
tions for death (Ripich, 1997). During the late phase of the 
HIV continuum, the nurse assesses the client for

changes in mental status (eg, clinical symptoms of demen-• 
tia, delirium, acute psychosis, severe anxiety, personality 
change, depression, or suicidal ideation);
an ability to maintain independence and control of his or • 
her environment;
physical or cognitive changes that interfere with activities • 
of daily living; and
any concerns about changes in medical status.• 

Box 34-5 lists the clinical phenomena related to late-phase 
HIV/AIDS.

Transcultural Considerations
A signifi cant aspect of assessment is the need to be aware of 
the prevalence of the HIV virus in different cultures. Boyle 
(2003) discusses the HIV/AIDS pandemic and the fact that the 
HIV virus disproportionately affects selected groups, especially 
African Americans and Hispanics. Of equal concern, minority 
women are particularly at risk, especially in rural areas (Boyle, 
2003). Figure 34-2 depicts, by culture, the frequency of HIV/
AIDS in the United States (CDC, 2005). Table 34-1 compares 
the epidemiology of HIV/AIDS among men and women of 
 different cultures (CDC, 2005).

Cultural Beliefs and Myths
During the assessment, the psychiatric–mental health nurse 
needs to be aware of cultural beliefs and myths that may be 
expressed by the client in an attempt to justify HIV infection 
or AIDS. Although research has identifi ed the etiology of AIDS, 

several cultural myths explain the cause inaccurately. For 
example, some cultural myths state that AIDS

is a form of punishment for wrongdoing;• 
has occurred as a message to teach people to get along • 
with each other;
is the result of a sick world; and• 
is the result of a government germ-warfare experiment.• 

African Americans

Whites

Hispanics

Asian/Pacific Islanders
American Indians/
Alaska Natives

N = estimated to be 800,000 cases

18%
of HIV/AIDS cases

31%
of HIV/AIDS cases

49%
of HIV/AIDS cases

2%

O
ther

FIGURE 34-2 Frequency of HIV/AIDS cases reported 
in various cultures according to 2005 Centers for Disease 
 Control and Prevention report.

Clinical Phenomena of Late-Phase HIV/AIDS

Ambivalence about dying alone or with loved  •
ones present
Attempt to disengage or emotionally detach  •
oneself from others
Ambivalence regarding the ability to control the  •
dying process
Desire to complete a life review process with or  •
without friends and family present
Desire to have spiritual needs addressed before  •
death
Resolution regarding death in the form of accep- •
tance or passive resignation

BOX 34.5

TABLE 34.1

Epidemiology of HIV/AIDS Among Men 
and Women of Different Cultures

Culture Women Men

African American 64% 41%

Hispanic 15% 18%

White 19% 40%

Heterosexual 75% 15%

MSMa n/a 48%

IDUb 25% 25%

aMen having sex with men.
bInfected by drug use.
SOURCE: Centers for Disease Control and Prevention. (2005). Epidemiology of AIDS. 
Retrieved December 7, 2009, from http://www.cdc.gov/
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Another myth is that the cause of AIDS has been fabricated to 
allow pharmaceutical companies and the health care system to 
profi t fi nancially from the sale of expensive drugs and use of 
specifi c treatment protocols.

It is important to recognize that such myths exist. Be sure 
to assess the client for beliefs in such myths. The psychiatric–
mental health nurse must be prepared to discuss them if the 
client or a family member introduces the subject.

Ethnic Issues of Homophobia and Stigmatization
Not only is it imperative that the nurse be aware of  cultural 
beliefs and myths about AIDS, but the ethnic issues of 
homophobia and stigmatization (ie, to set a mark of disgrace 
or shame upon an individual) may also need to be addressed 
during the initial assessment.

Norman (1996) discusses the problems of homopho-
bia and stigmatization of men having sex with men in ethnic 
communities of color as well as in the society at large. Social 
and emotional isolation, disapproval, prejudice, judgments of 
shame and immorality, and even violence may occur. Attitudes 
of various ethnic communities may be infl uenced by organized 
religion, conceptualizations of men having sex with men, and 
the value placed on civil liberties. Dual standards for men and 
women extend to cultural attitudes toward monogamy, expres-
sion of sexuality, talking about sexuality, condom use, who 
may initiate sexual intercourse, and reproduction. A client may 
be reluctant to seek treatment unless he or she knows that the 
health care providers will respect his or her individuality and 
alternative lifestyle. (See Chapter 26 regarding transcultural 
considerations when conducting a sexual history.)

Assessment for Immune Recovery Syndrome
Assessment and diagnosis of psychiatric symptoms in  HIV-positive 
clients focuses on the complex matrix of  psychological, neurop-
sychiatric, and general medical factors identifi ed during various 
phases of HIV/AIDS disease progression (Bradley & Muskin, 
2007). Since the emergence and widespread use of highly active 
antiretroviral therapy (HAART) in the treatment of AIDS, cli-
ents and health care providers have seen signifi cant decreases 
in AIDS-related diseases and death (Grodesky, 2002). Although 
it is beyond the scope of this text to discuss the complex medi-
cal treatment of HIV/AIDS, it is important to mention that the 
psychiatric–mental health nurse must be able to distinguish 
among signifi cant adverse effects of psychoactive drugs, HAART 
therapy, and symptoms resulting from the immune recovery 
process. Additional information regarding the immune recov-
ery syndrome may be obtained online (see Internet Resources 
on the Student Resource CD-ROM).

Assessment as a Secondary Prevention
Secondary prevention for clients who are at risk for HIV is as 
critical as it is for clients who are at risk for breast, cervical, or 
prostate cancer. The psychiatric–mental health nurse should 
tell the client that he or she is not being singled out, but rather 
is being given an opportunity to discuss sensitive issues that 
could place him or her at risk for HIV infection. A nonjudg-
mental approach is essential while obtaining a history of blood 

transfusions, drug use, and unprotected sex. The importance of 
HIV testing for those clients at risk should also be discussed.

Nursing Diagnoses

Formulating nursing diagnoses for the client with HIV/AIDS 
can be challenging, given the complexity of the illness, the 
 client’s psychosocial needs, and neurologic changes that occur 
as the client progresses through the different stages. See the 
accompanying Examples of North American Nursing  Diagnosis 
Association (NANDA) Nursing Diagnoses for the client with 
HIV/AIDS.

Outcome Identifi cation

The psychiatric–mental health nurse collects data to formu-
late a plan of care and works collaboratively with the medical 
health care provider to establish outcomes that

address psychosocial issues such as living with a chronic • 
illness and dying;
empower the client to maintain a sense of control over his • 
or her life during the progression of the disease;
educate the client about HIV disease, infection control, • 
available treatments, and medications;
monitor health status and manage symptoms;• 
promote adequate nutrition and other health-maintenance • 
goals; and
provide palliative care (Schultz & Videbeck, 2009).• 

EXAMPLES 
OF NANDA NURSING DIAGNOSTICS

HIV/AIDS

Ineffective Health Maintenance related to lack of  •
motivation to seek treatment for HIV/AIDS
Disturbed Thought Processes related to neurologic  •
changes as evidenced by a decline in cognition
Anticipatory Grieving related to knowledge that  •
HIV/AIDS is a terminal illness
Death Anxiety as evidenced by statement, “I’m  •
afraid to die,” during individual therapy
Hopelessness related to deterioration of physical  •
condition secondary to HIV/AIDS
Impaired Social Interaction related to alienation  •
from others secondary to low self-concept
Ineffective Coping related to altered appearance  •
(signifi cant weight loss) due to HIV/AIDS disease 
process
Defi cient Knowledge regarding illness and safe  •
use of medication
Situational Low Self-Esteem related to loss of  •
independence and autonomy secondary to 
debilitating illness
Spiritual Distress related to challenges to belief  •
system secondary to terminal illness
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Planning Interventions and Implementation

Major clinical advances that began in 1996 have dramatically 
changed the treatment and course of HIV/AIDS. These sig-
nifi cant gains have come from a clearer understanding of the 
pathogenesis of HIV infection, the development of stronger and 
more effective therapeutic agents, the development of combina-
tion therapies, and the use of carefully selected  complementary 
therapies (eg, acupuncture, massage therapy, and herbal 
 supplements). A holistic, multidisciplinary approach that aug-
ments the available treatment and management options for cli-
ents is used to improve palliative outcomes and enhance overall 
well-being. HIV-positive clients who are diagnosed today are 
expected to live an average of 24 years after the initial diagnosis 
(Campbell, McGeehan, & Silverbrook, 2008).

Early-Phase Planning and Implementation
Nursing interventions for clients with HIV/AIDS vary according 
to the feelings and clinical phenomena exhibited. During the 
early phase, the nurse encourages the client to express thoughts 
and feelings, assists the client in accepting the diagnosis, and 
reassures the client that professional help is available. Crisis 
intervention, counseling, client education, and referral to sup-
port groups are examples of interventions used during this 
stage as personal values and internal confl icts are explored. If 
the client verbalizes thoughts about death or suicide, interven-
tions are planned to help the person explore such thoughts and 
feelings. If a suicide plan is revealed, its lethality is determined 
and appropriate interventions are used (see Chapter 31).

Middle-Phase Planning and Implementation
Clinical phenomena of the middle phase may last for years. 
They include changes in physical appearance such as weight 
loss, somatic preoccupation in anticipation of changes in phys-
ical status, and an actual decline in physical condition as the 
illness progresses. Medical problems may include infections 
such as toxoplasmosis, herpes virus, cryptococcal meningitis, 
lymphomas, and toxic effects of treatment. Central nervous 
system pathology may contribute to defi cits in intellectual, 
cognitive, and sensorimotor function and disturbances in 
personality or behavior. Interventions for clinical symptoms 
related to dementia, delirium, depression, anxiety, and per-
sonality disorders are discussed in previous chapters. Because 
symptoms progress differently for each client, individualizing 
the plan of care is important to address defi cits in the client’s 
ability to meet basic needs, as well as to meet the client’s psy-
chosocial needs.

Assistance with Meeting Basic Needs
After the client’s clinical symptoms have been identifi ed and 
the client’s preferences and resources regarding the best possi-
ble approach to care are known, interventions are provided by 
the psychiatric–mental health nurse personally or in collabora-
tion with members of the treatment team if a multidisciplinary 
treatment team approach is used.

Interventions usually focus on the progression of intel-
lectual and cognitive dysfunction, impaired sensorimotor 

 function, and the presence of personality or behavioral distur-
bances (Ripich, 1997). They include

assisting the client with activities of daily living if the • 
 client has impaired sensorimotor function or intellectual 
and cognitive dysfunction;
providing adequate nutrition;• 
providing an environment that includes safety measures • 
and support to prevent injury secondary to impaired sen-
sorimotor function or confusion;
monitoring vital signs and laboratory results during • 
HAART therapy to minimize adverse effects;
providing relief of symptoms such as pain, cough, and diar-• 
rhea as the clinical symptoms of HIV/AIDS progress; and
providing opportunities for the client to socialize with • 
friends and family.

Medication Management
As noted earlier, the nurse must be fully aware of the pharma-
cokinetic and pharmacodynamic properties of the prescribed 
psychotropic agents and antiretroviral drugs used to treat HIV/
AIDS. Because of the potential for medication interactions, 
appropriate dosages for psychotropic agents (eg, antidepressants, 
antianxiety agents, neuroleptic agents) are calculated based on 
the guidelines used for older adult populations. A medication 
typically starts with a low dose, builds up slowly, and achieves a 
signifi cantly lower peak than that targeted in seronegative indi-
viduals. It is recommended that medication be prescribed by an 
expert in the treatment of mental illness and HIV/AIDS or by a 
member of a consultation team that contains experts in the vari-
ous subfi elds. All clients need to be monitored closely for early 
signs of adverse effects or drug–drug interactions, as well as 
medication compliance, because adverse effects are both more 
prevalent and more severe in clients with HIV/AIDS disease.

Caution must be exercised when prescribing psychotropic 
drugs to clients taking protease inhibitors. Because both classi-
fi cations of drugs are similarly metabolized, the serum levels of 
psychotropic drugs are generally increased. Antidepressant and 
antipsychotic agents are prescribed at 25% of the usual recom-
mended dosage. Benzodiazepines should be avoided because 
they compromise cognitive function (Sadock & Sadock, 2008).

Assistance with Emotional Needs
The nurse also provides interventions for special con-
cerns verbalized by the client and his or her partner, fam-
ily, and friends (see Supporting Evidence for Practice 34-1). 
For example, sexuality and safe-sex education are discussed 
with the client and partner if desired, healthy lifestyles are 
explored, and family therapy is provided to discuss rejection 
or  reconciliation issues.

Interactive therapies are provided to assist the client in

verbalizing feelings and fears related to disfi gurement and • 
loss of control;
fi nding new meaning in life while adapting to limitations • 
of his or her illness;
coping with possible condemnation and rejection from • 
society, family, friends, and health care workers;
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maintaining continuing communication among all in-• 
volved social and medical agencies and providers;
resolving multiple and complex fi nancial and legal  concerns;• 
reconciling with estranged family members or signifi cant • 
others;
facing and discussing death and dying issues while main-• 
taining respect and dignity; and
discussing and exploring ethical and moral beliefs about • 
rational suicide.

Late-Phase Planning and Implementation
In the late phase, death is relatively near. The nurse provides palli-
ative care interventions. Fewer invasive procedures and examina-
tions are performed in the late phase of AIDS. Most interventions 
focus on symptom management, such as for cognitive dysfunc-
tion due to HIV-associated dementia and for HIV encephalopathy. 
The wishes of the client set forth in a living will or relegated by 
durable power of attorney to a family member or signifi cant other 
are respected and implemented at this time. In some instances, a 
health care surrogate may be designated to make decisions.

The nurse remains available and assists the client in 
expressing his or her feelings regarding this fi nal stage of life. 
Clients often want to review happier times or talk about regrets 
during a life-review process. The nurse encourages the client to 
express feelings and may ask if there are friends or relatives to 
call or messages to send.

The needs of family members and signifi cant others are 
also considered; the nurse assists them in understanding and 
experiencing their own grief. This may be done without the 
physical presence of the client.

Client and Family Education
HIV/AIDS education generally begins when the client is fi rst 
diagnosed as being HIV-positive. Ideally, members of the fam-

ily or a signifi cant other would be involved during this process. 
The nurse considers the cognitive and intellectual abilities of 
the client and family members or the signifi cant other to avoid 
any misunderstanding about the disease process and  treatment, 
including alternative therapies.

Most communities have established full-service agencies 
to educate clients and family members about HIV/AIDS. These 
agencies are often composed of volunteers from the commu-
nity and health professionals who work together to provide 
education to individuals with HIV/AIDS and their families. 
The comprehensive services provided include, for example, 
24-hour telephone hotlines, community AIDS  clinics, educa-
tional groups, fi nancial counseling, and  hospice services.

Community Support Groups
Support groups have become the key element in providing 
treatment. These groups, established by community and gay-
oriented organizations to respond to this health crisis and to 
lessen the isolation of people with AIDS, involve a variety of 
concerned volunteers. Through use of the buddy system, and 
with the assistance of trained professionals, these specialized 
groups provide emotional and physical support, assistance with 
daily chores, legal and fi nancial planning, and advocacy with 
the appropriate social and government agencies. Lawyers can 
minimize some of the emotional trauma by helping the individ-
ual make crucial decisions regarding hospital visitation rights, 
treatment options, power of attorney, and disposition of prop-
erty. Such planning helps the person with AIDS retain legal and 
personal control over his or her life for as long as possible.

Continuum of Care
Many hospitals and long-term care units have responded to 
the demand for continuum of care by providing a special care 
unit for clients with AIDS, specifi cally designed to address the 

Understanding the Various Factors That Promote the Progression of AIDS

SUPPORTING EVIDENCE FOR PRACTICE 34.1

PROBLEM UNDER INVESTIGATION / How 
do  serum cortisol levels, coping strategies, stress-
ful events,  social support, and depression affect the 
 disease progression of AIDS?

SUMMARY OF RESEARCH / A sample of 82 ho-
mosexual men with HIV type-1 infection were evalu-
ated every 6 months for all measurements except so-
cial support, which was assessed yearly for 7.5 years. 
Subjects were given a battery of scales and question-
naires to assess stressful life events, depressive symp-
toms, and coping skills. Four serum cortisol levels 
were drawn initially at 20-minute intervals, along with 
a CD4 count. These counts were drawn periodically to 
measure disease progression. Adjustment was made 
for race, baseline CD4 count, viral load, and cumula-
tive average antiretroviral drugs.

Results  indicated that subjects with higher aver-
age serum cortisol levels, higher cumulative average 
stressful life events, lower cumulative satisfaction with 
social support, and those who used denial as a coping 
mechanism had a faster progression of AIDS.

SUPPORT FOR PRACTICE / The results of this study, 
along with other studies by the same researchers, provide 
strong evidence that psychosocial interventions such as 
the presence of adequate social support and positive 
coping skills and the stabilization of clinical symptoms of 
depression may slow the progression of AIDS.

SOURCE: Leserman, J., Petitto, J. M., Golden, R. N., Gaynes, B. N., 
Gu, H., Perkins, D. O., et al. (2000). Impact of stressful life events, 
depression, social support, coping, and cortisol on progression of 
AIDS. The American Journal of Psychiatry, 157(8), 1221–1228.
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particular medical and psychological needs of the AIDS client. 
They are staffed by health care professionals and gay volunteer 
counselors who have been trained in working with the ter-
minally ill client. Chapter 8 provides additional information 
about the concept of continuum of care.

Evaluation

Traditional evaluation strategies are effective when stated 
outcomes refl ect realistic, attainable expectations. In other 
words, outcomes should refl ect the uncertainty of the client’s 

life.  Failure to develop such outcomes often results in client 
 frustration (Ripich, 1997).

During the evaluation process, the nurse may identify 
the need to make several adjustments because of the progres-
sion of the disease process and development or existence of a 
comorbid mental illness. Continuum of care is evaluated to 
determine whether all possible support systems are in place as 
the client deals with the fi nal stage of life. Chapter 7 addresses 
loss, grief, and end-of-life care. See Nursing Plan of Care 34-1: 
The Client With AIDS.

NURSING PLAN OF CARE 34.1

THE CLIENT WITH AIDS

Gary, age 38, a single White man, has been seeing a 
nurse–therapist weekly for 8 months with complaints of 
anxiety, sleep disturbances, and angry outbursts. Gary is 
a banker with a master’s degree in business administra-
tion. He is a member of the Jaycees, an active member of 
his church, and the captain of his bank’s softball team. He 
grew up in the Midwest and remains close to his parents 
and younger brothers, although they reside in another 
state. A gourmet cook, Gary had planned to retire early 
and travel around the world with his signifi cant other. He 
is homosexual and was diagnosed with AIDS 5 months 

prior to beginning individual therapy. Although he tested 
seropositive, he is asymptomatic at present.

DSM-IV-TR DIAGNOSIS: Adjustment disorder with anxiety

ASSESSMENT: Personal strengths: Asymptomatic; col-
lege education; actively involved in sports, church, and 
the community; fi nancially solvent; supportive family and 
signifi cant other; motivated for treatment.

WEAKNESSES: Ineffective coping skills

NURSING DIAGNOSIS: Ineffective Coping related to diagnosis of AIDS as evidenced by outbursts of anger

OUTCOME: The client will identify personal coping patterns to reduce anger.

PLANNING/IMPLEMENTATION RATIONALE

Assess the client’s present coping status. The client may not recognize positive coping skills.

Encourage verbalization of cause of anger. Verbalizing anger about his illness is an initial step 
toward dealing constructively with his personal feelings.

Validate the client’s anger regarding his illness. Validating the client’s thoughts, especially negative 
thoughts, may relieve some of the client’s anger and 
enable him to cope effectively with his feelings.

NURSING DIAGNOSIS: Anxiety related to confi rmation of AIDS diagnosis and threat to biologic integrity as 
evidenced by client’s verbalization of anxiety.

OUTCOME: The client will verbalize an increase in psychological and physiologic comfort.

PLANNING/IMPLEMENTATION RATIONALE

Make observations to the client about his anxious 
 behavior.

The client may not be aware of the relationship between 
his anger about his illness and his anxious behavior.
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KEY CONCEPTS
Although AIDS emerged in 1981 and HIV was identifi ed • 
in 1986, at this time, there is neither a cure for the disease 
nor a preventive vaccine.
Global statistics, representative of HIV/AIDS cases in • 
Africa and Asia decreased between the years of 2005 and 
2008, whereas cases in Europe and North America have 
increased during that same period. As of the end of the year 
2008, approximately 1.4 million North American adults 
and children were estimated to be living with AIDS.
The confi rmation of AIDS can be catastrophic for the • 
 client, eliciting a series of emotional and social reactions. 
Clients may experience a comorbid psychiatric disorder 
such as anxiety, depression, or psychosis or exhibit clinical 
symptoms of a grief reaction to AIDS.
Clients infected with the AIDS virus may also develop an • 
extensive array of neuropsychiatric syndromes such as 
HIV-associated dementia and HIV encephalopathy.
The family of a client with HIV/AIDS often experiences • 
severe psychological stress and trauma that challenges the 
fragile balance of roles in the family system.
Assessment is diffi cult to initiate because of the sensitive • 
nature of the topic. The psychiatric–mental health nurse may 
fi nd it diffi cult to ask clients about any history of drug use, 
sexual activity, or the presence of alternative sexual lifestyles.
Clients may enter the health care system at different phases • 
of their illness depending on their biopsychosocial and 

spiritual needs. The major thrust of assessment is to obtain 
data that will enable the nurse to formulate a plan of care 
to improve or stabilize the emotional and physical well-
being of clients and to empower clients to maintain a sense 
of control over as many aspects of their lives as possible
Assessment is ongoing as clients experience the clinical • 
phenomena of the different phases of the disease process.
Major clinical advances have dramatically changed the • 
treatment and management of HIV/AIDS due to a clearer 
understanding of the pathogenesis of HIV infection, the 
development of stronger and more effective therapeutic 
agents, the development of combination therapies, and 
the use of carefully selected complementary therapies.
Most communities have established full-service agencies • 
to provide continuum of care for HIV/AIDS clients and 
their families.
During the evaluation process, the nurse may identify • 
the need to make several adjustments to the plan of care 
because of the progression of the disease and development 
or existence of a comorbid mental illness. Continuum of 
care is also evaluated to determine whether all possible 
support systems are in place as the client experiences the 
fi nal stage of life.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.

Encourage the client to express feelings about his 
illness.

The more specifi c the client can be about his feelings, 
the better equipped he will be to deal with his illness.

Provide information about HIV/AIDS. Providing the client with information about AIDS 
gives him an opportunity to ask questions and may 
reduce his anger and anxiety.

NURSING DIAGNOSIS: Disturbed Sleep Pattern related to anxiety response secondary to the diagnosis of AIDS

OUTCOME: The client will identify techniques to induce sleep.

PLANNING/IMPLEMENTATION RATIONALE

Assess the client’s usual bedtime routine. The client may identify external stimuli or verbalize 
habits that interfere with relaxation.

Educate the client about sleep hygiene practices such 
as the avoidance of caffeine, alcohol, or exercise prior 
to bedtime.

The client may never have had a need to purposefully 
relax before retiring.

EVALUATION: Gary’s ability to control his anger, his level of physiologic and psychological comfort, and his sleep 
pattern are evaluated. The progression of Gary’s illness and the need for medical intervention are also evaluated 
during each visit.
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Critical Thinking Questions

 1. Review nursing history to learn about other epidemics 
to which nurses have responded. How are the social, 
economic, and political conditions surrounding those 
epidemics similar to conditions surrounding the AIDS 
epidemic? How are the conditions different?

 2. Considering developmental, social, and psychological 
issues, what would you tell a group of sexually active 
teenagers about AIDS?

 3. Nurses on the forefront of providing care for clients with 
AIDS in the home and hospice environments are seldom 
recognized by the media. What strategies would you use 
to create media interest in this remarkable work?

Refl ection

According to the chapter opening quote by Sadock and Sadock, 
clients with HIV infection may develop neuropsychiatric phe-
nomena. Prepare an educational tool to inform HIV-infected 
clients and their families or signifi cant others about the neu-
ropsychiatric syndromes and psychiatric disorders associated 
with AIDS. What approach would you use? Explain the ratio-
nale for your approach. Would you provide the clients and 
other attendees an opportunity to interact with you and others 
during the discussion?

NCLEX-Style Questions

 1. A 32-year-old homosexual male has recently been 
diagnosed with P. carinii pneumonia as a result of AIDS. 
He is hospitalized and receiving treatment on a medical–
surgical unit. He tells the nurse, “I did everything the 
doctor told me when I was diagnosed as having HIV and 
it didn’t matter. I still got sick.” The nursing diagnosis 
most appropriate for this client is
a. Disturbed Thought Processes related to neurologic 

changes.
b. Ineffective Coping related to altered appearance.
c. Hopelessness related to deterioration of physical 

 condition.
d. Defi cient Knowledge regarding handling the illness.

 2. A 41-year-old client has been diagnosed with AIDS and 
is having a diffi cult time coping with the implications. 
The nurse understands that which of the following is the 
most important factor affecting the client’s ability to cope 
with the diagnosis of AIDS?
a. existing support systems
b. knowledge of the disease
c. attitude of the physician
d. complexity of treatment regimen

 3. Due to the terminal nature of AIDS and the public stigma 
of a diagnosis, AIDS clients have a tendency to have 
extreme psychological reactions. The nurse assesses the 
client recently diagnosed with AIDS for which of the 
 following expected psychological responses?
a. anxiety and depression
b. cognitive impairment
c. delusions and hallucinations
d. somatic symptoms

 4. The successful plan of care for a client in the late phase of 
HIV/AIDS includes which of the following interventions/
suggestions?
a. ensuring adequate fi nancial support
b. encouraging a life review
c. monitoring for depression
d. recognizing fear of deformity

 5. Which intervention would the nurse implement to 
ensure the continuum of care for a client with HIV/AIDS?
a. assisting family to discuss feelings about client’s diag-

nosis
b. encouraging client to learn about the disease process
c. helping client identify fears related to dying
d. referring client to community AIDS support groups

 6. A client diagnosed with AIDS is in the third stage of a 
grief reaction. Which of the following would the nurse 
expect to fi nd? Select all that apply.
a. derealization
b. denial
c. questioning why
d. anger
e. shock and disbelief
f. belief that God is punishing him or her
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Many behavioral disorders are complicated by the presence 

of chronic emotional, cognitive and medical problems which 

pose signifi cant challenges for patients, families, and their care 

 management providers. Such complex behavioral illnesses, also 

termed Serious and Persistent Mental Illness (SPMI), are among 

the most complicated and diffi cult diseases to successfully treat.

—COMPREHENSIVE NEUROSCIENCE, 2009

At any given time, there are many more people with untreated 

severe psychiatric illnesses living on America’s streets than receiv-

ing care in hospitals.

—NICHOLS, 2008

Yesterday’s state hospitals have morphed into today’s jails and 

prisons.

—NASRALLAH, 2008

Seriously and 
Persistently 
Mentally Ill, Homeless, 
or Incarcerated Clients

Assertive Community Treatment 
(ACT) model

Clubhouse program
Deinstitutionalization
Empowerment Model 

of Recovery
Hate crime
Impulse control disorders
Integrated Model Program 

(IMPACT)
Mercy bookings
Respite care for the homeless
Serious and persistent mental 

illness (SPMI)
Transinstitutionalization
Welcome Home Ministries

KEY TERMS

LEARNING OBJECTIVES
After studying this chapter, you should be able to:

 1. Articulate the effect of a serious and persistent mental ill-
ness on the life of a client so affected.

 2. Discuss the relationship between serious and persistent 
mental illness and the problems of homelessness and 
incarceration.

 3. Explain how deinstitutionalization, transinstitutionaliza-
tion, and lack of community services have contributed to 
the current problems of those with serious and persistent 
mental illness.

 4. Describe the groups of individuals comprising the 
 homeless population.
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Serious and persistent mental illness (SPMI), also referred 
to as severe and persistent mental illness, is the current accepted 
term denoting a variety of psychiatric–mental health prob-
lems that lead to tremendous disability. Although commonly 
associated with illnesses such as schizophrenia, the term SPMI 
includes people with wide-ranging psychiatric diagnoses per-
sisting over long periods (ie, years) and causing disabling 
symptoms that signifi cantly impair functioning. It is estimated 
that 6% of adults (1 in 17) are diagnosed an SPMI. The defi n-
ing diagnoses of SPMI, which can include comorbidity, consist 
of 90% schizophrenia, 40% to 50% bipolar disorder, 40% to 
50% depression, and 100% dementia. Individuals diagnosed 
with SPMI may also exhibit clinical symptoms of substance 
abuse or a personality disorder (McCasaland, 2007).

