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Preface

In this book we have attempted to identify skills which are needed by the
psychiatric nurse, and in doing 50 to identify a body of knowledge unigue to
the professional psychiatric nurse. The book has been written to demonstrate
the basis of a skills approach for both the experienced and the inexperienced
nurse 10 build upon, for we believe that psyvchiatric nurses, due to both their
training and their particular mixture of interests, are well equipped 1o be in the
forefront of psychiatry as a developing art and science. We hope that this book
in some small way helps this development.

Some of the more recent advances in psychiatric nursing have been rein-
forced by the publication of a training syllabus for mental nurses (English and
Wielsh MNational Boards, 1982). This document highlights the need for a change
from a medical model to a social modet and from a task-oriented leaming
experience to a skills approach. We have attempted to reflect this change in
emphasis by including such aspects as personal development and self-aware-
ness, human sexuality, the nursing process and counselling skills.

As it is our carmest wish for this book to be widely read, we have tried to
make it simple in text and illostrative in case material and dialogue, The case
histories we have cited are an amalgam of vanous experiences and people we
have met and are in no way o tree reflection of any particular individual; they
are constructed to illustrate and facilitate understanding of the concepis:
involved in the care of particular individuals and any similarity to anyone is
purely cotncidental.

It is our intention to stimulate interest and pride in the psychiatric nursing
profession, knowing that its unigue body of knowledge is embodied in the
skilled application of an eclectic armoury, i.e. counselling, behavioural and
applied psychological techmiques.

Finally, we sincerely hope this book reaches not only psychiatric nurses, but
all other people interest in helping those in need.
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Introduction

Whether vou are seriously interested in mental health nursing or are simply a
browser who has selected this volume at randoem, we hope the contents will be
of interest to you and you will continue to read, For this very reason, we have
tried 1o keep a wide range of contents, from light and stimulating to sobering
and thought-provoking. We think it appropriate at this point to share with you
our views, orientations and attitudes towards mental health nursing, and finally
to reveal the map which may help you negotiate this book.

The old days of the psychiatric hospitals which were rgid institutions with
high walls and predetermined routines are all but gone. To replace them we
have ‘community care’ which, although superb in principle, is already frayed
at the edges: the idea has not quite taken reality by storm. Mental health nurses
find themselves fighting for resources and not always receiving the support
they deserve. Patients, now referred to as clients, find themselves in a commu-
nity not always as welcoming as the politicians would have us believe, and for
this very reason in need of support and skilled help from the caring profes-
sions, We do not mourn the psychiatric hospital, but perhaps we can remember
some of the good things it offered; the sanctuary, the peace and the spirit of
nurturing which in i1s best forms it offered to everyone non-judgementatly. Let
us hope that with ‘community care” the baby his not been throvwn out with the
bathwater.

The mental health nurse’s task was traditionally a custodial role, to ensure
that the public was protected and isolated from psychiatric patients and,
equally, that psychiatric patients were protected from themselves. It was the
tarly to mid 1970s before all the high-walled courtyards were removed, and
along with these some concrete attitudes of the staff also fell. Now, in the
middle of the 1990s, we seem to have a harder edge to caring, a competitive
commercial aspect that the nurse must face. The first cohorts of Project 2000
nurses will soon begin to take up senior posts, and hopefully they will have
been prepared to compete for resources with the new managers, articulate their
caring views more effectively and argue their clients’ position as good advo-
cates should. This second edition has tried 1o move with the current trends: it is
for this reason that the new chapters on research, supervision, sexual abuse and
guality management have been included. Hopefully, both new and old readers
will find the volume some use, either as refreshment or as new insights, This is
the sole reazon for a second edition. We have tried to leave the best of the old
and incorporate the new; we think we have succeeded, but you the reader will
be the best judge.
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The new ern for mental health nursing should therefore encompass the
knowiedge which has been built upon by decades of professionals in mental
health, and embrace the new optimism of helping patients become more inde-
pendent and self-directed.

The mental health nurse of the future must have the skills of interpersonal
relationship formation 1 much the same way a counsellor has, but — much
more ~ she must have a knowledge of the abnormal mind and be able to adapt
her interactions to ensure a skilled approach. Together with this ability she
must have at her fingertips an armoury of strategies and technigues from which
she can choose which, when directed appropriately, will *help’ the client in
every sense of the word. The ability 1o do this requires sound judgement based
on an awareness of noeds which, when fulfilled, will enable patients to func-
tiom as independently as possible. This task 15 much more difficult for today's
mental health nurses, for it 15 no longer simply enough to protect, care for and
entertain the patient. The modemn nurse has to leamn to judge when it is appro-
priate to withdraw, and help the patient by not helping and forging new inde-
pendence.

Although the authors” main orentation has been within traditional memtal
hospitals, much has been added to this new edition to encompass the different
demands of community care. Throughout the book, the reader may notice that
we have not differentiated betwéen serious mental health problems and the less
debilitating problems of living. It is true that some authors and clinicians
would have classified the chapters in a much more traditional style. However,
our intention is to present our material in an uncomplicated way, based on
clients being individuals with various problems. It is our hope that by present-
ing client issues as separate chapters, readers may be able to amalgamate the
single symptom and behaviour pattern in any combination 1o form their own
picture of the clients being nursed. We hope that the result of this svatem wall
be that nurses come to appreciate that each client is-an individual,

A significant percentage of the book consists of what can only be described
as counselling skills, modified and applied 10 mental health problems and
issues: mental health nurses should not, however, iry to be full-time counsel-
lors or beheve that they are counsellors, for much the same reason as they are
not doctors, pevchologisis, occopational therapisis or behaviour therapisiz, The
good mental health nurse is partly an amalgam of all these professionals, with-
out such an intensity of specialism but having a broad knowledge base of
significant insight. This should not be interpreted as “Jack of all trades and
master of none’, for she is a practitioner in her own right. She is the profes-
sional implementor, the functioning component pulling together all these theo-
retical approaches to plan and retum appropoate care for her client.

T help the reader, the book is set out in three paris as follows: Part | sets out
what we believe to be *core skills and strategies’, the cssence of skills that are
imperative to the sound practice of mental health nursing. Chapter | focuses
upon the mernital health nurse as a person, her interactive skills of approach,
awareness and development Chapter 2 describes a complete model of coun-
selling, beginning with an onentation of qualities (which we believe apply to
mental heaith nurses as perfectly as they do to counsellors} and details basic
and advanced skills of counselling, from non-vérbal communication o chal-
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lenging skills and problem-solving strategies. Chapter 3 attempts 1o explain
behavioural theory as deseribed by Pavlov and Skinner in a simple and under-
standable way, using examples and analogies. We hope this approach will
potentiate its helpfulness for individuals who may have found other texts more
complex and difficult to work through. The chapter ends with a discussion of
some therapies associated with behavioural theory currently used in mental
health practice. Chapter 4 demonstrates our high regard for and the importance
of supervision, und gives a simple model to enable practitioners o supervise
and be supervised systematically and effectively, This is an absolute must for
the modern mental health professional.

Part Il deals with the practical application of the core skills to particular
chient behaviours and situations. Case illustrafions, theoretical concepls and
implications for the nurse are included to enable the reader to visualize a
complete picture of the patient, and examples of dialogue are offered to illus-
trale appropriate skilled responses. The reader is invited to read Part 11 in any
order, as cach chapter is s¢lf-contained.

Much of Part 1l is compiled from our experience with patients throughout
our clinical experience, and is consequently composed simply of our views and
ideas. This new edition has also benefited from a second generation of skilled
practitioners, We are proud to acknowledge that some of the nurses we trained
ten years ago have participated in revitalizing and renewing these sections.
Aspects of community care have been inserfed or amalgamated into these
chapters to give them a flavour of the real world in the 1590s.

As many of the chapters in Part [ are the subject of entire books by other
authors, it is apparent that our discussion of them may at times be cursory in
comparison, Readers who wish to know more are referred to the Further
Reading sections.

Pard [ secks to-add a further dintension to mental health nuesing by extend-
ing skills and knowledge in other specialized areas. The chapter on sexuality
has been extensively rewritten by Janice RBusséll, and now includes a zection
on HIV and AIDS. Janice also contributes chapters on research and working
with the sexually abused; these excellent contnibutions enhance the book and
maintain the reader-friendly style which we tried 10 make the hallmark of the
first edition,

Andy Betts, a friend and collcague, adds a chapter on Groups. This subject
had been intended for inclusion in the first edition, but was not written in time
for publication. We are indebied to Andy for bringing his expertise to bear on
this subject essential for modermn mental health nurses.

The other three chapters within Part 1[1, *Community skills’, "Creative
skills' and ‘Management principles and skills', sre intended to offer some brief
insights into complex areas. The ided of including these areas 15 1o simulate
interest and further réading; they are not an exhausiive in-depth study, but
simply. an appetizer to areas of complex study. The final section on quality
management, including the appendix, is largely the work of Eddie Bymes, who
helps us bring the flavour of modern management to this essential skill for
CONLEMPOTArY NUrses.

Ciraham Dexter
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Personal skills

Mental health nursing is the practice of caring for people who have mentil
illness, potentiating their independence and restoring their dignity, In order to
fulfil this arduous occupation, the mental health nurse must possess 2 sound
knowledge base and the requisite skills of good nursing practice. The ideal
nurse must be able 1o look afler the physical needs of the client, understand the
social and psychological function of the individual, both normal and abnormal,
and have the necessary ability to direct her skills appropriately,

QUALITIES AND ATTITUDES FOR THE MENTAL HEALTH NURSE

The ability to adapt

The mental health nurse needs 1o be adaptable to a variety of different settings
and cultures. Working within the residential setting, for example, may demand
different attitudes and roles from those needed when working in the commu-
nity, as in the former setting the nurse may have an authority or 4 supervisory
rorle that she does not have in the community, This may be differcat again, and
perhaps exaggerated, when the nurse is working in a forensic setting, where
clients have also been convicted of criminal behaviour.

The mental health nurse will also need to cope with 2 variety of social and
cultural settings. Social settings involve the class and the status of individuals;
you may feel differently working with, for example, an architect, than with a
canteen worker, You may feel more or less intimidated or comfortable, and
may bring various different assumptions to bear on the working relationship,

Similarly, the mental health nurse may work in a diverse range of culturaf
settings. Significant features here are mce, ethnicity and gender. All of these
categories have a ‘dominant” group, so that mental health norms, for example,
have been traditionally fixed by western, white, male theorists and practition-
ers, Some research goes 0 far as to supgest that these limited norms them-
selves contribute to the production and diagnosis of mental illness. Littlewood
and Lipsedge {1982) argued that alienation through racism stimulates high
stress levels, which in tum contribite 1o mental illiess. Broverman, Broverman
and Clarkson (1970) showed that clinical practitioners conceptualized a mental
health norm which correlated with how they saw a healthy male, while being
different from how they expected females to act. Mental health nurses need to
be sensitive to such issues, 50 that their attitudes and values do not further
alienate their clients.
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Moreover, they may need to be familiar with the issues that arise in cross-
cultural mental health nursing, such as religious or cultural practices and
norms, 50 that they may respect such practices. They may need to be aware of
the dilemmas which exist between immigrant parents and British-bom chil-
dren, and sensitive o differences of language and nom-verbal communication,
The nurse may need to be aware of what dress norms are acceptable to differ-
ent cultures, such as whether it is seen as insulting to wear a hat, or (o reveal
the shoulders. The subject is oo lengthy to go into in detail here, but suffice it
to say that the mental health nurse needs to be adaptable to a range of settings.

Individustism (self as a therapeutic tool)

One of the prime qualities in a mental health nurse 15 individualism, i.e. those
qualities that make a person unique, Bearing this in mind, we will endeavour to
describe what we think are desirable qualities and attitudes for this rather
demanding profession.

Someone once said to one of us, *You must be mad working in that loony
bin!" The reply at the time was, *1 sometimes wonder myself.” We still wonder
today: not that we might be mad, but are we fulfilling a personal need by work-
ing in this type of place? Could it be a basic need to help others? One could
look further and deeper to explon: vanous theones that may explain this situa-
tion, but we feel that it suffices to say that yes, in some people there docs tend
to be a desire, drive or mativation to help others.

Ideally this is not to satisfy a personal need, as mental health nursing
involves the giving of yoursell in order to muster the resources available,
thereby being free of selfish motives which may be distracting within the help-
ing process, In saying this, we recognize that helping is rarely completely
altruistic and that some reward may be gained from a better understanding of
others, which may generate personal insight and understanding. It is often
helpful for the mental health nurse to recognize her own issues and concems.
The point is that the helping process must focus on the needs of the client.

Many people wish to help others but do not have the ‘personal equipment’,
such as adequate intelligence, an appetite for reading in order to gather more
ideas and having respect for the ideas of others, but also having a sense of real-
ity. The nurse must be a practical person, a person who uses knowledge and
skills im a practical way for the benefit of others. She must be a good leamner,
have an open mind and be willing to listen to anything that may help another to
live more effectively. She should be sensible and socially intelligent. The
mental health nurse should feel comfortable with her own emotions and also
the emotions of others in any given situation. A good mental health nurse
views helping as hard work and a heavy responsibility, which may involve
entering and influencing the life of another. She should be a good listener, both
physically and psychologically, 1.e. know what her own body is saying non-
verbally as well as verbally, and she should also be sensitive to the client’s
non-verbal communication. She miust work hard to understand her client, to be
able to see the world through the chient’s eves without emotional entanglement,
thus being able o stand back to help in an ohjective way.
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A mental health nurse is not afraid of giving something of herself, disclosing
experiences and feelings if this will enhance the client’s self-understanding.
She is not afraid to challenge clients, albeit with care and respect; equally, she
is not afraid to challenge hersell. Having helped the client to identify his prob-
lemis, the nurse is then prepared to offer support and guidance to move the
client forward in finding solutions, In doing so she will use any resource that
will add to or enhance the effectiveness of the helping process. She will use and
master the necessary skills, making them work for her rather than being limited
by them. The ideal mental health nurse will be living effectively, and by doing
so demonstrating this process to the client. No-one is free from problems; but
the major difference between the non-effective person and the person who is
frving effectively is that the latter is able to utilize self-resource in order to
solve or cope with problems, whereas the former finds this extremely difficult.

Core values and attitudes

We have suggested that the mental health nurse needs to be respectful of a
diversity of cultures, and integrated and skilled enough to offer something of
herself within the helping process while retaining an objective stance. These
aspects of the job come together when she 15 able to accept an individual with-
oul judgement, respecting that person’s right to be himself. She genuinely
cares, is non-defensive and at all times honest with herself, which enables her
to help the client explore feelings, experiences and behaviour in order to iden-
lify problems and ways of achieving solutions to them,

In order to do this, the nurse needs o be able 10 offer value-free listening,
that is, listening without judging. This may be challenging when the nurse does
not agree with the values of the client. The nurse may be politically anti-
marriage for example, yet be able to respect the importance of marriage for her
client. Even if accepling marriage, she may find the concept of an arranged
marriage rather alarming, whereas this may be desirable for the client. It is
important that she can hizten to the client without distorbion and without inter-
fering with his right to self-determination. One exception to this is when the
chient's judgement is mentally impaired, when the nurse must make a carefully
considered clinical judgement of her own. Another exception is where the
client is a danger to others, as with vielence or abuse, particularly where this
involves minors and there are statutory and moral regulations 1o be met.

Many of the skills, attitudes and qualities described above are the ideal, but
they are also realistic in that they can be achieved given the appropriate *foun-
dation” and training. Once the initial development commences, then the
personal growth will continue with skill acquisition and experience.

There are some experiences that even the most skilful person will find
disturbing and'or difficult, and the mental health nurse will experience situa-
tions that require much thought. Certain issues revolving around personal
ethics will be explored and, hopefully, any conflicts resolved during training,
These issues may centre on topics such as death and dying, the quality of life,
the rights of an individual and certain treatments. By being open-minded and
willing to leamn, the nurse 15 able 1o balance realistic attitudes with personal
acceplance. (ther situations include those for which the nurse is unprepared,
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ez 8 sudden death, a personal attack or the sudden realization of a sense of
hopelessness. These and others will require not only personal strength at the
time, but alse an inner strength to recover afterwards,

Mental health nursing is a demanding profession: it 15 both mentally and
physically tiring; it requires strength and dedication. IF these are given, the sense
of satisfaction in not only being able to do the job but also to be seen to be doing
it is immense, The rewards are nol always obvious and they are often intermin-
gled with frustration 2nd resentment, Gratitude is sometimes shown in a peculiar
fashion, if at all, and often personal satisfaction is experienced only when some
subtle response or improvement is shown by the client. For example:

Concern had been expressed about Mr Jones. Although he had readily
wsgreed W join in the group, for the past three weeks he had nol partici-
pated at all. Mr Jones was 83, He had been in the unit for six months
and had a history of progressive confusion. Over the past month he had
become less aware of his surroundings, icontinent and non-comimig-
nicative, The group consisted of fellow chenis, all of whom were
clderly and experiencing various degrees of confusion, The therapy
consisted of reminiscing about the old days, as the memory for past
events was often relatively intact, and stories, pictures or music
enabled the elients o embark upon a reasonably orentated discussion.
However, Mr Jones would not tatk and rarely moved, The therapisi
was considering leaving Mr Jones out of future groups as she thought
he had deteriorated beyond help. At the final group meeting, one of the
nursing stalf interrupted the session and placed an object on the table
in the middle of the group. There was silence, and expressions of
surprise, a5 Mr Jones stared o1 the object, moved towards it and picked
it up. A tentative senibe appesred on his face and an overall expression
that seemed to be saying, *Yes, I'm still here, and this | know is part of
me.” The object was an old miner’s lamp. Mr Jones had been & miner
all his working life,

This moment of reality cxperienced by Mr Jones convinced the therapist that
he was not a hopeless caze and resulted in tremendous satisfaction for the nurse
in Ber atternpt to reach a part of Mr Jones that had not been lost.

Instantaneous peaks of satisfaction such as the one just described are rare, It
is said that ‘patience is a virtue'; if one relies on waiting for success, as indi-
cated hy improvements in a client’s lifestyle, then patience is a virlue the
mental health nurse must have. It can be said that for the majority of long-stay
clients, permanent changes in behaviour are minimal and gradual over the
years. Clients often experience setbacks and relapses when for the nurse it
must seem like an endless and hopeless struggle to guide the chient towards a
better quality of life. Equally, the nurse may see a client readmitted to the acute
ward after vet another suicide attempt, or in the community apparently making
no progress despite lengthy intervention programmes.

We can see chents we have nursed, helped to dress, shave, bathe and
escorted back and forth from the Occupational Therapy Unit living today with-
oul that degree of help, surviving with a certain amount of independence,
enabling them to be considered for holidays, outings and, for the future, parn-
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supervised sccommodation, We also, from bime to time, see the chient who no
longer needs to make suicide attempis but has found some insight or safer
strategy, and those who respond positively to community nursing and coun-
selling. Whether such changes have been due to a combination of persistent
rehabilitation programmes, counselling interventions, reduction in the intensity
of the illness or more effective medication, the role of the nurse—chiént relation-
ship in this progression from dependence to relative freedom cannotl be
ignored. It is the observation and awareness of this progression to a better qual-
ity of life that results in another aspect of personal satisfaction.

To generalize as to where personal satisfaction is experienced is somewhat
trivializing the uniqueness of the individual mentioned earlier. Everyone's
experience is different; consequently, the moments of satisfaction will vary,
depending upon the individual nurse and not necessarily upon the experience.

Finally, the mental health nurse must be someone special, someone who can
attempt to satisfy the needs of others by selflessly utilizing her personality in
order to give some meaning to their life. This is done mainly by:

Listening with understanding;

Responding with care and respect;

Supporting with trust and confidence;

Reassuring with explanation and honesty;

Physically nursing the helpless with compassion;

Skilfully carrying out procedures,

Working within personal and ethical boundaries;

Overcoming the distaste that would be experienced by most, by concentrat-
ing on the feelings of the person, and not on the nurse's personal experience.

The skills required of a mental health nurse are indeed varied and many, and in
order to be proficient in them the nurse must be a specialist, & specialist in

people.

SELF-AWARENESS

Complete the following semtences:
I see myselfas...
My friends see me a5 ..
My family see me as .
What [ like about myselfis ...
What [ dislike about myselfis ..,
One thing other people like about me is ...
One thing other people dislike about me 15 ..
Une aspect within me | would Dike to change is ...
The aspects about me that other people would like to change are..

The sentences you have just completed may reflect yvour present level of self-
awareness. By this we mean acknowledgement of vour own feelings and
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behaviours and accepting and understanding, or attempting to understand, their
presence. The amount of self-awareness may reflect the congruity between
how you see yourself and how others see you, The following is a verbal
account from a first-year nurse, describing how she thinks her first ward expe-
rience has been:

I"ve really enjoyed this allocation; it took me a while to get into it, but
after a few woeeks it scemed all my wormies were unfounded. | enjoy
tatking to the clients and [ think they enjoy talking to me, even though
there have been a couple of dodgy moments, but that’s to be expected
on this ward. The staff have been really good: the charge nurse | find
really thorough, | respect him a lot, and [ think he likes me for that.
Yes, I've enjoyed this allocation, | think ['ve done quite well,

On the nurse’s ward report were the following comments by the charge nurse:

After a very slow start, Nurse Davis seemed 1o jump from one extreme
to another, L.e. treading carcfully at first followed by overconfidence
and taking the job less than seriously, Her eagemess to relate to certain
clients was not welcomed, and even after several guidance sessions
she persisted in her over-zealous manner, which resulted in several
dramatic episodes which required considerable intervention by the
qualified staff. She certainly has a lot to feam.

From these two accounts there appears 1o be a considerable difference in opin-
ion in the evaluation of this nurse’s expericnce. The guestion of which of the
twion 15 most accurate 18 imelevant; the mam principle 15 that the nurses account
of herself 15 incongruent with how others see ber. The nurse implies in her
account that she took everything in her stride, coped well and was liked by the
staff, The charge nurse's account implics that she did not take the job seriously
and was a hindrance at times.

If the report comes as a shock o Murse Davis, it 15 likely that she was not
aware of how her behaviour was perceived by others. However, if the report
does ol surprise her she may be quite self-avware and her ‘incompleie’
sentences in this case might read something like:

‘1 see myself as a keen, conscientious and respectful leamer.
‘Othiers see me as over-cager, sometimes flippant and & bit of a crawler.”

Therefore, it is not necessary to see yourself as others see you, but to be aware
of both perceptions, However, if the perceptions are different then vou need to
ask why., What are the reasans for this discrepancy? If you are conscious of this
behaviour and its effect on others, can something be done about it? It is not that
casy: you can be aware at the level of knowing how vour behaviour affects
others, bul the reasons behind that behaviour require a deeper understanding,
How you acquire this deeper understanding stems imtially from having “role
awareness', Being aware of how vou act inthe different roles of life and how
your behaviour affects others i3 as far as many people are prepared o look. It
tizkes a certain amount of courage to look at yourself in an honest and purpose-
ful way, for it may result in vour finding something that the “setf” does not like.
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This is in fact usual, but finding something i% one thing, whereas admitting and
socepling it is another. People will often make excuses for, or deny, negative
behaviour they find within themselves, for ¢xample:

*One thing | dislike about myself is that I'm not always honest.”
Excuse: *There are sometimes occasions when honesty is not the best palicy.”
Denial: "No, this can’t be true, 1 must be honest at all fimes in this sort of job."

Mental health nurses need to go beyond this superficial role awareness. in order
to become effective helpers. Within society there exist stercotypes of mental
disorders, such as the alcoholic vagrant, the drug abuser, the sex offender and
many more that peaple generally find difficult to understand, and consequently
wish to leave to people specifically trained to deal with them. As an alternative
to condemning such individuals, the mental health nurse must know her own
feelings towards them if she intends to help them. If she is negative in any way,
then it will hinder her effectiveness as a helper, mainly because personal
emotions will prevent her listening objectively and make it difficult to achieve
any form of understanding. Negative feelings towards types of behaviour, race
or religion are usually based on prejudice. Self-awareness invalves not only
awareness of how others see you, but also awareness of your own attitudes and
values in respect of other peaple.

Give your personal rating of the following statements, from 0 = ‘Don’t agree’
tord = "Agree strongly” and add up your scores for each individeal statement:

. Gay men should not be allowed to teach in primary schools.

o 1 2 3 4
2. The Irish tend to be of less than average intelligence.
o | 2 i 4
3. Women tend to be poorer drivers than men,
0 I 2 3 4
4. Jews tend to be miserly with their money.
0 1 2 3 4
5. Black people tend to be better dancers and sporis people.
0 I 2 3 4

These particular statements relate to prejudices common in our socicty today.
If you rated the statements honestly and your score is above 0, then you have
gome element of prejudice within yourself which may compromise the care
that you give. For example, il you scored at all on staternent 1, then you are
probably assuming something about homosexual behaviour, whereas we
cannot assume that a particular form of sexual expression will be detrimental,
Even knowing this, people with this prejudice will still find it difficult not 1o
rate the statement. This is primarily because knowledge is only one of three
components that make up an attitude,

This does not mean that if you are prejudiced it is impossible to be a mental
health nurse; The significant factor is that you must be aware of your preju-
dices in order to understand your feslings towards particular people. Once this
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awareness 15 established and the feclings are accepted, then you can work
towards being less prejudiced, especially in situations where the effectiveness
of the helping relationship miay be affected.

Once you begin to understand vour own attitudes and values, vou can then
begin to realize how important they are to you and how difficult they are to
change: This will help you to accept other people’s attitudes and values, which
gre a5 important to them as yours are to you. The acceptance of an individual
within a therapeutic relationship is essential in order to listen objectively with
accurate understanding,

Self-honesty i also a facet of awareness. It enables you to look purposefully
at self-behaviour and the reasons behind it. Once the contract to be honest with
yoursell has been made, then the discoveries can be enlightening. By self-
honesty, we mean the admission and acceptance of your own bebaviour of feel-
ings, however positive or negative they may be, thus avoiding the use of
excuses, mtionalizations or denials, eg, *The thing | like about myself is the
way | readily accept any particular individual.” “The thing | dislike about
myseil is my inconsistency in being me, i.e. variations in my mood and
outlook.” By being honest and avoiding superficiality, the rest of the incom-
plete sentences, once filled, become very personal and meaningful statements
about yourself.

How often do people look inwards? 15 it necessary 1o do so in order 1o live
effectively? Can being (oo self-aware actually inhibit you? We believe that the
right o enter into the world of another must be eamed by looking into vour
own world fiest.

The incomplete senlences at the beginning of this section gave you an
opporiunity 1o look at yourself, It may be appropriate now, after dwelling on
the subject, to look at them again. Once you have made the necessary changes,
if any, it may be useful to complete the following sentences; which should
guide you further as to what we mean by self-awareness.

The things in my life that are going right are ..
The things in my life that dre going wrong are .,

The occasion when | am most likely to blame other things or people for my
behaviour or circumstances is ..

The situations when | tend to lose control are ...

My main *strengths’ are ...

My main ‘weaknesses” are ...

The reasons | am uncomfortable in certain situations are ...
The reasons why [ decided to commence nurse training are ...
| believe that [ look ...

How | appear to other peaple is ..

Self-awareness 15 not dcquired instantaneousty, but develops gradually over a
period of months or vears. [t may be argued that achieving total seif-awarencss
may result in *stripping” a person of all defences. Everyone requires personal



defences to protect themselves from conflicts and anxiety, These defences give
us time to adjust to certain ways of thinking, feeling or behaviour. We are not
proposing that such defences be dropped, but that vou should be aware of how
behaviour and feelings are affecied in any interaction. Some defences may be
helpful; they can enable the nurse to feel secure in therapeutic situations,
giving an air of confidence which is conveyed to the client, allowing him fo
feel able to relax and relate. The nurse who has been honest with hersell, and
who has expenienced self-searching with courdge and purposefulness, can feel
secure in the fact that she has indeed eamed the right to propose hersell as a
helper. In order 1o be effective and help the client to develop, she may have 1o
enter his world and retum unscathed.

Sell esteem

Much of the above refers to the requirement of the mental health nurse to
esteem others, offering them acceptance and respect. It is equally important
that the nurse hold herself in esteem. Look at the following statements. and
rank them according to whether you mostly agree or mostly disagree;

My opinion is as important as that of my elders.

| am confident enough to express my opinion in mast situations.
| am attractive and likeahle,

I am competent in my job,

I am fairly intelligent.

It 15 imporiant to make mysell a prionty at Gmes.

| can say no o requests for favours when 'm busy.

I 1ake care of my body.

If you mostly agree with these, then you are likely to have a reasonable level of
self-esteem, seeing vourself as worlhwhile and valuable, whereas 1f vou found
vourself disagreeing then you may be cxperiencing a low self-esteem, Muost
people fluctuste in their levels of self-esteemn at different times, afthough they
will be gencrally on one side of the line or the other.

When an individual regularly or continually holds themselves in low esteem,
then they are more likely to suffer stress and, ot the extreme end of the scale,
burmnout. This can happen when the need to be helping others at the expense of
oneself becomes paramount, or when the nurse takes no real care of herself
when off duty. It is important, then, to recognize that vou are a worthwhile
human being who also needs 1o be looked dfter by yourself and others. Ways of
looking after yourself may range from spending two hours a week in the steam
bath or treating vourseif to a relaxing meal, to asking others for help when you
need it. With the steess of training, nursing others and sometimes playing hard,
it is not surprising that some mental health nurses find that the whole process
takes its toll and that their self-esteem can become low.

For some student nurses, training may be the: first time that they have left
home, whereas for others it may require a juggling of responsibilities at home,
Adult leaming is sometimes demanding of or threatening to relationships and

Self-awareness ]
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partnerships. In other words, mental health nursing training can represent a
period of transition and it is possible for this (o threaten one's self-esteem,
particularly if you have been encouraged through early influences, at home or
at school, to see yourself in a poor light. At such time, help from a personal
tutor or counsellor can be extremely valuable.

Handling feelings

The demands on the mental health nurse are many, and in the process of nurs-
ing she is likely to experience a whole gamut of emotions. These may occur in
several different ways,

Identification

On occasion, the material the client is using or the circumstances they describe
may remind the nurse of her own experience. For example, the nurse who is in
the middle of separating from a partner might identify with a client in a similar
position. It is important here not to contaminate the listening by assuming that
vou know what it is like for the client, or by trying to “make it better’, as you
might like to do for yourself.

Care and concern

The caring individual is likely on occasion to feel sadness or helplessness for
the plight of the client. While such feelings are not particularly useful, they are
nevertheless a human response to suffering and should not be ignored in the
nurse's selfcare.

Interpersonal issues

In every nurie-client relationship there will be some interpersonal element. For
the maost part this will be at a comparatively low level, given that the nurse
demonstrates some level of care for the client. Sometimes, however, the nurse
may feel much stronger emotions, such as extreme aftraction, of a platonic or a
sexual nature, or extreme revalsion or fear. In the last instance it is importiant
that there is a boftom line of safety, so that if a nurse is afraid of her client it
would clearly be undesirable for her to make home visits, for example, In less
dramatic scenarios, however, it is important that the nurse is able to acknow-
ledge her feelings, with support, and to find a way to work through them so
that her client receives the best-quality care.

Where the nurse is subject to harassment or violence, again she needs space
and support to vent her feelings and to discover ways of continuing her work
with confidence. One nurse who was forcibly struck and marked by a client,
said: *1 felt doubly betraved, He's a difficult lad, and | was the only one left
who offered him positive regard. | doubt myself now and whether | should
have invested so much. | was also disappointed in how my colleagues handled
it, and felt unsupported. 1 don't know if | can work back in the unit.’

This nurse had complex emotions of fear, disappointment, irritation, self-
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doubt and confusion, for which she needed support, as well as validation of her
courage and sensitivity in the work she had done. This is an extreme situition,
but similar emaotions might be felt in other situations where a nurse has
invested a sense of self and optimism in working hard with her client. There is
also a sense of involvement which can occur when a nurse particularly Likesa
client, and this can lead 1o strong emotion when there 15 change of any kind.

Intrapersonal issues

Dceasiondlly, the nurse may be confronted by issues that stimulate emotions in
her which are to do with her self. For example, a nurse who has been bereaved
at some time in the past may feel emotions which are tied up with her own
experience. This may be at & conscious or an unconscious level, and is differ-
ent from identification in that the situation does not have to be the same, but
rather triggers an old scenario for the nurse, She may not identify directly with
the clignt,

Looking after voursell

Just as it is important to take care of yourself in terms of seif-esteem and value,
50 it is important to find means of ensuring support in debriefing emotions and
gaining insights which will be useful to practice. We see peer debriefing as an
important part of mental health norsing: an apportunity to offload events and
feelings before going home. We also see supervision as an important part of the
job: Supervision allows for reflection on practice, including taking space for
the kind of emotional issues tllustrated above (see Chapter 4). Although super-
vision is not yet recognized as an sulomatic part of psychiatric nursing, some
authorities have accepted it as an effective strategy towards better practice and
staff support and development.

It is also important to find ways of relaxing and getting away from the pres-
sures of the job. Leaming to balance the demands of work and home is impor-
tant. Many mental health workers give their all to the job, only to feel depleted
when they gei home. This can be seen as an early warning sign that the
emaotional toll is too wearing.

Each individual will find their own ways o look after themselves and seek
support. The important thing is fo recognize that to give selflessly does not mean
tor be totally selfless. If you do not look after yourself, not only will your quality
of life diminish, but you will no longer be an effective mental health nurse.

SUMMARY

We have tried 1o introduce many complex issues involved in human relation-
ships. The ability to interact appropriately is mainly dependent upon your under-
standing of the person-io-person situation. This includes being sensitive to the
client's needs, showing interest and motivation to understand, and being aware
of your own infernal ‘messages” dunng any given situation; anxiely, anger,
embarrassment and confusion are just some of the feelings vou may expenence
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during your interactions with clients. Being aware of these and acknowledging
them is the first step towards understanding yourself and thus reducing the like-
lihood of your feelings compromising the care you give to the chient.

Finally, we recognize that we have described what may be to some the ideal
requirements for the mental health nurse, It is not necessarily the achievement
of these ideals that is the measure of success, but the willingness, motivation
and efforts made in striving towards them.

KEY CONCEPTS

1.

Interaction skills involve the exchange of behaviours within any given
situation. It is essential that the nurse uses these skills appropriately, as
many clients are either incapable, insensitive or oversensitive in their use

and interpretation.

v They involve;

* Being sensitive to the reaction;

* Being aware of her own non-verbal communication and sénsitive o the
clignt's non-verbal communication;

* Rescting appropriately to the client’s feelings.

. Within the behaviours that make up interaction skills are the personal qual-

ities and attitudes to be an effective helper,

. A mental health nurse 15 someone who can attempt to satisfy the needs of

others by selflessly utilizing her personality to give some meaning to the
client’s life. This 15 done mainly by listening with understanding, respond-
ing with care and respect, supporting with trust and confidence and reassur-
ing with cxplanation and honesty. 5he is also someone who can physically
nurse the helpless with compassion and skill, and cary out procedures that
are essential to maintain or improve the chient’s quality of Tife.

. To be able to demonstrate these attributes, self-understanding is necessary,

i.e. the nurse must know and accept her own feelings and behaviours, and
understand or attempt 1o understand their presence.

. For the mental health nurse to help the individuals that society rejects, she

must know her own feelings towards them so that personal emotions do
not prevent -accurate and objective listening, theéreby making it difficult to
achieve any form of empathy.

. She needs to be aware of her own prejudices, in order to understand her

feelings owards particular people.

. Before entering into the world of another, the right 1o do so must be earmed

by looking into her own world first,

. The skills of the mental health nurse are acquired alongside the develop-

ment of personal growth, i.e, sell-awareness and the use of the essentiil
qualities become an integral pant of her own personality,

. The mental health nurse needs to be aware of her own self-esteem needs

and how to prevent ‘burncut’. She needs to be able to value and care for
herselfl.

- This includes handling feelings that occur throughout your personal and

professional life,
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INTRODUCTION

MNurses are pot counsellors, despite the view of some notable celebrities in
nursing, who assert: “We are all counsellors, Anyone who works in one of the
health professions and comes into contact with people who are distressed in
any way, whether psychologically, spiritually or practically, offers counselling
help’ (Bumard, 1989, p.1). We would have to disagree. In fact, nurses of all
descriptions seem to do badly in the evaluation of counselling skills (see
Connor, 1986). Some research (e.g. Hardin and Halasis, 1983) suggests that in
empathy scales mental health nurses appear to rate very poorly. This remark is
not aimed at attacking or demoralizing the reader, but is perhaps a challenge
for the interested and determined nurse to break this unfortunate mould. It is
not surprising that nurses are poor at-counselling, for despite its introduction as
a core element in the 1982 syllabus it has not found the support in training that
it deserves, Very few nurse tutors are trained and supported in teaching coun-
selling effectively, and there is some resistance 1o ‘buying in® the necessary
expertise due to budgetary constraints.