The symptoms of SPMI can be ongoing throughout the lives 
of some individuals, whereas others may experience periods of 
remission. Every aspect of living can be affected by the illness, 
including family and social relationships, physical health sta-
tus, the ability to obtain employment and housing, and even 
the ability to accomplish routine activities of daily living. Per-
sons with SPMI are often shunned by society and isolated from 
the community. Their behavior is often bizarre, including such 
actions as responding to hallucinations by shouting in public 
or talking or gesturing to themselves. Their appearance may 
be disheveled because hygiene and other self-care activities are 
neglected due to the severity of the symptoms. Often, these per-
sons are unable to live independently and need assisted-living 
situations. Such clients go through the revolving doors of acute 
psychiatric care. They may be sent to group homes, to one of 
the few remaining state institutions, or to jails, or they may 
become homeless. Overall, individuals with SPMI experience 
poorly coordinated health care that is generally suboptimal, 
particularly for those with co-occurring medical conditions. 
The result is inadequate care, poor outcomes, and excessively 
high spending. As state and federal government agencies grap-
ple with controlling health care, the SPMI population has been 
largely overlooked (Comprehensive NeuroScience, 2009). 
Understanding this population and their special problems and 
needs is important for the psychiatric–mental health nurse.

This chapter focuses on the role of the psychiatric–mental 
health nurse and the application of the nursing process related 
to the current needs of individuals with SPMI. These clients 
often have coexisting problems such as homelessness, a dual 
diagnosis, or involvement with the judicial system.

SCOPE OF SERIOUS AND 
PERSISTENT MENTAL ILLNESS
The association of SPMI with poverty and poor health care cre-
ates a need for comprehensive psychiatric–mental health care 
and the use of social services to address issues related to inde-
pendent living. Factors such as substandard housing, unem-
ployment or underemployment, lack of preventive care, and 
limited access to medical care create severe stressors for indi-
viduals affected with mental illness.

The physical health of individuals with SPMI is worse than 
the physical health of those without SPMI. Poor living condi-
tions related to the failure to provide for basic needs in a stable 
environment contribute to this poor physical health status. 
In fact, people with SPMI die an average of 25 years earlier 
than the general population and about 60% of these premature 
deaths are linked to natural causes, such as cardiovascular and 
pulmonary disease. Unhealthy lifestyle habits, excessive smok-
ing, alcoholism, lack of physical exercise, and poor nutrition 
contribute to the increased health risk. In addition, those who 
take psychotropic medications are at increased risk for meta-
bolic disturbances (Mahoney, 2007; Nasrallah, 2008).

Factors Related to the Current Problems of 
the Seriously and Persistently Mentally Ill

Three factors have contributed to the current problems associ-
ated with SPMI. These factors, complex and related to the his-
tory of psychiatric–mental health treatment over the last several 
decades, include deinstitutionalization, transinstitutionaliza-
tion, and the lack of community services to provide for the 
multiple needs of the seriously and persistently mentally ill.

Deinstitutionalization
Deinstitutionalization, the process by which large numbers 
of psychiatric–mental health clients were discharged from 
public psychiatric facilities during the last 40 years, created 
an infl ux of seriously and persistently mentally ill clients 
sent back into the community to receive outpatient care. 
 Deinstitutionalization is a major factor in the current problems 
of the mentally ill who may be unable to navigate the complex-
ities of community living due to frontal lobe pathology, poor 
executive function, severe memory defi cits, or impaired social 
cognition. Since 1960, >90% of state psychiatric hospital beds 

 5. Identify those clients with serious and persistent mental 
illness who are at risk for incarceration.

 6. Compare and contrast mental health and social service 
treatments for nursing-home residents, the homeless, 
and the incarcerated who are experiencing serious and 
persistent mental illness.

 7. Articulate the impact of managed care on the mental 
health treatment and continuum of care of those with 
serious and persistent mental illness.

 8. Discuss the effect of a member of the family having 
 serious and persistent mental illness.

 9. Summarize important nursing assessments for the client 
with serious and persistent mental illness.

10. Determine nursing implementations that are important 
for a client with serious and persistent mental illness.

11. Construct a nursing plan of care for a client with serious 
and persistent mental illness.
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have been  eliminated. This process began in 1955, and accel-
erated with the Civil Rights legislation of the 1960s as well 
as the withdrawal of federal-government fi nancing for state-
hospital clients in the 1970s (Nasrallah, 2008; PBS.org, 2005) 
(see Chapter 8). See Clinical Example 35-1 for an example.

Transinstitutionalization
Transinstitutionalization is the process of transferring state-
hospital clients to other facilities. Nursing-home placement 
and incarceration remain a signifi cant component of transin-
stitutionalization. Clients with SPMI exhibit severely limited 
independent functioning. Furthermore, America’s jails and 
prisons are now surrogate psychiatric hospitals for thousands 
of individuals with the most severe brain diseases. Although the 
mentally ill are more likely to be crime victims, their behaviors 
have been criminalized and deemed illegal (Nasrallah, 2008; 
Treatment Advocacy Center [TAC], 2003).

Inappropriate Use and Lack of Community 
Services
The initial plans for deinstitutionalization involved federal 
funding for community mental health centers with the goal of 

providing early diagnosis and timely treatment in a  community 
setting, rather than in large state hospitals removed from the 
community. The belief was that these mental health centers 
would eliminate the need for state hospitals. However, cost 
shifting by the federal government to state governments for 
these mental health centers led to inadequate and insuffi cient 
money for treatment. In addition, issues of insuffi ciently trained 
personnel and funding mechanisms were not addressed. Large 
numbers of clients who were  deinstitutionalized were  actually 
transferred to nursing homes and other similar institutions. 
Those who did not qualify for nursing-home care were released 
to hastily established group homes, boarding homes, person-
al-care facilities, or the streets. Today, while many individuals 
with SPMI live below the poverty level and are barely able to 
meet their subsistence needs, funding for aftercare  community 
services continues to decline (Nasrallah, 2008; Sadock & 
Sadock, 2008).

Categories of Seriously and Persistently 
Mentally Ill Clients

The categories of seriously and persistently mentally ill clients 
who provide challenges to the psychiatric–mental health nurse 
include nursing-home residents, the homeless, and the incar-
cerated. Each group is discussed below.

Nursing-Home Residents
An act of Congress and a Supreme Court decision to perform 
preadmission screening and resident reviews (PASRRs) prior 
to admission have not stopped the inappropriate placement of 
mentally ill adults into nursing homes that do not provide psy-
chiatric services (see Chapter 8). According to Bagchi, Verdier, 
and Simon (2009), there are people in nursing homes who 
are seriously and persistently mentally ill (eg, schizophrenia, 
bipolar disorder, and personality disorder) and in need of more 
than casual mental health services. For example, in 2004, a 
total of 102,000 (6.8%) of nursing home residents were diag-
nosed with a mental illness compared to 125,000 in 2009. In 
addition, the number of younger, mentally ill nursing home 
residents between the ages of 22 and 64 years has risen and 
they now comprise roughly 9% of the nursing home popula-
tion. A shortage of state funding for mental hospitals and a lack 
of hospital psychiatric beds have led to the placement of these 
individuals in nursing homes (McKnights.com, 2009).

Federal agencies have accepted state recommendations to 
improve nursing-home admission criteria for clients with men-
tal illness and to provide appropriate mental health services. 
However, the individual states must agree to initiate programs 
(eg, availability of on-site mental health services and reim-
bursement for services) and remove certain barriers for reform 
to occur.

The Homeless
Homeless individuals and families are those who are sleeping 
in places not meant for human habitation (eg, cars, parks, side-
walks, or abandoned buildings) or who sleep in emergency 

CLINICAL EXAMPLE 35.1

A Client After Deinstitutionalization

EM was among the large population of clients 
released from state hospitals from 1960 to 1980. 
Hospitalized since adolescence, she was in her thir-
ties when released and was unable to function in 
society. Without family support and lacking funda-
mental resources or employment skills, she became 
permanently dependent on social services. EM was 
admitted to the hospital after police were called 
by her landlord and neighbors, who complained 
that she was knocking on doors in the middle of 
the night and threatening people with harm. Her 
apartment contained large amounts of trash and 
was infested with cockroaches. The landlord began 
eviction proceedings soon after she was hospi-
talized. This was her 16th hospital admission for 
 mental illness.

SELFAWARENESS PROMPT
Think about a client you have met with seri-

ous and persistent mental illness. Did the client 
have any physical health problems? Was the client 
compliant with treatment recommendations? How 
would you rate the client’s living situation? What 
interventions would you plan for the client?
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shelters as a primary nighttime residence. Other individuals 
may be considered homeless if they

live in transitional or supportive housing;• 
ordinarily sleep in transitional or supportive housing but • 
are spending 30 or fewer consecutive days in a hospital 
or other institution;
are being evicted within a week from a private dwell-• 
ing and without resources to obtain access to alternative 
housing; and
are being discharged from an institution in which they • 
resided for >30 consecutive days and without resources 
to obtain access to alternative housing (U.S. Department 
of Housing and Urban Development, 2002).

By its very nature, homelessness is impossible to measure with 
100% accuracy. Researchers use different methods to measure 
homelessness. One method, point-in-time counts, attempts to 
count all the people who are literally homeless on a given 
day or during a given week. A second method, period preva-
lence counts, attempts to count the number of people who are 
homeless over a given period of time. The high turnover in the 
homeless population documented in various studies suggests 
that many people experience homelessness but do not remain 
homeless. For example, over time some people will fi nd hous-
ing and escape homelessness, whereas new people will lose 
housing and become homeless (Miller, 2009a; National Coali-
tion for the Homeless [NCH], 2005a).

Recent studies suggest that the United States generates 
homelessness at a much higher rate than had been previ-
ously thought. The best approximation of homelessness 
states that about 3.5 million people—1.35 million of them 
children—are likely to experience homelessness in a given 
year. Homeless people suffer from high rates of mental 
health problems exacerbated by living on the streets and 
in shelters. An estimated 40% to 45% of homeless persons 
suffer from mental disorders in a given year. In addition, 
approximately 30% of homeless individuals have a history 
of chronic substance abuse (Mahoney, 2007; NCH, 2005a; 
Nichols, 2008).

Homelessness among those with SPMI usually occurs as a 
result of several factors, including lack of family involvement, 
inability to pay rent, bizarre behaviors, and commitment to 
a psychiatric institution. A new wave of deinstitutionaliza-
tion, and the denial of services or premature and unplanned 
discharge brought about by managed care arrangements, also 
may be contributing to the continued presence of the homeless 
population (NCH, 2005b).

Risk Factors for Homelessness
Several factors place homeless persons with SPMI at risk 
(Nichols, 2008). These include

presence of positive symptoms of schizophrenia;• 
concurrent drug or alcohol abuse;• 
presence of a personality disorder;• 
high rate of disorganized family functioning from birth to • 
age 18;

lack of current family support; and• 
hopelessness; no longer believing that anyone can or will • 
help them.

See Clinical Example 35-2 for an example.
Although mental illness can precipitate homelessness, the 

crisis of being homeless can also compound the problem of 
mental illness. That is, the stressors of not being able to meet 
basic needs, and of being exposed to the elements and other 
risks to safety such as violence, can all increase the severity and 
persistence of mental illness.

Special Populations of the Homeless
Health care providers today are confronted with the changing 
face of the homeless. According to a study completed by the 
University of California, San Diego School of Medicine, home-
lessness was most frequently associated with people who were 
diagnosed with schizophrenia or bipolar disorder, who were 
substance abusers, and who had no public-funded health care. 
Men were also more likely to be homeless than women. Latinos 
and Asian Americans were less likely to be homeless than Afri-
can Americans. The higher rate of homelessness among African 
Americans could be related to fewer community resources for 
this group of individuals (Science Daily, 2005).

Although mentally ill homeless persons are more likely 
than those without mental illness to receive fi nancial aid, they 
fare signifi cantly worse in terms of victimization, physical 
health, level of subsistence needs met, and subjective qual-
ity of life (Sullivan, Burnam, Koegel, & Hollenberg, 2008). In 
addition, the problems associated with homelessness can have 
specifi c consequences depending on the age and gender of the 
individual affected.

Children, Adolescents, and Young Adults
Numerous psychiatric–mental health problems that manifest 
in adolescence and young adulthood have their roots in early 
childhood. An important risk factor for infants and children 
is the occurrence of psychopathology in the primary caregiv-
ers. For example, preschool and school-age children of women 

CLINICAL EXAMPLE 35.2

The Homeless Client with SPMI

DN was removed from her parents’ home at the 
age of 8 after physical and sexual abuse. She 
lived in fi ve different foster homes until the age 
of 15, when she was placed in a group home. At 
age 17, she ran away from the group home and 
lived on the streets or in shelters in between the 
times she was hospitalized. DN’s situation includes 
risk factors for homelessness, including the pres-
ence of positive symptoms of schizophrenia (hal-
lucinations and delusions), a personality disorder, 
and a  chaotic family experience until age 18.
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who are homeless and mentally ill are at high risk for physical 
and emotional illnesses, as well as developmental delays. Poor 
nutrition, chronic stress of the caregiver who is homeless, and 
lack of access to preventive health care are contributing factors. 
The adolescent population is at high risk for being physically 
and sexually abused. They are also at high risk for using drugs 
and alcohol to cope with homelessness.

Women
Women who are homeless have often experienced domestic 
violence. When mental illness is present, the combination of 
the illness and lack of adequate resources is a causative factor 
in homelessness. A history of unwanted pregnancies and sexu-
ally transmitted diseases, and the risk for rape and violence, 
also are common in homeless women.

The Elderly
Homeless elders, although increasing in numbers, continue to 
be a forgotten population. Homelessness is largely the result 
of poverty as many elders are unable to work due to physi-
cal frailty (eg, chronic, debilitating medical condition) and/or 
mental disabilities (eg, depression, dementia, or chronic sub-
stance abuse). For example, an elderly demented or depressed 
person may present with signifi cant memory problems, cog-
nitive impairments, poor judgment, or poor comprehension. 
Such conditions may threaten an elderly person’s stable hous-
ing  situation (eg, nonpayment of rent because of cognitive 
 diffi culties and memory loss) or create a dangerous environ-
ment in the home, often leading to loss of housing (eg, leav-
ing water running or forgetting to turn off the stove) (Health 
Resources & Services Administration, 2009; NCH, 2009).

Hate Crimes Against the Homeless
Hate crime is defi ned by the U.S. Congress as a crime in which 
the defendant intentionally selects a victim because of the 
victim’s race, color, or national origin. The term, victim, also 
applies to property, business, institution, or society as a whole 
(U.S. Department of Justice, 2009).

The federal law to combat hate crimes (Title 18 U.S.C. 
§245) was passed in 1968. It mandated that the government 
must prove both that the crime occurred because of a victim’s 
membership in a designated group and because the victim 
was engaged in certain specifi ed federally protected activities 
(eg, serving on a jury, voting, attending public school). Federal 
bias crime laws such as the Hate Crimes Statistics Act of 1990 
and the Hate Crimes Sentencing Enhancement Act of 1994 fur-
ther clarifi ed the defi nition of hate crime by stating that the 
crime occurs because of “actual or perceived race, color, national 
origin, ethnicity, gender, disability, or sexual orientation of any 
person” (NCH, 2006). In October, 2009, the Mathew Shepard 
and James Byrd Jr. Hate Crimes Prevention Act was signed into 
law. This Act, an expansion of civil rights laws since the mid-
1990s, provides federal protections to include people who are 
victims of violent crimes because of sexual orientation, gender, 
or disability (U.S. Department of Justice, 2009).

During the last several years, advocates and homeless-
shelter workers have received news reports of homeless 

 individuals, including children, being harassed, kicked, set 
on fire, beaten to death, and even decapitated. During the 
year 2008, the nation’s law enforcement agencies reported 
that there were 9,691 victims of hate crimes. Of the 9,691 
acts, 7 resulted in death. Additional hate crime statistics 
provided by the U.S. Department of Justice (2009) state 
that

51% were bias against race (4,934 victims);• 
17.9% were bias against religious belief (1,732 victims);• 
17.6% were bias against sexual orientation (1,706 vic-• 
tims);
12.7% were bias against ethnicity/national origin (1,226 • 
victims); and
0.9% were bias against disability (57 of the 85 victims • 
were victims of antimental disability bias).

Most hate violence is committed by individual citizens who 
harbor a strong resentment toward a certain group of people; 
who violently act out their resentment toward the perceived 
growing economic power of a particular racial or ethnic group; 
or who take advantage of vulnerable and disadvantaged per-
sons to satisfy their own pleasure. Teens who are “thrill seek-
ers” are the most common perpetrators of violence against the 
homeless (NCH, 2006). See Chapter 33 for additional infor-
mation regarding hate crimes.

The Incarcerated
The process of deinstitutionalization has also resulted in a sig-
nifi cant population of clients with SPMI being maintained in 
jails and prisons. Since the 1970s, when state mental institu-
tions were closed, correctional facilities now house more indi-
viduals with SPMI than ever before. According to statistics 
provided by Assistance to the Incarcerated Mentally Ill (AIMI), 
approximately 1.25 million mentally ill American citizens are 
incarcerated (Now Public.com, 2008).

Additional statistics regarding the seriously and persis-
tently mentally ill incarcerated population were reported by 
the Bureau of Justice Statistics (2006):

Bipolar disorder was the most frequent diagnosis fol-• 
lowed by major depression and then psychosis.
Female inmates had higher rates of mental health prob-• 
lems than male inmates.
Inmates with a mental health problem also had high rates • 
of substance dependence or abuse in the year prior to 
their admission.
An estimated 61% of state prisoners and 44% of jail • 
inmates with a mental health problem also had a history 
of violent offense.
13% of state prisoners and 17% of jail inmates were • 
homeless prior to incarceration.
Approximately 27% of state prisoners and 24% of jail • 
inmates reported past physical or sexual abuse.
Approximately 33% of state prisoners, 25% of federal • 
prisoners, and 16% of jail inmates had received mental 
health treatment (ie, prescribed medication) since 
admission.
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Factors Related to Incarceration
Those with psychiatric–mental illness are often incarcerated 
because community-based programs are nonexistent, are 
fi lled to capacity, or are inconveniently located. Other factors 
include the failure to address clients’ mental health problems 
and obstacles to commitment to psychiatric care by the legal 
structure. Persons with a mental illness are incarcerated for 
overt, aggressive behavior caused by psychotic symptoms such 
as hallucinations or delusions, vagrancy, trespassing, disorderly 
conduct, alcohol-related charges, or failure to pay for a meal. 
Generally, the offense leading to incarceration occurs as a result 
of either the effect of the mental illness itself or the problem of 
mental illness coexisting with a substance-abuse disorder. See 
Clinical Example 35-3.

Mercy bookings, defi ned as arrests made by police to 
protect individuals with SPMI, are surprisingly common. This 
is especially true for women, who are easily victimized, even 
raped, on the streets (PBS.org, 2005).

The jails and prisons lack necessary services for effective 
treatment of the mentally ill, and thus have become warehouses 
for those with nowhere else to go. Often, persons with mental 
illness remain incarcerated for longer periods of time than do 
persons without mental illness who are in prison for the same 
charges. Unfortunately, jails and prisons usually exacerbate the 
clinical symptoms of mental illness, either because individuals are 
not given the necessary medication to control their symptoms, or 
because they are placed in solitary confi nement (TAC, 2003).

Clients at Risk for Incarceration
Most crimes for which the seriously and persistently mentally 
ill are arrested are minor. However, some mentally ill offenders 
require incarceration to protect society. These offenders often 
include individuals with impulse control disorders, sexual dis-
orders, substance-abuse disorders, bipolar disorders, personal-
ity disorders, and, as noted earlier, psychotic disorders.

The Client with an Impulse Control Disorder
Many psychological problems are characterized by a loss 
of control or a lack of control in specifi c situations. Usu-
ally, this lack of control is part of a pattern of behavior that 
also involves other maladaptive thoughts and actions, such as 

 substance abuse. Statistics have shown that >30% of  individuals 
 hospitalized for psychiatric disorders (eg, major depressive dis-
order, personality disorder, or PTSD) also had an impulse con-
trol disorder (Potenza, 2007; Psychology Information Online, 
2009; Wachter, 2008).

Impulse control disorders are characterized by a per-
son’s failure to resist an impulse despite negative consequences, 
thus not preventing oneself from performing an act that will 
be harmful to self or others. This includes the failure to stop 
gambling and the impulse to engage in violent behavior 
(eg, road rage), sexual behavior, fi re starting, stealing, and 
self-abusive behavior. Researchers believe that impulse con-
trol problems may be related to functions in specifi c parts of 
the brain, and may be caused by a hormonal imbalance or the 
abnormal transmission of nerve impulses. Although the specifi c 
etiology is unknown, a person who has had a head injury or the 
diagnosis of temporal lobe epilepsy is at higher risk for devel-
oping an impulse control disorder. Diagnosis is only made after 
all other medical and psychiatric disorders that might account 
for the symptoms have been ruled out (Psychology Informa-
tion Online, 2009). Examples of impulse control disorders that 
often lead to incarceration are listed in Table 35-1.

The Client with a Sexual Disorder
Individuals with the diagnosis of a sexual disorder may be 
incarcerated due to exhibitionism, voyeurism, rape, or pedo-
philic behavior. U.S. government statistics indicate there were 
154,000 people in state prisons at the end of 2004 whose most 
serious offense was rape or other sexual assault. These statistics 
do not include prisoners who committed sex offenses along 
with more serious crimes, people imprisoned for sex offenses 
not classifi ed as sexual assault, and people incarcerated in non-
prison facilities (mainly jails and juvenile detention). If these 
numbers are added to the U.S. government statistics, the total 
number of people incarcerated for sex offenses since 2004 
probably well exceeds 200,000 (Burns, 2009).

Recidivism rates vary based on the type of offense and 
other risk factors such as offender age, degree of sexual devi-
ance, criminal history, and victim preferences. Sex offenders 
are often reputed to be incorrigible and will go on to reoffend. 
The U.S. Department of Justice found that approximately 5% of 
sex offenders released from prison were rearrested for new sex 
crimes within three years (Bureau of Justice Statistics, 2006).

The Client with a Substance-Related Disorder
More than 90% of inmates with SPMI who are incarcerated 
have life-long drug or alcohol disorders. In addition, more 
than half of incarcerated mentally ill clients report having 
used drugs or alcohol while committing their current offense 
(Bureau of Justice Statistics, 2006). Clients with a dual diagno-
sis are more likely to become homeless, to be hospitalized, to 
have greater diffi culty sustaining employment, and to be non-
compliant with treatment.

The Client with Bipolar Disorder
The prevalence of bipolar disorder in the prison population 
has been estimated at approximately 6%. Prominent bipolar 

CLINICAL EXAMPLE 35.3

The Client with SPMI Who is Incarcerated

FR was never able to secure employment due to 
his SPMI and has depended on welfare and group-
home living. He had a substance-abuse problem 
and when drinking would frequently destroy prop-
erty or become involved in fi ghts. Thus, he has a 
history of being incarcerated. FR also has a his-
tory of obesity and diabetes mellitus, has had one 
 myocardial infarction, and continues to smoke and 
not manage his diabetes well.
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symptoms such as agitation, impulsivity, poor judgment, and 
psychosis increase the risk of criminal behavior. Comorbidity 
with a substance-use disorder is greater than with any other 
Axis I disorder. Offenses for which clients with bipolar disorder 
are usually incarcerated cover a broad spectrum, but violent 
crimes are twice as common as property or drug-use crimes. 
Crimes of noncompliance (ie, failure to heed the police) are 
also frequently committed.

The Client with a Personality Disorder
Individuals with a personality disorder make up a large propor-
tion of the violent mentally ill; antagonistic and hostile traits 
are noted in eight of the different personality disorders. Antiso-
cial, borderline, and schizotypal personality disorders are the 
most common types noted in clients who are incarcerated.

Clients with antisocial personality disorder fail to con-
form to social norms with respect to lawful behaviors. They 
violate the rights of others and repeatedly perform acts that 
are grounds for arrest. Clinical features also include deceitful-
ness, impulsivity, irritability and aggressiveness, recklessness, 
irresponsibility, lack of remorse, and the presence of a conduct 
disorder before the age of 15 years.

Clients with borderline personality disorder exhibit impul-
sivity that is potentially self-damaging. They have diffi culty 
controlling anger, thereby posing a threat to the safety of oth-
ers, and they exhibit transient stress-related paranoid behavior. 
Clients with the diagnosis of schizotypal personality disorder 
exhibit suspiciousness or paranoid thoughts, odd or peculiar 
behavior, excessive social anxiety, and odd beliefs or magi-
cal thinking that infl uence behavior inconsistent with social 
norms. These clients are all at risk for incarceration because of 
their propensity or natural inclination to commit unlawful acts 
(American Psychiatric Association, 2000; Sadock & Sadock, 
2008).

Risk for Suicide Among Incarcerated Clients
Related to the problem of the lack of treatment for mental ill-
ness in jails and prisons is the problem of suicide. Suicide is 
the leading cause of death in jails, and most jail suicides occur 
in the mentally ill population (eg, clients with schizophrenia or 
bipolar disorder); (TAC, 2003).

The characteristics of individuals who commit suicide 
during incarceration include the presence of a signifi cant men-
tal illness, a history of suicide attempts, older age, a lengthy 
sentence, and segregated or isolated housing. Incarcerated 
individuals with SPMI often have a diffi cult time integrat-
ing into the prison population because of the illness’s effect 
on their behavior. In addition, they have diffi culty commu-
nicating and relating to others. Bizarre behavior is disquiet-
ing to other nonill inmates, who frequently react with violence 
against those with cognitive or behavioral disorders, thereby 
making life in jail a brutal experience for them. Consequently, 
many of the mentally ill, who are isolated or segregated from 
the population at large and receive little or no treatment for 
their illness, are at risk for self-destructive behavior. For each 
successful suicide in jail, there are many others that are unsuc-
cessful (TAC, 2003).

THE NURSING PROCESS

Assessment

The assessment of clients with SPMI, including the homeless 
or incarcerated, can be challenging. For example, homeless cli-
ents with SPMI often view the mental health system with suspi-
cion and apprehension. Furthermore, about 50% to 75% of the 
incarcerated youth nationwide suffer from SPMI and are legally 

TABLE 35.1

Examples of Impulse Control Disorders

Type of Disorder Description of Disorder

Intermittent explosive The client exhibits episodes of aggressive behavioral outbursts in either the destruction of property or physical 
assaults on others. The degree of aggressive behavior is in proportion to a precipitating factor. Legal problems 
usually occur as a result of destruction of property, assault, or domestic violence.

Kleptomania The client feels tension, experiences a compulsive need to steal items, and then experiences a sense of plea-
sure at the time of the theft. The items are not stolen for their monetary value nor are they stolen to express 
 vengeance. Clients are often charged with shoplifting.

Pathological gambling The client experiences persistent maladaptive gambling that creates serious problems interfering with his or her 
personal life and work. Financial problems often occur and the client may engage in criminal activity to cover 
fi nancial losses.

Pyromania The client experiences an increasing sense of tension or affective arousal and deliberately and purposefully sets 
a fi re, resulting in a sense of intense pleasure or relief. Firesetting, also referred to as arson, generally results in 
the destruction of property and may destroy life—resulting in legal problems for the client.

SOURCES: Psychology Information Online. (2009). Impulse control disorders. Retrieved December 21, 2009, from http://www.psychologyinfo.
com/problems/impulse_control.html; Sadock, B. J., & Sadock, V. A. (2008). Kaplan & Sadock’s synopsis of psychiatry: Behavioral sciences/clinical 
psychiatry (10th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.
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entitled to mental health services; however, access to care is 
limited because of confusion about consent and confi dential-
ity, and lack of continuity of care across placement changes. 
The nurse may need to work closely with a social worker, case 
manager, or other support persons to obtain suffi cient data to 
develop a plan of care that addresses the individual needs of 
these clients (Christensen, 2005; Mahoney, 2004).

Wendling (2006) discusses the possibility of inadequate 
assessment and misdiagnosis of clients with SPMI who are fre-
quently hospitalized. For example, <50% of clients with the 
diagnosis of bipolar disorder received the same diagnosis upon 
readmission to the same facility within 30 days, and 90% of the 
clients with schizoaffective disorder were later diagnosed with 
bipolar disorder, major depression, or schizophrenia. Client 
factors that may impede the assessment process include poor 
reporting or deliberate misrepresentation of clinical symp-
toms, refusal to participate in interviews, and overidentifi ca-
tion with a diagnosis because benefi ts or services are tied to a 
specifi c diagnosis. Therefore, assessment of a client with SPMI 
must be comprehensive, focusing on physical health status, 
current clinical symptoms, self-care abilities, living situation, 
coping skills and available support systems, compliance with 
medications, and the presence of substance abuse. Informa-
tion regarding previous treatment, including hospitalization, 
should be obtained if available. Assessment may occur in a 
variety of settings including the hospital, long-term care facil-
ity (eg, nursing home or assisted-living facility), jail or prison, 
homeless shelter, or clinic.