Counselling is a term that is currently used in all sorts of situations and
circumstances, In some ways this is pleasing, for it shows that there is more
interest in and recognition of 2 subject that until quite recently was almeost
entirely confined to the USA. Unfortunately its wider use in curfent expression
has produced a negative side; the term is used in contexts quite outside its orig-
inal meaning and, alarmingly, it is frequently linked with disciplinary action.

It is very important, in our opinion, to have a clear idea of what is meant by
counselling, and how the skills associated with its practice can help all menial
health professionals, if employed intelligently. The definition of *counsellor”
and ‘counselling’, as laid oul quite simply by the British Association for
Counselling, best suits our purpose. The Association defines it thus:

The overall aim of counselling is to provide an opportunity for the
client to work towards living in a more satisfying and resourceful way.
The term ‘counselling’ inclues work with individuals, pairs or groups
of people often, but not always, referved to as elients, The objectives of
particular counselling relationships will vary according to the client’s
needs. Counselling may be concerned with developmental issues,
addressing and resolving specific problems, making decisions, coping
with crisis, developing personal insight and knowledge, working
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through feelings of inner conflict or improving relationships with
others. The counsellor™ role is 1o facilitate the clients values, personal
resources and capacity for self-determination. (BAC, 1990, p.2).

The purpose of this chapter is to inform the committed, interested or simply

curious, ghout counselling and its appropriateness in nursing. Our objective is:

to help the reader to discover a skilled approach to fulfil the definition, and
additionally to identify specific areas of interest to mental health workers,
especially the mental health nurse, and assist her clinical practice.

In addition to the British Asseciation for Counselling's definition, we want
to-add that certain qualities, and at feast basic skills, should be possessed by an
individual before she considers herself a “counsellor” or purports to be practis-
ing ‘counselling’.

To have an honest intention to help; a desire to promote growth within the
client and a reluctance to offer advice or judgement are in our opinfon precur-
sofs (o effective counselling. Even these alone are insufficient. An understand-
ing and a proficient ability to perform the skills of listening, paraphrasing,
reflecting, questioning, clarifying, summarizing and challenging are essential.
These skills cannot be acquired by simply reading, but are gained by practice.
Practising the skills after studying the text requires courage, not just in the
personal risk involved, nor in commitment o a rofe, but also the courage
requited to ask for guidance, to accept constructive criticism, o be sufficiently
self-aware to observe yourself and admit your mistakes. The individual who
seeks skill acquisition needs 10 be aware enough when dealing with a client 1o
see the dangerous arcas and pitfalls, and avoid harming him. In order to do this
you need to be resourceful enough to change direction when feeling out of
your depth, and confident enough as an individual to share with the client your
feclings, misgivings and unceraintics, '

In shor, it is our view that you must camn the right to counsel others by
aequiring the skills, owning the gualities and understanding vourseif, We are
aware that this is no mean feat. One of the most important facels of good
‘counselling” is good “supervision’. It is the opinion of both BAC and
ourselves that counsellors should not practise without contracting supervision.
To go even further, we would add that mental health nurses, in either residen-
tial or community settings, should not practise without regular supervision (see
Chapter 4).

Carl Rogers, who i8 considered by many to be the father of counselling,
coined the term ‘client-centred therapy'. We shall now consider some of the
concepts that Rogers and other leading authorities suggest are important in the
ficld of counselling based on client-centred therapy.

CLIENT-CENTRED

This is the linchpin of many counselling models, at least in the initial stages.
Thie idea is based upon the belief that the client is the imporant person in the
relationship, and that he has the resources and the ability to help himself iT
given the opportunity. The counsellor facilitates the client’s secing himself
more clearly, and does not advise, suggest, persuade or in any way interfere
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with the client’s view of himself. Initially, to operate in this manner may mean
that previously trained health workers have to shed their preconceived ideas
about themselves and their clients, e, relationshaps based on the idea that °1
am the expert, you are the client - you tell me what is wrong and T will tell you
what to do.’

Client-centred therapy suggests that the client will, given the correct climate,
diagnose, prescribe and treat himself, It is therefore implicit in the client-
centred approach to have a trust in human beings, that all people have inner
resources, and above all are motivated to improve.

LINCONDITHOMAL POSITIVE REGARDNON-JUDGEMENTAL
APPROACH

The expression of ‘unconditional positive regard” 15 a fundamental principle of
counselling without which it 15 difficult fo imagine how a therapeutic relation-
ship can be maintained. Although the term sounds difficult, the idea is really
quite simple. Rogers explains that, before a client can really understand
himself clearly, he must be able to accept himsclf, One way of assisting this
process is for the counsellor to show that she accepts him unconditionally, 1t
has been our experience that all effective and therapeutic mental health nurses
have this quality 1o some degree, To have faith, trust and respect for another
human being, despite his behaviour, is probably one of the most difficult things
a nurse can be asked to do. She has lived to the age of 18 years at least, during
which time she has been bombarded with values and judgements, all playing
their part in shaping her perionality and charpcter, Parents, friends, the law,
society, teachers and colicagues have continually influenced her to believe
certain things, to act in certain ways and fo think in an ‘acceptable’ way. Now,
in this specific therapeutic relationship, she is asked to accept an individual
without any kind of judgement, without criticism and without reservation.
Additionally, she is being asked not just to accept but to respect her client,
without necessarily knowing what his previous behaviour has been, or who he
is, becinise he 15 another human being.

To be effective the counsellor has to dispense with her own values, beliefs,
prejudices and stereolyvpes. She must positively — i.e. in a “friendly’ manner -
accept and try 1o understand the other person’s values, ideals and beliefs, even
if these are totally opposed to her own and are prejudiced, stereotyped and
uncaring.

The advantage this has in the relationship is tremendous, for the client is
confronted with another person who does not reject, ridicule or argue with him.
He fecks that the counsellor is interested, not, as so many people are, in herself,
but i him,

She is genuinely interested, wants to redlly know him and how he thinks and
feels, and still does not judge him. The realization of this fact engendérs in the
client the feeling that if spmeone else 15 interested, thinks he 18 worth some-
thing, and cares, then perhaps he too should take some time to look at himsell
miore closely.
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The practical application of this is, of course, extremely difficult for the
inexperienced, and it is our experience that it is sometimes only after a series
of successful counselling sessions that the counsellor’s fundamental belicfs are
changed. Ask yourself these questions and answer them honestly:

1. Do you believe that mest human beings are capable of helping themselves
if facilitated by skilled counsellors?

2. Could you counsel a person convicted of rape, child murder or some other
erime that you find heinous, trying to put his past out of your mind and
accepting him with a positive attitede, respecting his values and not judg-
ing him for his behaviour?

3. Do you have enough trust in yourself and your client to be open and
henest, and not feel exposed o exploitation by the client?

We would guess your response to at least one of these will be negative, and
indeed some of you may have answered *No® o them all. Indeed, neither of the
authors could have honestly answered 'Yes' to them all a few years ago.
Moreover, it is not expected that to be an effective counscllor you have to
answer “Yes' to afl of them unequivocally inevery circumstance and at all pen-
ods of yvour life. It would be foolish, for example, to take on a client who had
murdered a child if your own child had just been murdered, just as it may not
always be the best practice to take on a bereavement client shontly after a
personal bereavement. Despite this, we can assure you thal our unanimous
answer 1o the questions now would be 'Yes", It is only with the acquisition of
counselling skills, practice in counselling situations and observation of results
in effective interactions that our faith in the process has gradually increased (o
a certain, unshakeable beliefl

When you can look back at the three questions and answer them all in the
affirmative, we are surg you will be capable of entering into a helping relation-
ship with vour client and ¢xpressing unconditional positive regand,

Before we leave this area, it is perhaps sensible to state that some workers
and therapists recognize a danger in this concept. To accept withoul guestion
any goals, behaviours or atfitudes in a client may be positively colluding with
immoral; antisocial or evil intent. We do not believe this was Rogers’ original
suggestion, and would clarify that it is possible to accept a person uncondition-
ally without necessarily condoning or agreeing with his or her behaviour. In
certain situations it may be necessary for the therapist to refer to someone else
if there is potential for postive regard to be fost.

Understandably, some workers will only offer positive regard ‘condition-
ally®, If a client insists that what they want is 1o change for the “worse” in what
is rcasonably evaluated, eg. 'l want to become a *better” murderer, rapist or
exploiter of others®, this may clash so radically with the counsellor’s personal
values that they will not continue with the helping relationship. We have no
argument with this position. In such situations, our expressed view to the client
might well be: “Although | can sccept you unconditionally as a human being,
and offér vou warmth and understanding simply on those erms, your behav-
iour i5 tedally unaceptable! Until yvour stated aims (of endangering or exploiting
others) change, your attitudes, values and behaviour clash so much with my
own that | cannot continue to offer help”,
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EMPATHY, WARMTH AND GENUINENESS

Another concept accepted almost universally by counsellors is that of the *core
conditions’. Carkhuff and Truax (1979) identify these as empathy, warmth and
genuineness. Here we will try to explore briefly what is meant by these terms.

Empathy

Most authorties on counselling agree that this is perhaps the most important
quality the counsellor must own [t refers to the ability to understand the client,
not superficially but in an accurate and meaningful way. It must be carefully
distinguished from $ympathy, and is probably the concept most misunderstood
by the inexperienced person interesied in counselling. Egan (1994) helps to
clarify the idea of empathy by suggesting that it is not an all-or-nothing quality,
and that it can be achiéved on different levels. He suggests two: “accurale
empathy ' and ‘advanced empathy”.

Accurate empathy

The first 15 some Kind of verbal or non-verbal indication that the
helper is right. That is, the client nods or gives some other non- verbal
cue, Of uses some assenting word or phrase (such as ‘that's right” or
‘exactly’).... The second and more substantive way in which clients
acknowledge accuracy of the helper's response is by moving forward
in the helping process; for instance, by clarifying the problem situation
more fully (p.115).

To do this the helper must respond to the client in &8 way that shows she has
listened 10 and understands how the client feels: she must see the client’s world
from the client's frame of reference; she must communicate her understanding.

Advanced empathy

...as skilled helpers listen intently to clients, they often enough see
clearly what clients only half see and hint at (p.180).

Here, then, the counsellor is no longer merely responding to the client, but is
demanding that the client take a deeper look at himsell. Egan argues that a
counsellor using advanced accurate empathy can use genuinencss, respect,
understanding and rapport a5 a power hase, where the power is used 10 influ-
ence the client to see his problems from a more objective frame of reference.
Empathy is built up by using skills rather than a quality that a person either
has or has not developed. We have noticed, however, that some nurses tend 1o
be extremely guick in establishing advanced empathy, while others need far
more time. The time factor is not particularly important, whereas accuracy is
absolutely vital: nurses should not be 100 eager o compliment themselves on
their speedy attainment of empathy. On many occasions we have observed
nurses responding to a client’s remarks and receiving swift resulls by saying
something quite profound and very accurate. The client has an overwhelming
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feeling of relief that-at last someone understands, and a great advance in the
relationship occurs. Although this is wonderful and no doubt very helpful, all
may not be well, For instance, this reaction might have been achieved by a
wild and Jucky guess; not by accurale observation, skilful listening and
thoughtful consideration. It might have been disastrous if the nurse had
puessed wrongly, Our advice in this area is to take the slow accurate route, and
not to go for wild stabs in the dark which may have poor overall results.

Prohably the most frequent problem in establishing accurate empathy occurs
when the counsellor is unable to enter the client’s world and understand it from
the client’s perspective. This difficulty exists because commaonly the nurse
becomes averwhelmed by her own feelings of sorrow, or perhaps fear, and
contaminates or confuses her understanding of the client’s world with her own
thoughts and emotions.

Sundeen (1976) takes a more systematized view of empathy as a four-stage
process. Here empathy is broken down into identification, incorporation, rever-
beration and detachment. The general idea (simplified) is that the empathic
counsellor i5 able 1o lose consciousness of self (identification) and become
engrossed in the client (incorporation). A process of mental interaction
between the feelings of the client and the counsellor then follows (reverbera-
tion). Finally, the counsellor retums to her own reality (detachment), combin-
ing all this and previously gained information into an objective knowledge
about the client.

It is perhaps important at this point to clarify a general misunderstanding or
confusion about empathy. To do this it is imporiant to say what empathy is not.
Empathy i% not listening to the client and imagining what 1t would be like to be
them, of how you would feel in a similar situtation, and it is certainly not
trying to be them. These approaches are all likely to miss the point and result
in a sympathetic response, i.¢. sharing your vision and potential feelings.
Empathy is the objective acknowledgement of the client’s feelings, situations
and experiences from their position.

The final word goes to Rogers (1967). He describes achieving empathy as
‘sensing the feelings and personal meanings which the client is experiencing in
each moment, when he can perceive these from “inside®, as they Seem to the
client, and when he cah successfully communicate something of that under-
standing to his client.”

Genuineness

This quality is based on the individual’s ability to be himself: he does not have
to play a role; he can “afford” to be transparent; he can own his feelings and
express them honestly.

An individual throughout his life may play many roles in different siluations
and circumstances - father, teacher, friend, hushand, As a counsellor he has o
be himself, putting away all the prejudices and stereotypes that make him an
individual, because he needs 1o be aware that they are just that. Having a
sincere belief in human beings and their potential for *growth’ and improve-
ment, he will not have o pretend. He will concentrate all his energies on
understanding the client fully and accurately, in the knowledge that he wall be

2
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challenged about himself. He can honestly share what is appropriate, because
hie understands himself flly, On the occasions when he becomes unhappy with
the ¢lient he will say so, and it will probably help him to understand the client
better in the long term. Howeveér, when the counsellor shares his feelings with
the client on these occasions, it will be done skilfully o enable further insight
for the client.

For example, Robert, an imaginary client, goes round and round in circles,
evading the real issue of his problem:. At some point, in order to prevent the
counsellor feeling his time is being wasted, and to move the client forward, the
counselior may say something along these lines: “Robert, I'm not sure we'ne
really getting anywhere — it seems 1o me that whenever you reach the point of
understanding what the problem might be, you steer away from it. Apart from
this being rather irritating, 1'm not sure we will accomplish much il we camry
on like this!”

Although this may temporarily inhibit the client, it shows that the counsellor
i5 reil — a person too ~ that he is not prepared simply to go along with every-
thing and anything. In a way, we feel it would devalue the relationship if the
counsellor did not occasionally disclose his own feelings. It may be helpful 1o
create a feeling of mutuality between client and counsellor, i.e. they both have
a shared purpose, they are going somewhere together, they are sharing an ¢xpe-
rience, an adventure, Genuineness is important. We are sure that not only will
it help the ¢lient, it will also help the counsellor. Without it we would both
have experienced impossible situations when dealing with cliems,

To summuarize, genuineness means being *voursalf™, not being like anybody
else or trying to live up to or become anather sort of person. [t involves you as
a person being that person in every situation, “You' as a nurse should be no
différent from *you® as'a brother, sister or fricnd, That is to say, fundamentally
you do not change your values or attitudes towards people just because of
another role, You take on different responsibilities and you may be expected to
behave in certain ways to suit that role, but within that role it is still yoo, This
involves a certain amount of self-awareness, awarenass of your own feelings,
not presenting & facade. Tt requires honesty and courage to allow yourself 1o be
seen as a real and authentic person. To hide behind a uniform and 1o misuse a
pasition of status in onder to avoid explanations and difficult situations can be
an easy option for people who have not looked at themselves with any degree
of honesty. To have any genuineness, you need to know yourself.

YWarmth

Warmth is a quality that hardly needs explaining, especially to anyone inter-
ested enough in people to read this text. Warmth is so closely connected 0 the
principles of unconditional positive regard that if you have accepted the
concept you already have warmth,

One necessary highlight in this area that perhaps deserves attention is ensur-
ing that your natural warmth is conveyed to your client, While camestly and
actively listening o your client, try not to become 5o tense and anxious about
listening that the human expressions of warmth, such as smiling, gesturing and
posture, are lost in the intensity of the moment, Clients need to have your



warmth transmitied 1o them, to encourage them to continue. A smile costs
nothing and is seldom misinterpreted, but can mean everything to the client.

“Warmth' isan appealing term associated with attraction, comfort and safety.
To possess it is to be able to demonstrate the acceptance of others as individu-
ats. This acceptance involves adopting non-judgemental attitudes, respecting
the feelings and behaviours presented by the chent non-defensively, and being
open and having a respéct for the individual, thereby communicating an
approachable manner. To emphasize this concept, contrast these qualitics with
the components of a *cold” person, i.e. one who is rigid in stance and attitude,
stern and upright, unsmiling and glaring. From this description, it can be seen
that pon-verbal communication plays a major part in conveying these qualities.
Possession alone is insufficient, and demonstrating warmth and genuineness is
essential to form the basis of a therapeutic relationship.

It is waorth adding that the therapeutic warmth addressed 1o an individual is
of a ‘non-possessive’ type. The warmth for your client should not encompass
the additional component that one might expect from a personal relationship
with a friend or lover, The client must not be smothered in the kind of warmth
often connected with the possessive pronoun ‘my’, as this position of owner-
ship 15 oflen invested with directiveness; it ofien makes for a claustrophobic
component, and consequently leads to @ diminished self-determination,

VALUES

Ome ared we cannot over-stress is the uniqueness of the individual and how
impartant it is to maintain that unigueness. The chient will hold many expen-
ences, people, possessions, beliefs and attitudes as valuable - these are his. Do
not ey o steal them from him,

A most fundamental and vet frequently met problem in the inexpericnced
counsellor is the tendency to réinforce or criticize the individual client’s
values, The counsellor’s values in this context are unimportant, and should not
interfere with or contaminate the client’s values, I, for instance, a client is
pregnant #and has decided to seek an abortion, it may suggest to the counsellor
that the client places a low value on life. This is presumptive and may be
completely wrong., However, even if it is 5o, it zhould net influence the coun-
sellor's interactions. 1t would be fundamentally wrong to condemn the client
for her values, and no attempt should be made to bring thém into line with your
own, As in any situation, the counsellor would perhaps want to stay in this
particular area of the client’s valwes and try to form some accurite understand-
ing in order that both the client and the counsellor understand the true situg-
tion, and if the counsellor is successful in this, logical decisions could be made
from the client’s point of view.

CONFIDENTIALITY

Finally, a very important aspect of counselling is confidentiality. Nurses and
health professionals are constantly being reminded of the need to respect

Confidentiality | | 23
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confidences, but the implications of this for the counsellor are more difficult.
If the counsellor is working independently in a private consultation, confiden-
tiality poses little problem, although total confidentiality may still lead to
problems for any counsellor. It is necessary to know your own personal
boundaries and to make these cléar to vour client. In our practice the bound-
aries of confidentiality are still limited by the disclaimer that disclosures indi-
cating that clients are intending to exploit or endanger athers may breach the
confidential boundaries. Although vou may wish to reassure vour client that
no-action would be taken in any regard without opportunities for discussion,
and at the very least for the client to be informed, there may be some circum-
stances when regard for others has to be your concern as well. For instance,
one of us, early on in his counselling practice, was told by his client that his
problem was one of a sexudl nature. Tt emerged that the client was sexually
abusing his young daughter. Had this situation arisen in a coniract of complete
confidentiality, the counsellor would have found himself very limited in terms
of acting according to his own professional and personal values. Indeed, it is
hard to conceive of situations in practice where total confidentiality is realis-
tic, if for no other reason than the need of the counsellor for supervision and
the consequent sharing of case material with at least one other person,
Although anonymity can often be maintained, it is still important that the
client knows that they will be discussed with someone else.

In most health organizations it is extremely rare for one person to have sole
responsibility for care, and 1o some degree a transfér of information is expected
and necessary for the rest of the team to function efficiently. This has caused
many problems in nurse counselling, for an implicit trust and a feeling of being
ahle 10 diselose information of & sensitive nature without fear of the counsellor
breaking the confidence are éssential for a successful outcome. The counsellor
does not have to decide simply whether 1o break confidence to people outside
the normal caring professionals, but also how much to disclose 1o colleagues.
Although this is a very sensitive area, and one in which people hold strong
views, it is our hope that common sense and professional attitedes wall prevatl,
After much discussion and debate, we consider that the following suggestions
may be helplul:

|. Begin any formal session with a statement of exactly what confidentiality
means, so that both parties clearly understand its personal implications,
e

= *| cannot guaraniee completely that what you say to me will be in confi-
dence, but what | disclose to the other members of the team will be only
in your interests.’

» “There are certain areas we may discuss that | will feel bound to convey
to my colleagues so that they can offer you help as well.”

= ‘If I feel during our talks that other staff need 1o be given some of the
information you disclose, | hope you will undersiand.’

* “There may be certain facts that | would have to share with other staff:
for instance, if you told me you were contemplating suicide.”
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These areas should be clearly identified and, if possible, definite policies
about such areas discussed and agreed by the team before counselling is

undertaken.

2. In case of difficultiés in these areas, be prepared with alternative courses

of action, e.g.:

= Stop the conversation until the client understands the implications of

what he 15 saying.
* Be honest: say you are sorry, but your will have to disclose that.
* Seck permission to disclose, even if this requires active persuasion,

* Be genuine and say how you are feeling,

To copclude this short introduction to counselling, we would like 10 emphasize
that the model we are recommending in this chapter is a developmental style,
i.e; its hasis and essence are a client-centred approach, developing in the later
stages towards strategies for helping the client set and achieve goals (see
Figure 2.1}, The emphasis is on helping the client help himself. The following

analogy may clarify this statement.

CLIENT Patent) CLIENT-CENTRED

Exploring the problem

Epantityirgg [he probEm
STRATEGIES FOR
Draming the prolem HELFPiNG THE
Assissind tho cptions. | g o
1:1':!'3{93

Irgerrenngg Offerng

Figure 2.1 [llustrating the developmental style of this counselling model

CLIENT ACHEVE ﬂm-;-{

Use o "peormpts” 1o
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Life itself may be considered a journey, and from time to time the partici-
pant may well hesitate, rest a while and wonder which direction to take. This
must be his choice and his alone, but if someone offers him some spectacles to
help him see more clearly, so much the better. Having explored his options,
seen much more clearly, and having finally decided to continue in & particular
direction, if he should be offered speedier transport and accepts the lift, the
joumney may be made mare easy. In a true client-centred approach the counsel-
lor should seck only to be the spectacles. When the model takes on a behav-
ioural approach, the counsellor should offer the speedy method after the goals
have been decided by the client, who needs help in reaching them.

It should be noted that counselling cannot be a compulsory therapy. By its
very nature, compulsion would prevent an open and honest interchange. [t
should not, therefore, be considered the answer or the suitable approach to any
client’s problems. Perhaps some people do not have any definile goals 1o be
driven towards, but are simply here to enjoy the scenery. 1T this is true, and it is
what they hold valuable, who are we to direct them?

NON-VERBAL COMMUNICATION

Mon-verbal communication is communication other than the spoken word. It i3
not necessary to verbalize words in order to commuenicatie: thoughts and feel-
ings can be effectively transmitted by the slightest gesture or other movement
of the body, Such gestures and movements often accompany the spoken word,
adding to or cven changing the literal meaning of what is said, or they may
occur i isplation. The human being 15 such a complex se1 of moving signals
that it is extremely difficult to be anywhizre withoul *saying” something,

The impossibility of not communicating is explored in great detail in a paper
by Warzlawick, Beavin and Jackson { 1968). 1t is suggested thal communication
is constant and continual and that non-communication is impossible, However,
what is impertant to the counsellor is that the communication i congruent, Le.
that the message sent is the message received, with little room for error or
misinterpretation.

In reality, even the inténtion of saying nothing is still communicating some-
thing to those who choose to judge people on appearance alone. Walking, talk-
ing and gesticulating are all signals given within an environment comprised of
people whio are complex *senders’ and ‘receivers', It is the degree of complex-
ity in this environment that determines whether or not the message sent will be
the message received, or how many distortions will oecur.

In order to be an effective counsetlor, the nurse requires a depth of under-
standing that goes beyond superficial requests and information exchange. This
understanding is partially gained by the nurse being sensitive to the client's
non-verbal as well as verbal messages. The complexity of the individual and
the environment in which we live gives rise to the possibility of misinterpret-
ing or ignoring the non-verbal message. Within any human interaction there is
potential for the expression of thoughts and feelings to be dramatically misin-
terpreted. This is particularly so within the caning relationship between the
mental health nurse and her clicnt, due mainly to the exisience of extremes
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experienced by the client in psychotogical and physical states, The nurse who
wishes to understand her clients needs to be sensitive (o the meaning of their
communication and must us¢ her ovwn non-verbal signitls appropriately.

NON-VERBAL SENSITIVITY

Sensitivity to non-verbal communication requires an appreciation of the vari-
ous components that create the wealth of signals we continually convey 1o each
other throughout our lives, These components are the face, posture and body
space, gestures, touch and tone of voice,

The face

The human face has a greatl potential for expression, and each part of the face
can be observed as a potential communicator, It is extremely difficult to speak
without changing facial expression. Some messages are conveved by nodding,
shaking, frowning, or simply by using eye contact, mouth and evebrow move-
ments. The most powerful of these signals involves the eyes. They have been
called the *windows of the soul’ and can convey guite clearly the powerful
emaotions of aggression, fear, concern and love. Observing the state of chients’
eyes alone can be very informative. Some examples include;

Possible emotion
Redness/tearfulness Sadness
Dull, lack of movement Diepression
Lack of cye contact Insecurity/unsure/uncomforiable/
depression
Eye contact/staring/ fixed Accusing
Staring with movement Exciterment

If the nurse relied upon single observations it i possible that the interpretation
would be wrong, as few non-verbal signals occur in isolation. Tt is the addi-
tional signals that can build up the obvious picture, for example, red and tearful
eyes can be symptomatic of happiness but the accompanying behaviours
confirm the picture of sadness: lack of body movement, head stooped, droop-
ing mouth and speaking in monosyllables with a dull tone.

Posture amd body space

Posture alone can convey certain emaotions and attitudes. Try matching the
following stick diagrams to the list of terms given:
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The distinct positioning of the body, arms and legs seems 1o be universal for
expressing certain emotions and attitudes. Observing the posture of clients
could indicate expressions of mood, e.g.:

leaning forward

head bowed could be indicating depression

legs and arms

closed inwards

tense, rocking and

generally rigid anxiety

biarre, agitated

movements possible reaction fo delusions
or hallucinations,

Posture alone does not allow an accurate perception of the client’s feelings.
Confirmation of the meaning of any communication from the client arises out
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of taking note of all non-verbal signals. Probably the most significant aspect of
ohserving a client’s posture is refated to postural change during an interaction.
These changes are frequently quite subtle and oflen involve the client either
maoving lowirds the nurse or tuming away. Moving towards the nurse could
indicate that the client accepis the nurse and is ready to disclose, especially if
this approach is made in a relaxed manner. However, if the client tums or leans
away, it could indicate that he is not prepared for the interaction or that he feels
uncomiortable talking about the topic in question. If the nurse is sensitive to
thiz, she can act appropriately. However, if she is not aware of what the client
is communicating, she may inadvertently persist in pursuing an interaction that
15 one-sided and subsequently spoil her chances of the relationship developing
in a therapeutic manner.

It is important to be sensitive not only to how the body is positioned, but
alzo to where it is positioned, especially in relation to others. Like many
animals, people have a desire for 2 personal territory or personal space, The
behaviour of people on a crowded beach illustrates this, where they mark out
‘their’ space with towels, deckchairs and windbreaks, positioning them in a
situation mutually acceptable to-all concemed considering the space available.
Invasion of thiz space causes anxiety and discomfort, The same principles
apply in a crowded ward, but this time the client has his locker and a few
personal effects instead of beach equipment. A major difference between these
twio situations is that the client in the ward experiences many infringements of
his space, either by another client or by a nurse who is insensitive to his need.
The nurse may sit ¢lose to the ¢lient on his bed, or *barge’ into the bathroom,
or lean forward with enthusiasm during an interaction. If these situations occur
without mutual respect for each other’s personal space, withdrawal, defensive-
ness and resentment could be the client’s response. 1t is therefore necessary to
avoid taking the nurse-client relationship for granted and o approach the chient
with respect and sensitivity,

Cresfiires

Observation and subsequent sensitivity to hand, head and body movements can
be useful aids to assessing the client’s emotional state. A clear example of this
is the ceaseless hand-wringing or fidgeting observed in anxiety, or the clenched
fist seen in anger and tension, Many of the conventional gestures are used in
everyday life by all, for example:

head nod/shake agree/nol agree

shaking fist anger

rubbing palms anticipation

beckon come

extended hand invitation

shrugging shoulders do not know/uninterested,

Some long-term clients, due to the course of their illness, will use gestures
rather than words. The pointing finger, the banging of fumiture, the broken
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cup, the persisient pacing up and down or the tightly folded arms can all be
ohserved as gestures, [t is sensitivity to these within the context of knowing the
client that creates the possibility of the nurse approaching the siaatron appro-
priately and consequently increasing the likelihood of understanding the
gesture and the reasons for it,

Towch

This is probably one of the most primitive and powerful forms of communica-
tion, The amount of touch bétween individuals vares with culture and the tvpe
of relationship. Touch is often used in extreme emotional states such as love,
anger or distress, On the one hand it can be soothing and reassuring, but on the
other hand it can be threatening. 1t is probably more appropriste to talk about
sensitivity to the non-use of touch, as people in our socicty are generally quite
inhibited about touching each other. This facet of our culture seems to be
accenheated among mental health clients; making it essential for the nurse o
respect and appreciate the client's readiness to socepl, of nol accepl, various
forms of towch. This applies particularly when alfempling (o communicate with
clients who may be suspicious or paranoid, for they tend on occasions to
misinterprel physical contact and may perceive what was intended to be a reas-
suring touch as a threat, therehy putting the success of the relationship at risk,

Nurses are expected to touch any part of the client’s body, if necessary, and
the nurse should therefore appreciate that some people react to touch with
anxiely, discomfort and defensiveness, because it becomes an intrusion upon
something very private. This appreciation can be attained by examining your
own feelings about being touched, which will depend upon how and where you
are touched and in what circumstances. Generally, the closer the relationship
the more bodily contact there is. So how much bodily contact 15 acceptable o
clients? Obviously, during physical care the amount of contact given is directly
concerned with the procedure, However, during counselling the general princi-
ple is 1o use that which comes spontaneously and naturally, e.g: the reassuring
hand on or round the shoulder and the holding of hands are frequently used for
a variety of reasons, and are very effective if performed in a genuine way.

Tone of voice

Thiz is inclueded in 2 section on non-verbal communication because how some-
thing is said is as important as its literal meaning. In order to receive the
spoken word accurately, the nurse must listen to the way it is said; it 15 possible
to perceive how someone is feeling by the way they speak: the tone, speed,
pitch and intensity of the voice are all factors that influence the spoken word.
While listening to the client, it is important to be sensitive 1o his tone of voice
in order 1o detect true and often hidden feelings, thus confirming or even
contradicting the verhal communication, Some mental health problems include
symptoms of thought disorder which cause clients difficulties in verbal
communication. In these situations, listening 1o the tone and theme rather than
the actual content is probably of more value in determining what the client is
irying 1o say; subtle changes in tone can ofien give the nurse an additional clue



tor how the client is feeling. If these observations are linked 1o other aspects of
non-verbal communication, as well as listening to the words, there is a likeli-
hood of the nurse achieving empathy.

It is impaortant that the nurse focuses upon the whale picture rather than the
spoken word alone. One major reason for this is that non-verbal communica-
tion can contradict the verbal message; an example is the client who responds
to the question “How are you today?™ with: ‘OK, not bad!"while at the same
time shaking his head, shrugging his shoubders and lifting his hand. A possible
interpretation of this could be;

shaking head: *I'm not all Aght.’
shrugging shoulders: *1I'm nob-sure.”
lifting hand: Can you help?’

The detailed analysis of this reply is not important. What is important is the
nurse’s sensitivity 1o the client's reply, ‘not bad'. Many clients use very little
non-verbal expression, particularly the depressed and long-term dependent
clients, and when they do the changes in expression are subtle; mental health
nurses nsed to be aware of this,

These expressions last about one fifth second and can be seen on slow
motion film and by mental nurses but may be missed by many others.
(Argyle, 1975)

Individuals do not consciously control every body movement. Many of the
gestures that are mide are subconscious reactions to thoughts and feelings,

MOMN-YERBAL ATTENDIMNG

Mot only is it essential 1o be sensitive to the client’s non-verbal communica-
tion, but sensitivity to and awareness of your own body signals is also vital,
One major reason for this is that certain mental health problems are manifested
in such & way that the clicnt may be oversensitive to, or misinterpret, any non-
verhal communication. An example of this can be seen in the person experi-
encing persecutory ideas who, seeing two nurses talking and gesticulating to
each other in the comer, interprets i as refermng o him, and roshes up o them
shouting abuse and threats, A general awareness of the fact that vou are contin-
wously emitting signals and that they may be interpreted from different
perspectives may hefp when nursing this type of client, However, general
awareness is not enough, and nurses must be able to use non-verbal commiini-
cation effectively within the helping relationship. This 15 what we mean by
non-verbal attending. Using your body language appropriately in a helping
relutionship will facilitate the chient’s trust and confidence in you. The use of
tone of voice, eve contact, touch, facial expression and posture can convey to
the client the qualities of genuineness and warmth,

Attending to the. client in-a physical way is saying, *I'm interested, and
listening’, thus forming the basis of a relationship whereby the client can
perceive the nurse as someone who will accept what he has to say, in a non-
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judgemental manner. Physical attending 15 orientating yoursell towards the
client. Egan {1982) summarizes this by using the acronym SOLER:

S - facing the client ‘squarely’ as opposed to luming away is usually
considered 1o be a posture of invelvement,

0 - adopting an "open’ posture as opposed 10 a closed one. Crossed arms
and legs can be a sign of defensiveness and unwillingness to give or
receive.

L - ‘leaning’ towards the client usually conveys interest and willingness
to be invalved. Contrast this with leaning back; here the posture
could be interpreted as boredom, or, at its extreme, ‘sleep’.

E - maintain appropriate "eve contact’. It can be seen when observing
people in intense conversation that eye contact 1s established most of
the time. Avoidance of eye contact could signify insecurity, defen-
siveness and lack of confidence, all of which are non-productive for
the nurse as a counsetlor. The nurse should be aware that constant
unwavering eye contacl, i.e. staring, can be interpreted by the client
as threatening. Looking away occasionally is natural and quite
acceptable, bot if you catch yourself looking away frequently, this
may have something to do with your feelings rather than the client’s.

R - ‘relax’ within any given therapeutic relationship and many of the
behaviours described will come naturally. [t also diminishes the like-
lihood of your fidgeting, which can be distracting for the client, and
often your nervousness will reflect on to the client, which is hardly
conducive (o relaxed and thoughtful communication.

This description of appropriate non-verbal behaviour iz only a guideline, and
should not be viewed as a rigid formula for non-verbal attending, However, it
would be unfortunate if the nurse’s internal state of warmth and genuineness
was contradicted by the her non-verbal commumication, causing difficulties in
the relationship. So it may be useful for the nurse to look at herself and her
approach and ask hersell whether, when listening to the clicnt, she is non-
verbally communicating: 'I"'m interested” and *I'm with you'.

The importance of non-verbal attending can be appreciated when you
consider that it conveys not only that you are interedted and are listening effec-
tively, but afso the qualities of warmth and genuineness. Smiling and nodding
appropriately, moving in a relaxed and natural way and using touch naturally
and spontaneously are all extremely effective and often ‘enable the client to
relax and feel secure, thus increasing the likelihood of him exploring his prob-
lems effectively within a relationship based on trust and confidence.

MNon-verhal responding

Using non-verbal communication can be as effective as a verbal reply if used
appropriately. Thus the non-verbal response not only shows the client that the
nurse i5 listening, but also that she is responding, .2
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Won-verbal response Possible verbal equivalent

Head nod "ooon, | understamd.’

Smile appropriately “You're safe, | accept what you are saying.”
Raised eyehrow “That's particularly interesting,”

Frown ‘I'm not sure what you're saying.”

Touch *Reassure, console, accept.’

You can tell from the tone of voice alone whether a persen is “warm” and
accepting, or ‘cold” and judgemental. A calm, non-threatening, clear tone of
voice will usually have a positive eifect on the relationship, as opposéd 1o a
harsh, abrupd, lowd response.

One non-verbal response that ¢an be considered in this context is silence.
This can be very positive if the timing and length are judged appropriately and
if it is clieat-centred rather than nurse-centred. By this we mean that the
silences should be natural ones hased on the client’s thought processes, giving
him time 10 think, as opposed to being based on the nurse’s need for time to
think of something to say or her anxiety 1o say something, The nurse should
never feel threatened by a sifence, She should be sensitive to the féelings of the
client during silences, judging whether it would be advantageous or not 1o the
client for her to break the silence and continue the verbal exchange.