Physical Health Status

A general physical assessment is performed using either a head-
to-toe approach or a review-of-systems approach. Admission 
assessment forms from the specifi c health care facility guide 
this assessment. Problems related to negative symptoms and 
lack of attention to physical health, often an issue with the 
SPMI client, are noted. Poor nutrition, chronic smoking, and 
sedentary lifestyle are risk factors for chronic health problems 
such as heart and lung disease, obesity, diabetes mellitus, and 
metabolic syndrome. Less than 50% of clients on antipsychotic 
agents are being adequately screened for metabolic risk. Point-
of-care (POC) glucose testing to metabolic screening is a very 
useful tool that gives the nurse an immediate measure of sever-
ity of metabolic abnormalities. Clients with SPMI are also at 
greater risk of death from cardiovascular disease than the gen-
eral population (DeFranco, 2008; Stone, 2007).

Current Clinical Symptoms
Usually, the client’s psychiatric diagnosis is one of the major 
psychotic disorders, such as schizophrenia or bipolar disorder. 
However, the client may exhibit clinical symptoms related to 
personality disorder, lack of impulse control, substance abuse, 
or inappropriate sexual behavior. (Refer to Chapters 21, 22, 
24, 25, and 26, respectively, for specifi c assessment informa-
tion related to these disorders.) Assessment for hallucinations 
or delusions, associative looseness, changes in affect, loss of 

reality contact, impaired judgment, and excessive anxiety or 
agitation is important. The client also is questioned about 
thoughts of self-harm or the desire to harm others. Anger is 
easy to recognize. Raised voice, inappropriate staring, clenched 
fi sts, agitation, and verbal threats are examples of potential vio-
lent or abusive behavior. If the nurse encounters the client in 
an acute psychiatric facility or an institutional setting, he or she 
assesses the reason for the admission as well as the presence of 
stressors leading up to admission. Clear, direct communica-
tion in a calm, quiet environment is key. Suffi cient time must 
be allowed for the client to respond to assessment questions. 
Several risk assessment instruments and guides related to the 
topics of violence and recidivism exhibited by clients with 
SPMI (eg, history of spousal abuse, workplace violence, or 
sexual abuse) are available at Violence Risk.com (http://www.
violence-risk.com/risk/instruments.htm).

Self-Care Abilities
Assess the client’s self-care abilities and the ability to provide 
for basic physical needs (eg, grooming, bathing, feeding, toi-
leting). Many clients with SPMI experience frequent decom-
pensation (ie, return of psychotic symptoms) and fi nd that 
negotiating activities of daily living can become overwhelming 
whether they reside in an institutional setting or are homeless.

Current Living Situation
Because homelessness is a common problem for clients with 
SPMI, ask about the client’s current living situation. If home-
lessness is a problem, establish the circumstances, including 
how long the client has been homeless and whether the client 
uses available shelters. Often, the client may live in an assisted-
living situation, such as a group home or a boarding home. 
Living situations of clients who reside in a nursing home or 
who are incarcerated are also assessed. Question clients to 
describe how they get along with the other clients and staff in 
these situations.

Coping Skills and Support Systems
Because the nursing plan of care builds on the client’s strengths, 
assess for evidence of the client’s coping skills and areas of 
functioning that are satisfactory.

Questions about the client’s available support systems are 
important in determining resources available for assistance. If 
family members maintain involvement with the noninstitution-
alized client, the nurse determines the level of daily assistance, 
monitoring, and crisis intervention provided. If a family mem-
ber accompanies the client, ask the family member about the 
impact of the client’s problems on family functioning. Assess the 
effect of the SPMI on the family, including what specifi c situa-
tions are especially diffi cult for the family to handle. The fam-
ily member also is asked how the client’s illness has affected 
relationships with family and friends. This information helps 
to determine the level of isolation that exists in the family as a 
result of the client’s illness. When family involvement is limited 
or absent, ask about other people with whom the client interacts 
on a regular basis. Case managers and mental health personnel 
working with the client may be the primary support systems.
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Compliance with Medication
Because noncompliance with prescribed psychotropic medica-
tions is a major reason for the reoccurrence of symptoms, ask 
about the use of medications. Clients who are seriously and per-
sistently mentally ill are generally placed on psychotropic med-
ication to treat psychosis, depression, anxiety, or substance-use 
disorder. Unfortunately, despite their need for treatment and 
their good intentions, clients with SPMI have diffi culty com-
plying with treatment regimens, especially when they are long 
term. Educational status is unrelated as to how well clients fol-
low medication recommendations. If instructions are too gen-
eral, the client is left to infer why the medication is needed. For 
example, it is not uncommon for clients with the diagnosis of 
bipolar disorder to stop taking medication when they believe 
that their clinical symptoms are stabilized (Basco, 2008).

Determine whether the client takes prescribed medications 
on a daily basis and evaluate for any adverse effects that the 
client fi nds distressing. Adverse effects are often present and 
may be one of the reasons for noncompliance. The nurse uses 
a screening tool, such as the Abnormal Involuntary Movement 
Scale (AIMS) (discussed in Chapter 16), to assess for extrapy-
ramidal adverse effects if the client is taking antipsychotic or 
neuroleptic medication.

Substance-Abuse Problems
Because substance abuse is often a problem for the client with 
SPMI and often contributes to arrest and incarceration, assess-
ment is key. A screening tool, such as the CAGE questionnaire 
for alcoholism discussed in Chapter 25, is useful in determin-
ing the coexistence of a substance-abuse problem. Questions 
focus on the specifi c substances and the amount, frequency, 
and length of time used. The client also is asked whether he 
or she has received any treatment for substance abuse. Inad-
equate treatment often leads to continued substance abuse and 
repeated incarceration.

Nursing Diagnoses

Many nursing diagnoses can apply to the client with SPMI. Pri-
orities are established on the basis of the client’s physical health 
status, potential for harm to self or others, current symptom-
atic behaviors, self-care abilities, coping skills, and available 
support systems. See the accompanying Examples of North 
American Nursing Diagnosis Association (NANDA) Nursing 
Diagnoses box.

Outcome Identifi cation

The concept of SPMI describes a population of mentally ill 
people, not a Diagnostic and Statistical Manual of Mental Disor-
ders, 4th Edition, Text Revision (DSM-IV-TR) diagnosis, living in 
a variety of environments (eg, at home or in a nursing home, 
homeless shelter, or prison), who are recipients of interven-
tions by a multidisciplinary team that focuses on a biosocial 
rather than a purely medical approach. Functional outcomes, 
especially social and occupational, are generally more impor-
tant than symptomatic outcomes (Spollen, 2003).

Outcomes for clients who are living alone, homeless, reside 
in long-term care facilities, or are incarcerated may vary. However, 
outcomes generally focus on maintaining client safety; establish-
ing and maintaining client self-care; establishing client trust and 
facilitating interaction with staff and peers; and decreasing the 
presence of delusional thinking and hallucinatory experiences. 
Other outcomes include increased positive self-statements, hav-
ing the client agree to take prescribed psychotropic medications, 
and the provision of family support when available. Long-term 
goals, which depend upon the client’s specifi c diagnosis, focus 
on the client’s ability to remain symptom-free; establish and 
maintain an independent living situation or adjust to an alterna-
tive living situation; increase social interaction; and participate 
in ongoing treatment programs. Provisions for continuum of 
care include coordination of the multiple social services neces-
sary for the client to live in the community. See the accompany-
ing Examples of Stated Outcomes box.

EXAMPLES 
OF NANDA NURSING DIAGNOSES

CLIENT WITH SERIOUS AND PERSISTENT 
MENTAL ILLNESS

Interrupted Family Processes related to presence  •
of persistent mental illness in a member
Ineffective Health Maintenance related to inabil- •
ity to access services for health care
Imbalanced Nutrition: More Than Body Require- •
ments related to high-fat, high-carbohydrate diet
Ineffective Role Performance related to presence  •
of persistent mental illness
Disturbed Thought Processes related to presence  •
of delusions and/or associative looseness
Chronic Low Self-Esteem related to multiple psy- •
chiatric hospitalizations and failure to establish 
independent lifestyle
Hopelessness related to lack of resources neces- •
sary to establish and maintain a home
Impaired Social Interaction related to lack of, or  •
inability to use, social and communication skills
Ineffective Coping related to inability to handle  •
problems of daily living
Noncompliance (failure to take prescribed psy- •
chotropic medications or participate in long-term 
psychiatric treatment) related to uncomfortable 
side effects of medications and/or denial of men-
tal illness
Risk for Violence: Self-Directed or Other-Directed  •
related to presence of command  hallucinations, 
impairment in reality contact, or increased agitation
Disturbed Sensory Perception (Visual and/or  •
Auditory) related to presence of hallucinations
Social Isolation related to failure to establish and  •
maintain interactions with others
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Planning Interventions

The nurse encounters clients with SPMI in various settings, 
including the home, inpatient unit, hospital emergency 
room, mental health clinic, long-term care facility, homeless 
shelter, or corrections facility. The focus on working with 
clients with SPMI is often much broader than straightfor-
ward medication management. To maximize functioning, 
interventions should focus on stabilization of physical health 
problems, psychosocial rehabilitation including job train-
ing, availability of social support systems and community 
resources, maintenance of stable housing, and training cli-
ents to minimize their risk of victimization (Sullivan et al., 
2008). Planning nursing interventions is also dependent on 
the nurse’s ability to assess the client and to establish and 
maintain a therapeutic relationship. The client with a history 
of SPMI has usually experienced rejection by others, and the 
nurse’s communication of care and concern is important if 
recidivism is to be minimized.

Implementation

As noted earlier, since deinstitutionalization, the psychiatric–
mental health nurse in the public sector may encounter the cli-
ent in a variety of settings. Furthermore, mandatory outpatient 
psychiatric–mental health treatment may occur through the 
avenues of civil commitment, pretrial diversion, or probation, 
or because a client is declared unfi t to stand trial. Table 35-2 
lists types of outpatient treatment that may be mandated for 
mentally ill clients (Silberberg, Vital, & Brakel, 2001).

Various approaches have been used when providing inter-
ventions for clients who are seriously and persistently mentally 
ill. They include

providing a safe environment;• 
promoting physical health;• 
providing medication management and education;• 
using cognitive–behavioral therapy to orient the client to • 
reality, promote self-care, enhance self-esteem, and pro-
vide support;
employing psychosocial rehabilitation to teach the client • 
various skills;
using the Assertive Community Treatment (ACT) model • 
to provide comprehensive care;
providing continuum of care; and• 
educating the family.• 

The combination of medication management with the cognitive 
–behavioral approach or with psychosocial rehabilitation has 
proven to be effective in the treatment of clients with SPMI.

Providing a Safe Environment
If the client is hospitalized, institutionalized, or incarcerated, 
the nurse establishes and maintains an environment that pro-
motes and protects client safety. It is vitally important for the 
nurse to identify clients at risk for suicide. Suicide precautions, 
safety rounds, and consistent rules and expectations for client 
behavior on the unit are important in the promotion of safety. 
If the client demonstrates agitation, de-escalation techniques 
are used, such as reducing environmental stimuli, talking to 
the client in a calm and controlled manner, and encouraging 
him or her to talk about feelings and issues. The nurse protects 
the client from the consequences of acting-out behaviors by 
offering the client medication to decrease agitation or the use 
of a quiet room to promote calm.

Promoting Physical Health
The nurse uses a wellness-education approach to improve the 
health status of the client. Such an approach should focus on 
physical activity, health literacy, nutrition, spirituality, and life-
style choices to help clients attain the information and skills 
they need to live healthier lives. For example, the client is 
encouraged to stop smoking, improve nutrition, and increase 
physical activity and exercise. Although exercise has little 
effect on the underlying mental illness, it may help to improve 
mood, decrease symptoms such as lack of energy and psycho-
social withdrawal, relieve clinical symptoms of a comorbid 
disorder such as depression and anxiety, and improve brain 

Examples of Stated Outcomes

CLIENT WITH SERIOUS AND 
PERSISTENT MENTAL ILLNESS

The family will verbalize knowledge of coping  •
measures useful when dealing with a persistently 
mentally ill family member.
The client will utilize referrals for services neces- •
sary to maintain health.
The client will maintain healthy diet consisting  •
of low-fat, adequate protein and carbohydrate 
intake.
The client will accept necessary assistance to  •
function in expected roles.
The client will demonstrate reality-based thoughts  •
without presence of delusional thinking.
The client will identify positive aspects of self- •
functioning in several areas of life.
The client will use resources necessary to estab- •
lish and maintain a home.
The client will use social and communication  •
skills in establishing successful interactions with 
 others.
The client will establish coping measures to  •
 handle activities of daily living.
The client will take prescribed psychotropic med- •
ications and participate in long-term psychiatric 
treatment.
The client will maintain safety of self and others. •
The client will verbalize decrease or absence of  •
hallucinatory experiences.
The client will identify and interact with people  •
who are supportive and helpful.
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and  cognitive function in sedentary individuals. Participation 
in group exercise programs can help build motivation and 
provide consistent support. Regular routine screenings such 
as Pap tests, mammograms, and prostate screenings are also 
encouraged (Mahoney, 2007; McDevitt & Wilbur, 2006).

Providing Medication Management 
and Education
Medication management usually consists of neuroleptics or 
atypical antipsychotics to decrease the positive and nega-
tive symptoms of schizophrenia or to stabilize the mood of 
clients with bipolar disorder, antidepressants for clients who 
primarily exhibit clinical symptoms of depression, and anxi-
olytics for clients who exhibit clinical symptoms of anxiety 
(see  Chapter 16 for specifi c medications). Differences in the 
environmental settings such as shelters or correctional facilities 
can affect prescribing decisions and add a level of complexity 
to pharmacologic management. For example, if medication is 
prescribed three times a day to a client in a correctional facil-
ity, the possibility exists that the client will get only one or 
two dosages because of security emergencies or unexpected 
detainee movement in the system. Depot medications may be 
prescribed. However, clients are at risk for developing adverse 
reactions that may not be detected in a timely fashion.

Client education focuses on the illness and the prescribed 
psychotropic medications. Nonadherence to psychotropic 
medications is the overwhelming cause of treatment failure in 
clients with SPMI. Adherence is often affected by how well a 
client accepts medication and its effectiveness. For example, 
 nonadherence is rare when clients are prescribed medication 
that has immediate effects (eg, benzodiazepines and pain reliev-
ers). Antipsychotics are rarely seen by clients as benefi cial and 
most have unwelcome adverse effects (Stephenson, 2008).

Finnell (2005) suggests utilizing the Stages of Change Model 
(see Chapter 25) during medication management to determine 
the client’s commitment to adherence. Once the client agrees to 
take the medication as directed, encourage the client to keep a 
record of times the medication is taken and any changes in symp-
toms. Adherence is encouraged when the nurse invites questions 
from clients, provides educational material, encourages honesty, 
is clear and fl exible about follow-up plans, and addresses stigma 
(Stephenson, 2008). Christensen (2005) suggests providing 
psychotropic samples to outpatient clients to ensure medication 
compliance. Clients may not have insurance coverage, access to 
a pharmacy, or the fi nancial means to pay for prescribed medica-
tion. Symptom control is emphasized as the goal.

Using Cognitive–Behavioral Therapy
The cognitive–behavioral therapy approach for clients with 
SPMI involves improving their ability to test reality, promot-
ing self-care, enhancing self-esteem, and providing support. 
 During therapy, the nurse establishes concrete goals with the 
client and focuses on the development of coping skills and 
problem-solving techniques. Nursing interventions are used to 
remotivate the client, increase his or her sense of control, and 
increase socialization skills (see Chapter 14).

Orienting to Reality
Clients with SPMI often have diffi culty recognizing or accepting 
reality. During cognitive–behavioral therapy, the nurse employs 
various techniques to help clients improve their  ability to test 
reality and regain control of their environment. The nurse may 
reinforce reality through the use of a calendar and large poster 
boards that include the date, weather, names of staff, and sched-
ule of activities for the unit or clinic if the  client is seen on an 
outpatient basis. When the client experiences  hallucinations 

TABLE 35.2

Types of Mandated Outpatient Treatment for Mentally Ill Offenders

Outpatient civil 
 commitment

As specifi ed by each state’s mental health code, the detainee appears in a civil court rather than a criminal 
court. The criminal event is offered as evidence that civil dangerousness exists and the detainee is mandated 
to receive outpatient mental health treatment.

Pretrial diversion The defendant negotiates a pretrial diversion by agreeing to undergo outpatient treatment in return for the 
elimination or reduction of charges, pretrial jail time, or both.

Probation Also referred to as court-supervised release, the defendant, after entering a plea of guilt or being convicted on 
criminal charges, is given a court-supervised release in lieu of incarceration. A series of conditions include the 
following:
• No further criminal violations
• Reporting requirements to a designated agency or offi cial
• No fi rearms or other dangerous weapons
• No out-of-state travel without court approval
• Home visits by the probation offi cer

Fitness to stand trial If a defendant is declared unfi t to stand trial, outpatient treatment is imposed by the criminal court as a less 
restrictive alternative to hospitalization. The defendant will return to court for trial when psychiatry determines 
that the defendant’s clinical symptoms have resolved and the defendant is able to stand trial.

SOURCE: Silberberg, J. M., Vital, T. L., & Brakel, S. J. (2001). Breaking down barriers to mandated outpatient treatment for mentally ill 
 offenders. Psychiatric Annals, 31(7), 433–440.
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or delusions, the nurse intervenes by accepting that the hal-
lucinatory voice or the delusional thought is real to the client. 
Explaining to the client that the nurse neither believes what 
the client believes, nor hears what the client hears, reinforces 
reality. Malhotra (2006) suggests telling the client that it is 
important to remember that hallucinations and delusions are 
created in one’s mind. Explain to the client that a video camera 
or a tape recorder cannot capture hallucinations or delusions. 
Suggest that the client ask a trusted family member or friend 
to verify what is heard. A helpful technique includes direct-
ing the client to tell the voices that they hear to go away. This 
technique helps the client learn to push the voices aside rather 
than pay attention to what they are saying.

Focusing on something concrete in the immediate envi-
ronment also helps the client by distracting him or her from 
the voices or the delusional thought. Simple physical activities, 
such as writing, drawing, or using an exercise bike, can redi-
rect energy to acceptable activities and help distract the client.

When a client demonstrates loose associations, the nurse 
clarifi es the meaning of the client’s communication and focuses 
the client on “here-and-now” issues. Telling the client that the 
nurse does not understand what the client is trying to say is 
important feedback to the client’s communication. Encour-
aging the client to explain in another way communicates the 
nurse’s interest in understanding the client’s experience.

Promoting Self-Care
Clients with SPMI often neglect personal hygiene. They may 
not have access to supplies or may lack motivation to attend 
to personal hygiene. During cognitive–behavioral therapy, the 
nurse encourages the client to maintain personal hygiene, and 
uses techniques such as positive reinforcement to improve the 
client’s efforts. Telling the client in a matter-of-fact manner that 
it is time to take a shower, and then providing the materials 
needed for showering, provide necessary cues. If the client is 
completely unable to perform self-care, the nurse provides care 
in an accepting, nonjudgmental manner. The nurse continues 
to encourage the client in self-care measures, however. A regu-
lar routine for hygiene activities helps to structure the client’s 
day and reinforces these activities on a daily basis.

Enhancing Self-Esteem
The client with SPMI often has great diffi culty feeling positive 
about him- or herself because of repeated failures in multiple 
areas of living. During cognitive–behavioral therapy, the nurse 
communicates respect for the client and identifi es those areas 
in which the client has been able to function. Encouraging the 
client to identify positive self-statements and provide examples 
of positive functioning promotes self-esteem. Other nursing 
interventions may include

identifying positive coping skills;• 
helping the client use problem solving for identifi ed • 
 problems;
teaching assertiveness skills; and• 
encouraging participation in support groups in which • 
 others are experiencing similar problems.

Providing Support
During cognitive–behavioral therapy, the nurse provides 
 support to the client by listening with empathy to the client’s 
story. Most likely, the client with SPMI has been subjected to 
multiple instances of rejection on the basis of appearance and 
behaviors. The nurse enhances the client’s feelings of being 
understood through the use of active listening skills. Remem-
ber that the client’s perspective is important because it deter-
mines what the client views as problems, as well as how the 
client will respond to perceived problems. For example, the 
nurse may believe that the client’s major problem is the experi-
ence of hallucinations, while the client may be focusing on his 
or her current living situation as the primary problem. Fisher 
(2005) suggests using an empowerment education approach 
that shifts focus from the client’s illness to health, and from the 
nurse’s perspective to the client’s perspective. The Empower-
ment Model of Recovery describes mental illness as a com-
bination of severe emotional distress and an interruption of a 
person’s place in the community and social role. The model 
emphasizes that emotional distress is a temporary disruption 
in life (White, 2005). Utilizing this approach, the nurse focuses 
on the client’s priorities and goals to promote empowerment.

National Empowerment Center
The National Empowerment Center, Inc. (NEC) is a consumer/
survivor/ex-patient–run organization that communicates a 
message of recovery, empowerment, hope, and healing to 
people who have been labeled with mental illness. Members 
of the organization believe that recovery and empowerment 
are not the privilege of a few, but rather are possible for each 
person diagnosed with a mental illness whether on the back 
ward of a state mental institution or working as an executive 
in a corporation. NEC has a toll-free information and referral 
line (800-769-3728) and a Web site (www.power2u.org/) to 
provide information to mental health consumers. The organi-
zation keeps updated lists of consumer-run organizations and 
advocacy groups (eg, independent living centers, disability 
rights groups) in all 50 states (NEC, 2005).

Employing the Psychosocial Rehabilitation 
Approach
The psychosocial rehabilitation approach is appropriate for 
settings such as the mental health center, partial hospitaliza-
tion unit, and outpatient programs. One of the most hopeful 
aspects of a psychosocial rehabilitation approach is the use of 
the Clubhouse program to provide continued social support 
and meaningful prevocational training.

The Clubhouse program is a voluntary, participatory group 
of clients who work together to secure and sustain employ-
ment, locate and maintain appropriate housing, and participate 
in recreational and social activities. The nurse uses elements 
of this approach by teaching the client social skills, such as 
how to introduce oneself to another, how to ask for assistance 
in a store, and how to talk to someone in a social setting. The 
nurse also teaches the client the skills necessary for indepen-
dent living, such as housekeeping, shopping, and  cooking. 

Shives_Chap35.indd   628Shives_Chap35.indd   628 11/6/2010   5:33:50 PM11/6/2010   5:33:50 PM

http://www.power2u.org/


CHAPTER 35    Seriously and Persistently Mentally Ill, Homeless, or Incarcerated Clients   629

Basic employment-skills training is another part of psychoso-
cial rehabilitation appropriate for the client who desires a job 
(International Center for Clubhouse Development, 2009).

Using the Assertive Community Treatment 
(ACT) Model
The Assertive Community Treatment (ACT) model is a 
team treatment approach designed to provide comprehensive, 
 community-based psychiatric treatment, rehabilitation, and sup-
port to persons with SPMI who often have coexisting problems 
(eg, homelessness or substance abuse) or are involved with the 
judicial system (see Chapter 8). It is an evidence-based practice 
that evolved in the late 1960s and has been implemented in sev-
eral U.S. cities as well as in other countries including Australia, 
Sweden, Canada, England, and the United  Kingdom. The Depart-
ment of Veterans Affairs has also implemented ACT. Services, 
which include initial and ongoing assessments and psychiatric–
mental health care, are available 24 hours a day, 365 days a year 
(Assertive Community Treatment Association, 2009). Box 35-1 
describes the basic principles of ACT. Despite the effi cacy of 
ACT, the demand for such services far outpaces the supply. The 
National Institute of Mental Health estimates that on any given 
day in any given year, 40% of the 2.3 million American adults 
with bipolar disorder and 2.2  million with schizophrenia do not 
get treatment for their conditions (Mahoney, 2005).

Providing Continuum of Care
The psychiatric–mental health nurse works as a team mem-
ber in planning continued treatment for the client with SPMI. 

Coordination of services, including the social services  necessary 
for community living and continued psychotherapeutic sup-
port, is important. Team treatment meetings and communica-
tion with assigned case managers enhance client support on an 
ongoing basis. Clients are urged to remain in the Clubhouse 
program because it emphasizes wellness and health and can 
reduce recidivism in clients with SPMI.

Unity Health System in Rochester, NY, provides continuum 
of care for homeless clients. The Integrated Model Program 
(IMPACT), based on the Assertive Community Treatment 
model, was initially funded by a 3-year, $1.6 million grant from 
the Substance Abuse and Mental Health Services Administra-
tion (SAMHSA). It allows clients to have access to whatever 
level of treatment they need (eg, day treatment, partial hospi-
talization, outpatient care). The goal of the program is to reduce 
clients’ hospital admissions and criminal involvement, improve 
their quality of life, and prepare them to become employed 
(Assertive Community Treatment  Association, 2009).

Respite care for the homeless is another form of contin-
uum of care that is currently available for clients with SPMI. In 
communities throughout the country, innovative health care 
agencies are providing temporary housing and cost-effective 
medical care for homeless people who are too ill to remain on 
the streets, but not ill enough to be in a hospital. These provid-
ers offer services in many ways, from shelter-based programs 
to free-standing facilities. Other cities provide their services 
through apartment-based models, nursing facility models, and 
more. They all share at least one commonality: a passionate 
commitment to meeting the needs of homeless people who are 
ill (National Health Care for the Homeless Council, 2009).

The ACT multidisciplinary team, which includes a  •
psychiatrist and a mental health nurse, serves as the 
client’s primary care provider.
Services are provided in a variety of community set- •
tings such as the client’s home, parks, local restau-
rants, or nearby stores.
Treatment plans, which are modifi ed as needed, are  •
developed with input by the client and are based 
on individualized needs and strengths, hopes and 
desires.
Team members utilize a proactive approach, assist- •
ing clients to participate in and continue treatment 
so that they may live independently and recover 
from disability.
Services are long-term (ie, many years), due to  •
impairments associated with serious and persistent 
mental illness.

Clients are encouraged to participate in community  •
employment and vocational rehabilitation.
Substance-abuse services are provided by the team  •
as needed.
Psychoeducational services are provided to teach  •
clients about mental illness and the skills needed to 
improve their illnesses and lives.
Family support and education are provided with  •
active involvement by the client.
The team promotes client participation in commu- •
nity activities and membership in organizations of 
the client’s choice.
Accessibility to health care services and health  •
 education is provided.

BOX 35.1

Basic Principles of the Assertive Community Treatment (ACT) Model

SOURCE: Assertive Community Treatment Association. (2009). Act model. Retrieved December 21, 2009, from http:/www. actassociation.
org/actModel/
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Not all programs that provide continuum of care are 
 government funded. For example, Welcome Home  Ministries 
(WHM) is a voluntary organization started by a nurse who 
received her master’s degree in theology and became an ordained 
minister. The program is briefl y described in the next section.

Welcome Home Ministries (WHM)
Recognizing that the transition from life in correctional facili-
ties to life on the outside can be diffi cult for a woman, WHM, a 
faith-based community program in California, supports women 
who have recently been released from prison (see Chapter 8). 
Most of the clients are White women older than 30 years who 
have less than a high school education, have been addicted to 
drugs for >10 years, and are estranged from their families. Cli-
ents are supported as they maintain drug recovery, fi nd a safe 
place to stay, complete probation, complete their education, 
fi nd a job, and resume relationships with their families (Miller, 
2009b). Not all clients who are recipients of continuum of care 
in programs such as ACT or WHM have success stories.

Concerns About Continuum of Care for Homeless 
Clients
Virtually every homeless person with SPMI has had prior experi-
ence with the mental health service delivery system. The com-
plex problems of this population also illustrate the importance 
of providing additional services to augment psychiatric–mental 
health treatment. These services include targeting and improving 
physical health status, locating housing, and providing appropri-
ate services so that individuals with mental illness can maintain 
their housing. Providing these services is costly and often results 
in fragmentation. A lack of adequate resources that are compre-
hensive and coordinated continues to be a major issue in the 
treatment of clients with SPMI. Operation Safety Net, Doctors 
Without Walls, and Multidisciplinary Unsheltered Homeless 
Relief Outreach of Morgantown (MUSHROOM) are examples 
of innovative programs in which health care professionals and 
medical students attempt to deliver coordinated medical and 
psychiatric “street medicine” to the homeless (Schneider, 2007).