It is ot uncommon for leamers, having studied non-verbal communication,
to feel awkward and self-conscious during the initial stages of leaming these
skills. The question often arises: "How can [ be genuine when | am purposc-
fully engineering my body signals to a position | would not normally adopt’™?
The answer is simply that genuineness is an attitude, which is held firmly and
not contradicted by the effective use of non-verbal communication, The
awkwardness and self-consciousness are natural responses experienced by
anyone who sets out to master new skills. Eventually, once your awareness of
your own non-verbal communication is achieved, it will be possible to cormmect
any negative use, Progress is made from there (o using appropriate non-verbal
communication naturally, spontaneously and effectively. By studying non-
verbal communication you can increase your self-awareness in order o be
sensitive to your own and your client's ‘messages’ and their subsequent
exchange. It is then more likely that the client will be given every opportunity
to express himself, and the nurse will have every likelihood of heanng what
has been said, accurately.

EXPLORATORY RESPONDING

Throughout the counselling process it is imperative that the nurse “listens’.
This means not only passively sifting and responding with appropriate non-
verbal eommunication, but also actively listening, i.e. showing the client, by
vour verbal as well as your non-verbal responses, that you understand. These
responses are extremely important, particularly in the initial stages of a rela-
tionship, for it 18 the nurse’s ability to empathize with the client that facilitates
the building of trust and confidence, establishing a sound foundation for coun-
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selling. The importance of these ‘initial responding skills® becomes clear when
you consider that this is a very early stage in the helping relationship: the prob-
lem or problems have yet to be identified. It is through vour use of these skills
that the client can ‘explore’ his feelings, behaviour and circumstances and
come to sée his problems clearly. It is therefore vital that the exploratory
responding stage is totally chent-centred. The skills required at this stage are:

»  Paraphrasing
r  Reflechng
¢ Clarifying
*  Summarizing.
Paraphrasing

This involves listening to what the client says and putting the essential mean-
ing into other words, which are then repeated back to the client without adding
or subtracting anything. In ¢ssence, what this is actually doing is acling as a
*sounding board’. By paraphrasing, the nurse shows the client that she is lisien-
mg accurately and helps the client hear what he has just said, thus allowing for
further thought on the subject if necessary. Repeating the essential méaning
back to the client in 4 ‘tentative’ way allows an clement of inaccuracy to be
acceptahle, and permits the client to cormect the nurse’s paraphrased response:

Cléene: *1 find it difficult to concentrate, ['m not sure whether it 15 the ward,
clients or just the way I'm feeling.’

Nurse; *So vour concentration difficulties could be due to several factors or
just the way you're feeling at the moment.®

This single paraphrase is virtually word for word what the client smd. This is
accepiable, especially early on in the relationship. It is important to eam the
client’s trust and confidence by showing him that vou are listening accurately.
However, there are different wavs of paraphrasing which are maore or fess
appropriate, depending upon the nurse’s understanding of the client's position,
In the above exchange it could be that the nurse detects from the client’s
emphasis and non-verbal communication that his feelings are 6f equal or
greater importance than his stated “difficully in concentration®. The repeating
or ‘parroting”’ of 2 word or phrase allows the client to expand upon i, as appro-
priate. The nurse could reply in a téntative, questioning wiay: “Just the way
you're feeling?’, which would allow the client to think about the way he feels
in order 1o explore this area if it is important 1o him at the time. Paraphrasing
can be useful in allowing the client to explore his own feelings, encouraging
him to 1alk freely and expand upon what is important 1o him.

Client. *I ean't stand the way my wife continuaily harasses me, it makes me 50
angry.”
Murse: "Angry?

Here the nurse repeats just one single word on the basis that she feels thisis the
arca that is probably important to the client. As it is repeated in a tentative way,
itis a “safe’ paraphrase. On the other hand, the nurse may paraphrase thus:
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Nurse: 'Harasses you'?

This would probably allow the counselling to take the direction of exploring
the wife's behaviour, which is only acceptable if it 15 important to the client to
do so. It 15 the client’s choice 1o pursue this theme or not. However, it is impaor-
tant 1o bear in mind that throughout the counselling process it is the “here and
now” and its effect on the client that is the crocial issue.

Cliewnr: “The burden...] can't cope with it, it scems endless, how 15 it going 1o
end, what is going to become of me, is there any hope?”

Nurse: *You think you can't cope with this never-ending burden and you're
questioning the outcome of it all.”

Here the paraphrase involves repeating back to the client the essence of what
he has just said. This is particularly usefisl in cases where a client's thoughts
are somewhat clouded or confused by extremes of emotion, such as anxiety or
depression,

Paraphrasing is the first stage of actively showing that you understand what
the client has said. This understanding has so far focused upon paraphrasing
experiences, behaviours and insights, derived from what the client has stated,
However, within any circumstances or behaviour there éxist feelings which
may not be overtly stated. Detection and communication of clients” implicit
and explicit emotions is called ‘reflecting’.

Reflecting

In order for you to understand the thoughts, attitudes and behaviour of a client,
you must also understand how he feels. Because of the very personal nature of
feelings, reflecting is essential in order to achieve mutual understanding of the
expressed feeling. What you mean by sad, happy or fearful may be completely
different from what another person means. This partly depends upon the
context in which such feelings are experienced, and how they are expressed at
the time. Reflecting allows the nurse and the client to choose a mutually
geceptable ‘feeling term” that best conveys the emotion felt at the time (see
Table 2.1), g

Nurze: *It sounds as though you might feel a bit resentiul, then, towards your
wife"?

Client: “Not exactly, it"s more that | am disappointed with her.”

Here the nurse has detected a fecling of resentment, and reflected this in a
tentative way. This aillowed the client o focus upon his feelings, helping him
look at the sivation more Clearly and helping the nurse to understand further
how he feels. Another example is:

Client; “The trouble with me is that every time something goes wrong, | have
to resort to the bottleé. It just seems that | can’t see any altemative, 1 wonder if
it i5 just me.or the situation | find myself in”

We suggest that you try to explain the feelings this client is expressing. From
the written word only, it is difficult and rather presumptuous to do so- because
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Table 2.1  Feeling vocabulary

Mild

relaxed

comfortable
untrasbied

paticnt
smiart

regarded
encouraged

sensitive

sympatheie

regarnd

freindky
bemevolent
W

interested
tempied
alert

wide awake
mroused

aplimistic
hope fial

armsed
pleased

Mild
indifferent
resigned
lethargic

Positive Feelings

Moderate

coment
cirefree
SeCure
safe

independent
intelligent

copable
wiprthy

appealing

popular
altractive
wanbed
approved

eoncertied
protective
tender

st
appreciation
respect
pratefulness
affectionate
ciring

like

turned an
desirous
exeited
keen

BT
hrave

anticipating
enthususte

ﬂli‘[
Jolly
Elad
happy

Megative Feclings

Moderate
listhess

bored
upathetic
weak

sworm ol

Strang

ul prace
sengne
fudfilled

determined
strang

surg
bralliant
affirmed
foved
udoned
wiorshipped
idolized

pity

admiration
warship
adioration
awe

bowing

in love
enfituation
enchantment
ardour

amazed
wibiri
alive
diring
#ealous
inspired
intoxicated
fantastic

-stupendous

delighted
elated

Strong

sick
hopeless
futile
impatent
exhausted
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Mild Moderaie Strong
tiric inhibited paralysed
shy inadequate useless
bashful ineffiectual helpless
sell-conscious stock trapped
disturbed troubled threatened
puzeled baffied shocked
perplexed comfused bewibdered
mixed up herrified
nervous edpy ini dread
unANre iense fermified
apprehensive warried petrified
frand frientac
SUSPICIOUS jealous conlemplucus
Wary ENVIOus disdainfiul
oynical bitter soormiful
sullen spreful disgusted
resentiul hatred
vengeful
mnody upset crushed
unthappy depressed destroyed
disappointed gloomy miserable
discontented dismal avwiul
diszatisfied dejected disconsolate
unpopular unboved ashamed
regretfil alienated worthless
embarrassed burt hated
dependent rejected hurmilidted
impatient Endigmant outraged
irritated angry furioais
annoved vexed infuriated

Ea;rfe: Egan, (i, Training rhe Skilled Helper (Brooks'Cole, Montersy, Califomia;
i9Ed),

there are no accompanying non-verbal clues, However, the feelings we think
that this client may be expressing are related to frustration and confusion, He
seems frustrated because of his losing battle against alcohol and he is confused
ahout the cause of his problem. Whether we are right or wrong does not matier;
what is important is 1o reflect back these observations 1o the client so that he
can think about what he has said, focus upon his f':chngs and confirm or deny
the accuracy of the reflection, ..

Nurse (reflects): ‘So vou feel frustmted because of your inability to cope with
crises without having to reson to drink.”

or

“It seems that you're in a dilemma and maybe feel confused because you're not
sure what the reasons are for vour drink problem.’
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In both these replies the nurse reflects back circumstances that the client has
already stated, and the feelings that he appears to be expressing. Both may be
effective in allowing the client to explore further the area that is particularly
important to him. Where the feelings of confusion are more imporiant than the
feelings of frustration, the first response may delay the counselling process, as
the client may spend time talking about something that 15 not the crucial issue;
the second response would be a more accurate reflection. The safest reply in
this situation, where several feelings have been expressed in one phrase, i5 to
reflect those feelings back 1o the client and allow him to choose which to elab-
orate ofF COMmment upon, &.g.:

Nurse: “So you're feeling frustrated because you are unable to cope with crises
without drink and confused because you're not sure what the reasons are for
vour drink problems.”

This allows the client to choose in which direction the counselling should go.
One possible direction this may take is:

Client; *That's right. Maybe my frustrations will be reduced if | could under-
stand how [ find myself in these situations in the first place’.

Nurge: “Sitaations?’

Client: *Yes: the situation of stress, the marriage, the job, the Kids, it alf adds
up and drinking my problem away seems to have caused another problem.’

Nurse: *So your drinking problem seems to be just one on top of many others.”

From this short dialogee it can be seen how the simple paraphrase and the
reflecting back of feelings allow the clicnt to explore his own world in order (o

- achieve and communicate insight into his own problems. It enables the nurse to

understand acgurately not only the client’s situation but also how he feels about
it. This accurate understanding is part of what we mean by empathy. An
empathic response combines the skills of paraphrasing and reflecting, as seen
in the italicized response of the nurse to the client with a drink problem, It
invalves the clement of feelings and the possible reasons for those feelings,

For the skills of paraphrasing and reflecting to be effective, thereby achiev-
ing empathy, they need to be closely related to the quality of ‘unconditional
positive regard’ {see p. [8). If this is not present within the nurse, her listening
will be inaccurate because her own feelings and attitudes are serious *barriers’.

Clarifying

There are times when listening to what a client is saying is difficult because of
all the detsiled complications of feelings and circumstances conveyed, aften in
one uninterrupted sentence, In this situation, and in any other circumstances
where confusion may occur, the nurse must convey her genuineness, be honest,
and admit that she is confused.

Clieni: “We used to understand each other, have & respect for each other, now
we don't seem to talk to cach other. It doesn’t seem fair that she should punish

me like this,"
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Nurze: *I'm not quite sure what vou're sayving. You seem to be saving there's
no communication between you and also that she is punishing you.

This admission by the nurse allows the client to focus back on what he has said
in order to communicate more accurately, thus helping not only the nurse's
unidersianding but the client's as well. The example given was a specific
request to clarify something that was ambiguous. Often a client will say several
things in an attempt to expliin the situation, and in doing so will convey quite
conflicting experiences.

Cligsn: *1 can't understand it, what happened just amazes me, it was fantastic
yet it's 8o soul destroving that the stimulation and satisfaction | achieved at the
time barely seem worth it now’,

Nurse; 'Am | right in saving that the experience was a positive ong at the time,
bait now vou're wondering whether it was worth it?”*

It can be seen from the last two examples that clanfving can be just an exten-
sion of paraphrasing and reflecting. The main difference is that the nurse picks
out the part that is confusing and asks directly whether her understanding 15
correct. This portrayal of honesty and subsequent genuineness will often be
reciprocated by the client. If the nurse happens o say anything that he finds
confusing, because she has previously admitted difficulties in intially under-
standing, the cliemt will also find it easier to admit confusion,

Another use of clarification oceurs when a client states several factors that at
the time seem equally important to him.

Clieni: *IU's not just the financial aspects: that are involved, | mean, | can’t
ignore the marriage, the kids, and my involvement with this other man, they
are all part of it, not to mention me being here,”

Nurse! “You have mentioned many factors that are affecting you at this present
time. I'm wondering which one of thete 15 the one that vou may wish 1o talk
about further.”

Allowing the chient to choose increases the likelihood that the counselling will
progress to @ crucial area affecting him in the *here and now’, On the ather
hand, he could choose an area that he feels safe in and 15 able to talk sbouot. In
this situation further skills are required, such as challenging (see p. 41), Note
that the nurse is not asking the client which of the factors is most important to
him. This would involve much more exploration before he could decide, as it
requires him to disclose his value orientation. Thus it can be seen that the skill
of clanfving gives an oppartunity to correct any inaccurate understanding on
the part of cither the client or the nurse,

Summarizing

This involves bringing together the main issucs and feelings that the client has
conveved to the nurse so far It is a skill that involves very accurate listening
and empathy, for it could have a negative effect on the counselling process if,
in her summary, the nurse were to leave out what the client thought was a
major issue, If the summary is accurate, it conveys to the client that the nurse
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understands. Summarizing o convey understanding is an extremely useful skill
to use at the beginning and end of any counselling session, It helps form a
basis on which to proceed, it checks progress and avoids the temptation to go
round in circles, At the end of any session it acts as a stopping point, but one
that can be picked up next time. In doing this it often acts as a form of reassur-
ance to the client that the nurse understands, that progress has been made and
that it will be picked up again later. It is also useful during a session, especially
when there is 2 temptation to *backtrack” or dwell on certain issues that have
already been covered. Summarizing during counselling often helps to focus
upon scattered thoughts and feelings. 1t is often useful here to ask the client
whither he is able w say "where we have got 50 far’, This involves the client
checking back on his thoughts, feelings and behaviours and communicating the
crucial facts to the nurse, which can be very useful in a situation where the
nurse suspects that the client is having difficulty in bringing together his feel-
ings and circumstances and may too readily accept the nurse’s summary,
Asking the client to summarize oo oflen, however, may reduce the nurse's
credibility to demonstrate the skill in question.

*Let me see if I've got this nght so far’ summarizing can be o useful skill at the
heginning, during and after a counselling session. It involves bringing together
ideas and feelings in order to focus upon scattered 15sues or to check progress
so far. In doing this it checks understanding and often acts as a form of reassur-
ance: "Would you say that sums it up?” or “Have 1 left anything out?'

Motice again the tentative statement; ‘Have | got this right?" 'Is there anything
else’” This is very important in order for the counselling at this stage to remain
‘client-centred”, e, the counselling does not follow the direction of the nurse's
ideas but purely the client's perspective. It says to the client also that ‘1 am
trying to listen and 1 accept that it is possible for me to leave something out or
get something wrong.'

After a summary, especially during or at the beginning of a counselling
session, a reminder of the helping contract established can be very wseful. This
is often stated in terms of;

Nurze: "Where do you see us progressing from here™

Reader: *Well, it may be useful for me to look at some of the ‘key concepts’
involved with this chapter so far."

PROGRESSIVE RESPONDING

The preliminary skills previously described, and the development of the neces-
sary qualities discussed in the introduction, combine 1o ensure that the nurse is
able to create a closeness, & rapport, an empathic relationship. When thas is
achieved, the nurse may be able to help the client to find solutions to his prob-
lems.

Progressive responding is the final stage of our counselling model. The
previous skill of exploratory respanding should have helped the client begin to
undersiand what problems he may have and generally to see himsell much
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more clearly. Now it is necessary for the nurse to help change oceur. It is
essential to understand that these skills should not be used until an empathic
relationship has been developed, or the nurse may be in grave danger of advis-
ing, directing or prescribing for the client from her own perspectives.

The imaginative reader may have already discovered the limitations of the
skills so far, They are, of course, extremely potent for engendering self-aware-
ness, and this in itself may be all that is necessary to stimulate change. Some
clients may become aware of themselves and decide that they want to change,
but are unable to find effective methods of doing s0. Some clients may have
developed such sophisticated defences that, although they see problems in their
situation, they are unable to connect them with themselves and continue to
disown responsibility for them, In this type of situation, the nurse who is able
to use only preliminary skitls may begin to feel frustrated as the relationship of
trust and self-awareness becomes decper and greater, but without seeming to
resolve any of the difficulties,

It is our belief that in order to move forward from this siiation, o facilitate
change in clients that seem entrenched in their helplessness, and in order to
help effectively, more sdvanced skills may be needed, These are the skills of
problem solving from a client-centred approach, [t is our contention that this is
chiefly facilitated by the use of skilled and effective challenging.

Challenging
What is challenging? Connor, Dexter and Wash ( 1984} had this to say about it:

In order to identify problems, the nurse may need to helpfully chal-
lenge the client. Challenging is one of the most important skills used
when responding, and particularly at this stage of problem identifica-
tion.

Sometimes the nurse will notice that there are cerfain discreépancies in
what the client is saying. These need to be challenged. The client may
seem [ be evading the problem, perhaps by blaming other people for
his predicament. If this is reflected back to the client in a positive way
it will help him to challenge himself aboul the way he'is responding (o
his own situation.

Challenging is a very powerful way of helping people, but beciuse of
its power it can be either helpful or harmful, Attempts at trying to
shock clients into changing their athifudes may have the negabive result
of anger and resentment.

Good chatlenging helps the client to think carefully and positively and
it often helps the client (o see exactly where he wanis to make changes
in his life.

Sometimes, very sensitive areas of thoughts, feeling or behaviour
require greal courage from the client. In such situations, the client
sometimes finds it easier to escape from reality. It is the responsibility
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of the nurse 1o be sensitive 1o this and 1o encourage the client 1o face
his problems rather than turn away from them. Challenging can remo-
tivate the client, persuade him not to give up, and help him find what
strengths he needs in order to face a prohlem.

The skill of challenging is the skill of giving honest feedback to a
client in a sensitive way, with the intention of introducing new ideas or
new ways of looking at a sitiation. An effective nurse iries to enable
the client 1o begin 1o challenge himself in a way that encourages posi-
tive and realistic goals to be set before trying to change specilic
behaviour.

The authors go on to suggest that challenges can be graded from very good to
bad and negative, with consequent feelings engendered:

Tipe of challenge Effect on client
I. Very good challenge Client feels enlightened
2. Good challenge Thought-provoking
3. Average chillenge Confused
4, Megative challenge Resentful
5. Bad negative challenge Very resentful.
CASE ILLUSTRATION

Maggie is talking to a nurse about her problems related 1o aleohol. The
dialogee here may help you to see how challenging may help the client
Fulfil the prerequisties of problem solving (the initial steps):

Maggie: *There doesn't seem much point staying sober around here,
nobady listens to me until I'm drunk - then at least | get an injection to
help me calm down.”

Nurse (challenges discrepancy and the genuineness of the remark):
“You say staying sober is pointless as no one listens (o you unless
you're drunk [paraphrase] and vet you also seem to be saying that
when you're drunk you become excited and you need calming down
with an injection [refection and paraphrase], 1'm-a bit confused about
this: are you saying the drink makes you excited and you want to be
calm, or am | right in suspecting what you really mean is vou think no
one listens to you?" [clanfication].

This example illustrates that the skilled nurse may be able to use vari-
ous skills as a response, all showing empathy but each one having a
different depth, and subsequently the client's reaction may differ
accordingly, It-seeks to challenge the client to look more closely at
whal she means,

The next example illustrates the nurse attempting to enable Maggie to
identify the real or main problem by challenging. Mote the contrasting
styles of challenging and decide which one is the most helpful,



Maggie: ‘My husband is having an affair, | know he is, he'sa rat, no
wornder | drink such a lot”

MNurse: *IUs nothing 1o do with vour huskand; 5o mavbe he is being
unfaithful, perhaps he's fed up with living with a drunk, I you stopped
drinking maybe he'd be maore faithfil.”

or (carefully, tentatively and with genuine pusdement)

“You appear to be very angry with your husband, but I"'m wondering
exactly how much you can blame him for what's happening to you?”

We hope it can be seen in the second example that the nurse allows the
client 1o challenge herself about the real problem. The first nurse can
only be presumplive, she cannot know which event came first, neither
should she assume that the drinking is the main problem. The second
nurse’ allows a more open-ended challenge, which may result in the
client notonly looking clesely-at which of her own statements contains
the major problems, bul also which i her fault or problem, which can
then be owned and dealt wath effectively.

Staying for a while with Maggie's problem, it may be helpful o see
that once the problem i identified and owned itcan be expressed more
clearly and the next step aftempted, ie.:

Maggie: *| see what you mean, my problem is that | deal with my feel-
ings about my husband by drinking: but what can | do to stop him
behaving like he does?’

Nurse; *1 think you are now saying it's your feelings that are the main
problem, but 1 still sense you are planning on trying 1o change your
hushand. | wonder if that's very realistic; for instance, iF vour husband
heard you say that what would he say?’

Maggie: *“Well, he’d probably say it's my life and I'm going to enjoy
it; if that makes you unhappy ['m sorry, but | have to be me.”

Neeser *1'm wondening 1F “stopping him behaving like be does” iz very
realistic, then?

Magmrie: But what else can [ doT"

Nurse! *Perhaps vou could ey o oimagine how vou would like to see
vourself in theee months’ time as realistically as possible, and work
towirds that in small steps.”

Although this appears to be directive, in fact the nurse is suggesting a
structure, almost like offering a journey rather than preseribing a desti-
nation. From this position the nurse can help structure the joumey but
should not push in any particolar direction. For instance, the nurse may
challenge the client when his goals are vague and unspecific, ie. °1
want fo be better’, The nurse I8 correct 1o challenge also when the
client is being unrealistic, or when the methods chosen are ineffective
or inappropriate, Cane should be taken not w direct bul to challenge in

Progressive responding | | 43 |
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away that allows time for the client to reflect carefully. These follow-
ing examples of challenges, we believe, emphisie this paint.

Clieni not oviming problem and being vague
Client; *Life has really kicked me around.
Murse (challenge): "You seem to be saving vou have no control over

life, Perhaps we ought to talk specifically about what it is in life that
kicks you around.’

Client has unrealistic goals

Magrgro: I'm going 1o discharge mysell oday, go out and get myselfa
job."

Nurse: "IU's great 1o 5ee vou so energetic, Maggie. Have you any
specific ideas about this job?"

Client may have chosen ineffective or inappropriate methods to

reath her goal

Maggie: *1'm sick of feeling so frustrated and angry with him, 1°'m just
going to slap him in the face when he visits onight.”

Nurse: *You feel very angry because you believe him to be the root of
wour frustration. Are. you saving hifting him will help you reach your
goalsT

Meggie: "I'H just kill myself,"

Nurse: *Killing yourself may be a solution to this particular frustration,
bist b is that going o help vou reach the goal we discussed earbier?”

PRINCIPAL SKILLS OF CHALLENGING

Summarizing

This skill centres around the counsellor's ability 10 pick out cormmon themes
and recurring issues and feed them back in an accurate, non-judgemental way.
Elucidating feelings associated with each idea without adding or subtracting
material may enable the client to see contradictory ideas and emotions and
challenge himself to sort these oul.

Confrontation

This is an invitation to the client to confront himself with discrepancies he
holds within himself. For example, he says he wants to give up drinking but he
hides alcohol in his locker, or states, 'l get bad chest infections but | continue
to smoke’. The nurse here simply feeds back this information in one sentence,



when previously it was separated by other material. [t is, however, much better
if strengths rather than weaknesses are challenged, e.g. *You have told me how
difficult life is for you — you are unemployed, your wife has left you, you are in
financial difficulties — and yet you are sull able o smile about . 1 think you
have many untapped resources if only you could reach them,'

Games and smokescreens may need to be confronted, as these are often used
by clients to keep the roundabout tumning and prevent the nurse helping. When
the climate of the relationship is secure, this confrontation is easy, e.g. ‘I'm
really trying to understand how you are feeling, but it seems to me that every
time you talk to me about your mother vou become uncomfortable and change
the subject.” *You seem to feel tired or bored with these sessions whenever |
sense we're really starting to get somewhere.” 'l hear you saying something
you feel very uncomfortable with, but at that point you make a joke and laugh;
I'm not really sure | understand you.”

Immediacy

This skill 15 10 do with having an appreciation of what 13 happening between
nurse and client at times throughout intemctions, and is characterized by nurse
staternents such as °I sense you are feeling disappointed with me.” ‘I seem 10
have upset vou when | said that." *You're annoved because | got that wrong',
and by clients” statements such as ‘1 don’t think 1 really meant that. 1 think 1
said it because [ thought you'd like it." *I'm having problems concentrating
because | want to tell you how much | appreciate you trying to help me.”

Theze potentially highly emotional interactions need to be explored before
the business of counselling can continue. They require to be confronted by
both parties 50 that purposeful client-centred therapy can continue.

Data-hased hunches

These are made from a position of deep understanding of the client and, as
suggested, are based on data. They begin with an empathic response such as
“You seem 1o be feeling purzled about that” and continue with the hunch *and |
sense that yvou may be feeling angry over the way you've been treated’. This
has 10 be data-based because not only may it be insulting to be considered so
transparent, but without data you may be a long way from the truth. Consider
this-chient response (o this last statement:

Client- “Why do you say angry?”

Murse! "Well, because when | see that puzzled look appear | alzo notice you
clench your fists and your lips tighten.”

as ' opposed to)

Nurse: “Oh, just a lucky guess, | suppose.”

or, more mystical:

Murge! 1 just feel thase things,”

The response should alse be tentative, as there is probably no grester sin in

Principal skills of challénging

e



46

_Emnmﬂi_ng skills

counselling than telling someone what they are feeling, except perhaps not
allowing them to feel at all. For example;

Client: *1 just can't cope, | feel terrible.”
Nurse: “0Oh, 1'm sure vou can, it’s not that bad.”

Self-diselosure

This is useful to show the client that you too are a real person with feelings and
experiences, It encouriges disclosure from the client, and may as a side benefit
offer new perspectives to the client. It must not be distracting or a way of offer-
ing advice. It challenges by inviting comparisons between the counséllor’s and
the client’s emotions, behaviours and coping strategies.

Client: *1 feel so hurt and rejected since my husband divorced me. 1 really
don't know what to do.”

Nurste: *Listening to you say that makes me think back to my divorce; | felt a
little like that, but mostly | was very angry. It eventually occurred to me that
being angry wasn'l very constructive. Do you see yourself in any of this?"

Unacceptable self-disclosure

Nurse: “You should worry, if you had my overdraft, you really would be in
trouhle.”

ur

Nurse: "Yes, my husband left me last year, he was a nice man and | want to cry
when | think about it.”

or
Nurse; "What a coincidence, 1'm..a..a8 well,'

The latter examples are not appropriate because, even if honest, they are too
distracting, turning the counsellor into the client and reducing the proceedings
to mutual sympathy and destroving the counsellor’s credibility. After all, how
can a client put trust in someone who is in 8 worse mess than themselves?

Information giving

Finally, the skill of giving information to clients is one with which most nurses
are familiar. It 15, however, important to give information tactfully, clearly and
at the right time. For instance, John discloses that he is very distressed because
he believes he has syphilis. He bases this belief on the fact that he has a painful
sore on his penis. There are many possible responses but let us examine four
ivpical ones,

1. *Don't be silly, syphilitic sorés are never painful, it can’t be.’ Confidently
reassuring, but humiliating and breaks a golden rule by denying John's
feclings.
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“Well, why don't you go to the doctor and get it treated?” Sensible advice,
but shows no empathy and only selfish regard - e | don't want to know,
show a doctor.

1. 'Oh dear, how dreadful, 1 hope it's not. That would be difficult for you to
explain to yvour wife." Sympathy from the nurse’s values and perceptions
does little other than make the client mone aware of how the nurse sees the
problem and may not focus upon the concerns of the clienl

4, *You're obviously very upset about this John, but I'm wondering how

much you know about syphilis. | believe it’s not usual for sores to be

painful. | sense that just worrying about it is not really helping.” This:

beging with an empathic response and offers information that may be
useful to confront John's feclings and behaviour, The final challenge is a
data-based hunch which motivates John to consider other opinions. Note
that the nurse does not prescribe action but simply helps precipiate it

Challenging skills rules

|. Only challenge when im empathic bond exists and the relationship could
stand an unskilled challenge should things go wrong,

2. Challenging should be #n invitation for the client o look at himself more
closely, not &n excuse for the nurse to attack or punish him.

3. Using challenges to shock, or as a disguise for prescribing, is not skilful
and will usually succeed only in creating resentment.

4. Challenges are most effective when sandwiched between empathic
responses, e.g. "You're feeling puzzled and uncertain because you can't
decide what to change in your lifestyle. On the other hand, you've said if
wou continue to smoke and drink you may not have time to change. - | see
you're feeling anxious because of what | just said.”

5. If in doubt, use an empathic response not a challenge.

PROBLEM SOLVING

This section Simply sets out, using the basic steps of the nursing process, how a
counselling approach can be incorporated into the mental health nurse's prac-
tice. However, it must be acknowledged that this process is largely borrowed
and adapted from Egan’s problem management approach. Those readers seri-
ously interested in pursuing counselling as a nursing option are strongly
advised to read Egan's excellent (1994) book The Skilled Helper,

It is necessary initially to look at the route to effective problem solving and
the individual steps in the process. We have identified four major stages and 23
necessary steps which may help the client find and reach his goals.

Assessment
The client needs to:

I. Know which arg hiz real problems,
2. See his problems as his own, e.g. ‘My problem is my wife' means the
problem is not owned.
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3. Have control of it personally, e.g. *My death is not controllable, but the
way | prepare for it is."

4. Be motivaled towards its- solotion.

. Identify the main problem and auxiliary problems.

. Express his problems in a specific form (rather than in vague terms).

P

Planming
The client needs o:

7. ldentify the overall goal and where he is going.
£. Have an appreciation of steps towards the goal (subordinate goals).
9, Be committed to reaching the goal.
10. Feel it 15 his goal.
11. Express it as a worthwhile and realistic goal,
12, Identify what will help him and what will hinder him reaching his goal.
13, Have a timescale to work within, and know when it is achieved.
14. Identify the cost and consequences of achieving the goal, both to himsell
and 1o significant others. Also, what will be the result of mar achieving the
goal,

Implementation
The client needs wwo:

15, ldentify resources and generate as many strategies as possible to help him
reach his goal.

1%, Understand the method of reaching the goal,

17. Succeed by achieving one steép at a time,

I8, Choose each step carefully, ensuring that it is reasonable.

19, Feel rewarded by cach step.

Evaluation
The client needs to:

20. See what has been achieved,

21, Know what remnains 1o be done.

22, Understand the changes that have taken place.
23. Be able w0 assess the overall results.

To achieve these objectives throughout the stages of problem solving will
require all the nurse's counselling skills, but predominantly challenging skills
will b invaluable.

It is suggested by Egan (1982) that one particular method of helping people
make divvisions and solve problems 5 1o consider the problems and the goals as
diametrically opposite, He suggests that goals and problems can be thought of
ay the two extremes of a force field (force-field analysis) and that the forces
invalved are facilitating and restraining forces. Connor, Dexter and Wash
{ 1984) term this hindering and helping factors. Our amalgam of this simple but
useful device s shown in Figure 2.2,
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Egan suggests that if the helping (facilitating) factors are strengthened and the
hindering (restraining) factors are weakened, the goal can be more easily
reached. Essentially the idea is that the facilitating factors are a group of
resources which, when fully used, may make up a solution. The restraining
factors are a group of influences — people, places, things or behaviours - that
are stumbling blocks and are counterproductive to reaching the goal,

[t can be seen from Figure 2.2 that specific prompts can be used to help the
client see these ideas more clearly, Afier dividing helpers and hinderers into
internal and external resources, the client can be prompted with open gues-
tions: What emations; thoughts, people, places, methods and abjects will help
or hinder him in achieving his goal?

This prompting will help the client generate ideas. The first lists of helpful
and hindenng factors are nol censored, challenged or inany way influenced, as .
these are purely the client’s "brainstormed” ideas, which may be inappropriate,
unreabistic or just plain sily. Nevertheless, the client should be allowed o
choose freely from the list those which he feels are the most appropriate, effec-
tive and reasonable —as showam in the second list

Egan's original idea holds great promise in helping the client explore his
ideas and behaviours in an organized and structured way, and reveals obvious
strategies for solving problems from the client’s own value orientation.

It is then simply a matter of helping the client to see ways in which he may
weaken the hindering things and strengthen the helping influences. For exam-
ple, the first hindering factor was ‘craving'. If the client 15 asked how many
things he can think of that will weaken his craving and then selects the strate-
gies that he thinks will work, they probably will. Conversely, if we take the
first helping factor in the external section (*'my wife') and ask him to explain
what strategics will potentiate his wife's influence; he will beable to see how
he can ehient his wife's aid most effectively.

By looking at these influences in a detailed and structured way, the client
staris to appreciate whit 15 gomng on in his life. He can at last see what has been
holding him back from doing the things he has wanted to do, and finally find
realistic strategies 1o succeed instead of continuing to fail. The skilled nurse
meay -at this point bé able to inform the chient about how behaviours are rein-
forced, so that he can see how his undesired behaviours have previously been
fixed by rewards (see *Behavioural principles’, p. 61). Maggie's example here
would be ‘I"ve been rewarding myself for avoiding facing my feelings - 1"ve
been drinking, which has reheved my anxieties {negative reéinforcement] which
has reinforced my drinking habit further, and snowballed into preventing me
secing what's really happening.” This type of insight i3 not only helpful from a
historical perspective, but the understanding of the pnnciple may enable her to
avoid future traps. [0 is extremely important at this point to stress that this
approach of trying to ‘teach’ the client aboul behavioural influences in his life
is totally different from telling him what to do behaviourally, devising behav-
joural strategies or analysing him. Skilled information giving is required, not
prescribing behaviours for individuals, We acknowledge that this is extremely
difficult to do, especially with clients who have serious mental health prob-
lems, or ¢lients with leaming difficulties. Counselling is not the panacea for all
ills; and for the small number of clients who are incapable of self-direction
counselling may not be the most creative approach,



Steps 20-23 could be considered almost self-explanatory, but using appro-
priate challenging skills remains & priority, Simply because there has been an
effect or a change does ot mean it is cherished. An action programme devised
by the client may not have succeeded, or may have simply uncovered more
problems. Often, reaching the final stage simply means starting again from the
beginning. 1t has been suggested that by far the commonest reasons: for not
effecting a Solution are:

The strategies devised by the client have not been followed.
The problem was not the real problem.

The goal was not achievable, realistic or worthwhile,

The mativation for change was insufficient.

These areas are therefore most important 1o challenge in evaluation or much
time can be expended following plans that are destined 1o fail, Far better o
return to basics at this point than to pursue an unhelpful direction.

To refer back to the stages of problem selving, you may now be able to
reflect on how challenging may be useful in each stage.

Assessment

The client needs to express specific, owned, real, controllable problems. and
subproblems, and be committed to their solutions, e.g. 1 smoke cigarettes”
{main real problem) “because | am under stress and | am bored” (subproblems)
‘and | really wish I could stop.’

Planning

The client needs to express a specific, owned, realistic, worthwhile, stepped
and measurable geal that he is determined to reach ina set period of time; e.g.
‘1 will give up smoking cigareties at a rate of one cigarette a day and [ will be a
npon-smoker by December | 26"

Implementation

The client needs to examing the resources available to him, both interal and
external, including people, places and things that will strengthen his strategies
and hetp him to reach his goal. Conversely, he needs to examine the people,
places and things that will hinder the process, and devise ways of weakening
their effect, e.g. '] am aware that 1o give up smoking 1 need to limit my crav-
g, and spend less time at the pub. My wife will help me in the former, so |
will spend as much time with her as possible. Being bored wall increase my
craving so 1 will endeavour to occupy mysell with a new hobby. [ spend more
time-al the pub when [ really fancy a drink, so | will weaken this effect by
having some cans of beer a1 home,”

Evaluation

The client needs 1o express: *| am now a noen-smoker.” °1 have succeeded in
stopping smoking.” ‘T like what 1 feel.” *1 like what | have become.* ‘I am
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pleased.’ *Other things that have happened are...” *I've only partly succeeded
in,.." ‘1 wish [ could...” *‘My next step is..."

Murses commonly complain that clients they want to help cannot or will not
be helped. It is our contention that this model of counselling skills, although by
no means original, may in some way help the nurse o see new perspectives in
helping. It 15 not our wish that the nurse should be straitjacketed by our ideas,
but simply that they may offer an alternative approach for the care of some
clients. The skilled nurse may well combine many skills she already possesses
to potentiate what is presented here. We would commend this, as it i3 not our
wish to discourage any initiative that will ultimately help your clients.

KEY CONCEPTS

'H)'_"}-j' l. *People become engaged in counsetling when a person, occupying regu-

J larly or temporarily the role of counsellor, offers and agrees explicitly to
give time, attention and réspect to another person or persons who will
temporarily be in the role of the client.”