Concerns About Continuum of Care for Incarcerated 
Clients
Discharge planning and follow-up (ie, continuum of care) are 
the key components of correctional-facility psychiatric–mental 
health programs, although they are the weakest elements of pro-
grams nationwide. Released offenders have a variety of service 
needs that must be addressed. Case management that begins 
in the correctional facility and continues into the community 
can provide continuing contact between community-treatment 
staff and criminal-justice staff. Linkage should be made to the 
following programs if continuum of care is to occur:

Entitlement to Supplemental Security Income (SSI) and • 
Medicaid
Money management and representative payee programs• 
Mental health treatment, including that for dual diagnosis • 
if present

Psychosocial rehabilitation• 
Housing• 
Medical care• 

Concerns About Managed Care
The managed-care system was founded in the 1990s, with 
the primary motive of reducing expenditures by withholding 
services that are considered unnecessary and substituting less 
expensive services. Managed care requires using less costly 
alternative treatments whenever possible. Therefore, brief 
sessions of psychotherapy have replaced the former, lengthy 
model of psychotherapeutic sessions. Psychotropic drugs are 
ordered as a fi rst choice.

The shorter length of stays in acute care facilities and the 
reliance on medication as the fi rst, and sometimes only, treat-
ment can be problematic. Hospitalization provides a stopgap-
type approach to the problem of SPMI. The client is admitted 
during an acute psychotic episode and, in many cases, the 
episode is related to the fact that the client has not used pre-
scribed medication or followed the prescription for continued 
treatment given at the previous inpatient admission. For many 
clients with SPMI, acceptance of the illness and of the need to 
take medication is diffi cult. Client–focused psychosocial rea-
sons that contribute toward nonadherence during managed 
care include

denial or minimalization of illness;• 
desire to maintain control of treatment;• 
cognitive diffi culties that interfere with following • 
 instructions;
presence of a comorbid psychiatric disorder;• 
distrust of the provider of care;• 
shame or stigma; and• 
family or cultural issues (Stephenson, 2008).• 

Educating the Family
The nurse provides assistance to families coping with a mem-
ber having SPMI by using a psychoeducational approach. After 
assessing the family’s areas of concern, the nurse teaches them 
about the illness, symptom management, use of medications, 
and measures to enhance the client’s medication compliance. 
The nurse also encourages the family members to use support 
groups such as NAMI. The family members are encouraged to 
maintain normal daily activities and to participate in social and 
recreational activities that are pleasurable.

Evaluation

The nurse evaluates the outcomes of client care and the degree 
to which established goals have been met. For clients with 
SPMI, care is ongoing and includes the provision of support 
necessary for community living. Recurrence of symptoms is 
common. When services are coordinated and comprehen-
sive, the client may receive support to avoid hospitaliza-
tion and maintain community housing and support systems 
(see  Nursing Plan of Care 35-1).
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DM is a 24-year-old unemployed single female who was 
readmitted to the psychiatric inpatient unit following a 
suicide attempt in which she had taken an overdose of 
prescribed psychotropic medications along with alco-
hol. Shortly after taking the pills and alcohol, she called 
911 and asked for help. She spent 2 days in the medical–
surgical unit and was transferred to the psychiatric unit 
when medically stable.

Upon her admission, the nurse notes a fl at affect, 
drooping eyelids, uncombed and greasy hair, and a gen-
eral disheveled appearance with poorly fi tting, unkempt 
clothing. DM’s voice is a monotone and she answers 
questions in a brief manner.

According to chart data, DM lives in a rent- subsidized 
apartment by herself. She had been homeless for the 
fi rst 3 months of this current year. This was her 19th psy-
chiatric admission, with the fi rst admission occurring 
when she was 9 years old. Past history reveals that her 
father and older brothers physically and sexually abused 
her and that she lived in a series of foster homes and 
group homes from the ages of 10 to 18. She also has a 
history of drinking alcohol and smoking pot, beginning 
at age 9. During adolescence, she abused cocaine and 
heroin and resorted to prostitution to obtain money for 

drugs. She has been noncompliant with past treatment 
recommendations, including outpatient treatment and 
psychotropic medications.

DSM-IV-TR DIAGNOSIS: Schizoaffective disorder, 
depressive type: Post-traumatic stress disorder; Alcohol 
abuse; Cannabis abuse

ASSESSMENT: Personal strengths: Has some insight 
as evidenced by verbalizing, “I know I need to stay on 
the medications and continue in counseling in order to 
get better.” Recognizes factors leading to readmission: 
stopping medications, experiencing fl ashbacks related 
to abuse history, and isolating herself in her apartment. 
Has a GED and has taken several college courses. Likes 
to write in a journal and also writes poetry. Has a good 
singing voice and has been in a church choir in the past

WEAKNESSES: Expresses self-hatred stating, “I know 
I’m worthless and no good. I can’t stay out of the hospital 
or live on my own.” Lacks a support system, identifying 
only a case manager as her primary support person. Ver-
balizes little motivation to stop using alcohol and drugs 
and has been unable to obtain and keep a job

NURSING PLAN OF CARE 35.1

THE CLIENT WITH SERIOUS AND PERSISTENT MENTAL ILLNESS

NURSING DIAGNOSIS: Risk for Self-Directed Violence related to persistence of suicidal thoughts

OUTCOME: The client will remain safe in the hospital environment, verbalizing an absence of suicidal 
thoughts.

PLANNING/IMPLEMENTATION RATIONALE

Implement suicidal precautions, establishing one-to-
one supervision.

DM needs constant supervision and limitation of 
opportunities to harm herself.

Encourage DM to sign a “no self-harm” contract. Signing a contract may lower DM’s risk of suicide and 
enable her to attend activities.

Encourage DM to write thoughts and feelings in 
a journal sharing this with the nurse–therapist and 
 doctor.

Writing thoughts and feelings enables DM to 
 externalize her feelings.

NURSING DIAGNOSIS: Chronic Low Self-Esteem related to past history of abuse and feelings of shame and 
guilt about her inability to stay out of the hospital

OUTCOME: DM will verbalize at least three personal strengths within the next 3 days.
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PLANNING/IMPLEMENTATION RATIONALE

Use active listening skills in assisting DM to talk 
about issues of concern related to past history.

Discussing her feelings can help DM to identify, 
accept, and work through her feelings even if they 
are painful or otherwise uncomfortable.

Help DM identify positive aspects about herself. DM’s feelings of low self-esteem are real to her. 
 Positive feedback presents a different viewpoint that 
DM can begin to integrate into her thoughts.

NURSING DIAGNOSIS: Ineffective Coping related to reliance on abusive substances when feeling overwhelmed 
by problems

OUTCOME: DM will select the location and times for attending AA meetings upon discharge.

PLANNING/IMPLEMENTATION RATIONALE

Help DM identify reasons to stop use of alcohol and 
drugs.

DM may recognize the relatedness of ineffective cop-
ing and problematic behavior.

Provide DM with literature about AA. DM may not understand the dynamics of AA.

Encourage DM to verbally commit to attending an 
AA meeting the same day she is discharged.

Problems for clients who have dual diagnosis are often 
complicated and require ongoing community support.

NURSING DIAGNOSIS: Social Isolation related to withdrawal from others when feeling depressed.

OUTCOME: The client will actively participate in group therapies and community meetings during hospitalization.

PLANNING/IMPLEMENTATION RATIONALE

Teach DM social skills. DM may have little or no knowledge of social 
 interaction skills.

Discuss with the client the benefi ts of interacting 
with others.

Interacting with DM and providing feedback provides a 
concrete example of the benefi ts of interacting for DM.

NURSING DIAGNOSIS: Risk for Noncompliance with outpatient treatment/medication recommendations 
related to past history.

OUTCOME: DM will sign a behavioral agreement to follow recommendations for outpatient treatment and 
prescribed psychotropic medications.

PLANNING/IMPLEMENTATION RATIONALE

Discuss with DM past history of noncompliance, 
 identifying factors related to noncompliance.

DM may have inadequate or incomplete information 
about appropriate treatment for her diagnosis.

Review DM’s knowledge of prescribed psychotropic 
medication.

DM may be more likely to conform if she feels fully 
informed about the reason for medication.

Identify any adverse effects experienced by DM 
when taking medication.

DM may be noncompliant because of adverse effects 
of prescribed medication.

Help DM write a specifi c behavioral contract 
 identifying outpatient treatment recommendations.

Writing a specifi c behavioral contact is an effective 
method of minimizing treatment noncompliance.
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EVALUATION: Evaluation focuses on the achievement of the specifi ed outcomes. The nurse provides specifi c 
data, indicating that the client has achieved the outcomes and identifying the effect of the nursing implementa-
tions. In this case the client remained safe in the hospital environment and reported an absence of thoughts of 
suicide. The client identifi ed three positive areas of strength, including the use of a journal to identify feelings, 
willingness to participate in the treatment plans, and concern for other clients on the psychiatric unit. During 
inpatient treatment, the client attended an AA meeting and was able to commit to attending a meeting in her 
community on the day of discharge. The client participated in all group therapies on the unit and wrote a specifi c 
behavioral contract agreeing to participate in an outpatient treatment program. 
Data for this care plan were adapted from an unpublished paper (Fall, 2000) by Patricia Catalogna, Student 
Nurse from Luzerne County Community College.

KEY CONCEPTS
Statistics indicate that approximately 6% of adults (1 in • 
17) are diagnosed with a SPMI such as schizophrenia, 
bipolar disorder, depression, and dementia.
People with serious and persistent mental illness (SPMI) • 
have disabling symptoms that signifi cantly impair func-
tioning over their lifetime.
Deinstitutionalization, transinstitutionalization, and lack • 
of community services contribute to the current problems 
and issues of the seriously and persistently mentally ill.
Categories of seriously and persistently mentally ill clients • 
who provide challenges to the psychiatric–mental health 
nurse include nursing-home residents, the homeless, and 
the incarcerated.
Factors contributing to homelessness of the SPMI popula-• 
tion include the presence of positive symptoms of schizo-
phrenia, concurrent drug or alcohol abuse, the presence 
of a personality disorder, lack of family support, and 
hopelessness. In addition, the problems associated with 
homelessness can have special consequences in regard to 
the age and gender of the individual affected, such as chil-
dren, women, and the elderly.
Clients with the diagnosis of impulse control disor-• 
der,  sexual disorder, substance-related disorder, bipo-
lar  disorder, and personality disorder are at risk for 
 incarceration.
Suicide is the leading cause of death in correctional facili-• 
ties. Most suicides in correctional facilities occur in the 
mentally ill population.
Settings in which the nurse may assess clients with SPMI • 
include the hospital, long-term care facility, jail or prison, 
homeless shelter, or clinic.
Assessment of the client with SPMI focuses on physical • 
health status, current clinical symptoms, self-care abilities, 
current living situation, coping skills and support systems, 
medication compliance, and the presence of substance 
abuse.

Nursing diagnoses are multiple, and priorities are • 
 established on the basis of the client’s physical health sta-
tus, potential for harm to self or others, current symp-
tomatic behaviors, self-care abilities, coping skills, and 
available support systems.
Outcomes focus on maintaining client safety, establishing • 
and maintaining self-care, establishing trust and interac-
tion with staff and others, decreasing symptomatic behav-
iors, increasing self-esteem, and maintaining medication 
compliance.
Implementation focuses on providing a safe environ-• 
ment, promoting physical health, providing medication 
management and education, using cognitive–behavioral 
therapy including orienting to reality, promoting self-
care, enhancing self-esteem, and providing support by 
using approaches such as the psychosocial rehabilitation 
approach or the ACT model, providing continuum of care, 
and educating the family.
Coordination of services, team treatment meetings, and • 
communication with assigned case managers enhance cli-
ent support during continuum of care. Clients are urged to 
continue in programs that emphasize wellness and health 
to reduce recidivism.
The nurse uses a psychoeducational approach to assist • 
families coping with a member having SPMI.
Lack of adequate resources that are comprehensive and • 
coordinated continues to be a major issue in the treatment 
of homeless clients. Discharge planning and continuum of 
care are the weakest elements of correctional-facility men-
tal health programs.
The impact of managed care on the continuum of care • 
includes brief treatments, shortened hospital stays, and 
reliance on medications to control symptoms.

For additional study materials, please refer to the Student 
Resource DVD-ROM located in this textbook.
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Critical Thinking Questions

 1. Interview several clients with multiple rehospitalizations 
in psychiatric–mental health inpatient care and ask about 
factors related to readmission. Identify common factors 
that clients discuss. How could you use these data in 
preventing readmission of these clients?

 2. What topics would you include in an educational pro-
gram for families of clients experiencing SPMI?

 3. What services are available in your community for clients 
with SPMI?

 4. Construct a nursing plan of care for a client with a diag-
nosis of schizophrenia, undifferentiated type, who has 
persistent hallucinations and is currently homeless. What 
are the priority nursing diagnoses and realistic outcomes 
for this client? How could the nurse establish a therapeu-
tic relationship with this client?

Refl ection

The chapter opening quotes indicate that there is a need for 
 psychiatric–mental health nurses to provide care for the seri-
ously and persistently mentally ill, homeless, or incarcerated 
clients. Refl ect on your psychiatric nursing curriculum. Most 
curriculums address the issues of chronic mental illness, but 
may not address psychosocial needs of the homeless or incarcer-
ated client. Are the psychosocial needs of these clients included 
in the curriculum? If not, determine why. If they are addressed, 
are the nursing interventions realistic? Explain your answers.

NCLEX-Style Questions

 1. The nurse identifi es which factor as being most related 
to an increased risk of homelessness in a client with a 
history of serious and persistent mental illness and an 
unstable living environment?
a. lack of family involvement
b. history of physical illness
c. poor hygiene
d. lack of education

 2. The nurse uses which of the following interventions to 
establish rapport and provide support for the client with 
serious and persistent mental illness?

a. teaching social skills
b. providing cognitive restructuring
c. listening to client’s story
d. establishing reality contract

 3. A client tells the nurse about hearing voices for many 
years, telling him that he is worthless. Which action by 
the nurse would be most effective?
a. directing the client to tell the voices he hears to go 

away
b. listening carefully to the message of the voices
c. telling the client that the voices are only his 

 imagination
d. exploring with the client the origin of the voices

 4. Which assessment fi nding would be most important for 
a client with a severe and persistent mental illness who is 
incarcerated?
a. physical illness
b. hallucinations and delusions
c. suicidal thoughts
d. aggressive tendencies

 5. The nurse assists the client with a serious and persistent 
mental illness to take a shower and change clothes on the 
basis of which rationale?
a. It is easier for the nurse to provide care rather than 

wait for the client to initiate it.
b. The nurse’s assistance positively reinforces the client 

to maintain personal hygiene.
c. The client will feel better if hygiene needs are met.
d. The client will be offensive to peers if not clean.

 6. Which of the following would the nurse identify as an 
impulse control disorder? Select all that apply.
a. kleptomania
b. antisocial personality
c. pathological gambling
d. pyromania
e. intermittent explosive disorder
f. bipolar disorder
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A
AA (Alcoholics Anonymous), 419, 419b
Abandonment, 55b, 57

crisis intervention discontinuation and, 166
elder abuse and, 585, 586t

Abduction, 582
Abnormal Involuntary Movement Scale (AIMS), 210, 

330
Abnormal sexual behavior, 428
Abuse, 578

abused (victim), 578
abused/neglected child and, 581
domestic violence and, 588

abuser (perpetrator), 578
domestic violence and, 588
potentially abusive parents and, 579, 579b

assessment of, 591–594, 592t, 593f
child

assessment of, 591
characteristics of, 579, 579b
classifi cations of, 579–583
etiology of, 579
psychiatric–mental health disorders and, 493

crisis and, 578
elder, 585–586
elements of, 578
emotional, 581–582
evaluation of, 597
nursing diagnoses for, 594
nursing process and, 591–597, 597–598b
outcome identifi cation and, 594
planning interventions and implementation, 

594–597, 597b
sexual abuse

adult, 583–585
child, 582

substance. See Substance-related disorders
transcultural considerations and, 594

Abuse Assessment Screen, 593, 593f
Abuser (perpetrator)

characteristics of, 578
domestic violence and, 588

Acamprosate, for alcohol abuse treatment, 415–416
Accessory-to-sex rape, 585
Acculturation, 34
Acetaminophen, for aging client, 539, 538t
Acetophenazine, 210t
Acetylcholine, antiparkinsonism agent mechanism of 

action and, 224
ACOA (Adult Children of Alcoholics), 419
Acquired immunodefi ciency syndrome (AIDS)

assessment of, 607–610, 608b
client/family education and, 612
community support groups, 612
continuum of care and, 612–613
early phase

assessment, 608, 608b
planning and implementation, 611

epidemiology, 604–605
global distribution of, 604f

evaluation and, 613
family dynamics affected by, 606–607, 607b
grief reaction to, 606
groups at risk for, 605

history and etiology of, 604
immune recovery syndrome and, 610
late phase

assessment of, 609, 609b
planning and implementation for, 612

middle phase
assessment of, 608, 608b
planning and implementation for, 611

neuropsychiatric syndromes and, 606
nursing diagnoses for client with, 610
nursing process for client with, 607–613, 613–614b
outcome identifi cation and, 610
planning interventions and implementation, 

611–613, 612b
psychiatric disorders and, 605–606
psychosocial impact of, 605–607
transcultural considerations, 609, 609b

ACT (Assertive Community Treatment), 92
for serious and persistent mental illness, 

629–630, 629b
Act of dying, 78–80, 79t
Activities of daily living (ADL), 148. See also Needs

cognitive disorders, 454, 455t, 460
Actual nursing diagnosis, 118
Acupuncture, 241b

for pain management, 245
Acute brain failure, 454. See also Delirium
Acute care facilities, 86–87
Acute confusional state, 454. See also Delirium
Acute dyskinesia, 207
Acute dystonia, 207
Acute insomnia, 109
AD. See Alzheimer’s disease
Adaptation, theory of, 28
Adaptive behavior, assessment of, in children/ 

adolescents, 503b
Addiction, 394. See also Substance-related disorders

psychiatric–mental health disorder and (dual 
 diagnosis), 568–574, 568t, 569t

sexual, 435
Addictions nursing, 397
Addictive personality, 397
ADHD. See Attention-Defi cit Hyperactivity Disorder
ADHD Rating Scale, 503b
Adherence/nonadherence (compliance/noncompliance)

serious and persistent mentally illness and, 627
Adjunctive/management therapy, 153
Adjustment disorder, in children/adolescents, 

500–501
Adolescent psychiatry, history of, 488–489
Adolescents

abused/victims of violence, assessment of, 591
alcohol use/abuse and, 394
anxiety in, 488t, 492
crisis intervention for, 166
and death, 81, 81t
depression in

clinical symptoms of, 501b
interventions for, 510
nursing plan of care for, 515–516b

electroconvulsive therapy (ECT), 232, 232b
homeless, 620–621
individual psychotherapy with, 175–176
psychiatric–mental health disorders in

assessment of, 504

clinical symptoms and diagnostic  characteristics 
of, 494–501

continuum of care and, 512–514
drug therapy for, 507–508t
environmental risk factors and, 493–494
etiology of, 489–494
evaluation and, 514
history of psychiatric treatment of, 488–489
implementation and, 506–512, 507–508t
nursing diagnoses for, 504–505
nursing process for, 501–514, 515–516b
outcome identifi cation and, 505
planning interventions, 505–506
prevalence of, 488, 488t
psychosocial risk factors and, 492–493
special needs of, 512
transcultural considerations and, 504

psychosis/psychotic disorder in
assessment of, 504
client/family education and, 511
etiology of, 491
interventions for, 511

sexual assessment of, 437
sexual development in, 431
sleep patterns, 109
suicide in, 552

interventions for, 559–560
risk assessment and, 503b, 556

Adult Children of Alcoholics (ACOA), 419
Adult sexual abuse

harassment, stalking, and sexual coercion, 
583–584

rape, 584–585
Adulthood

late, 522, 526
sexual development in, 431–432

Adults
attention-defi cit hyperactivity disorder in, 491, 496

homeless, 620–621Advance care planning, 75, 75b
Advance directives (ADs), 75

psychiatric, 57
Advance psychiatric directives (APDs), 56, 57
Adverse effects, 206t

of antianxiety agents, 212
of anticonvulsants, 223
of antiparkinsonism agents, 224
of antipsychotics, 207–208, 208t
of atypical antidepressants, 217–218
electroconvulsive therapy (ECT), 232–233
of hypnotics, 212
of monoamine oxidase inhibitors (MAOIs), 

218–219
nursing interventions for, 206t
of selective serotonin reuptake inhibitors (SSRIs), 

215–216
of stimulants/mood elevators, 221
of tricyclic antidepressants, 216–217

Affect, 103
assessment of, 101
cognitive disorders and, 460–461
mood disorders and, 309–310
personality disorders and, 381–382

management of disturbances in, 384b
Affective disorders, 298. See also Mood disorders
Affective disturbance, 326

Note: Page numbers followed by the letter b refer to boxed material; those followed by the letter f refer to fi gures; and those followed by the letter t refer to tables.
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African American ethnic groups/clients
elderly

adjusting to retirement income and, 526
establishing satisfactory living arrangements 

and, 525
fi nding meaning in life and, 532
keeping active/involved and, 528
keeping in touch with family members and, 529
maintaining love/sex/marital relationships and, 

527
sustaining/maintaining physical and mental 

health and, 530
HIV infection/AIDS in, 609
suicide risk and, 553

Aftercare, 92
Aggression, sexual

in adolescents, 431
in children, 431

Aging
developmental tasks of, 524–532
etiology of, 523–524, 523t
primary, 523–524, 523t
psychodynamics of, 532–534, 532b, 534t
psychological theories of, 525t
secondary, 524

Aging client(s)
abused, 585–586. See also Elder abuse
cognitive disorders and, 451
homeless, 621
with psychosocial needs

assessment of, 534–538, 535b
drug therapy for, 541, 541t
evaluation and, 542
history of psychiatric treatment of, 522–523
nursing diagnoses for, 538, 538b
nursing process for, 534–542
outcome identifi cation and, 538
planning/implementing care and, 538–542, 539t, 

541t, 542b
suicide/suicide risk and, 551

Agitated Behavior In Dementia Scale, 462
Agitation

postictal, 233
psychomotor agitation, 309
in schizophrenia, interventions for, 333b

Agnosia, 457
Agoraphobia, 259

panic disorder, 258
Agouti-related protein (AGRP), eating disorders and, 

345
Agranulocytosis, clozapine causing, 207
Akathisia, 207, 208t
Alcohol

benzodiazepine interaction and, 211
blood levels of, in alcohol use disorders assessment, 

409, 410t
Alcohol abuse disorder, 399–400
Alcohol aversion therapy, 415–416, 416t
Alcohol intoxication, 400
Alcohol use disorders, 399–400
Alcohol Use Disorders Identifi cation Test (AUDIT), 

408–409
Alcohol use/abuse. See also Substance-related disorders

assessment of, 407–411, 408t, 409t
clinical symptoms and diagnostic characteristics of, 

399–400
disease concept, 398–399
epidemiology of, 395, 396f
history of, 394
medical problems associated with, 414b
nursing plan of care for client with, 420–421b
psychiatric–mental health disorder and (dual 

diagnosis), 568–574, 568t, 569t. See also 
Dual diagnosis

specialty nursing care, 395–397
suicide risk and, 551, 554t

Alcohol withdrawal, 400
Alcohol withdrawal delirium, 400
Alcoholic-induced persisting amnestic disorder, 400
Alcoholic-induced persisting dementia, 400

Alcoholics Anonymous (AA), 419, 419b
Alcohol-induced disorders, 400
Alexithymia, 551
Alpha

2
 agonists, centrally-acting, in detoxifi cation for 

substance-related disorders, 416t
Alprazolam, 204, 211, 212, 213t, 215
Alprostadil, for sexual disorders, 440
Alternative families, for children and adolescents, 512
Alternative medical system, homeopathy, 242. See also 

Homeopathic remedies
Altruism, in group therapy, 193
Altruistic suicide, 549
Alzheimer’s disease

clinical symptoms and diagnostic characteristics of, 
457, 457f

etiology of, 452–453, 453f
pathophysiologic changes in, 457f
stages of, 458, 458b

Amantadine, 224, 225t
Ambiguous genitalia, 430
Ambivalence, 326
Ambulatory schizophrenic. See Borderline personality 

disorder
American Nurses Association (ANA)

Bill of Rights for Registered Nurses, 53, 54b, 60
Code of Ethics, 50, 51b, 54b, 60
confi dentiality and privacy, 55–56
forensic nursing, 64
Standards of Care/Standards of Professional 

 Performance and, 18, 19b, 20b
Amisulpride, 207
Amitriptyline, 202, 217t

for eating disorders, 360t
Amnesia/amnestic disorders, 454. See also Memory

alcoholic-induced persisting, 400
anterograde, 459
clinical symptoms and diagnostic characteristics 

of, 459b
dissociative (psychogenic), 283, 284b
retrograde, 459

Amnestic mild cognitive impairment (MCI), 454
Amobarbital, 214t
Amphetamines

for childhood and adolescent disorders, 507t
for depression, 220–221
serotonin syndrome and, 215

Amyloid protein, in Alzheimer’s disease, 452
Anaclitic depression, 298
Analgesic ladder, 77, 150
Anergia, 317
Anger rape, 584
Animal cruelty, human violence and, 590
Anomic suicide, 549
Anorexia nervosa

clinical symptoms and diagnostic characteristics of, 
347–352, 348b, 349f, 350b, 351b

cultural considerations and, 354–356
drug therapy for, 360t
etiology of, 344–346
genetic or biochemical theories of, 345
hospitalization for, 357, 357t
implementation, 357–362, 360t, 361b, 361f
interactive therapies for, 359–362, 361b, 361f
laboratory tests in, 354
medical complications of, 355t
outcome identifi cation, 356–357, 356b
physical examination of, 353–354, 354f, 355t
planning care for, 363–364b
restricting type, 349b

Antacids, antipsychotic drug therapy and, 209, 210
Anterograde amnesia, 459
Antianxiety agents

antidepressants as, 212
antihistamines, 212
benzodiazepine, 211
beta-blockers, 212
client education and, 212–213, 213–214t, 213b
contraindications/precautions/adverse effects 

and, 212
dosage ranges for, 213–214t

nonbenzodiazepine, 211
nursing implications and, 212, 213b
for personality disorder, 385t
selective serotonin reuptake inhibitors (SSRIs) 

as, 212
Anticholinergic agents, as antiparkinsonism agents, 224
Anticipatory grief, 72
Anticonvulsant theory, electroconvulsive therapy 

(ECT), 231
Anticonvulsants

for aging client, 539, 539t
for childhood and adolescent disorders, 508t
client education, 223–224, 224b
for cognitive disorders, 467
contraindications/precautions/adverse effects, 223
in detoxifi cation for substance-related disorders, 

416
dosage ranges for, 224t, 508t
nursing implications, 223
for personality disorder, 385t

Antidepressants
antimanic agents/mood stabilizers, 221
as anxiolytics, 212
atypical, 217–218
for childhood and adolescent disorders, 508t, 511
for cognitive disorders, 467
for eating disorders, 359
monoamine oxide inhibitors, 218–219
for personality disorder, 385t
selective serotonin reuptake inhibitors (SSRIs), 

215–216
stimulants/mood elevators and, 220
sustained-release/parenteral/transdermal, 219–220
tricyclic, 216–217

Antihistamines
as antiparkinsonism agents, 224
as anxiolytics/hypnotics, 212

Antimanic agents, 221–222, 222t
Antiparkinsonian agents, in Parkinson’s disease, 224
Antiparkinsonism agents

client education, 225, 225t
contraindications/precautions/adverse effects, 224
nursing implications, 225

Antipsychotic agents
adverse effects of, 207, 207b

neuromuscular/neurologic, 207–208, 208t
atypical, 205
for childhood and adolescent disorders, 508t, 511
client education and, 210, 210t
contraindications/precautions for, 207
conventional, 205
for delusional disorders, 481–482, 482t
dosage ranges for, 508t
med alert and, 209b
metabolic syndrome and, 208
nursing implications and, 208–210, 209b
for personality disorder, 385t
for shared psychotic disorders, 481–482, 482t
typical, 205

Antipsychotic Drug Use Assessment Form, 210
Antiretroviral drugs, 611

immune recovery syndrome and, 610
Antisocial personality disorder, 376–377, 377b

incarceration risk and, 623
substance-related disorder associated with, 

568t, 569t
Anxiety

in aging client, 532–533
in children/adolescents

interventions for, 511–512
clinical symptoms, 256–257, 257b
costs of, 254
defi nition, 254
diagnostic characteristics, 257–263
etiology of, 255–256, 256b
free-fl oating, 255
separation, in children and adolescents, 499
suicide risk and, 551, 554t