2. An effective counsellor must have an honest intention o help, a desire to
promote. growth within the client, and a reluctance o offer advice or
Judgement.

3. An understanding and a proficient ability 1o perform the skills of listening,
paraphrasing, reflecting, questioning, clarifying, summarizing and chal-
lenging are essential,

4. 1t is our view that you must earn the right to counsel others, by acquiring
the skills, owning the qualites and understanding yourself.

5. To be effective the counsellor has to dispense with her own values, beliefs,
prejudices and stereotypes. in order to accept and try 1o understand the
other person’s values, ideals and beliefs, even if these are totally opposed
tor e o,

. The qualities of empathy, warmth and génuineness are essential prerequi-
siles for the client-counsellor relationship.

7. By being sensitive 1o your own and the client’s non-verbal behaviours, you
are likely o demonstrate to the client interest and warmth, thus increasing
the likelihood of enhancing the relationship.

8. Exploration of the cliént’s problems requires the counsellor to demonstrate
understanding and the need to allow the client to express freely his
thoughts, feelings and behaviours. The skills that help the client do this are
paraphrasing, reflecting, clarifying and summarizing.

9. Sometimes the client finds it difficult to see his problems clearly because
the realization and acceptance of the problems may provoke some anxiety.
When this occurs, challenging skills are needed to move the client
forward.

10, Once the ¢lient his identified and owned the problem, the counsellor may
help him brainstorm useful ways in which he can set and achieve his goals.

I}, Classification into helpers and hinderers is a useful way of looking at
factors that will help or prevent the client achieving the goal.
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12, By offering support and encouraging feedback, the counsellor can help the
client evaluate the outcome of his attempt to change, thus offering an
opportunity for further exploration.
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BEHAVIOURISM AND ITS PLACE IN SOCIETY

Firsl it may be necessary 1o say that although most nurses and allied profis-
sionals. view behaviourism with a range of emotions from reverence to dread, it
is in fact a basic compoenent of our everyday lives. It is a school of thought
which offers a distinetly different perspective and, when used thoughtfully, can
be of immense help o the mental health nurse.

There should be no magical or mystérious power associated with behav-
iourism: only the uneducated or uninterested need 1o feel at a loss with it Itis,
hoped that vou, upon reaching the end of the chapter, will be able 1o practise its
simple principles, feel comforable in its use, and assimilate it in your reper-
toire of skills.

The human being is essentially a complex creature, comprising skills,
knowledge and emotions, each of which has been leamed. It is in the way in
which this learning has oocurred that the behaviounist iz interested,

All humans scek pleasure. This may niot necessarily be in an overt form, but
may take many diverse expressions. 1t may simply be in watching an interest-
ing film, enjoying the praise of others or, more subtly, the satisfying feeling of
taking a difficult task to & competent completion. Egually, however, a person
avoids the unpleasant, or punishing, situation. These may include physiological
occurrences, i.e. pain, discomfort, anxiety, or the more subile situation giving
rise to feelings of uselessness, hurt or failure.

From a very early stage of development, a child quickly leams that most
behaviour will be followed by & predetermined consequence, For instance,
crying will result in being picked up and soothed by a parent, and touching a
naked flame is followed by pain. This direct method of leaming may set up
patterns of behaviour that will folfow the individual throughout his hife.

Even more intricate patterns of behaviour may be leamed in this way, Take,
for example, attitudes and thoughts: a schoolchild will quickly leam which atti-
tudes and expressed thoughts will be rewarded — in‘a family where racial preju-
dice iz evident, the child learns that stateroents such s | hate blacks" wall be
rewarded by a parent saying, *I don't blame you, so do 1" 11 the first statement
iz accompanied by attention and o smile, it is far more hikely to strengthen the
attitude than if' it was followed by a swift kick,

Within a family or social group, issucs of prejudice or interest will be
fostered by the already formed aititudes of the significant members of that
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group. This pattern is followed from the isolated family group to the larger
institution of schoals, and finally in the individual®s working life.

It could be argucd that if this is in fact the case, why do children grow up
with attitudes and values different from those of their parents? Essentially very
few significant variations do occur unti] circumstances separite the individual
from the reward, or the reward loses ils meaning, i.e. the approval of a parent is
no longer highly prized and therefore it is no longer rewarding, or another view
or attitude is being rewarded much more effectively. This can be seen to
happen when an influential figure disagrees with previously set attitudes; most
commuonly these are teachers, friends and lovers.

Al this point a few examples may help us 10 understand just how many of
our behaviours may well have been learned in this fashion.

John {aged 11) was found naked one day in the garden shed playing ‘moth-
ers and fathers® with Julie (aged 9). His father severely rebuked him and beat
him. When John subsequently experimented sexually with his friend Gordon,
he was not punished. Should similar events continue to occur, this could lead
John into-adulthood with secure feclings in homosexoal relationships and
sievere anxiely in heterosexual ones.

George found great social esteem from his friends because he was skilful at
football, vet felt unrewarded by his *B’ grades in arithmetic; his arithmetic
grades became worse and he spent more time practising his foothall skills. Itis
obvious from a very early stage that George is far more likely to become a
sporisman than a mathematician,

These are simple illustrations and should not be taken as serious attempis to
explain complex human behaviour, but noné the less they do serve to show that
rewards/punishments may influence behaviour. [t could be argued that people's
lives can be directed and prescribed from a very early stage by the amount of
reward. they receive. Conversely, they can be controlled by the degree of
punishment to which they are subjected.

The previous examples could be said to be almost natursl or coincidental
influences, and this is true to a degree. However, what of the rules of society?
Certain prescribed ways of behaving in various cultures are not only expected
and taught, but contrived by statutes, i.e. the law dictates them.

The vast majority of people — termed “law abiders’ — conform to rules and
obey. Gencrally this is to avoid punishment, but may well be because society
rewards the law abider. The industrious and caring person is rewarded by the
secial group, not only by money but by elevation to the ranks of high esteem.
Doctors and nurses, for instance, are genérally highly respected and admired
people. This social reward may explain why tiresome and irksome duties are
still completed despite meagre monetary reward,

IT all this can be-accepted 45 bring in essence true, it opens up many possi-
bilities for the mental health nurse, It shows that if behaviours have been
‘learned” in this way, then they can be ‘unleamed’. Conversely, new behav-
iours can be léamed and past behaviours removed. This in practice is the foun-
dation of behavipurism as a therapeutic model. It is important that in all this we
are fot carried away in an enthusiasm to help, but as professionals we must
never lose sight of the fact that we are dealing with peaple.
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ETHICAL CONSIDERATIONS

There i3 no doubt in our minds that behavioural theory s one of the most
polent forces the mental health nurie can employ. Whether this is for the bene-
fit or to the detriment of the client depends largely on the knowledge and skill
of the person running the programme,

The first issue that arises before any attempd is made at changing an individ-
eal’s behaviour 15 one of consent, Behaviour can certainly be changed without
an individual s consent, but such a-fact raises obvions ethical considerations! In
addition, in our ¢xpericnce the more consenting and consequently more moti-
vated the client is, the more effective the treatment.

How can a programme begin without the client’s consent? It seems reason-
able that the two main circumsnces ane:

*  When the behaviour is dangerous to the client, ¢.g. overdosing, head bang-
ing or similar physically hazardous behaviours,

*  When the client 15 unable o give “informed consent’, 12, he 15 unable o
understand or appreciate the proposed choice and the concemed profession.
als agree that a change in behaviour will enhance the person’s ‘quality of
life”,

Even if it 15 decided to go-ahead with a behavioural programme, there remain

several ethical or moral issues which will need to be carefully considered:

«  Who decides what are desired and undesired behaviours in any given indi-
vidual?

= Would it be right to change religious, cultural or social behaviours valued
by the client?

= Should sexual or political attitudes be changed in clients when these are
imiplicit in their values?

= Specifically, certain categories of client raise special problems. What right
do we have to change the behaviours of those who are suffering from;, for
example, so-called ‘personality disorders®; suicidal risk; institutionaliza-
tion; anorexia nervosa or leamning disability?

*  What other considerations, if any, should be made when caring for children?

All these questions are honest ones which have (o be answered by the individ-

wal team o an individual case basis. It would clearly be irresponsible of us to

iry to peneralize in each category those which should or should not be treated

by behavioural methods, On the other hand, general principles and guidelines

can be suppested.,

In the first instance, what is desired or undesired should not be decided by
one person. When considering behaviour change, it should be evaluated ohjec-
tively, The values and beliefs of the client should not be set aside simply
because they are not held by the evaluator. For example, staying in bed until
noon may not be very valuable 1o the therapist, but it may well be something
prized and treasured by the client.

The nurse may be prejudiced against particular forms of sexual expression,
¢.g. homosexuality, masturbation or adultery, This should not mean that for the
client they are not valuable, or do not add o his quality of life — they are not
autpmatic areas for behaviour change.



This particularly sensitive area becomes more difficult when considering the
client who is admitted compulsorily from the courts for something such as
child sex abuse. Should his behaviour, however illegal, be changed without his
consent? It would be our view that as the behaviour is not hazardous (within
the institution), and as the client is usually able to give *informed consent’,
then clearly he should not be compulsorily treated by behavioural means.

Dcasionally a client may insist on or demand treatment, This equally may
raise problems, Even if the tréatment is thought to be inappropriate by the
team, have they the right to withhold it? There must be room for flexibility and
negotiation in all these areas, but in all cases careful and thoughtful considera-
ion must be a précursor (o reatment.

In areas of religion, culture and political beliefs, it would appear that most
therapists agree that it would be unethical to interfere, However, there have
recently been cases reported of religious and political *bramwashing” which
may require, or at least benefit from, some behavioural therapies. The guestion
here is, do the two wrongs make a right™ In the first instance the braimwvashing
broke the rule of consent, but would not treatment for the client’s present state
equally break the rule again?

People with personality disorders: often have different values from the soci-
ety in which they live. If this is causing problems for them in their everyday
lives, or is continually bringing them into conflict with authority, then possibly
behaviour therapy would be beneficial. However, it is our belief that consent 15
still required.

Suicidal and anorexic clients may be considered together. In both these cases
it would seem clear that if intervention is not pursued, the individual may well
die. If this is the case, it seems reasonable that any treatment that seeks 1o raise
the potential for recovery is certainly worth careful thought. Once the person
dies, he obviously loses his ability to choose and his ability to change his mind
- anid the preservation of this prerogative would seéem to be one worthy of any
gffort expended, cven perhaps withowt the cliem’s consent. A case in point
would be the deeply depressed person, for it could be argued that while in this
state his judgement is seriously impaired, and therefore informed consent is not
a realistic premise,

In certain circurnstances, the institutionalized ¢lient and the person with a
learning disability might fall into the category of those unable w give informed
consent, However, they should be given every apportunity to discuss and plan
with the mental health nurse any programme proposed, before its implementa-
tion. Some level of understanding is usually possible, and client involvement,
no matter how limited, is both therapeutically empowering and ethically
correct. The Code of Practice (HMS0O, 1990} accompanying the Mental Health
Act of 1983 should be seen os an essential source of reference in the planning
of behavioural programmes for those considered unable to give informed
consent.

The treatment of childrén i a special case that needs the full consultation and
agreernent of parents or puardians. Each case should be accurately monitored,
preferably by an independent observer, to ensure that a child’s behaviour is not
changed out of context with his or her stage of development. Adult values and
behaviour should not be imposed on a child, neither should his or her formative

Ethical considerations |
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development be out of step with the social and cultural facets of the home and
family, The child is, after ail, going to retumn to the family and friends they lefi
{if admitted) and the values and benefits held by peéer groups should remain
intact 5o that they can integrate back into the community on discharge.

Other ethical rules need to be established when using behaviour therapy. For
instance, the use of punishment is extremely problematic. As a member of &
caring profession, the nurse must be clear where she stands. 1t is our view that
cach individual will have her own values, and wall place limitations on what
she feels able to engage in ~ even in the best-planned behavioural theory, Each
individual should decide, without pressure from any source, what she is
prepared to do.

What types of punishment are acceptable? The Code of Practice (HMSO,
1990 clearly states that no programme should deprive a person of food, shel-
ter, water, warmth, a comfortable environment, confidentiality or reasonable
privacy. The suggestion, then, is that punishment has a limited part to play in
behaviour programmes. Boundaries are very difficult to sef, but again each
individual should think carefully and see whether she can answer these ques-
tions in the positive:

*  Would the programme be acceptable if | was the client?

*  Ifthe client was my relative or friend, would | casily agree?

= Is the programme potentially hazardous; has it been carefully considered
and explained to my satisfaction?

If she can, most probably the programme is acceptable.
What 1% acceptable as rewards? Thought has 10 be given to how morally

acceptable are such rewards as alcohol, drugs, sexual gratification and anificial
social rewards. Each of these has built-in dangers and the individual should
guestion how, when and why these are to be given and, more seriously, whit
the long-term effects are likely to be, The three areas previously examined for
punishments remain applicable to rewards, and may be used as a guideline to
assess suitability.

BEHAVIOURAL PRINCIPLES

Behaviour therapy is based broadly on the work of Pavlov, a psychalogist
experimenting in physiclogical responses in animals, and Skinner, who also
worked with animals bul generilized his work into human psychology.

Paviav

Classical condittoning

The essential idea s that there are vanous stimuli in the enviroament that evoke
reactions in response, I artificial stimuli are presented at the same time as the
onpindl, then there 15 a linking or association @0 such an extent that eventualy
the false or artificial stimuli will evoke the same reaction (Figure 3.1). In 2 more
practical (mental health) setting, the person who has a fetish may well have
been classically conditioned (Figure 3.2).
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One increasingly rare type of treatment for people with aleohol problems uses
the pringiples of classical conditioning in aversion therapy, Here an electric
shock causes an unpleasant feeling. When drinking aicohol is linked with the
shock, a gradual association is formed between alcohol and the unpleasant

feeling (Figure 3.3).
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Figare 3.3 The classical conditioning process in aversion therapy
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So, the work of Pavlov shows us that it 15 possible to create a response by
linking a previously established stimulus-reaction together with a new one.
From a practical mental health nursing point of view, this bas quite a powerful
pential,

The work of B, F. Skinner

Operant conditioning

The basic idea of operant conditioning centres on the observation thal present-
ing something rewarding or appealing following a bebaviour strengthens or
increases that behaviour. Conversely, if a behaviowr is followed by something
of an unpleasant nature, that behaviour is weakened or reduced. Adthough the
conditioning process can be demonstrated and proved scientifically in a labora-
tory using animals, its implications and ramifications when applicd to human
subjects are immense.

Human behaviour 15 50 complex and its mobvation so diverse that much
intricate and specialized work has been done to enable the application of
behavioural theory to the ‘treatment” of human subjects. Much of the work of
clinical psychologists and nurses or therapists in the field of meéntal illness 15
based on what has come 1o be known as the *behavioural approach®. Hence in
its simplest form we have ‘behaviour modification’ and in its more complex
form *behaviour therapy”®,

BEHAVIOUR MODIFICATION AND BEHAVIOUR THERAPY

There appears to be some confusion in people’s minds abour the difference
betwien these two expressions. Our understanding is quite simple: behaviour
modification is generally accepted as referring to the principles of leaming
theory, and the various behavipur change strategics most widely used. These
would include positive and negative reinforceément, extinetion, modelling and
shaping (see Poteet, 1978; Gentry, 1975). It could be argued that behaviour
modification is concerned largely with Skinner's work, whereas behaviour
therapy has a much broader definition.

We consider behaviour therapy as including any technigue designed to
change behaviour for the client’s benefit. This would include mucdh of
Skinner’s work and Pavlov's ideas, and perhaps even some of the therapies
ingluded within humanistic psychology theories. Behavioural counselling
{Krumbolt and Thoresen, 1969) may be seen as a typical example of this. In
addition, increasingly behaviour therapy recognises the cogmitions which
accompany behaviour and seeks to address both components in treatment
programmes (see Murdoch and Barker 1991; Trower, Casey and Dryden,
1989}, The difference between behaviour therapy, cognitive therapy and cogni-
tive behaviour therapy can therefore be seen largely as a matter of therapeutic
emphasis. Using behavioural principles in a rather more eclectic way to effect
a behaviour change for the client’s benefit would be our wider definition of
behaviour therapy (see Wolfe and Lazarus, 1966; Barker, 1982),
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To summarize, behaviour therapy 15 a general term which includes many
therapies, and incorporates behaviour modification principles directed towards
therapy, We take Barker’s meaning of therapy here to mean *an offer of help®
(Barker, 1982, p. 1), Consequently we prefer the term behaviour therapy, as
this implies a therapeutic design or intent, which behaviour modification may
not,

Basic principles

The following is intended as a basic guide to the principles and technigues of
behaviour change with which the nurse should be familiar, Focusing upon
operant conditioning, behaviour change can be broadly separated into two
fmain areas: increasing or strengthening, and decreasing or weakening.

fncreasing and strengthening

This can be achieved in two ways — by positive reinforcement and by negative
reinforcement.

Positive reinforcement

This occurs when a behaviour is followed by a response or event that the indi-
vidual finds rewarding to such an extent that it will ingrease the likelihood of
the behaviour being repeated. A positive reinforcer may be anything the person
finds rewarding or pleasant and which tends to increase or strengthen a behav-
iour. A technical definition of a positive reinforcer is *a pleasant stimulus
presented to a subject following a response in order to strengthen that
response” (Houston, Bee and Rimm, 1983). A positive reinforcer may be
different for each individual - perhaps a chocolate for a child or-a smile for an
adult,

Examples:

« A little boy coddled by his parent when he smiles is likely 1o produce an
increase in smiling.

«  Aschoolchild praised for hard work is likely to work harder.

= If you are given £20 for predicting the winner of the 2,30 at Kempton
Park, your *predicting’ betting behaviour is likely to increase.

Therefore, the positive reinforcers were:

= A poddle
= Prigse
= Money

Megative reinforcement

This means increasing or strengthening a behaviour by removing an unpleasant
occurrence or stimulus, following a response. S0 in colloguial terms it is in fact
the ‘reliel” from the negative reinforcer (the stimulus) that rewards the preced-
ing behaviour, A technical definition of negative reinforcer is: *an unpleasant
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stimulus taken away from a subject following a response in order 1o strengthen
that rezponse’ (Houston, Bee and Rimm, 1983).