Anxiety disorder(s)
acute stress disorder, 263
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in aging client, 532–533
assessment, 263–266, 265b
atypical anxiety disorder, 263
in children/adolescents, 492, 499, 499b, 511–512
client education and, 270
diagnoses for, 266
drug therapy for, 267, 268–269t
evaluation and, 270
generalized, 261, 261b, 271–272t
implementation, 267–270, 268–269t
interactive therapies, 267, 269
nursing process, 263–272, 265–266b
obsessive–compulsive disorder, 261–262, 262b
outcome identifi cation, 266
panic disorder, with/without agoraphobia, 

257–259, 258b
phobias, 259–260, 259b, 260b
planning interventions, 267
posttraumatic stress disorder, 262–263, 263b, 264b
social phobia, 259–260, 259b
substance-related disorder associated with, 568t

Anxiolytics, 212
Apathy, 103, 317
Aphasia, 457
Apolipoproteins, in Alzheimer’s disease, 452
Apomorphine, for sexual disorders, 440
Appearance

assessment of, 103
cognitive disorders and, 460–461
nonverbal communication, 130

Appetite stimulants, for eating disorders, 359, 360t
Apraxia, 457
Aprobarbital, 214t
Arab American culture/clients

elderly
adjusting to retirement income and, 526
establishing satisfactory living arrangements 

and, 525
Aripiprazole, 210t

for delusional/shared psychotic disorders, 482, 482t
dosage range for, 482t

Aromatherapy, 242–243
for insomnia, 244
for pain management, 245

Arousal (sexual), 432
disorders of, 433

Art therapy, 241b
in assessment of child abuse, 591
for children and adolescents, 514

Asian culture/clients
elderly

adjusting to retirement income and, 526
establishing comfortable routines and, 527
establishing satisfactory living arrangements 

and, 525
fi nding meaning in life and, 532
keeping active/involved and, 529
keeping in touch with family members and, 529
maintaining love/sex/marital relationships and, 

527
sustaining/maintaining physical and mental 

health and, 530
ethnopharmacology and, 203
HIV infection/AIDS in, 609

Asperger’s disorder, 490, 496
Assault, 55

sexual, 583
Assertive Community Treatment (ACT)

for schizophrenia, 337
for serious and persistent mental illness, 629–630, 

629b
Assertiveness training, 153
Assessing client’s perception, 163
Assessment

nursing, 100
in couple therapy, 191, 192b
in crisis intervention, 161–166
in family therapy, 187–188, 187b, 188b

psychiatric–mental health clients, 99–114
comprehensive, 101, 103

cultural competence during, 101, 102, 102f
data collection in, 100, 101
data documentation, 112, 113
focused, 101
medical issues, 110–112
types of, 101

as standard of care, 100, 100f
Assessment stage, in family assessment, 188
Associate’s degree nursing programs, psychiatric–mental 

health education in, 19
Association, looseness of, 105, 326
Asterixis, 454
Asthenia, 317
Atenolol, for anxiety, 212

dosage range for, 213t
Atomoxetine

for aging client, 540t
for childhood and adolescent disorders, 507t

Attachment theory, 492
Attempted rape, 584
Attention span, assessment of, 503b
Attention-defi cit hyperactivity disorder (ADHD)

in adults, 491, 496
assessment of, 502, 503b, 504
client and family education, 507
clinical symptoms and diagnostic characteristics 

of, 496
etiology of, 490–491
interventions for, 506

Attitude
assessment of, 103–104
communication affected by, 128, 129f
judgmental, 2

ineffective therapeutic communication, 133
Atypical antidepressants, 217–218

dosage ranges for, 217t
Atypical antipsychotics, 205

for childhood and adolescent disorders, 511
for eating disorders, 360t

AUDIT. See Alcohol Use Disorders Identifi cation Test
Autism spectrum disorders (pervasive developmental 

disorders)
clinical symptoms and diagnostic characteristics of, 

494–496
etiology of, 490

Autistic disorder
assessment of, 502, 503b
client/family education and, 510
clinical symptoms and diagnostic characteristics of, 

494–496, 496b
etiology of, 490
interventions for, 509–510

Autistic thinking, 326
Autocratic group leaders, 195
Autonomy, 50
Autopsy, psychological, 560, 560b
Aversion therapy, 153

alcohol, 415–416, 416t
Avlimil, for female sexual dysfunction, 440
Avoidant personality disorder, 379–380, 380b
Awakening phenomena, 336
Awareness syndrome, 336

B
Baccalaureate degree nursing programs, psychiatric–

mental health education in, 19
Balancing factors, paradigm of, 159–161
Battering phase, of domestic violence, 589
Battery, 55

crisis victim and, 166
Beck Depression Inventory, 308b
Beck Hopelessness Scale, 555
Behavior

adaptive, assessment of, in children/adolescents, 
503b

assessment of, 103–104
in autistic disorder, 510
personality disorder and, 382
stabilization of

in eating disorders, 358–359
in substance-related disorders, 413

Behavior modifi cation, 152
Behavior therapy, 152

for sexual disorders, 442
Behavioral dependence, 395. See also Substance-

related disorders
Behavioral Nursing theory, 28
Behavioral outreach programs, in crisis  intervention, 

165
Behavioral suicidal clues, 550
Behavioral theory

of obesity, 347
of substance-related disorders, 398

Behavior/behavioral therapy, 152–153, 174–175
for child abuse, 595
for children and adolescents, 514
cognitive, 153, 173–174
dialectic (DBT), 176
family therapy and, 186–187
for oppositional defi ant disorder and conduct 

disorder, 507–508
for personality disorder and, 386
sexual, 428

Benefi cence, 50
Benzodiazepines, 211

for anxiety, 211
in children/adolescents, 512

for cognitive disorders, 467
in detoxifi cation for substance-related disorders, 

416t
discontinuation (withdrawal) syndrome and, 211

Benztropine, 224, 225t
Bereavement, 76

children and adolescents, 78, 81
postvention after suicide and, 560–561

Bestiality, 434b
Beta blockers, as anxiolytics, 212
Beta-amyloid protein, in Alzheimer’s disease, 452
Bill of rights

dying person’s, 79, 80b
for psychiatric–mental health clients, 55–57
for registered nurses, 53, 54b

Bill of Rights for Registered Nurses, 53
Binge eating, 350
Binswanger’s disease, 453
Biochemical theory

of eating disorders, 345
of mood disorders, 299
of schizophrenia, 325–326, 325f

Biofi eld techniques, in energy medicine, 243
Biologic theory

of anxiety disorders, 255
of gender identity, 429–430
of mood disorders, 300–301b
of obesity, 346–347
for personality disorder(s), 373
of somatoform disorders, 278
of substance-related disorders, 397

Biologically based practice, 242–243. See also 
A romatherapy

Biperiden, 224, 225t
Bipolar disorder (BPD), 622–623

antimanic agents/mood stabilizers in  management 
of, 221

assessment, 307–310, 308b
bipolar I disorder, 305, 305b
bipolar II disorder, 305
in children/adolescents, interventions for, 510–511
client education and, 316, 316b
cyclothymic disorder, 305–306, 306b
drug therapy for, 312–315, 313–314t
evaluation and, 316–317, 317–318t
genetic factors of, 299
implementation and, 312–316, 313–314t
incarceration risk and, 622–623
nursing diagnosis, 310, 311b
outcome identifi cation for, 310–311, 311b
substance-related disorder associated with, 568t

Birth trauma, eating disorders and, 345
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Bisexuality, 429
Blended families, 182
Bleuler’s 4A’s, in schizophrenia, 326
Blitz rape, 584
Blocking, 104
Blood alcohol levels, in alcohol use disorders 

 assessment, 409, 410t
Blurred vision, psychotropic drugs causing/nursing 

intervention for, 206t
Body dysmorphic disorder (BDD), 280, 280f
Body image, eating disorders and, 345

family systems theories and, 346
Body mass index (BMI), 347, 348t
Body weight. See Eating disorders; Obesity
Bonding, 492
Borderline personality disorder(s), 377–378, 378f

incarceration risk and, 623
Boundary violations, 136b
Bowen approach, in family therapy, 186
Brain, 450–451, 451f
Brain damage, antisocial personality disorder and 

antisocial, 376, 377b
Brain development, schizophrenia and, 326
Brief cognitive therapy, 173
Brief couples therapy, 191
Brief interpersonal psychotherapy (BIPT), 173
Brief therapy, 173
Briquet’s (somatization) disorder, 280–281
Bromocriptine, 224, 225t
Bulimia nervosa. See also Eating disorders

assessment, 352–355t
clinical symptoms and diagnostic characteristics of, 

347–352, 348b, 349f, 350b, 351b
cultural considerations and, 354–356
drug therapy for, 360t
etiology of, 344–346
genetic or biochemical theories of, 345
hospitalization for, 357, 357t
implementation, 357–362, 360t, 361b, 361f
interactive therapies for, 359–362, 361b, 361f
laboratory tests in, 354
medical complications of, 355t
nursing process, 352–355t
outcome identifi cation, 356–357, 356b
physical examination of, 353–354, 354f, 355t
planning care for, 363–364b

Bullying, 578
Buprenorphine, in detoxifi cation for substance-related 

disorders, 416t
Bupropion, 215, 217, 217t

for childhood and adolescent disorders, 508t
dosage range for, 441t
for male sexual disorders, 441t

Burnout, 12
Buspirone, 211, 213t, 215

C
Cachexia, 353
CAGE Screening Test for Alcoholism, 408–409, 409b
CAMI (Chemically Abusing, Mentally Ill), 566. See also 

Dual diagnosis
Caplan, Gerald, crisis theory of, 159
Carbamazepine, 202, 217, 224t

for aging client, 538t
for childhood and adolescent disorders, 508t
in detoxifi cation for substance-related disorders, 416t
doasage range for, 538t
for personality disorder, 385t

Carbidopa/levodopa, 224, 225t
Carbohydrate-defi cient transferring test, in alcohol use 

disorders assessment, 409
Cardiopulmonary resuscitation (CPR), 75
Cardiovascular disorders

substance-related disorders and, 414t
Caregiver Strain Index, 112
Caregivers assessment, 111–112
Case management, 86

schizophrenia, 338–339b

Catatonic schizophrenia, 328–329, 329b
Catharsis, in group therapy, 194
Celecoxib, for aging client, 538t
Cellopathy, 240
Central nervous system disorders, behavior caused 

by, 460b
Certifi cation organizations, 20b
Chemical imbalance, depression and, 215
Chemical restraint, for suicidal clients, 559
Chemically Abusing, Mentally Ill (CAMI), 566. See also 

Dual diagnosis
Chi (qi), in acupressure/acupuncture, 241b, 245
Child abduction, 582–583
Child abuse

assessment of, 591
behavioral and environmental indicators of, 

580–581, 581b
characteristics of abused child and, 579
characteristics of potentially abusive parents and, 

579, 579b
classifi cations of, 579–581, 580f, 581b
continuum of care and, 595
emotional, 581–582
etiology of, 579
interventions for, 594–595
Munchausen’s syndrome by proxy and, 580
neglect and, 581, 581b
physical, 579–581, 580f, 581b
physical indicators of, 579–581, 583b
psychiatric–mental health disorders and, 493
sexual, 582, 583b

adult survivors of, 585
shaken baby syndrome and, 580

Child Behavior Checklist (CBL), 503b
Child neglect

behavioral and environmental indicators, 581
emotional, 581–582
physical indicators of, 581

Child psychiatry, history of, 488–489
Childhood Autism Rating Scale (CARS), 503b
Childhood experiences. See also Environment

personality disorder, 373
Childhood sexual development in, 431
Children

alcohol use/abuse and, 394
death, 80–81, 81t
death and dying and postvention after suicide and, 

560–561
depression in

clinical symptoms of, 501b
interventions for, 510

electroconvulsive therapy (ECT), 232, 232b
homeless, 620–621
individual psychotherapy with, 172–175
intervention for, 166–167
obesity, 352
psychiatric–mental health disorders in

assessment of, 501–502, 502b, 503b, 504
clinical symptoms and diagnostic characteristics 

of, 494–501
continuum of care and, 512–514
drug therapy for, 507–508t
environmental risk factors and, 493–494
etiology of, 489–494
evaluation and, 514
history of psychiatric treatment of, 488–489
implementation and, 506–512, 507–508t
nursing diagnoses for, 504–505
nursing process for, 501–514, 515–516b
outcome identifi cation and, 505
parental substance abuse/mental illness and, 493
planning interventions, 505–506
prevalence of, 488, 488t
psychosocial risk factors and, 492–493
transcultural considerations and, 504

psychosis/psychotic disorder in
assessment of, 504
client/family education and, 511
etiology of, 491

interventions for, 511
sexual aggression in, 431
sexual assessment of, 437
sexual development in, 431
suicide in, 551b

interventions for, 561
risk assessment and, 503b

Children’s Depression Inventory (CDI), 503b
Chinese herbal medicine, 241b
Chlordiazepoxide, 211, 213t
Chlorpromazine, 210t
Chlorprothixene, 210t
Cholinesterase inhibitors, for cognitive disorders, 467
Chromosome deletion (22q1 deletion syndrome), in 

schizophrenia, 325
Chromosomes, 429
Chronic phase, of schizophrenia, 326
Chronic tic disorder, 498
Circumstantiality, 104
Citalopram, 204, 212, 213t, 216t, 219

for mood disorders, in children/adolescents, 511
Citalopram, for aging client, 540t
Civil commitment, 58

outpatient, 627t
Clang association, 104
Clearance (drug), 202
Client(s)

assessment, 100–102
bill of rights of, 56–57
diffi cult, therapeutic interventions with, 135
introducing oneself to, 2
medicating, 204–205, 205b

Client confi dentiality, 55–56, 131
Client education

about anticonvulsants, 223–224, 224t
about antiparkinsonism drugs, 225, 225t
about antipsychotic drugs, 210
about anxiety disorders

about childhood/adolescent psychosis, 511
about attention-defi cit hyperactivity disorder 

(ADHD), 507
about atypical antidepressants, 218
about cognitive disorders, 467–468, 467–469
about conduct disorder, 509
about delusional disorders, 483
about dual diagnosis, 572
about eating disorders, 362
about electroconvulsive therapy (ECT), 

233–234, 234b
about HIV infection/AIDS, 612
about lithium, 222
about mental retardation, 506
about monoamine oxidase inhibitors (MAOIs), 

219, 219t
about oppositional defi ant disorder, 509
about personality disorder, 386
about schizophrenia, 334
about selective serotonin reuptake inhibitors 

(SSRIs), 216
about sexual disorders, 442
about shared psychotic disorders, 483
about stimulants/mood elevators, 221
about substance-related disorders, 418
about suicide, 559, 559b
about tricyclic antidepressants, 217
in children/adolescents, 512
in therapeutic milieu, 145–154
in therapeutic relationship, 136

Client privacy, 55–56
breaches of, 55

Clinical effi cacy, 201
Clinical Institute Withdrawal Assessment for Alcohol 

(CIWA-Ar), 422
Clinical pathways, 122
Clinical psychopharmacology, 200
Clinical research, ethics, 53
Clitoridectomy, 230
Clomipramine, 219

for personality disorder, 385t
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Clonazepam, 224
dosage range for, 214t, 224t
for personality disorder, 385t

Clonidine, 224
Clorazepate, 211, 214t
Closed groups, 194
Clothing/dress

assessment of appearance and, 103–112
nonverbal communication, 130

Clouding of consciousness, 106, 107t
Clozapine, 203, 207–209, 210t

for suicidal clients, 559
Clubhouse program, 628
Cocaine

serotonin syndrome and, 215
Code of Ethics for Nurses

forensic nursing, 64
Code of Ethics for Nurses (ANA), 50, 51, 51b
Codependency, 395. See also Substance-related 

disorders
Cognator, 28
Cognition, 450, 462, 463b
Cognition/cognitive ability

assessment of, 102f
Cognitive behavior/behavioral therapy, 153, 175

about eating disorders, 359–361
for personality disorder and, 386
for substance-related disorders and, 417–418
for suicidal clients, 559

Cognitive decline. See also Cognitive disorders
complementary and alternative therapies for, 246

Cognitive disorders
assessment of, 460–463, 462t, 463b
client/family education and, 467–468, 467–469
clinical symptoms and diagnostic characteristics of, 

454–460, 455t
continuum of care and, 468–469
drug therapy for, 467, 468t
electroconvulsive therapy (ECT), 232
etiology of, 451–454
evaluation and, 469
implementation and, 464–469, 466b, 468t
nursing diagnoses for client with, 463
nursing process for client with, 460–469, 

469–470b
outcome identifi cation and, 463–464, 464b
personality disorder and, 386
planning interventions, 464

Cognitive function, 450–451, 451f, 452f
Cognitive therapy

for personality disorder, 386
Cognitive-behavioral therapy, 153

for serious and persistent mental illness, 627–628
Cohesiveness, group, in group therapy, 194
Coma, 106, 107t
Combined couple therapy, 191
Comfort zones, 132, 134b
Command hallucinations, 106, 107t
Commitment, civil, 58

outpatient, 627t
Communication, 128–138

assessment of, 104–105
client assessment and, 100–102
comfort zones and, 132, 134b
confi dentiality, 131
in dysfunctional family, 184
factors infl uencing, 128–130, 129f
impaired, 104–105
interactional/strategic approach in family therapy 

and, 186
interpersonal, 10, 129
nonverbal, 130
process recording and, 138, 138b
social, 131–135, 132t
social skills and, 104–105
therapeutic, 131–135, 132t

effective, 132–133
ineffective, 133–135
techniques, 133t

types of, 130–131, 130b
verbal, 130

Community mental health, 89–94
aftercare/rehabilitation and, 92
concepts, 86
day-treatment programs, 91, 91b
deinstitutionalization, 89
deinstitutionalization and, 619
emergency psychiatric care, 89
historical development, 89–90, 90t
home care, 92
inappropriate use of/lack of services and, for the 

 seriously and persistently mentally ill, 619
nurse’s role, 93–94
residential treatment programs, 91, 91b
types of services, 90–93

Community Mental Health Centers Act, 15, 17b, 89
Community Reinforcement and Family Training 

Program (CRAFT), for substance-related 
disorders and, 418

Community-based health care, 86, 86f
for children and adolescents, 514

Comorbidity
incarceration risk and, 623
medical problem and psychiatric–mental health 

disorder, 110
substance-related disorder and psychiatric–mental 

health disorder (dual diagnosis), 417, 
568–574, 568t, 569t. See also Dual diagnosis

Compassion fatigue, 12
Compassionate fatigue (burnout), 12
Competency/incompetency, 59, 59b

forensic psychiatry and, 59
psychiatric hospitalization, 57

Complementary and alternative medicine (CAM)
alternative medical system, 242
in autistic disorder, 509
biologically based practice, 242–243
defi nition, 240
energy medicine, 243
holistic nursing and, 241–242
indications for, 243–246
manipulative and body-based practices, 243
mind–body medicine, 243
nursing implications, 246–249, 247f, 248t, 249b

Comprehensive assessment, 101, 103. See also 
 Assessment

Compulsions, 106
Concept mapping, 122
Conceptual frameworks, 26
Conditioning. See also Learning theory/learned 

responses
operant, Skinner’s theory, 152
Pavlov’s theory of, 152

Conduct disorder, 492, 497–498
client/family education and, 509
clinical symptoms and diagnostic characteristics of, 

497–498
interventions for, 507–509

Confabulation, 456
Confi dence rape, 584
Confi dentiality

breaches of, 55
client, 55–56

Confi dentiality (client), 131
crisis intervention and, 165–167
family involvement in therapy and, 187

Confusion, 106, 107t
electroconvulsive therapy (ECT), 232
ineffective therapeutic communication, 134b

Congruency, of mood and affect, 103
Conjoint therapy

for shared psychotic disorders, 482–483
Conjoint therapy (marital-relations therapy), 191
Conjugal paranoia, 477
Conners Parent Questionnaire, 503b
Conners Teacher Questionnaire, 503b
Conscious level of personality, 370
Consciousness, levels of, 106, 107f

Consent
implied, 166
informed, 53
informed for, electroconvulsive therapy (ECT), 234

Constipation, psychotropic drugs causing/nursing 
intervention for, 206t

Constructivist self-development theory (CSDT), in 
crisis intervention, 164

Content-specifi c delusions (CSDs), 476
Contextual therapy, 191, 193t. See also Couple therapy
Continuing education, 20
Continuum of care, 86

abuse/violence victims and
child/adolescent, 595
sexual abuse, 596

for aging client, 542, 541b
for children and adolescents, 512–514
cognitive disorders and, 468–469
community-based care, 86
HIV infection/AIDS clients and, 612–613
homeless clients and, 630
incarcerated clients and, 630
inpatient care, 86–89
serious and persistent mental illness and, 629–630
suicidal clients and, 559
trends affecting delivery of care and, 86

Contract, no-suicide, 557–558, 558f
Conventional antipsychotics, 205
Coping mechanisms/patterns, 107

for seriously and persistently mentally ill, 624
Coprolalia, in Tourette’s syndrome, 498
Core Principles of Telehealth, 56
Cortisol

suicidal behavior and, 548
Counseling, 172, 176
Counselor, nurse as, in therapeutic relation-ship, 136
Countertransference, 135, 172

as barrier to treatment of dual diagnosis, 570b
Couple therapy, 190–192

assessment in, 191, 192b
brief, 191
goals of, 192
history of, 184–185
nurse-therapist’s role in, 192
for sexual disorders, 442
types of, 191, 193t

Court-supervised release (probation), 627t
Crisis (crises), 158–161

abuse and, 578
assessing client in, 163–164
assessing severity of, 163–164
characteristics of, 159
classifi cation of, 158
common responses to, 158t
paradigm of balancing factors and, 159–160, 161f
phases of, 159, 160t
role of psychiatric–mental health nurse/nurse prac-

titioner during, 162–164
situational, 159
types of, 158–159

Crisis centers, 165, 165b
Crisis intervention, 161

abuse/violence victims and, 596
assessment and, 163
for children and adolescents, 166–167
goals of, 162
implementation and, 164
legal aspects of, 165–166
modes of, 165
nursing diagnoses and, 164
planning and, 164
psychiatric emergency care, 90–91
psychiatric–mental health nurse/nurse practitioner 

in, 162–164
during resolution, 164–165
steps in, 163

Crisis intervention counseling centers, 165, 165f
Crisis intervention modes, 165, 165b
Crisis intervention, steps, 163
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Crisis phase, of crisis, 159
Crisis residence units, 90
Crisis situations, 158
Critical incident stress debriefi ng (CISD), 162
Critical pathways, 123
“Cross-dressers” (transvestites), 429
Crosslink theory, of aging, 523t
Cues, 118
Cultural care accommodation/negotiation, 36
Cultural care preservation/maintenance, 36
Cultural care repatterning/restructuring, 36
Cultural issues/beliefs

abuse and, 594
childhood/adolescent mental health disorders 

and, 504
eating disorders, 354–356, 361b
end-of-life care, 74–80
family functioning and, 184
HIV infection/AIDS and, 609–610
mental health determination affected by, 8–12
nursing and, 110b
personality disorder, 382
psychiatric nursing, 111
schizophrenia and, 326, 331
substance-related disorders and, 398, 411
suicide and, 556
violence and, 594

Cultural perceptions
imbalance/disharmony, 38
spiritual concern, 38

Cultural sensitivity
assessment and, 101
end-of-life care, 74–80

Cultural theory, of schizophrenia, 326
Cultural/culturologic nursing assessment

for psychiatric–mental health client, 110b
Culturally congruent nursing care, 35–36
Culture. See also Ethnicity/ethnic groups

and nursing, 34–37
Culture-bound syndrome, 39, 40t
Curing, 240
Cushing’s syndrome, obesity caused by, laboratory 

tests for, 354
Cybertherapy, 94
Cyproheptadine, for eating disorders, 359, 360t
Cytochrome P450 system, 202

D
Dance therapy, 241b
Danger Assessment Instrument, 592
DAP. See Objective and subjective data, assessment, 

and plan of care
DAT. See Dementia, Alzheimer’s type
Data collection

appearance, 103
behavior/attitude/coping patterns and, 103–104
communication/social skills and, 104–105
documentation, 111–113
emotional, 103
insight and, 101
intellectual ability and, 107
memory and, 106
neurovegetative changes, 109
orientation and, 106, 106t
sexuality and, 108, 109
spirituality, 107, 108f
thought content and, 105

Date rape, 585
Day-treatment programs, 91, 91b
Day-treatment programs (day hospital/partial 

 hospitalization programs), 512
D-BART. See Dementia-Behavioral Assessment and 

Response Team
Death and dying, 80–81

advance directives/advance care planning, 75, 75b
children and, 80–81, 81t
discontinuation of treatment, instructions, 79t
dying persons and survivors, 79t

end-of-life care, 74–80
needs of dying persons and survivors and

children and, 560–561
Death bed declarations, 75
Decision trees, 120
Deep brain stimulation (DBS), 236
Defamation, 55
Defense mechanisms, 10, 11t, 159

in crisis resolution, 159–160
personality affected by, 378

Deinstitutionalization, 89, 618–619. See also Serious 
and persistent mental illness

homelessness and, 620
inappropriate use and lack of community services 

and, 619
incarcerated clients and, 621

Deletion, chromosome (22q1 deletion syndrome), 
in schizophrenia, 325

Delirium, in HIV infection/AIDS, 606
Delirium, 107t, 113

in aging client, 534, 533t
alcohol withdrawal, 400
clinical symptoms and diagnostic characteristics of, 

454–456, 456b
due to general medical condition, 454–455
etiology of, 451

multiple etiologies and, 456
not otherwise specifi ed, 456
substance-induced, 455–456

Delusion(s), 105, 105t, 476. See also Delusional 
disorders

content-specifi c (CSDs), 476
erotomanic, 478
grandiose, 478
nonbizarre, 476–477
persecutory, 477
in schizophrenia, interventions for, 333b
somatic, 478

Delusional disorders
assessment of, 479
client and family education, 483
clinical symptoms and diagnostic characteristics of, 

476–478
conjugal (jealous) subtype, 477
drug therapy for, 481–482, 482t
erotomanic subtype, 478
etiology of, 476
evaluation and, 483
grandiose subtype, 478
history of, 476
implementation and, 481–483
interactive therapies for, 482–483
nursing diagnoses for client with, 480
nursing plan of care for, 483–484b
nursing process for clients with, 479–483, 

483–484b
outcome identifi cation and, 480
persecutory subtype, 477
planning interventions, 480–481
somatic subtype, 478
transcultural considerations and, 479–480

Delusional jealousy, 477
Delusional parasitosis, 478
Delusions, 105, 105t
Dementia

aggressive behavior and, 466b
in aging client, 534, 533t
alcoholic-induced persisting, 400
Alzheimer’s type

clinical symptoms and diagnostic characteristics 
of, 457, 457f

etiology of, 452–453, 453f
pathophysiologic changes in, 457f
stages of, 458, 458b

clinical symptoms and diagnostic characteristics of, 
457–459, 457f, 458b, 459b

diseases associated with, 453–454
etiology of, 452–454
general medical conditions causing, 459–460, 460b

history of, 450
with Lewy bodies, 453, 458
vascular

clinical symptoms and diagnostic characteristics 
of, 458, 459b

etiology of, 453
Dementia praecox, 326
Dementia syndrome of depression, 534, 533t
Dementia-Behavioral Assessment and Response Team 

(D-BART), 466, 467
Democratic group leaders, 195
Dependence

alcohol, 399–400
Dependent personality disorder, 379, 380b
Depersonalization, 106
Depersonalization disorder, 284–285
Depression

assessment of, 307–310, 308b
anaclitic, 298
in children/adolescents

clinical symptoms of, 501b
interventions for, 510
nursing plan of care for, 515–516b

delirium/dementia and, 454, 455t
dementia syndrome of, 534, 533t
dementia/delirium and, 455t
immunotherapy, 301
management of

complementary and alternative therapies in, 
245–246

drugs in
anticonvulsants, 223
antidepressants, 215
antimanic agents/mood stabilizers, 221

homeopathy/herbal medicines in, 246
neurodegenerative diseases, 300–301
pain, 301
somatic therapy

defi nition, 230
electroconvulsive therapy (ECT), 230–235
magnetic seizure therapy (MST), 236
transcranial magnetic stimulation (TMS), 

235–236
vagus nerve stimulation (VNS), 235

substance-related disorder associated with, 568
suicide risk and, 549. See also Suicidal client(s)/

behavior
Depressive personality disorder, 380
Derailment (looseness of association), 326
Dermatillomania, 550
Desensitization, systematic, 152, 153
Desipramine, 216, 217t

for aging client, 540t
dosage range for, 540t
for eating disorders, 360t

Desire, sexual, 432
disorders of, 433

Despair, responses to in elderly, 532, 532b
Determining crisis severity, 163
Developmental disability, 489
Developmental disorders, pervasive (autism spectrum 

disorders)
clinical symptoms and diagnostic characteristics of, 

494–496
etiology of, 490

Developmental obesity, 352
Dexamethasone suppression test, in suicide risk 

assessment, 548
Dexmethylphenidate, 220t
Dextroamphetamine, 220t
Dextropropoxyphene, for aging client, 538t
Diabetes mellitus, type 2, antipsychotics 

causing, 207
Diagnosis, nursing, 118–120, 118t

classifi cations, 118, 118t
for couples, 192b
electroconvulsive therapy (ECT), 235b
for families, 188b
mental health, 119
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standard of care, 120, 122, 123
systems for, 119–120, 121b

Diagnostic and Statistical Manual of Mental Disorders 
(4th Edition, Text Revision; DSM-IV-TR), 14, 
120, 430, 568, 568t, 585

Dialectic behavioral therapy (DBT), 176
for personality disorders, 380

Diazepam, 211, 214t, 215
in detoxifi cation for substance-related disorders, 

416t
Diet, drug polymorphism and, 203
Dihydrocodeine, for aging client, 538t
Diminished capacity, 58
Diphenhydramine, 214t

as antiparkinsonism agent, 224, 225t
Disability, chronic, childhood/adolescent mental health 

disorders and, 493
Disaster(s), 158, 160–166
Disaster intervention, 162
Disaster mental health nursing, 162
Disaster response teams, 162
Discharge planner, 86
Discipline, 579
Discontinuation (withdrawal) syndrome, 204
Disenfranchised grief, 74
Disengagement, theory of, 528
Disorganized schizophrenia, 329, 329b
Disruptive behavior disorder(s), in children/ 

adolescents, 496–498
etiology of, 492

Disruptive Behavior Disorder Rating Scale (DBD), 
503b

Dissociative amnesia, 283, 284b
Dissociative fugue, 284
Dissociative identity disorder (DID), 284
Distance awareness zones, 130, 130b
Distance, zones of distance awareness, 130, 130b
Disturbances in executive functioning, 457
Divalproex (valproate/valproic acid), 223

for cognitive disorders, 467
in detoxifi cation for substance-related disorders, 

416t
for personality disorders, 385t

Divorce, childhood/adolescent mental health disorders 
and, 493

DLB. See Dementia, with Lewy bodies
Doctrine of charitable immunity, 50
Domestic violence

abuser/abused profi les and, 588
acute battering phase and, 589
barriers to leaving violent relationship 

and, 589
dynamics of, 588–589
epidemiology of, 587, 587b
factors contributing to, 588
forms of, 588
groups at risk of, 587
interventions for, 597
loving phase and, 589
nursing plan of care for, 597–598b
tension-building phase and, 589

Domestic Violence Assessment Form, 593
Donepezil, for cognitive disorders, 467, 468t
Dopamine

antiparkinsonism agent mechanism of action 
and, 224

receptors for, in psychopharmacology, 200
schizophrenia and, 325, 325f

Dopaminergic agents, 224
Doxepin, 217t
Dress/clothing

assessment of appearance, 103
nonverbal communication, 130

Droperidol, 207
Drowsiness, psychotropic drugs causing/nursing 

intervention for, 206t
Drug dependence, 395. See also Substance-related 

disorders
Drug half-life, 202

Drug interactions
antianxiety agents and, 212, 213b
antidepressants and, 220b
antipsychotic adverse effects and, 207
assessment of, 111
hypnotics and, 212, 213b
monoamine oxidase inhibitors (MAOIs) and, 218
polymorphism and, 203
stimulants and, 221

Drug polymorphism, 203–204
Drug tolerance, 202
Drugs, for cognitive disorders, 468t
Dry mouth, psychotropic drugs causing/nursing inter-

vention for, 206t
DSM-IV-TR. See Diagnostic and Statistical Manual of 

Mental Disorders (4th Edition, Text Revision; 
DSM-IV-TR)

Dual diagnosis, 568
assessment of, 570–571
barriers to effective treatment of, 569, 570b
categories of, 569, 570
client education and, 572
clinical symptoms and diagnostic characteristics of, 

569–570, 570b
engagement and, 572–574
etiology of, 568–569, 569t
evaluation of, 573b, 574
implementation and, 571–572
nursing diagnoses for client with, 571
nursing process for client with, 570–574, 572b, 573b
outcome identifi cation and, 571
planning interventions for, 571
prevalence of, 568t
rehabilitation/recovery for client with, 574
self-medication hypothesis, 569
stabilization of client with

acute, 572
prolonged, 574

vulnerability model of, 568–569
Dual treatment (split-treatment psychotherapy), 175
Duloxetine, 212, 214t, 215, 218
Durable health care power of attorney, 75
Durable health care power of attorney/health care 

proxy, 75
Duvall’s family life cycle stages, 182, 183t
Dying (act of dying), 78–80, 79t
Dying client

spirituality, 79–80
Dying declaration exception to hearsay, 75
The Dying Person’s Bill of Rights, 79, 80b
Dysfunctional families, 184
Dysgraphia, 454
Dyskinesia

acute, 207
tardive, 207

Dysnomia, 454
Dyspareunia, 431t, 433
Dysthymia (dysthymic disorder), 302–304
Dystonia, acute, 207

E
Eating disorders

anorexia nervosa, 347–350, 348b, 349f, 350b, 355b
assessment, 352–356, 354b, 355t
body mass index (BMI), 347, 348t
bulimia nervosa, 350–351, 350b, 351b, 355b
clinical symptoms and diagnostic characteristics of, 

347–352, 348b, 349f, 350b, 351b
drug therapy for, 360t
etiology of

anorexia nervosa and bulimia, 344–346
obesity, 346–347

evaluation, 362–363, 363–364b
family systems theories of, 346
genetic or biochemical theories of, 345
history of, 344
hospitalization for, 357, 357t
implementation, 357–362, 360t, 361b, 361f

interactive therapies for, 359–362, 361b, 361f
medical complications of, 353–354
not otherwise specifi ed, 351
nursing diagnoses, 356, 356b
nursing process, 352–363, 363–364b
obesity, 346–347, 351–356, 355t
outcome identifi cation, 356–357, 356b
planning care for, 363–364b
planning interventions, 357, 357t
psychological and psychodynamic theories of, 

345–346
self-help groups for, 362
substance-related disorder associated with, 568t
support groups for, 362

Echokinesis, in Tourette’s syndrome, 498
Echolalia, 104–105, 328–329, 329b

in Tourette’s syndrome, 498
Echopraxia, 328–329, 329b
Eclectic approach, 29
ECT. See Electroconvulsive therapy (ECT)
Education, 18–20, 19b, 20b

communication affected by knowledge level and, 
129, 129f

forensic nursing, 65–67, 66b
persuasion, 572

Effective dose, median, 201
Effi cacy (clinical), 201
Ego, 370
Ego defense mechanisms, 10, 11t
Ego integrity vs. despair, in Erikson’s psychosocial 

theory, 532
Ego preoccupation, 531, 531t
Ego transcendence, 531, 531t
Egocentrism, 372
Egoistic suicide, 549
Elation, 304
Elder abuse

emotional response to, 586
etiology of, 586
types of, 585–586, 586t

Elders, homeless, 621
Electroconvulsive therapy (ECT)

advances in, 233
adverse effects, 232–233
contraindications/increased risks and, 232, 233b
electrode placement, 231, 231f
guidelines for, 233
history of, 230–231
indications for, 231–232, 232b
role of nurse

care during/after, 234, 235b
client education, 233–234, 234–235, 234b
client preparation for, 234
informed consent, 234

Electrode, for electroconvulsive therapy (ECT), 
231, 231f

Electronarcosis, 231
Electroshock therapy, 230. See also Electroconvulsive 

therapy
Elimination disorders, in children and adolescents, 

498–499
Emergency psychiatric care, 89
Emotional abuse

child, 581–582
elder, 586t

Emotional neglect, 582, 582b
Emotional state

assessment of, 103
Emotionally stable individual, 2
Emotive therapy, rational, 153
Empathy, 104

communication affected by, 104, 135
Empowerment Model of Recovery, 628
Encephalopathy, 454. See also Delirium

HIV, 606
Encopresis, 499
Endocrine disorders

substance-related disorders, 414b
suicidal behavior and, 548
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End-of-life care, 74–80
act of dying and, 78–79, 80b
advance care planning and, 75
advance directives regarding, 75
children and, 80–81, 81t
ethical concerns and, 76–79, 78b, 79t
ethnic considerations/cultural sensitivity, 75–76
manifestations of suffering and, 77, 77b
pain/pain management and, 77–78, 78b
palliative/hospice care and, 76–79
spiritual needs and, 79–80

Endogenous depression, 302
Endorphins, in eating disorders, 345
Energy expenditure, low, obesity and, 347
Energy medicine, 243, 244f
Engagement, dual diagnosis and, 572–574
Engagement stage, in family assessment, 188
Enkephalins, in eating disorders, 345
Enmeshed family theory

eating disorders and, 346
Entacapone, 225t
Enuresis, 498
Environment

childhood/adolescent mental health disorders and, 
493–494

clients with substance-related disorders and, 
412–413

communication affected by, 129–130, 129f
for group therapy, 195
mental health affected by, 9
safe

abuse/violence victims and, 596
clients with sexual disorders and, 439
protective care and, 151
seriously and persistently mentally ill clients 

and, 626
suicidal clients and, 557–558, 558f, 558t

schizophrenia and, 326
Ephedra, psychiatric problems caused/exacerbated 

by, 248
Epilepsy

anticonvulsants for, 223
vagus nerve stimulation (VNS) for, 235

Episodic memory, 452f
e-practice/cybertherapy, 67, 67b, 94
Erectile dysfunction (ED/male erectiledisorder), 433
Erikson’s psychosocial/developmental theory

of personality development, 371, 371t, 372t
Erotomanic delusions, 478
Error theory, of aging, 523t
Escitalopram, 214t, 216t
Estazolam, 214t
Eszopiclone, 211, 214t
e-therapy, 176
Ethical nursing care, model of, 50–52, 51b
Ethics, 50–53

in clinical research, 53
code of, 50, 51b
end-of-life care, 74–80
forensic nursing, 65, 66b
in genetic testing, 53
in pain management, 52, 52b

Ethnicity/ethnic groups
aging and, 523–524
communication affected by, 128, 129, 129f
culturally congruent nursing care, 35–36
drugs affected by (ethnopharmacology), 202, 203
end-of-life care, 74–80
ethnocentrism, 35
HIV infection/AIDS and, 610
mental health determination and, 8
mental health services

mental health system, 37
socioeconomic status, 37–38

mental illness
imbalance/disharmony, 38
and nursing implications, 39
spiritual concern, 38

population groups, 36–37

psychiatric nursing
assessment process, 42–43, 43b
diagnoses and outcome identifi cation, 43
ethnopharmacologic considerations, 39–41, 41t
implementation, 43–44
role of family, 41
role of healers, 41, 42t
role of translators, 41–42

subculture, 35
suicide risk and, 553

Ethnocentrism, 35
Ethnopharmacology, 39, 202

drug polymorphism and, 203
Ethosuximide, 224t
Etodolac, for aging client, 538t
Euphoria, 304
Euthanasia, 552
Evaluation

nursing process, 123–124
in therapeutic milieu, 145–154

Evidence-based nursing practice, 123
Excitement, sexual, 432
Executive functioning, disturbances in, 457
Exercise/activity

lack of, obesity and, 347
Exhibitionism, 434b
Existential factors, in group therapy, 194
Expected outcomes, 121
Experiences, communication affected by, 129, 129f
Experiential theory, of schizophrenia, 326
Expert witness, forensic nurse as, 60
Exploration stage, in family assessment, 188
Expression (facial)

assessment of affect and, 103
assessment of appearance and, 103
in nonverbal communication, 130

Extended families, 182
External cue theory, of obesity, 347
Extrapyramidal adverse effects (EPS), 207
Extrovert behavior, 2

F
Facial expression, nonverbal communication, 130
Facilitation, 2
Failure of duty to warn, 56
Failure to thrive in aging client, 532
Fairy Tales Test, 556
False imprisonment, 55
False reassurance, ineffective therapeutic communica-

tion and, 134
Familial longevity, aging and, 524
Familial multiple system taupathy, dementia and, 453
Familial suicidal behavior, 548–549
Family (families)

adaptations by during illness, 184b
alternative, for children and adolescents, 512
assessment of, 187–188, 187b, 188b
confl ict/divorce in, childhood/adolescent mental 

health disorders and, 493
crisis counseling for, 165
culturally diverse, 184
dysfunctional, 184
healthy functioning, 182, 184b
HIV infection/AIDS affecting, 606–607, 607b
life cycle of, 182, 183t
nursing diagnoses for, 188b
overview of, 182, 183t, 184b
recapitulation of, in group therapy, 193–194

Family education
about anxiety disorders, in children/adolescents, 

512
about attention-defi cit hyperactivity disorder 

(ADHD), 507
about autistic disorder, 510
about childhood/adolescent psychosis, 511
about cognitive disorders, 467–468, 467–469
about conduct disorder, 509
about delusional disorders, 483

about HIV infection/AIDS, 612
about intellectual disability (mental retardation), 

506
about oppositional defi ant disorder, 509
about personality disorder, 386
about schizophrenia, 337
about serious and persistent mental illness and, 630
about shared psychotic disorders, 483
about suicide, 559, 559b

Family life cycle, 182, 183t
Family systems therapy

for children and adolescents, 513
Family systems/familial theories

of eating disorders, 346
Family therapy, 185–190, 190f

about personality disorder, 386
approaches to, 185–187
for children and adolescents, 513
for eating disorders, 361–362
goals of, 187
history of, 184–185
nurse-therapist’s role in, 189–190, 190f
in schizophrenia, 336
for sexual disorders, 442
stages of, 187–189, 187b, 188b
for substance-related disorders, 418

Family violence, 586, 589b
FAST (Functional Assessment Staging Test) Scale, 462t
Fasting. See Eating disorders
Fatigue, compassionate (burnout), 12
Fear, 254
Fear Questionnaire (FQ), 291
Fecal soiling (encopresis), 499
Female orgasmic disorders, 433
Female sexual disorders, 440
Female sexual dysfunction, drug therapy for, 440
Fetal development, schizophrenia and, 326
Fetishism, 434b
Fever, Encephalopathy, Vital sign instability, Elevated 

WBC/CPK, and Rigidity (FEVER), 120
Fidelity, 50
Financial exploitation, elder abuse and, 586t
First pass effects, 202
Fitness to stand trial, 627t
Flight of ideas, 105
Flooding (implosion/implosive therapy), 153
Fluoxetine, 214t, 216t

dosage range for, 508t
for eating disorders, 353, 359, 360t
for mood disorders

in children/adolescents, 511
Fluphenazine, 209, 210t
Fluphenazine decanoate, 209, 210t
Flurazepam, 214t
Fluvoxamine, 214t, 216t
Focus therapy, 194
Focused assessment, 101. See also Assessment
Folie à deux, 476
Folie communiquèe, 476
Folie imposèe, 476
Folie induite, 476
Folie simultanèe, 476
Food

monoamine oxidase inhibitors (MAOIs) and, 
218, 219

Forensic nurse(s)
code of ethics for, 65, 66b
education programs for, 65–67, 66b
expert witness, 60
international association of (IAFN), 64
as legal consultant(s) and expert witness(es), 67
special roles of, 67

Forensic Nurse’s Code of Ethics, 65, 66b
Forensic nursing, 22
Forensic nursing education, 65
Forensic nursing practice, 22, 55b, 64

areas of, 66, 67b
education for, 65–67, 66b
history of, 64
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scope of, 64–65, 65b
special nursing roles and, 67, 67b
standards of, 65
unique characteristics of, 65

Forensic psychiatry, 58–59, 58–60, 59b
Forensics, crisis, 163
Formulating nursing diagnoses, 164
FQ. See Fear Questionnaire
Free radical theory, of aging, 523t
Free-fl oating anxiety, 255
Freud’s psychoanalytic theory, 172, 173, 173b

gender identity disorders and, 430
personality development, 370–371

Frontal lobe pathology, behavior caused by, 460b
Frontal lobe theory, of electroconvulsive therapy 

(ECT), 231
Frotteurism, 434b
Functional Assessment Staging Test (FAST) Scale, 462t

G
Gabapentin, 223

for aging client, 538t
as antimanic agent/mood stabilizer, 221
for cognitive disorders, 467
dosage range for, 224t

GAD. See Generalized anxiety disorder
Galantamine, for cognitive disorders, 467, 468t
Gambling, pathological, 623t
Gamma-aminobutyric acid (GABA) neurotransmission, 

in psychopharmacology, 200
Gang rape, 585
Gastrointestinal disorders

psychotropic drugs causing/nursing intervention 
for, 206t

for substance-related disorders, 414b
Gender

aging and, 523
Gender dysphoric, 429
Gender identity, 428–430
Gender identity disorders

clinical symptoms and diagnostic characteristics 
of, 430

General adaptation syndrome (GAS), 278
Generalized anxiety disorder (GAD), 261, 261b

nursing plan care, 271–272t
Genetic engineering, 53
Genetic factors

drug polymorphism and, 203
in eating disorders, 345–346
in gender identity, 429–430
in mental health, 8
in mental illness, 8
in obesity, 346–347
in personality disorder, 372–373
in schizophrenia, 325
for substance-related disorders, 398
in suicidal ideation, 548

Genetic testing, ethics in, 53
Genetic theory, in Alzheimer’s disease, 452
Genitalia, ambiguous, 430
Genogram, 189–190, 190f
Genomic health care, 67
Genotyping, for CYP gene variations, drug 

 polymorphism and, 204
Geriatric psychiatry, history of, 522–523
Gestures, 130
Gestures, in nonverbal communication, 130
Gilles de la Tourette’s syndrome, 498
Gilliam Autism Rating Scale (GARS), 503b
Ginkgo (Ginkgo biloba)

cognitive decline, 246
drug interactions, 248t

Ginseng
for cognitive decline, 246

Glutamate, schizophrenia and, 325
Goal-setting stage, in family assessment, 188
Good Samaritan Act (Doctrine of Charitable 

 Immunity), 50

Grandiose delusions, 478
Grapefruit juice, drug interactions and, 213, 224
Grief, 72–74

anticipatory, 72
assisting aging client with, 540
Kübler-Ross stages, 74b
postvention after suicide and, 560–561
unresolved/dysfunctional, 73–74

Grief process, 73
Grief reaction, to HIV diagnosis, 606
Grief theory, 73
Group(s)

closed, 194
establishment of, 194–195
leadership styles and, 195
open, 194
stages of development of, 195

Group cohesiveness, in group therapy, 194
Group homes, 91, 91b, 93
Group leader, autocratic/democratic/laissez-faire, 

195
Group therapy, 192–195

advantages of, 193
characteristics of, 193–194
for children and adolescents, 514
crisis intervention and, 165
nurse-therapist’s role in, 195, 196t
for sexual disorders, 442
for substance-related disorders, 418
types of, 194

Growth and development, maturational crisis 
and, 159

Guarana, for cognitive decline, 246
Guided self-change, for bulimia nervosa, 361b
Guidelines for Adolescent Preventive Services (GAPS), 

503b
Guilt, in aging client, 533
Guilty but mentally ill, 58

H
H6A-B44 gene, schizophrenia and, 325
Habeas corpus, writ of, 57
Habituation, 394. See also Substance-related 

 disorders
Hair pulling, compulsive (trichotillomania), 550
Half-life (drug), 202
Hallucinations, 106, 106t

in schizophrenia, interventions for, 333b
Haloperidol, 200, 203, 209, 210t

for delusional/shared psychotic disorders, 481
for personality disorder, 385t

Haloperidol decanoate, 209, 210t
Harm avoidance, for alcohol abuse treatment, 

416–417, 417–418
Hate crimes, 591

against homeless, 621
HEADSS, 503b
Healing

defi nition, 240
Healing humor, 241b

for stress and anxiety, 245
Health care directive, 75
Health care proxy, 75
Health, physical

for seriously and persistently mentally ill clients, 
promoting, 626–627

Health promotion
for seriously and persistently mentally ill clients, 

promoting, 626–627
Healthy functioning families, 182, 184b
Hearsay, dying declaration exception, 75
Herbal medicines, for stress/anxiety, 245
Hermaphrodism (hermaphroditism), 430
Hermaphrodites, 429
Heroic period, postdisaster, 162
Heterosexuality, 429
Highly active antiretroviral therapy (HAART), immune 

recovery syndrome and, 610

Hispanic culture/clients 
elderly

adjusting to retirement income and, 526
establishing comfortable routines and, 527
establishing satisfactory living arrangements 

and, 525
fi nding meaning in life and, 532
keeping active/involved and, 528
keeping in touch with family members and, 529
maintaining love/sex/marital relationships and, 527
sustaining/maintaining physical and mental 

health and, 530
HIV infection/AIDS in, 609f

Histrionic personality disorder, 374b, 378
HIV encephalopathy, 606
HIV infection/AIDS

assessment of, 607–610, 608b
client/family education and, 612
continuum of care and, 612–613
early phase

assessment, 608, 608b
planning and implementation, 611

epidemiology, 604–605
global distribution of, 604f

evaluation and, 613
family dynamics affected by, 606–607, 607b
grief reaction to, 606
groups at risk for, 605
history and etiology of, 604
immune recovery syndrome and, 610
late phase

assessment of, 609, 609b
planning and implementation for, 612

middle phase
assessment of, 608, 608b
planning and implementation for, 611

neuropsychiatric syndromes and, 606
nursing diagnoses for client with, 610
nursing process for client with, 607–613, 

613–614b
outcome identifi cation and, 610
planning interventions and implementation, 

611–613, 612b
psychiatric disorders and, 605–606
psychosocial impact of, 605–607
transcultural considerations, 609, 609b

HIV-associated dementia, 606
Holism, 241–242
Holistic medicine, for eating disorders, 357–358
Home-Based Primary Care program (HBPC), for 

 cognitive disorders, 466
Homeless

continuum of care for, 630
respite care for, 629
risk factors for, 620, 620b
seriously and persistently mentally ill, 619–621, 620b
special populations of, 620

Homeopathic remedies
for anxiety/stress, 245
for depression, 246
drug interactions and, 203
for insomnia, 243–244
for pain management, 244

Homeopathy. See Homeopathic remedies
Homicide, 590, 592
Homophobia, 606, 610
Homosexuality, 429

HIV infection/AIDS and, 605, 606. See also HIV 
infection/AIDS

homophobia and, 606
suicide risk and, 553

Honeymoon period, postdisaster, 162
Hope, instillation of, in group therapy, 193
Hormones

eating disorders, 345
for female sexual disorders, 440
for male sexual disorders, 440
for personality disorder, 373

Hospice care, 76–79
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Hospitalization
for client with eating disorder, 357, 357t
day/partial (day-treatment programs)

for children and adolescents, 512
involuntary, 57
legal issues, 57–58
of minors, 58
psychiatric, 57, 91

day/partial, 91
deinstitutionalization, 89
deinstitutionalization and, 618–619, 619b

for suicidal client, 558t
Human Becoming, theory of, 27, 28
Human immunodefi ciency virus (HIV), 602. See also 

HIV infection/AIDS
Human sexual response cycle, 432
Humor, therapeutic/healing, 241b

for stress and anxiety, 245
Hydrotherapy, in physiotherapy, 230
Hydroxyzine hydrochloride, 212, 214t
Hydroxyzine pamoate, 214t
Hygiene

personal, promotion of in therapeutic milieu, 
145, 154

sleep, promotion of in therapeutic milieu, 148–149
Hyperglycemia, psychotropic drugs causing/nursing 

intervention for, 206t
Hypnosis, 241b
Hypnotics

antihistamines, 212
benzodiazepine, 211
client education and, 212–213, 213–214t
contraindications/precautions/adverse effects and, 

212
med alert and, 213b
nonbenzodiazepine, 211
nursing implications and, 212

Hypoactive sexual desire disorder
nursing plan of care for, 443–444b

Hypochondriasis, 282–283
in aging client, 530, 532b, 533

Hypoglycemia, psychotropic drugs causing/nursing 
intervention for, 206t

Hypotension, orthostatic, psychotropic drugs causing/
nursing intervention for, 206t

I
ICD-9-CM and ICD-10. See International Statisti-

cal Classifi cation of Diseases and Related 
Health Problems

ICU (intensive care unit) psychosis, 454. See also 
Delirium

Id, 370
Ideas, fl ight of, 105
Ideas of reference, 477
Ideational compulsion, 261
Identity

gender, 428–430
sexual, 428

Illness
chronic, childhood/adolescent mental health disor-

ders and, 493
client/family adaptations and, 184b
psychological factors (anxiety) affecting/causing, 

285, 285b
substance-related disorders causing, 411b
suicide risk and, 551–552

Illusion, 106, 106t
Imipramine, 216, 217t

for eating disorder, 360t
Imitative behavior, in group therapy, 194
Immune recovery syndrome, 610
Immunologic theory, of aging, 523t
Immunotherapy, depression and, 301
IMPACT (Integrated Model Program), 629
Impact phase, of crisis, 159
Impaired communication, 104–105
Impaired nurse, 406–407

Implementation/interventions, 123
Implied consent, 166
Implosion/implosive therapy (fl ooding), 153
Imprisonment, false, 55
Impulse control

disorder, 622, 623t
lack of

as incarceration risk, 622, 623t
personality disorder, 382

Impulsive rape, 584
Inactivity, obesity and, 347
Incarcerated client(s)

continuum of care and, 630
factors contributing to incarceration and, 622
risks for incarceration and, 622
seriously and persistently mentally ill, 621–623, 

622b, 623t
transinstitutionalization and, 619

suicide risk and, 553, 623
Incest, 582
Incompetent, 58
Incompetent client, 58
Indinavir, trazodone interactions and, 217
Individual psychotherapy, 172–175

for anxiety disorders, 175
for/with children and adolescents, 172–175, 512
goals of, 186
modes of, 174t
for oppositional defi ant disorder and conduct 

disorder, 508–509
schools of, 173b
for sexual disorders, 441–442
for substance-related disorders, 417–418

Inducers, in pharmacokinetics, 202
Ineffective therapeutic communication, 133–135, 

133t, 134b
Infants, 487–517. See also Children

anaclitic depression, 298
sexual development in, 431

Inferences, 118
Informatics, nursing, 18
Information sharing/informing

in group therapy, 193
in therapeutic milieu, 145–154

Informed consent, 53
electroconvulsive therapy (ECT), 234

Inhibitors, in pharmacokinetics, 202
Initial interview, in family therapy, 187–188, 187b, 

188b
Initiating phase, of therapeutic relationship, 137
Inpatient care, 86–89. See also Hospitalization

acute care facilities, 86
for children and adolescents, 512
long-term care facilities, 87–89
subacute care units, 87

In Shape program, 153
Insight, 106, 107
Insight without reconstruction groups, 194
Insomnia, 109

in aging client, 536–537
interventions for, 539

benzodiazepines for, 211
management of, 153

aromatherapy for, 244
homeopathic remedies for, 243–244

psychotropic drugs causing/nursing intervention 
for, 206t

rebound, 211
Instillation of hope, in group therapy, 193
Insulin shock therapy, 230
Integrated Model Program (IMPACT), 629
Integrated psychotherapy, for aging client, 540
Integrative approach, in family therapy, 185
Intellectual ability, assessment of, 107
Intellectual disability (mental retardation) 489

clinical symptoms and diagnostic characteristics of, 
494, 495b

etiology of, 489–490
interventions for, 506

Intelligence, aging and, 524
Intensive care unit (ICU) psychosis, 454. See also 

Delirium
Intentional torts, 55
Interactional approach, in family therapy, 186
Interaction-oriented approach, 29
Interactive therapies, 440–441

for AIDS clients, 611–612
for personality disorder(s), 386
in schizophrenia, 336–337
substance-related disorders, 417–418
for suicidal clients, 559

International Association of Forensic Nurses (IAFN), 
64

International Statistical Classifi cation of Diseases and 
Related Health Problems (ICD-9-CM and 
ICD-10), 120

Internet, as a practice extender/cybertherapy, 94
Internet addiction disorder (IAD), 406
Interpersonal communication, 10, 10b, 129, 129f
Interpersonal functioning, in personality disorders, 

382
Interpersonal learning, in group therapy, 194
Interpersonal perceptions, communication affected by, 

129, 129f
Interpersonal psychotherapy, for eating disorders, 

359–361
Interpersonal theory

Peplau’s, 27–28
nurse in therapeutic relationship and, 136
phases of therapeutic relationship and, 136–137

Interpersonal-psychological theory of suicidal behav-
ior, 549

Intervention (working) phase. See also Working 
phase

in family therapy, 188–189
Interview

initial, in family therapy, 187–188, 187b, 188b
for older client, 534–535

Intimate partner violence, 586–591. See also Domestic 
violence

Intimate zone of distance, 130, 130b
Intoxication, alcohol, 400
Introductory phase, of psychotherapy, 172
Introspection, 3
Introvert behavior, 2
Involuntary admission, 57
Isocarboxazid, 219t

J
Jealousy, delusional, 477
Jet lag

homeopathic remedies for, 243
Judgmental attitude, 2

ineffective therapeutic communication, 133

K
Kaposi’s sarcoma, 604
Kava-kava (Piper methysticum)

drug interactions, 248t
for stress and anxiety, 245

Ketoconazole, trazodone interactions and, 217
Ketoprofen, for aging client, 538t
Kidnapping (child abduction), 582
Kleptomania, 623t
Klinefelter’s syndrome, 429
Knowledge of subject matter, communication affected 

by, 128, 129, 129f
Korsakoff’s psychosis, 400

L
La belle indifference, 281
Laissez-faire group leaders, 195
Lamotrigine, 223

dosage range for, 224t
Late adulthood, 522, 526
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Late-life depression, 533. See also Aging client(s)
Learning theory/learned responses

substance-related disorders, 398
Legal issues, 50–60

advance psychiatric directives, 57
forensic psychiatry and, 58–60, 59b
long-term care facilities and, 58
malpractice, 53–56, 55b, 56b
psychiatric hospitalization and, 57–58
psychiatric–mental health clients’ bill of rights, 

56–57
Legal nurse consultant (LNC), 60
Leptin theory, of obesity, 347
Levodopa, 225t

with carbidopa, 224, 225t
dosage range for, 441t
for male sexual disorders, 441t

Lewy body dementia
clinical symptoms and diagnostic characteristics 

of, 458
etiology of, 453

Libel, 55
Libido, changes in, psychotropic drugs causing/nurs-

ing intervention for, 206t
Licensed practical/vocational nursing programs, 

psychiatric–mental health education in, 19
Life circumstances

mental health affected by, 8–9
Life cycle, family, 182, 183t
Life-review process, 540

for client with HIV infection/AIDS, 609
Lifestyle

maturational crisis and, 159
sedentary, obesity and, 347

Lifestyle change counseling, therapeutic (TLC), 152
Limbic lobe pathology, behavior caused by, 460b
Limit-setting, 153
Lindemann, Eric, crisis theory of, 159
Listening, failure of, ineffective therapeutic 

 communication and, 135
Lithium, 203, 204, 221, 222, 222t

for suicidal clients, 559
Living arrangements

determining, for seriously and persistently mentally 
ill, 624

satisfactory, establishment of as developmental task 
of aging, 524–525

Living will, 75
Lobotomy, 230
Loneliness, in aging client, 533
Longevity, familial, aging and, 524
Long-term care facilities, 58, 87–89
Long-term memory, 106
Looseness of association, 105, 326
Lorazepam, 200, 214t
Loss, 72
Love/belonging, meeting need for, as developmental 

task of aging
assisting client with, 540

Loving phase, of domestic violence, 589
Loxapine, 210t
L-tryptophan

monoamine oxidase inhibitor (MAOI) interactions 
and, 219b

serotonin syndrome and, 215

M
Magical thinking, in schizotypal personality disorder, 

375b, 376
Magnetic seizure therapy (MST), 236
Magnetic stimulation, transcranial (TMS), 235–236
Major depressive disorder

substance-related disorder associated with, 568t, 
569t

Male erectile disorder (erectile dysfunction/ED), 433
Male orgasmic disorders, 433
Male pseudohermaphrodites, 429
Male sexual disorders, 440, 441t

Malpractice, 53
Maltreatment, 578
Managed care, 86

serious and persistent mental illness and, 630
Managed care nurses, 87
Management (adjunctive) therapy, 153
Manager, nurse, in therapeutic relationship, 136
Mania, 304, 304b

antimanic agents/mood stabilizers in management 
of, 221–222

substance-related disorder associated with, 569t
Manipulative practices

in complementary and alternative medicine, 243
Maprotiline, 215, 217, 217t, 218, 219
Marital/couple therapy, 442
Marital-relations therapy, 191, 193t, 442. See also 

Couple therapy
Marked victim rape, 584
Maslow’s hierarchy of needs, 9, 9f
Masochism/masochistic behavior, 434b
Massage, in physiotherapy, 230
Massage therapy, 241b

for pain management, 245
for stress/anxiety, 245

MAST (Multi-Attitude Suicide Tendency Scale for 
Adolescents), 556

Master’s degree nursing programs, psychiatric–mental 
health education in, 19–20

Material abuse, elder abuse and, 586t
Maturational crisis, 159
MBSR. See Mindfulness-based stress reduction
MCI. See Amnestic mild cognitive impairment (MCI)
Median effective dose, 201
Median toxic dose, 201
Medical conditions

alcohol use/abuse and, 413
anxiety disorders caused by, 285, 285b

assessment, 286–287
nursing plan of care for, 291–292t

dementia caused by, 459
psychological factors (anxiety) affecting/causing, 

285, 285b
sexual dysfunction caused by, 433–434
substance-related disorders and, 414b

management of, 413–414, 414f
suicide risk and, 551–552

Medication(s)
assessment of physiological responses to, 111
management of, and education about, for seriously 

and persistently mentally ill clients, 627
sleep pattern disturbances and, 148

Medication backup (split-treatment psychotherapy), 175
Medication history, 102
Meditation, 241b

for depression, 246
for pain management, 245

Megalomania (grandiose delusions), 478
Megestrol acetate, for eating disorders, 359, 360t
Melatonin

for insomnia, 211
Memantine, for cognitive disorders, 467, 468t
Memory, 106

electroconvulsive therapy (ECT) affecting, 232–233
episodic, 452f
long term, 106
procedural, 452f
semantic, 452f
short term, 106
working, 452f

Mental health
characteristics of, 9
communication levels, 10b
diagnosis of, 14
ego defense mechanism, 10, 11t
vs.environment, 9b
factors affecting, 9–12
factors infl uencing, 8–9
historical development of, 14
inherited characteristics/genetic theories, 12

interpersonal communication, 10, 10b
life circumstances and, 8–9
maintenance of, 9–10
nurturing during childhood and, 8–9
personal strategies, 12
personal strategies for, 12
stigma and perceptions, 12–14

Mental Health Equitable Treatment Act of 2003, 17t
Mental health services. See also Ethnicity/ethnic groups

in community, 93, 93b
in inpatient setting, 86, 87
mental health system, 37
socioeconomic status, 37–38

Mental illness and nursing implications, 39
Mental illness/mental disorder, 12, 14

parental, childhood/adolescent mental health 
 disorders and, 493

serious (severe) and persistent (SPMI), 618–633. 
See also Serious and persistent mental ill-
ness (SPMI)

substance-related disorder and (dual diagno-
sis), 568–574, 568t, 569t. See also Dual 
diagnosis

Mental retardation (intellectual disability)
clinical symptoms and diagnostic characteristics of, 

494, 495b
etiology of, 489–490
interventions for, 506

Mental status assessment
for children and adolescents, 503b

Mentally Ill Chemically Abusing (MICA), 566. See also 
Dual diagnosis

Mentally Ill, Chemically Abusing, and Addicted 
(MICAA), 566. See also Dual diagnosis

Meperidine, 215, 218, 224
Meprobamate, 211, 214t
Mercy bookings, 622
Mesoridazine, 210t
Metabolic syndrome, 208, 334
Metabolism, drug, ethnicity affecting (ethnopharma-

cology), drug polymorphism and, 203
Methylphenidate, 220, 220t

for childhood and adolescent disorders, 507t
Methylphenilate

for aging client, 540t
dosage range for, 540t

Metoprolol, for anxiety, 212
MICA (Mentally Ill Chemically Abusing), 566. See also 

Dual diagnosis
MICAA (Mentally Ill, Chemically Abusing, and 

Addicted), 566. See also Dual diagnosis
Michigan Alcohol Screening Test (MAST), 408, 408b
Middle (working) phase, of therapeutic  relationship, 

137
Milieu therapy, 144, 145–154. See also Therapeutic 

milieu
Mind–body medicine, 243
Mindfulness-based stress reduction (MBSR), 243
Mini-Mental Status Examination for Child, 503b
Minorities, ethnic

childhood/adolescent mental health disorders 
and, 493

Minors
hospitalization, 58

Miranda warning, 59
Mirtazapine, 204, 215, 217, 217t
Misunderstanding, ineffective therapeutic communica-

tion and, 133–134
Mnemonics, 120
Mobile sexual assault response team (SART), 595
Modafi nil, 220t
Molindone, 210t
Monoamine oxidase inhibitors (MAOIs)

for eating disorders, 359
Monoamine oxide inhibitors, 218–219, 218b, 219b, 

219t
contraindications/precautions/adverse effects and, 

218–219, 218b, 219b
dosage ranges for, 219t
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Mood, 103
cognitive disorders and, 460–461

Mood disorders
assessment of, 307–310, 308b
behavioral theory of, 302
biochemical theory of, 299, 300f
biologic theory of, 300–301
bipolar disorder, 305
in children/adolescents

clinical symptoms and diagnostic characteristics 
of, 499–500

etiology of, 491–492
interventions for, 510–511

clinical symptoms and diagnostic characteristics of, 
302–307, 303b, 304f, 305–307b

cognitive theory of, 302
drug therapy for, 313–314t
etiology of, 299–302, 299b, 300f, 301b
genetic theory of, 299
historical perspective of, 298–299
implementation, 312–316, 313–314t
life events/environmental theory of, 302
medical conditions of, 301, 306, 307b
neuroendocrine regulation of, 299–300
nursing diagnosis, 310, 311b
the nursing process, 307–318, 317–318b
outcome identifi cation for, 310–311, 311b
pain, 301

management, 315
planning interventions, 311–312
with postpartum onset, 307
premenstrual dysphoric disorder, 306–307
psychodynamic theory of, 301–302
somatic therapies for, 315

Mood elevators (stimulants), 220–221, 220t
Mood stabilizers (antimanic agents), 221–222, 222t
Morbid grief reaction, 73–74
Mother surrogate, nurse as, in therapeutic relation-

ship, 136
Motor tics, 498
Movement disorders, drug-induced

antiparkinsonism agents for, 224
Movement therapy, 241b
Multi-Attitude Suicide Tendency Scale for Adolescents 

(MAST), 556
Multidisciplinary treatment team, 144, 145–147t

in child abuse, 595
Multi-infarct dementia. See Vascular dementia
Multiple system taupathy, familial, dementia and, 453
Munchausen’s syndrome by proxy, 580
Music therapy

for aggressive behavior in dementia, 465, 466b
for children and adolescents, 514

Mutation (somatic) theory, of aging, 523t
Mutism, 105

N
Nadolol, for anxiety, 212
Naltrexone

for alcohol aversion therapy, 415, 415t
for suicidal clients, 559

NANDA diagnostic system, 119
Naproxen, for aging client, 538t
Narcissistic personality disorder, 378–379
National Alliance for the Mentally Ill, 16
National Empowerment Center, 628
National Mental Health Act, 89
Native American culture/clients

elderly
adjusting to retirement income and, 526
establishing comfortable routines and, 526–527
establishing satisfactory living arrangements 

and, 525
fi nding meaning in life and, 531–532
keeping active/involved and, 528
keeping in touch with family members and, 529
maintaining love/sex/marital relationships and, 

527

sustaining/maintaining physical and mental 
health and, 530

suicide risk and, 553, 556
Necrophilia, 434b
NEECHAM Confusion Scale, 462
Needs

assistance meeting
anxiety disorders and

in children/adolescents, 511–512
attention-defi cit hyperactivity disorder and, 

506–507
autistic disorder and, 509
childhood/adolescent psychosis and, 511
conduct disorder and, 509
HIV infection/AIDS and, 611
mental retardation and, 506
mood disorders and

in children/adolescents, 510–511
oppositional defi ant disorder and, 509
schizophrenia and, 333–336, 334t
sexual disorders and, 439
suicidal clients and, 558–559

Needs-oriented approach, 29
Nefazodone, removal of from market, 215
Negative symptoms, 324–326, 326–327, 327b

in schizophrenia type II, 327
Negativistic personality disorder, 380
Neglect, 579

child
behavioral and environmental indicators, 581
emotional, 581–582
physical indicators of, 581

emotional, 582, 582b
Negligence, 53
Neighborhoods, childhood/adolescent mental health 

disorders and, 494
Neologism, 105
Neugarten’s components of life, 531t
Neugarten’s theory of aging, 525t
Neurochemical binding sites, relationship of, suicidal 

behavior and, 548
Neurodegenerative diseases, mood disorders and, 

300–301
Neuroendocrine theory

of electroconvulsive therapy (ECT), 231
Neuroimaging, in Alzheimer’s disease, 453, 453f
Neuroleptic malignant syndrome (NMS), 207
Neuroleptics, 205

med alert and, 209b
Neurologic adverse effects, of antipsychotics, 

207–208, 208t
Neurologic disorders

suicide risk and, 552
Neuromuscular adverse effects, of antipsychotics, 

207–208, 208t
Neuropsychiatric syndromes, 606, 606b
Neurostructural theory, of schizophrenia, 325–326, 

325f
Neurotransmitter(s), 200, 201f
Neurotransmitter theory, in Alzheimer’s disease, 

452–453
Neurovegetative changes, 109
New Freedom Commission on Mental Health (2002), 

15, 90
Newborn, sleep patterns in, 109
Nicardipine, as antimanic agent/mood stabilizer, 221
Nicotine use, assessment of, in schizophrenia, 330
N-methyl-D-aspartate (NMDA) antagonist, for cogni-

tive disorders, 467, 468t
Nonbizarre delusions, 476
Nonsteroidal anti-infl ammatory drugs, for aging client, 

538t
Nonverbal communication, 100–102, 130, 134, 138b

verbal messages confl icting with, ineffective thera-
peutic communication and, 133

Normal sexual behavior, 428
North American Nursing Diagnosis Association 

(NANDA), 118
Nortriptyline, 216, 217t

Norverapamil, as antimanic agent/mood stabilizer, 221
No-suicide contract, 557–558, 558f
Not guilty by reason of insanity, 58
Nuclear family, 182
Nurse(s). See also Psychiatric–Mental Health Clients

Bill of Rights, 54b, 56–57
Code of Ethics, 50, 51b, 54b

Nurse case manager, 86
Nurse Practice Acts, 50
Nurse-client relationship, 135–138, 136b

assessment of, 100, 101
boundaries, 135–136
communication in, 131–135

comfort zones and, 132, 134b
confi dentiality, 131
effective, 132
factors affecting, 128–130
ineffective, 133–135
nonverbal, 130
process recording and, 138, 138b
social and therapeutic, 131–135
types of, 130–131, 130b
verbal, 130

ethical principles governing, 50
Nurse-led psychotherapy interventions, 152
Nurses, Code of Ethics for Nurses, 64
Nurse–therapist

in couple therapy, 192
in family therapy, 189–190, 190f
in group therapy, 195, 196t

Nursing diagnosis, 118–120, 118t
classifi cations of, 118, 118t
for couples, 192b
in crisis intervention, 163
electroconvulsive therapy (ECT), 234, 235b
for families, 188b
mental health, 119
standard of care, 120, 122, 123
systems for, 119–120, 121b

Nursing home residents
seriously and persistently mentally ill, 619

Nursing implications
ethnopharmacologic considerations, 39–41
and mental illness, 39
role of family, 41
role of healers, 41
role of translators, 41–42

Nursing informatics, 18
Nursing plan of care, paranoid personality disorder, 

387–388b
Nursing plans of care, 122–123

for AIDS, 613–614b
for alcohol dependence, 420–421b
for delirium, 469–470t
for delusional disorders, 483–484b
for depressed adolescent, 515–516b
for domestic violence victim, 597–598b
for generalized anxiety disorder, 261, 261b, 

271–272t
for hypoactive sexual desire disorder, 443–444b
insomnia related to depressed mood, 124
for psychiatric–mental health client, 119b, 122, 123
for schizophrenia, undifferentiated type, 338–339t
serious and persistent mental illness (SPMI), 

631–633b
standardized, 122
for suicidal client, 561–562b

Nursing process, 100
Nursing theories, 27

agreement among, 29
application of, 28
to practice, 28–29

Nurturing, mental health affected by, 8

O
Obesity. See also Eating disorders

assessment of, 352–355t
biologic theory of, 346–347
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body mass index and, 347, 348b
developmental, 352
evaluation and, 362
genetic factors in, 346–347
medical complications of, 355t
nursing process for client with, 352–363
reactive, 352
surgical intervention, 362–363

Objective and subjective data, assessment, and plan of 
care (DAP), 112–113, 113b

Objective data, 100, 112, 113
Object-relations therapy, 191, 193t. See also Couple 

therapy
Obsessions, 106
Obsessive-compulsive disorder (OCD)

substance-related disorder associated with, 569t
Obsessive–compulsive personality disorder, 379
Obstetric disorders, substance-related disorders and, 

414b
Occipital lobe pathology, behavior caused by, 460b
Olanzapine, 203, 209

as antimanic agent/mood stabilizer, 221
dosage range for, 210t
for eating disorders, 360t
with fl uoxetine, as antimanic agent/mood stabilizer, 

221
for personality disorder, 385t

Omnibus Reconciliation Act (OBRA), 58
Online therapy (e-therapy), 176
Onset phase, of schizophrenia, 326
Open groups, 194
Open-mindedness, 2
Operant conditioning, Skinner’s theory of, 152
Opioid antagonists, in detoxifi cation for substance-

related disorders, 416t
Opioid, for aging clients, 538t
Opioid(s)/opiate(s)

endogenous, in eating disorders, 345
Opportunistic rape, 584
Oppositional defi ant disorder (ODD), 497

client/family education and, 509
interventions for, 507–509

Oral disorders, substance-related disorders and, 414b
Orem’s Behavioral Nursing theory, 27t, 28
Organ specifi city theory, of somatoform disorders, 

278
Organic theory, of schizophrenia, 326
Orgasm, 432
Orgasmic disorders, 433
Orientation (to environment), 106, 107t
Orientation/orienting phase

in group therapy, 195
Orienting phase, 136–137
Orphenadrine, as antiparkinsonism agent, 224
Orthostatic hypotension, psychotropic drugs causing/

nursing intervention for, 206t
Outcome identifi cation, 121–122

for psychiatric–mental health client, 122
Outcome-oriented approach, 29
Outpatient treatment, mandated, for mental illness, 

627t
Outreach programs

for cognitive disorders, 466
in crisis intervention, 165

Oxazepam, 211, 214t
Oxcarbazepine, 223, 224t
Oxidation theory, of Alzheimer’s disease, 452

P
P450 cytochrome system, 202
Pain, 77–78, 149–151

in aging client, 536
assessment of, 111
depression and, 301
somatoform (pain disorder), 282, 283b

Pain management
in aging client, 538–539, 539t
for clients with substance-related disorders, 417

complementary and alternative therapies of, 
244–245

end-of-life care, 78b
ethics in, 52–52b
in therapeutic milieu, 149–151

Palilalia, in Tourette’s syndrome, 498
Panic disorder (with/without agoraphobia), 257–259, 

258t
substance-related disorder associated with, 569t

Paradigm of balancing factors, 159
Paradoxical conduct, 478
Paradoxical excitation, benzodiazepine discontinua-

tion and, 211
Paranoia, conjugal, 477
Paranoid, 476

aging client as, 534
Paranoid personality disorder, 375, 375b

nursing plan of care, 387–388b
Paranoid schizophrenia, 324f, 327–328, 328b
Paraphilias, 433–435, 434b

characteristics of, 435
Parasuicidal behavior, theory of, 549–550
Parataxis, 172
Parental behavior

childhood/adolescent mental health disorders 
and, 493

eating disorders and, 346
Parietal lobe pathology, behavior caused by, 460b
Parish nursing, 21
Parkinsonism (drug-induced), 208t

antiparkinsonism agents in management of, 224
Parkinson’s disease

antiparkinsonian agents for clients with, 224
antipsychotic agents for clients with, 207, 208
dementia and, 454

Paroxetine, 200–202, 214t, 216t
dosage range for, 441t
as inhibitor, 202
for male sexual disorders, 441t
for mood disorders

in children/adolescents, 511
for somatoform and dissociative disorders, 290t

Parse’s theory of Human Becoming, 27, 28
Partner abuse, 586–591
Passion fl ower (Passifl ora incarnata), for stress/anxiety, 

245
Passive–aggressive personality disorder, 380
Passive–dependent personality disorder, 379, 380b
Past experiences, communication affected by, 129, 129f
Paternalism, 50
Pathophysiologic theory, of schizophrenia, 326
Patient Self-Determination Act (PSDA), 57, 75
Paul Wellston Mental Health Equitable Treatment Act 

of 2003, 16, 17t
Pavlov’s Theory of Conditioning, 152
Peak plasma concentration, 202
Peck’s theory of aging, 525t
Pedophilia/pedophile, 434, 434b
Peplau’s

interpersonal theory, 27–28
nurse in therapeutic relationship and, 136
phases of therapeutic relationship and, 136–137

Perceived burdensomeness, 549
Pergolide, 224
Period prevalence counts, of homeless, 620
Perphenazine, 210t
Persecutory delusions, 477
Perseveration, 105, 456
Personal and sleep hygiene management, 148–149
Personal hygiene management, in therapeutic milieu, 

148–149
Personal situational crisis, 158
Personal zone of distance, 130, 130b
Personality, 370

aging and, 524
dementia affecting, 456
Erikson’s psychosocial theory of, 371, 371t, 372t
Freud’s psychoanalytic theory of, 370–371
Piaget’s cognitive developmental theory, 372

Personality disorder(s), 623
antisocial, 376–377, 377b, 569t

incarceration risk and, 623
substance-related disorder associated with, 568t

assessment of, 380–382
avoidant, 379–380, 380b
biologic factors of, 373
borderline, 377–378, 378f

incarceration risk and, 623
characteristics of, 373, 374b
childhood experiences and, 373
clinical symptoms and diagnostic characteristics of, 

373–380, 374b, 375b, 378f, 380b
cluster A, 375–376, 375b
cluster B, 376–379, 377b, 378f
cluster C, 379–380, 380b
cultural considerations and, 382
dependent, 379
depressive, 380
drug therapy for, 385t
dysfunctional behavior and, 382
etiology of, 372–373
evaluation and, 386
genetic factors of, 372–373
histrionic, 374b, 378
implementation of, 383–386, 384b, 385t
incarceration risk and, 623
interactive therapies for, 386
interpersonal functioning affected in, 382
narcissistic, 378–379
not otherwise specifi ed, 380
nursing diagnoses of, 382, 382b
nursing process for client with, 380–386, 387–388b
obsessive–compulsive, 379
outcome identifi cation and, 383, 383b
paranoid, 375, 375b

nursing plan of care, 387–388b
passive–aggressive, 380
planning interventions, 383
psychoanalytic factors of, 373
schizoid, 375–376, 375b
schizotypal, 376

incarceration risk and, 623
Personality reconstruction groups, 194
Personality traits, 2
Persuasion, 572
Pervasive developmental disorders

clinical symptoms and diagnostic characteristics of, 
494–496

etiology of, 490
Pharmacodynamics, 201–202, 203f

factors affecting, 202–204
Pharmacogenomics, 67
Pharmacokinetics, 202, 203f

factors affecting, 202–204
Phenelzine, 219t

SSRI drug interactions and, 215
Phenobarbital, as inducer, 202
Phenothiazines, 14–15
Phenothiazines, introduction of, 14
Phentolamine, for male sexual disorders, 440
Phenytoin, 223, 224t
Phobia(s)

substance-related disorder associated with, 
568t, 569t

Physical abuse
of child, 579–581, 580f, 581b
elder, 586t

Physician-assisted suicide (PAS), 552
Physiologic dependence, 395. See also Substance-

related disorders
Physiotherapy, 230
Piaget’s cognitive developmental theory

of personality development, 372
Pica, 331
Pick’s disease, 453–454
Pimozide, 210t, 215

for delusional/shared psychotic disorders, 482, 482t
dosage range for, 482t
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Piper methysticum (kava-kava)
drug interactions, 248t
for stress and anxiety, 245

Planning (nursing process)
for psychiatric–mental health client, 119, 

119b, 120
Planning (nursing process), 122–123
Plasma concentration, peak, 202
Play therapy, 514

in assessment of child abuse, 591
Pneumocystis carinii pneumonia, 604
Point-in-time counts, of homeless, 620
Polydipsia, psychogenic, 331
Polymorphism, drug, 203–204
Polypharmacy, 535
Polysomnography, 149
Population groups, 36–37
Position/posture, 130–131
Position/posture, in nonverbal communication, 

130–131, 131f
Positive and Negative Syndrome Scale (PANSS), 330
Positive symptoms, 325, 326, 327b

type I schizophrenia, 327
Possible nursing diagnosis, 118
Postacute (subacute) care units, 87
Postcrisis phase, of crisis, 159
Postictal agitation, 233
Post-traumatic stress disorder (PTSD)

youth violence and, 590
Posture/position, in nonverbal communication, 

130–131, 131f
Postvention, 560–561
Potency (drug), 201
Poverty, childhood/adolescent mental health disorders 

and, 493
Power rape, 584
Practical nursing programs, psychiatric–mental health 

education in, 19
Pramipexole, 224, 225t
Prazepam, 211, 214t
Preadmission Screening and Annual Resident Review 

(PASARR), 58, 88
Preadolescence, sexual development, 431
Precrisis phase, of crisis, 159
Pregabalin, 223, 224t
Prejudice, 2
Premorbid phase, of schizophrenia, 326
Presenile dementia, 453
President’s New Freedom Commission on Mental 

Health (2002), 15
Pretrial diversion, 627t
Primary aging, 523
Primary care practice

in continuum of care, 95
Primary effects, 200
Primary gain, 281
Primary prevention, of self-destruction, 557
Primary/acute insomnia, 109
Primidone, 223, 224t
Prison inmates

seriously and persistently mentally ill, 621–623
transinstitutionalization and, 619

suicide risk and, 553
Privacy and Confi dentiality Related to Access to Electronic 

Data, 56
Privacy, client, 55
Privileging process, 21
Probation (court-supervised release), 627t
Problem-solving therapy groups, 194
Procedural memory, 452f
Process recording, 138, 138b
Prochlorperazine, 210t
Procyclidine, 225t
Prodromal phase, of schizophrenia, 326
Professional boundaries, 135
Professional performance, standards of, 18, 20b
Professional Performance, Standards of, 65
Program theory, of aging, 523t
Programs for Assertive Community Treatment 

(PACT), 92

Progressive phase, of schizophrenia, 326
Projective identifi cation, 378
Prospective payment system (PPS), 86, 87
Protective nursing care, 151

clients with substance-related disorders and, 417
Protein kinase C, abnormality in, suicidal behavior 

and, 548
Protriptyline, 217t

for somatoform and dissociative disorders, 290t
Pseudohermaphrodites, male, 429
Pseudoneurologic manifestation, 281
Psychiatric disorders

HIV infection and, 605–606
Psychiatric emergency care, 90–91
Psychiatric home care, 92
Psychiatric hospitalization, 91

for children and adolescents, 512
day/partial, 91
deinstitutionalization, 89
deinstitutionalization and, 618–619, 619b
involuntary, 57
legal issues, 57–58
of minors, 58

Psychiatric multidisciplinary treatment team, 145
Psychiatric nursing

assessment process, 42–43, 43b
diagnoses and outcome identifi cation, 43
ethnopharmacologic considerations, 39–41, 41t
implementation, 43–44
role of family, 41
role of healers, 41, 42t
role of translators, 41–42

Psychiatric–mental health clients, 56–57
Psychiatric–mental health nurse(s)

community, 93–94
in couple therapy, 192
in family therapy, 189
home care (visiting nurses), 92
student, 3–4

Psychiatric–mental health nursing
in community setting, 89–90
in home environment, 92
in inpatient setting, 86–89
theoretical frameworks affecting, 26, 26t

Psychiatry
child and adolescent, history of, 488–489
forensic, 58–60
geriatric, history of, 522–523

Psychoanalysis, 172
Psychoanalysis/psychoanalytic approach

in family therapy, 185–186
Psychoanalytic theory

personality disorder, 373
Psychodynamic theory

of eating disorders, 345–346
of substance-related disorders, 398

Psychoeducational groups
of eating disorders, 362

Psychogenic polydipsia, 331
Psychologic factors (anxiety) affecting medical 

 condition, 285, 285b, 286b
Psychological autopsy, 560, 560b
Psychological dependence, 394. See also 

 Substance-related disorders
Psychological theory

of eating disorders, 345–346
of schizophrenia, 326
of suicidal behavior, 549–550

“Psychomatogenic” family, somatoform disorders 
and, 279

Psychopharmacology, 200
clinical, 200
science of, 200–204, 201f, 203f

Psychosexual theory, personality development and, 
370

Psychosis/psychotic disorder, 491, 491b. See also 
Schizophrenia

adolescent
assessment of, 504
client/family education and, 511

etiology of, 491
interventions for, 511

childhood
assessment of, 504
client/family education and, 511
etiology of, 491
interventions for, 511

suicide risk and, 551
Psychosocial factors, in suicidal client(s)/behavior, 

550
Psychosocial rehabilitation, for serious and persistent 

mental illness, 628–629
Psychosocial risk factors, for children and adolescents, 

492–493
Psychosocial theory

gender identity disorders, 430
of personality development, 371–372t
for schizophrenia, 337
of somatoform disorders, 278–279
of suicide, 550

Psychostimulants, 220
Psychosurgery, 230
Psychotherapy, 172, 177

alternate approaches to, 176
with children and adolescents, 174–175
couple, 184, 191, 192
family, 184, 185
goals of, 173
group, 192–195, 196t
individual, 172–175
modes of, 173
online (e-therapy), 176
schools of, 173b
split-treatment, 175

Psychotropic agents, 203–204
adverse effects of, 206t

nursing interventions for, 206t
discontinuation (withdrawal) syndrome and, 204
drug interactions and, 111
mechanisms of action of, 200
pharmacodynamics of, 202
pharmacokinetics of, 202
sleep pattern disturbances and, 148

Public school setting, childhood/adolescent mental 
health disorders and, 494

Public situational crisis, 158
Public zone of distance, 130, 130b
Purging, in bulimia nervosa, 350, 350b
Pyromania, 623t

Q
22q1 deletion syndrome, in schizophrenia, 325
Qi (chi), in acupressure/acupuncture, 241b, 245
Q–T interval, antipsychotic agents affecting, 207
Quality assurance, 50
Quality assurance nurse, 86
Quazepam, 214t
Quetiapine, 210t

for delusional/shared psychotic disorders, 482, 482t

R
Ramelteon, for insomnia, 211, 214t
Rape

accessory-to-sex, 585
anger, 584
attempted, 584
blitz, 584
of child, 582, 584
confi dence, 584
date, 585
gang, 585
impulsive/opportunistic, 584
marked victim, 584
power, 584
profi le of victim of, 584
sadistic, 584
statutory, 584
subclassifi cations of, 584–585
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Rape trauma syndrome, 437, 585
Rape-victim profi le, 584
Rapid-cycling, 304
Rating scales, in screening assessment, 101
Rational emotive therapy, 153
Reactive obesity, 352
Realistic perception, in crisis resolution, 159
Reality, orienting to, for serious and persistent mental 

illness, 627–628
Reassurance, false, ineffective therapeutic communica-

tion and, 134
Rebound insomnia, 211
Reboxetine, 215, 217t
Recapitulation of family group, in group therapy, 

193–194
Recent memory, 106
Receptor(s), drug, 201
Reconstruction period, postdisaster, 162
Recovery approach, for schizophrenia, 337
Recovery, dual diagnosis and, 574
Redirection

for cognitive disorders, 465
Reeducation groups, 194
Regulator, 28
Rehab units (postacute care units), 92
Rehabilitation, 92

dual diagnosis and, 574
Relating to others, communication affected, 133
Relaxation techniques

in systematic desensitization, 152, 153
Religion, 34

therapeutic milieu and, 148
Reminiscence, 540
Remotivation groups, 194
Renal disorders, substance-related disorders and, 414b
Research ethics, 53
Residential treatment programs, 91, 91b
Residual phase, of schizophrenia, 326
Residual schizophrenia, 328b, 329
Residual symptoms, 317
Resistance, 172
Resolution, in sexual response cycle, 432
Resolution phase, of crisis, 159
Respiratory disorders, substance-related disorders 

and, 414b
Respite care for homeless, 629
Restraints

in protective nursing care, 151
standards/guidelines for use of, 144, 144b
for suicidal client, 558

Retardation
mental

clinical symptoms and diagnostic characteristics 
of, 494, 495b

etiology of, 489–490
interventions for, 506

Retirement income, adjustment to as developmental 
task of aging, 525–526

Retrograde amnesia, 459
Rett’s disorder, 490
Reynolds Adolescent Depression Scale (RADS), 503b
Reynolds Child Depression Scale (RCDS), 503b
Reynolds Suicide Ideation Questionnaire Junior 

(SIQ-JR), 503b
Risk management, 50
Risk nursing diagnosis, 118
Risperidone, 200, 209, 210t

as antimanic agent/mood stabilizer, 221
for childhood and adolescent disorders, 508t
dosage range for, 508t
of eating disorders, 353, 359, 360t

Ritonavir, trazodone interactions and, 217
Rivastigmine, for cognitive disorders, 467, 468t
Rofecoxib, for aging client, 538t
Ropinirole, 224, 225t
Rosemary tincture, for cognitive decline, 246
Routines, comfortable, establishment of as develop-

mental task of aging, 526–527
Roy’s theory of Adaptation, 28
Russell’s sign, 348

S
SAD PERSONS Assessment Scale, 555, 555b
Sadism/sadistic behavior, 434, 434b
Sadistic rape, 584
Safety

abuse/violence victims and, 596
clients with sexual disorders and, 439
clients with substance-related disorders and, 

412–413
protective care and, 151

Scapegoat, 185, 493
Scatologia, telephone, 434b
Schemata, 372
Schizoid personality disorder, 375–376, 375b
Schizophrenia

abortive. See Borderline personality disorder
ambulatory. See Borderline personality disorder
biochemical and neurostructural theory of, 

325–326, 325f
catatonic type, 328–329, 329b
clinical symptoms and diagnostic characteristics of, 

326–329, 327–329b
developmental theory of, 326
disorganized type, 329, 329b
drug therapy for, 334t
environmental/cultural theory of, 326
etiology of, 324–326, 325f
evaluation, 337
genetic predisposition theory of, 325
history of, 324
implementation, 332–337, 333b, 335t, 336b
implementation and, 332–337, 333b, 334t, 

335t, 336b
latent. See Borderline personality disorder
nursing diagnoses, 331–332, 332b
nursing process, 330–337, 338–339b
organic/ pathophysiologic theory of, 326
outcome identifi cation, 332, 332b
paranoid type, 324f, 327–328, 328b
planning interventions, 332
psychological/experiential theory of, 326
residual type, 329
substance-related disorder associated with, 568t, 569t
suicide risk and, 551
undifferentiated type, 329

nursing plan of care, 338–339b
Schizotypal personality disorder, 376

incarceration risk and, 623
School setting (public school), childhood/adolescent 

mental health disorders and, 494
School-based mental health programs, 514
SCOFF questionnaire, for eating disorder assessment, 

353
Scope of forensic nursing practice, 64
Screening assessment, 101

in alcohol use/abuse, 408–409, 409b
in eating disorders, 352–353
in personality disorder, 381
of somatoform disorders, 287

Seclusion
in protective nursing care, 151
for suicidal client, 558

Secobarbital, 214t
Secondary aging, 523
Secondary effects, 200
Secondary gain, 281
Secondary insomnia, 109
Secondary prevention, of self-destruction, 557
Secondary traumatization, 263
Seizures

anticonvulsants for, 222–223
in electroconvulsive therapy (ECT), 233
vagus nerve stimulation (VNS) for, 235

Selective serotonin reuptake inhibitors (SSRIs), 200, 
215–216

as anxiolytics, 212
for childhood and adolescent disorders

anxiety, 512
mood disorders, 511

client education, 216, 216t
contraindications/precautions/adverse effects, 

215–216
discontinuation (withdrawal) syndrome, 204
for eating disorders, 359, 360t
nursing implications, 216
for somatoform and dissociative disorders, 290t
for suicidal clients, 559

Selegiline, 225t
Self, theory of, 549
Self-actualization, 9

assisting aging client in meeting need for, 540–541
Self-awareness, 2–4
Self-care activities

ability to perform, assessment of in seriously and 
persistently mentally ill, 624

promotion of
for seriously and persistently mentally ill clients, 

628
in therapeutic milieu, 148

Self-change, guided, for bulimia nervosa, 361b
Self-concept

Bowen approach to family therapy and, 186
Self-destructive behavior. See also Suicidal client(s)/

behavior
individuals at risk for, 550–553, 551b. See also 

Suicide risk
Self-esteem

serious and persistent mental illness (SPMI), 628
Self-esteem, positive, assisting clients in meeting 

need for
aging clients, 540

Self-help groups
for eating disorders, 362
for substance-related disorders, 419

Self-injurious behavior (SIB), 549
Self-medication hypothesis, 569
Self-neglect, 585, 586t
Selye’s General Adaptation Syndrome (GAS), 278
Semantic disorder. See Antisocial personality disorder
Semantic memory, 452f
Sentinel event, 55
Separation anxiety disorder, 499
Serious and persistent mental illness (SPMI)

Assertive Community Treatment (ACT) model for, 
629–630, 629b

assessment of, 623–624
categories of clients with, 619–623
clinical symptoms, 624
cognitive-behavioral therapy for, 627–628
community services failure and, 619
continuum of care and, 629–630
coping skills and support systems, 624
deinstitutionalization and, 618–619
evaluation and, 630
factors contributing to, 618–619, 619b
family education, 630
health status and

assessment, 624
promoting physical health and, 626–627

homeless individuals with, 619–621, 620b
implementation and, 626–630, 627t, 629b
incarcerated individuals with, 621–623, 622b, 623t
living situation and, 624
mandated outpatient treatment for, 627t
medication compliance and, 624, 625
medication management and education, 627
nursing diagnoses for clients with, 625
nursing home residents with, 619
nursing process for clients with, 623–630, 

631–633b
outcome identifi cation and, 625
planning interventions for, 626
psychosocial rehabilitation approach, 628–629
safe environment for clients with, 629
self-care abilities and, 624
substance abuse, 625
transinstitutionalization and, 619

Serotonin
binding sites for, suicidal behavior and, 548
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Serotonin and norepinephrine reuptake inhibitors 
(SNRIs), 212, 215

for aging clients, 540t
Serotonin discontinuation syndrome, 204
Serotonin receptors

suicidal ideation and, 548
Serotonin syndrome, 215
Sertraline, 200, 214t, 215, 216t

for aging client, 540t
dosage range for, 540t
for mood disorders

in children/adolescents, 511
for somatoform and dissociative disorders, 290t

Severe and persistent mental illness, 618–633. See also 
Serious and persistent mental illness (SPMI)

Sex (gender), 428
aging and, 523

Sex therapy, 442
Sexual abuse

adult
harassment, stalking, and sexual coercion, 

583–584
rape, 584–585

child, 583–585, 583b
continuum of care and, 596
elder, 586t
interventions for, 595–596

Sexual acts, 428
Sexual addiction, 435
Sexual aggression

in adolescents, 431
in children, 431

Sexual arousal, 432
Sexual arousal disorder, 433
Sexual assault nurse examiner (SANE), 64, 596
Sexual assault response team (SART), 595
Sexual assessment, 435–438

of children and adolescents, 437
Sexual aversion disorder, 433
Sexual behavior, 428
Sexual coercion, 583
Sexual desire, 432
Sexual desire disorders, 433

nursing plan of care for, 443–444b
Sexual disorders, 438b, 622

assessment of, 435–438
client education and, 442
clinical symptoms and diagnostic characteristics of, 

433–435
drug therapy for, 439–440, 441t
evaluation of, 443–444b
implementation, 438–442
incarceration risk and, 622
interactive therapies for, 440–442
nursing diagnoses for client with, 437–438
nursing process for client with, 435–443, 443–444b
outcome identifi cation, 438
overview of, 430–432
planning interventions for, 438
support groups for, 442
terminology, 428–429
transcultural considerations in, 437

Sexual dysfunction disorders, 433
due to general medical condition, 433–434
psychotropic drugs causing/nursing intervention 

for, 206t
Sexual harassment, 583
Sexual history, 108–109, 435–437
Sexual identity, 428
Sexual masochism, 434b
Sexual misuse of child, 582
Sexual orientation, 428, 429
Sexual pain disorders, 433
Sexual response, 432
Sexual sadism, 434b
Sexuality, 428

for AIDS clients, 611
assessment of, 108–109
development of, 431–432

Shaken baby syndrome, 580
Shared psychotic disorder (shared paranoid  disorder/

induced psychotic disorder/double 
 insanity). See also Delusional disorders

assessment of, 479
client and family education, 483
clinical symptoms and diagnostic characteristics of, 

478, 478b
drug therapy for, 481–482, 482t
etiology of, 478
evaluation and, 483
history of, 476
implementation and, 481–483, 481b, 482t
interactive therapies for, 482–483
nursing diagnoses for client with, 480
nursing process for client with, 479–483, 483–484b
outcome identifi cation and, 480
planning interventions, 480–481
transcultural considerations, 479–480

Shock therapy, 230
Signifi cant others/support people, 10
Signs of Suicide (SOS) program, 560
Sildenafi l, for male sexual disorders, 440, 441t
Silent rape syndrome, 585
Single parent household, 182
SIQ (Suicidal Ideation Questionnaire), 556
Situational crisis, 158
Situational suicidal clues, 550
Skinner’s Theory of Operant Conditioning, 152
Slander, 55
Sleep agents, 149
Sleep diary, 148, 149f
Sleep disorders, 109, 149

in aging client, 539
Sleep hygiene, promotion of in therapeutic milieu, 

148–149, 149f
Sleep pattern disturbances, 148–149, 149f
Sleep/sleep patterns

assessment of, 109
disorders of, 109, 110b, 148, 148f

Smoking, drug polymorphism and, 203
SOAP. See Subjective data, objective data, assessment, 

and plan of care
Social communication, 131–135, 132t
Social network (systemic) approach, in family therapy, 

186
Social phobia (social anxiety disorder), 259–260, 259b
Social skills

assessment of, 104–105
development of

in group therapy, 194
in schizophrenia treatment, 337

Social zone of distance, 130, 130b
Socializing agent, nurse as, in therapeutic  relationship, 

136
Sociocultural issues

substance-related disorders, 398
Sociologic theories, of suicidal behavior, 549
Sodomy, 584
Solution-focused brief therapy (SFBT)

for eating disorders, 361
Somatic complaints, aging client and, 533
Somatic delusions, 478
Somatic mutation theory, of aging, 523t
Somatic therapy

deep brain stimulation (DBS), 236
defi nition, 230
electroconvulsive therapy (ECT), 230–235
magnetic seizure therapy (MST), 236
transcranial magnetic stimulation (TMS), 235–236
vagus nerve stimulation (VNS), 235

Somatization (Briquet’s) disorder, 280–281
Somatoform disorders

assessment of, 286–288
clinical symptoms and diagnostic characteristics of, 

279–286
drug therapy for, 289, 290t
etiology of, 278–279
evaluation, 291

holistic approach, 290–291
implementation, 288–291, 290t
interactive therapies and behavioral  interventions, 

289
nursing diagnoses, 287, 288b
the nursing process, 286–292
outcome identifi cation, 288, 288b
planning care and, 291–292b
planning interventions, 288

SOS (Signs of Suicide) program, 560
Spatial territory, 130, 130b
Speech, pattern of, 104–105
Spinal cord injury

suicide risk and, 552
Spiritual distress, 34
Spiritual healing, 241b
Spiritual needs

assessment of, 107–108, 108f
Spirituality, 461

assessment of, 107–108, 148
spiritual distress, 34
in therapeutic milieu, 148

Splitting, 378
Split-treatment psychotherapy, 175
St. John’s wort

for depression, 245–246
drug interactions, 248t
drug interactions and, 215

Stages of Change Model, 412, 413t
Stalking, 583
Standardized nursing plans of care, 122
Standards of care, 17
Standards of Care, 65
Standards of Forensic Nursing Practice, 65
Standards of practice, 18, 19b

for addictions nursing, 397
Standards of Professional Performance, 18, 20b
Standards of Professional Performance, 65
Standards of Psychiatric and Mental Health Nursing 

Practice (ANA), 17
Statement on Psychiatric and Mental Health Nursing 

Practice (ANA), 17
Statutory rape, 584
Stereotype/stereotyping, 2
Stereotyping, 35
Sterilization, 230
Stigmatization, 610
Stimulants

for aging client, 540t
for attention-defi cit hyperactivity disorder, 507t

Stimulants (mood elevators), 220–221, 220t
Stimulated response therapy, for cognitive disorders, 

465
Strategic approach, in family therapy, 186
Stress

children/adolescents and, 500–501
complementary and alternative therapies for, 245
schizophrenia and, 337

Stress reduction, mindfulness-based (MBSR), 243
Stress-adaptation theory, of aging, 523t
Structural approach, in family therapy, 186
Structured Interview for DSM-IV (SIDP-IV)  personality 

disorder, 381
Student nurse(s)

questions frequently asked by, 3–4
recommendations of, 4
self-awareness and, 3–4

Stupor, 106, 107t
Subacute care units, 87
Subculture, 35
Subjective data, 100
Subjective data, objective data, assessment, and plan 

of care (SOAP), 112
Substance-induced delirium, 455–456
Substance-related disorders

anabolic steroids, 405
assessment of, 106, 407–411, 408t, 409t

schizophrenia, 327
behavioral and learning theories of, 398
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biologic theories of, 397
clinical symptoms and diagnostic characteristics of

alcohol-related disorders, 399–400
other substance-related disorders, 401–404

club drugs and, 404–405, 405t
designer drugs and, 404
epidemiology of, 395, 396f
etiology of, 397–399
genetic theories of, 398
history of, 394
impaired nurse, 406–407
implementation of, 412–419, 413t, 414b, 415t, 

416t, 419b
interactive therapies for, 417–418
internet addiction disorder and, 406
nursing diagnoses of, 411, 411b
the nursing process, 407–420, 420–421b
outcome identifi cation, 411–412, 412b
pain management in clients with, 417
parental, childhood/adolescent mental health 

disorders an, 493
planning interventions of, 412, 413t
prescription drug abuse, 405–406
psychiatric–mental health disorder and (dual 

 diagnosis), 568–574, 568t, 569t
psychodynamic theories, 398
seriously and persistently mentally ill clients and, 

622, 625
incarceration risk and, 622

sociocultural theories of, 398
specialty nursing care for clients with, 395–397
suicide risk and, 553
terminology associated with, 394–395

Substrates, in pharmacokinetics, 202
Suffering, 77
Suicidal attempt, risk assessment after, 555
Suicidal client(s)/behavior

assessment of, 103–104, 553–556, 554t, 555b, 556b
in adolescents, 556

client/family education and, 559, 559b
continuum of care for, 559
drug therapy for, 559
etiology of, 548–550
familial, 548–549
genetic and biologic theories of, 548–549
HIV infection/AIDS and, 605, 611
interactive therapies for, 559
nursing diagnoses for, 556, 557b
outcome identifi cation and, 556
psychological theories of, 549–550
safe environment for, 557–558, 556b, 558t
sociologic theories of, 549
suicide risk and, 550–553, 551b
transcultural considerations and, 556
twin and adoption studies of, 549

Suicidal gesture, 554
Suicidal ideation, 553
Suicidal Ideation Questionnaire (SIQ), 556
Suicidal intent, 553

assessment tool in evaluation of, 555, 555b
Suicidal intention rating scale (SIRS) for hospitalized 

clients, 557, 558t
Suicidal risk, incarcerated clients, 623
Suicidal threat, 553
Suicide

altruistic, 549
anomic, 549
egoistic, 549
physician-assisted suicide (PAS), 552
successful, interventions after, 560–561, 560b

Suicide precautions, 557, 558t
Suicide prevention

primary, 557
secondary, 557
Signs of Suicide (SOS) program for, 560
tertiary, 557

Suicide risk
in adolescent clients, 552
alexithymia and, 551

assessment of, 554–555, 554t
in schizophrenia, 331

behavioral clues to, 550
in children/adolescents

antidepressant use and, 511
assessment of, 503b

evaluation and, 561
high-risk population groups, 552–553
for incarcerated clients, 623
medical illnesses and, 551–552
implementation and, 557–561, 558f, 558t, 559b, 

560b. See also Suicide prevention
nursing process for, 553–561, 561–562b
planning interventions, 556–557
with psychiatric disorder, 550–551
situational clues to, 550
verbal clues to, 550

Sundown syndrome, 456
Superego, 370

weak, in personality disorders, 373
Superstitiousness, in schizotypal personality 

disorders, 376
Support

for seriously and persistently mentally ill, 624
providing, 628

Support groups, 194
for eating disorders, 362
for HIV infection/AIDS clients, 612
for sexual disorders, 442
for substance-related disorders, 419

Support person, 12b
Support person/signifi cant other, 10
Surrogate (mother), nurse as, in therapeutic 

 relationship, 136
Survival need, for aging client, 538–539
Syndrome nursing diagnosis, 118
Systematic desensitization, 152
Systemic (social network) approach, in family 

therapy, 186
Systems-oriented theory, 26

T
Tachycardia, psychotropic drugs causing/nursing 

intervention for, 206t
Tacrine, for cognitive disorders, 467, 468t
Tadalafi l, for male sexual disorders, 440
Tangentiality, 105
Tarasoff decision, 56
Tardive dyskinesia (TD), 207
Taupathy, familial multiple system, dementia and, 453
TCAs. See Tricyclic antidepressants (TCAs)
Teacher Report Form (TRF), 503b
Teenaged parents, children of, psychiatric–mental 

health disorders and, 493
Telehealth, 22

confi dentiality/privacy and, 56
Telepathy, in schizotypal personality disorders, 376
Telephone scatologia, 434b
Temazepam, 211, 214t
Temporal lobe pathology, behavior caused by, 460b
Tension-building phase, of domestic violence, 589
Terminating phase, 137
Terminating/termination phase

in family therapy, 189
group therapy and, 195

Termination stage, in family assessment, 188
Tertiary effects, 200
Tertiary prevention, of self-destruction, 557
Tests of Variables of Attention (TOVA), 503b
Tetracyclic antidepressants, discontinuation 

(withdrawal) syndrome and, 204
The Mind that Found Itself (book), 14
Theory

application of, 28
to practice, 28–29

Theory of Adaptation, 28
Theory of disengagement, 528
Theory of Human Becoming, 27, 28

Theory of Self, 549
Therapeutic communication, 131–135

effective, 132–133
ineffective, 133–135

Therapeutic environment, 144
Therapeutic humor, 241b

for stress and anxiety, 245
Therapeutic index/window, 201
Therapeutic lifestyle change (TLC) counseling, 152
Therapeutic milieu, 144

client education in, 145, 147–148
components of, 145–154
criteria for, 144
development of, 144
evaluation of, 154
interventions used in, 144
participants in, 145
spiritual interventions in, 148

Therapeutic relationship, 135
boundaries of, 135–136, 136b
conditions necessary, 135
diffi cult clients and, 137
phases of, 136–137
process recording and, 138, 138b
role of nurse in, 136

Therapeutic touch (TT), 241b
Therapeutic window/index, 201
Thiamine, for alcohol use/abuse, 414
Thioridazine, 210t
Thiothixene, 210t
Thought content, assessment of, 105
Thought processes, 102f

autistic, in schizophrenia, 3326
impaired, ineffective therapeutic communication 

and, 133–135
Tic disorders, 498
TMS. See Transcranial magnetic stimulation
Toddler, sexual development in, 431
Tolcapone, 225t
Tolerance, 202, 394
Topiramate, 223, 224t
Torts, intentional, 55
Touch, in nonverbal communication, 130
Tourette’s syndrome, 498
Toxic dose, median, 201
Tranquilizers, introduction of, 14–15
Transcranial magnetic stimulation (TMS), 235–236
Transcultural psychotherapy, 177
Transference, 172

limit-setting in somatoform disorders, 289
Transference/parataxic distortion, 135
Transgender, 429
Transient global amnesia, 459
Transient tic disorder, 498
Transinstitutionalization, 619
Transsexuals, 429
Transvestic fetishism, 434b
Transvestites, 429
Tranylcypromine, 219t
Traumatization

antisocial personality disorder and, 376, 377b
borderline personality disorder and, 377–378, 378b

Trazodone, 214t, 215, 217, 217t, 218
Triazolam, 211, 213, 214t
Trichotillomania, 550
Tricyclic antidepressants, 216–217

serotonin syndrome and, 215
Tricyclic antidepressants (TCAs)

for aging client, 540t
discontinuation (withdrawal) syndrome and, 204
for eating disorders, 359, 360t
for somatoform and dissociative disorders, 289, 290t

Trifl uoperazine, 210t
Trihexyphenidyl, 224, 225t
Trimipramine, 217t
Tryptophan

monoamine oxidase inhibitor (MAOI) interactions 
and, 219b

serotonin syndrome and, 215
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Turner’s syndrome, 429
Twin and adoption studies, on suicidal behavior, 549
Typical antipsychotics, 205
Tyramines, monoamine oxidase inhibitor (MAOI) 

interactions and, 219b

U
Unconscious level of personality, 370
Undifferentiated schizophrenia, 329, 338–339b
Universality, in group therapy, 193
Unresolved/dysfunctional grief, 73–74
Urinary retention, psychotropic drugs causing/nursing 

intervention for, 206t
Urinary tract infection, delirium due to, 456b
Urination (enuresis), 498
Utilization review, 86
Utilization review nurse, 86

V
Vaginismus, 433
Vagus nerve stimulation (VNS), 235
Valerian (Valeriana offi cinalis)

for anxiety/stress, 245
drug interactions, 248t
for insomnia/jet lag, 243–244

Valproate/valproic acid (divalproex)
in detoxifi cation for substance-related 

disorders, 416t
dosage range for, 224t
for personality disorders, 385t

Value system, family, assessing in family therapy, 
187

Vardenafi l, for male sexual disorders, 440
Vascular (multi-infarct) dementia

clinical symptoms and diagnostic characteristics of, 
458, 459b

etiology of, 453
Venlafaxine, 212, 214t, 215, 217t, 218

for childhood and adolescent disorders, 508t
for personality disorders, 385t

Veracity, 50
Verbal communication, 130
Verbal suicidal clues, 550
Verbigeration, 105
Vineland Adaptive Behavior Scales, 503b
Violence, 586

assessment of
in adults, 591–594
in children and adolescents, 591

domestic (intimate partner/family), 586–591. 
See also Domestic violence

evaluation and, 597
nursing diagnoses for, 594
nursing process and, 591–597, 597–598b
outcome identifi cation and, 594
planning/implementing care and, 594–597
workplace, 590–591
youth, 589–590

Vision, blurred, psychotropic drugs causing/nursing 
intervention for, 206t

Vitalism (homeopathy), 242
VNS. See Vagus nerve stimulation
Vocal tics, 498
Voluntariness hearing, 58
Voyeurism, 434b
Vulnerability model, 568–569

W
Ward Atmosphere Scale (WAS), 153
Wear-and-tear theory, of aging, 523t
Weight gain

psychotropic drugs causing/nursing intervention 
for, 206t

Weight loss. See also Eating disorders
involuntary, in aging client, 537

interventions for, 539
Welcome Home Ministries (WHM), 630
Wellness nursing diagnosis, 118
Wernicke’s encephalopathy, 400
Whites

HIV infection/AIDS in, 609f

Withdrawal (discontinuation) syndrome, 204
Women

abuse/violence victims, 587–588
homeless, 621

Wong-Baker Faces Rating Scale, 462
Word salad, 105
Working memory, 452f
Working phase

in family therapy, 188–189
group therapy and, 195

Workplace violence
emotional responses of, 591
predictors of, 590–591

Writ of habeas corpus, 56

X
X chromosome, gender identity and, 429
XXY chromosome grouping, in Klinefelter’s  syndrome, 

429

Y
Y chromosome, gender identity and, 429
Yin-yang, 39
Youth violence, 589

emotional response of, 590
etiology of, 590

Z
Zaleplon, 214t
Ziprasidone, 210t

as antimanic agent/mood stabilizer, 221
for childhood and adolescent disorders, 508t
for delusional/shared psychotic disorders, 

482, 482t
dosage range for, 482t

Zolpidem, 214t
Zones of distance awareness, 130, 130b
Zoophilia, 434b
Zopiclone, 214t
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