Examples:

I. If a rat is placed in a box where the floor has a mild electric current, it
discovers that jumping up removes the unpleasant stimulus and conse-
guently its jumping-up behaviour increases. 1 the whole box is electrified
and the rat discovers that pressing a lever inside the box removes the
current, then the lever-préssing behaviour increases,

Mow to put this into human terms, which is far more complex:

2, When a baby cries its parent may find it unpleasant, but when the baby is
picked up it stops crying. Here the parent is being rewarded by relief from
the crying and subsequently her ‘picking baby up' behaviour may well
increase.

3. If an addict to diamorphine begins to experience withdrawal symptoms,
nausea, sweating and stomach cramps, he will find this an unpleasant
experience (aversive stimulus). He finds relicf from this unpleasant experi-
ence by injecting himself intravenously wath more diamorphine, Therefore
the removal of thesé symptoms oceurs when he increasés injecting the
drug. His behaviour is said to be negatively reinforced; by removing an
unpleasant feeling, his preceding behaviour (injecting) has strengthened.

4. Persistent headaches may lead to inereased aspinin tiking.

5. Anxiety removed by diazepam may lead to increased ingestion of the drug.

In these examples the negative reinforcer was something aversive removed
which subsequently increased a behaviour. The negative reinforcers were:

. Electric current

- Baby erying

. Withdrawal sympioms
. Headache

. Ansrety,

L R N

The strengthened or reinforced behaviours were:

. Jumping and lever pressing

. Picking up baby

. Increasing dose of diamorphine
. Aspirin taking

. Diazepam taking.

h e Lk e —

Decreasing or weakening behaviour

There are two ways of decreasing or weakening behaviour; punishment and
extinction.

Punishment
In its technical sense this means the removal of something the individual finds

pleasant, or the presentation of something the individual finds unpleasant. The
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use of cither of these is designed to follow a behaviour and thus weaken or
reduce its occurmence.

. A schoolchild is eating his lunch, which he is obviously enjoying, but at
the same time 15 ‘messing about’, He is removed from his meal or his meal
1% removed from him until his ‘messing about” stops, This is punishment
by removal of a pleasant stimulus.

2, A motorist stopped by the traffic police for breaking the speed limit receives
a spot fine. This is punishment by presenting an unpleasant stimulus.

It may be helpful at this point to consider the difference between punishment
and megative reinforcement, A pumshment 15 an aversive stimulus which
follows a behaviour and is designed to stop that behaviour. A negative rein-
forcer i%.an aversive stimulus which, when removed, increases the behaviour
which immediately preceded its removal, It can be seen, then, that punishment
and negative reinforcers are both aversive stimuli — unpleasant, But punish-
ment is apphied to stop or weaken behaviour, whereas negative reinforcers are
removed (o increase or strengthen behavipur.

Extinction

The second method of weakening a behaviour is called extinction, Here the
idea 15 10 ensure that the undesired behaviour 1% not rewarded. Mo reinforce-
ment is given or taken away: the behaviour is totally ignored. This applies the
principle that if a behaviour is not rewarded, it ceases to ocour,

Oine important aspect that should not be overlooked, however, is that when
this procedure is followed there is almost inevitably a dramatic increase in the
behaviour you are trying to reduce. This is technically referred to as ‘extinction
barrst”, This is because the behaviour in the past has always a elicited a reward
of some nature. Now there is no reward being given, the behaviour initially
increases i a frantic attempt to gain the usaal reward,

In practical terms, extinction, if it is carried through consistently, will work,
However, there are several problems associated with this technigue for mental
heilth nurses:

* I the behaviour vou are trying to reduce offers a hazard w the client, it is
impossible, morally and perhaps legally, to ignore it For example, if a
person has previously been rewarded with attention whien taking dn over-
dose, or slashing his wrists, it remains impossible simply to ignore him.

*  On a conventional ward or mental health umit there are many staff who
pertiaps would find ignoring a client’s adverse behaviour difficult, if not
impassible. This would mean in practice that extinction would not be
complete, In fact, the behaviour would be spasmodically rewarded (inter-
mittent reinforcement) and this would quite efMectively maintain it

* [In the community setting the mental health nurse would find it almaost
impossible to control the client’s environment to such an extent that
extinction might be completed. The person’s family, friends and acquain-
tances would be very likely to inadvertently disturb the consistent
approach required.
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A simple illustration of extinction and what has been referred to as intermitient
reinforcement i% the fruit machine. A person putting money into a fruit
machine does so in the hope that he will be rewarded with-a win, If he contin-
ued to put money in and had no success whatsoever, he would soon discon-
tinue the practice — extinction would pccur,

Generally, the individual does win reasonably often — initially, This produces
positive reinforcement and leads 1o the person playing the machine more and
more frequently, Each win is so powerfully rewarding that even if he receives
little reward, he will continue to play. He will in fact continue to play even
when the machine pays out very infrequently, as long as he is rewarded inter-
mittently, and when long periods of non-pavment occur his playing will
increase frantically to achieve any kind of payout -extinction burst. At this
point, non-payout will have to occur for some considerable time before he will
stop playing the machine at all - extinction,

As can be observed from any social club or public bar, the fruit machine is
extremely powerful; it appears to have no boundaries to its addictive power.
Intellect, social, religious or cultural influences appear (o have little effect on
it, such 15 the power of positive intermittent reinforcement.

Haw then can these principles be applied in mental health nursing practice?
How can extinction be useful?

In many ways behavioural principles should not be applied - singular form.,
The nurse must look to the peneral ideas and adapt and improvise them appropn-
ately, As an example, let us see how, in the ward setting, an *atention-seeking
client could be helped through the use of the principles we have looked at so far.

Jim Middleton is a client originally admitted with bizarre behaviour,
halluzingtions and delusions, These symploms have long since disap-
peared, but there now remain the residual effects of staying in residen-
tial care for twenty vears. He does not take care of his personal
hygiene, he refuses (o eal with other people,-and he constantly takes
off his clothes and lies naked on the floor,

First, it i5 important to observe his behaviour, to sec what rewards he is
receiving for his present state. [t may be seen that:

* Murses help him dress, wash and shave,

= He iz allowed to eal alone in a comiortable chinr, with the television
or radio on,

* When he undresses; a nurse intervenes and helps him 10 dress and
retum to his chair,

The examples show that his behaviour is hasically being reinforced by
the nurses” attention, and by being treated differently from the other
chients, Additionally, it may be that he is rewarded by the television,
radio and sitting in an easy chair, and by the caring attiiude, albeit
chastizsing, of the nurses assisting him when he les nakied on the floor.

Perhaps if we alzo look at the nurses’ behaviour, it could be said that
they too have behaved in such o way because they have been nega-
tively reinforced. Having a person go without meals, lic on the floor
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without clothes or live in an unhygienic condition may initiate feelings
of anxbety, unpleasant feelings of unworthiness and inadequacy within
them, The relief of these Feelings by ‘caring’ for the client then rein-
forces their behaviour and allows them the positive reinforcement of
satisfaction of a 'job well done’. '

With a knowledge of the principles operating within the ward or mental
health unit, the skilled nurse may be able to remedy this unhappy situa-
tion reazonably quickly, A simple programme for Jim, following due
discussion with him and the care team, may be as follows.

Positive reinforcement. Jim would be rewarded with praise when he
arose from bed = whatever state he was i, He would be lefl in bed
until such time as he did arise.

At any time when his behaviour showed improvemenl, e.g dressing,
wishing and shaving himself, he would be rewarded with either praise
and aftention of something more tangible, &g, cigareties or sweets, To
avoid reinforcing undesired behaviour, his food would be served only
at the table in the presence of other people, and again rewards would
be offered for his acceplance of this situstion.

Punishment {removal of pleasant rewards). Television, radio and his
eisy chair would be withheld from him whenever possible, without
precipitifing an aggressive incident, and Gsed wherever possible asa
reward for positive behaviour,

Extincrion. Wherever possible, Jim's negative behaviour would be
ignored. All social reinforcement, smiles, hellos and other acknowl-
edgements of his presence would be unforthcoming while his behav-
iour was negative. However, when it is necessary to intervenc,
assistance should be given in the minimum socially reinforcing way,
without smiling or social contact. Jim should only be helped (o o stage
where he is no bonger a hazard to himself, and during the period where
he is.being ignored the nurse should continually observe for any
behavieur that could be rewarded,

Negative refnforcement. Jim's hunger and need for social acknowl-
edgement are powerful negative reinforcers, which would be removed
at any period of positive behaviour.

The skilled nurse must be able to observe continually for factors Jim
finds rewarding and use these to help reinforce desired behaviours.
Although many problems may occurr within this programme, if the
nurse can understand what has gone wrong and adjust the programme
accordingly, then eventually the desired behaviour will emerge. By
using the simple principle of not rewarding undesired behaviours and
continwolsly rewarding those that are desired, the behaviour generaily
will improve,

Finally, two principles thatare very important in behavioural work are shaping
and madelling,
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Shaping
Shaping is-a technique that is analogous to sculpting clay, By gradual progres-
sion the clay takes shape into the final intended result, as does behaviour
moulded by reinforcing responses that occur progressively nearer the final
desired behaviour. The principles of shaping rely on rewarding any initial
behaviour that even remately resembles the final desired owtcome. In order (o
continue receiving rewards, the behaviour must progress, so successive
approximations arc always rewarded. It should be noted, however, that the
reward must be wathdrawn once each further stage is reached, or it risks fixing
the behaviour-at that stage.

In Jim's case this would mean that once he had been encouraged to dress
himself properly, he would be rewarded only intermittently for achieving this,
and rewards would be concentrated on the next stage! washing and shaving.

Modelling

This is powerful when associated with shaping. Rather than waiting for the
behaviour to occur spontancously, the nurse may ‘model” or demonstrate what
she considers the desired behaviour to be, and reward the subjéct when he
imitates it. Through rehearsal this method can be very effective, cspecially
when a good rapport 15 in evidence and the subject 18 recerving some intrinsic
reward for pleasing the nurse.

It is hoped that you now have an overall appreciation of some of the most
important principles of behaviour change, The remainder of this chapter is
concemed largely with examples of therapies which incorporate these princi-
ples in wiys direcied specifically towards helping the client. It 15 our hope that,
with a better understanding of both principles and specific therapics on behav-
ioural lines, the mental health nurse can add to her repertoire of skills to
become a more effective helper.

The therapics selected are not intended to be an exhaustive description of all
behaviour therapies available. There are many more less familiar and obscure
ones that we do not feel able to deseribe. For this reason, suggested reading is
given to fill any gaps and o provide direction should vou be stimulated o
research further.

The therapies described here have been selected on the basis that we believe
they are curmently the most likely to be practised, and it is probable that some
nurses will become invalved with them in the carly parts of their carcers. We
belicve they represent a fairly wide distribution of the behavioural skills that
may be required of the mental health nurse in practioe today.

TOKEN ECONOMY
Although token economy in its purest form is rarely used in contemporary

mental health nursing practice, modified versions of this system of care are still
used in some behaviour therapy programmes.
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Token economy is essentially the use of artificial reinforcers which
strengthen behaviours because they acquire the power of their exchange value,
e.g. one token buys one cigarette. In much the same way as money is a reward
and an incentive to mosl people in society, the token - usually a worthless
piece of plastic < represents a saveable item that can be exchanged for anything
the clicnt may find rewarding.

In practical terms, ward or mental health units or hostels that usé this system
of behaviour modification have a shop which deals in tokens, where the token
can be exchanged for anything in stock. Additionally, certain privifeges may be
paid for by tokens, such as a dav off, an outing, leave, cinema, a late night out
or @ ‘lie in' in the moming, Its usefulness becomes clear to the obscrvant in
that once the ‘pleasure’ link has been made between the symbol (token) and
the purchase of a reward with i1, the tokens become instant reinforcers of any
behaviour the care team wishes 1o strengihen. The withholding or removal of
tokens becomes 3 punishment and can be used o weaken any behaviour that is
not desired,

Iz simple management becomes a valuable asset to the mental health nurse,
as she may build a programme thal ‘shapes” a client’s behaviour by allocating
“targets” for him to reach, These targets are measured in tokens. For example,
“If you can save ten tokens by Saturday, you can go swimming instead of doing
our normal chores,”

One major problem in helping with mental health problems wsing behav-
ioural principles is what is referred to as satiation. This is when the reward
offered becomes unrewarding. For example, a client is offéred a cigarette for
shaving himself when in fact he has a thousand cigarettes in his locker. It
would be pointless using food as a reward when the person has just eaten a
large and pleasant meal. The client 15 in a state of satisfaction, so offering
rewards such as these will not strengthen his behaviour,

Avoiding satiation 15 necessary for token economy o be most beneficial. As
the reward is artificially conditioned, the token will represent o eeward that can
be exchanged for anything the client truly wants or needs. It is unlikely in an
organized system that the client will ever reach:a point of satiation using
tokens.

Table 3.1 shows an example of what a token economy scheme might be. The
advantage of this is that the token reward can be adjusted when the client stans
to find the task casier, and can then gradually be incorporated into his general
behaviour with social rather than token reinforcement, An example of this
would be; Jim refuses 1o get up, While he stays in bed he receives no reinforce-
ment (no token); when he does get up he receives ten tokens, This s because
he will get the most reward for what he finds most difficult, Subsequently Jim
gets up more and more easily, so he is given three tokens and social encourage-
ment for getting up, and seven for having a wash. This: readjustment and
sequencing can continue until the complete repertoire is built up and lim's
behaviour is positively fixed. This process is in fact a shaping programme,
with a gradual reduction of reward as opposed to &n abrupt end when a further
stage is reached.
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Table 3.1 An example of what o token ecopomy scheme might be

Time Behavioar Rewnrd token

0.0 Crefsup |
Washed I
Showered I
Dyreased 1

DE30 Eats breakfist wsing cutlery comectly I

05,00 Helps clear tables 2

530 G to OVT I

(R Participaies in work 3

10,30 Helps give oul coffee 2

1 1.00 Pamticipates in work 2

11.30 Retums 1o ward and lays the 1ables 3

12.00 Socializes with other paticnls I

13.00 Retums 1o werk I

[4.00 Participates in gardening Up to 10

16,00 Returmns to ward

17.00 Sets tahles
Hath Number of tokens
Wash clothes decided by nurie as
Iron appropriate
Ciook supper

It can be seen, then, that token economy may be very useful in helping moti-
vate the long-stay client, especially in his initial stages of rehabilitation, and
has a potential, if skilfully used, 1w aid more complex social behaviours in the
mone advanced programme,

DESENSITIZATION

Desensitization is the behavioural treatment for people with phobias. A phobia
will be expresded as some form of behaviour. Whether this isin the form of
actions or thoughts, it is invariably shown in physiological terms, ¢.g. palpita-
tions, sweating, pallor, nausea. For example, a person phobic towards rats will
avoid places where he is likely to come in contact with them; he will think
about them with dread, and should contact be unavaidable will certainly react
physically to them, breaking out in a cold sweat, with increasing pulse and
respiration.

Like all behavioural treatments, the use of desensitization should be care-
fully considered. A client with a phohia can sometimes be desensitized by a
skilled nurse or therapist, but this does not mean to say that all the client’s
symptoms will disappear. The reasons for the development of the phobia may
not have changed during therapy, and conseguently other symptoms may arise
and be just as debilitating, This phenomenon is referred to as "symptom substi-
tution’. To prevent this occurring, it is oflen desirable to begin other therapies
simultaneously with desensitization. For example, a person who has developed
a phobic reaction (o Ic';wing his house may have a deeper mental problem that
will require treatment by psychotherapy or counselling, as well as a simple
desensitization programme for the overt fear reaction to going out. If, then, a
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‘double-barrelled’ treatment programme is started, the chances of symptom
substitution developing are greatly reduced.

Anthony developed a Fear ¢lose to panic whenever he went outside his
house. At first he foreed himself to fcave and go to work, but his anxi-
cties did not subside and he found it impossible to concentrale once he
had arrived &1 work, As he worked as an accountant and needed to
concentrale for leng periods, his superiors at work soon became
unhappy with his performance, so he took sick leave and sought
medical help, After o month of unssccessiul treatment with minor ran-
quillizers, it was decided to seek help from a behavioural approach,

It was apparent at this stage that Anthony had a frank agoraphobia, and
that in order for him to retum quickly to work he would benefit from a
desensitization programme. However, it was glao clear that he was nol
suffering from & simple fear of the outside; his phobia had developed
due to many complex faclors involving unresolved personal conflicis.

Before desensitization began, much time was spent with Antheny (o
uncover some of the psychological probiems he was experiencing. For
example, during dizscussions many things were discovered aboul him,
the most significant being:

* The cause of his parent’s death the previous year had remained
unresolved,

= His wile, who had never worked before, had bepun to talk about
finding a job,

* His teenage children were demanding more independence and
making preparanons o leave home,

It was clear 1o the nurse that urgent treatment must start by assisting Anthony's
return to work, because while he was able to avoid the fear of going out this
negatively reinforced his being housebound. It was also apparent that his last
few days at work had been extremely unpleasant, which he had found punish-
ing. While he was ill his wife would not consider finding a job, and similarly
his children would not want to leave home; this he found rewarding.

A behavioural explanation of Anthony’s phobia formation

As previously discussed in the séction on behavioural principles, certain
factors operated in Anthony's phobia formation, these being:

Punizhment (serves to extinguish behaviours), e.g. going to work, followed by
superiors complaining about his performance.

Result; weakens the desire to go to work.

Negative reinforcement (relief from an aversive stimulus strengthens preceding
behaviour)., Anthony's anxiety and unease when starting oft for work were
removed when he decided not o go,

Result: decision not to go to work 15 strengthened.
Positive reinforcement (rewarding situations).
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While Anthony has this “illness’, his wife discontinues her plans to find a job
(positively remforcing his illness). Similarly, the children say they will stay at
home until he gets better again (positive reinforcement for Anthony to remain
ill).

The nurse’s main job is clearly to desensitize the main focus of fear and
continue counselling Anthony 1n order to help him uncover the underlying
problems and deal with them.

From the above, it may well appear that if the reasons for the phobia®s devel-
opment are remaoved, all will be well, so counselling and psychotherapy may
appear to be the better solution,

In fact, counselling was begun with Anthony two weeks before desensitiza-
tion, but even if this had been completely successful the client would still be
left with a tearned behaviour. He has, in fact, been conditioned to respond
physiologically to certain situations and circumstances, just as the simple rat
phobic has learned to respond with fear 1o the sight of a rat. Similarly,
Anthony, even when fully aware of the causes of his phobia through coun-
selling, was still left with fear responses to leaving the house, Desensitization
therapy was required to break down these responses and replace them with
more appropriate behaviours,

The programme

First Anthony was asked to explain his fears, how he fell in varous situations,
and 1o place these in a hierarchy of fear (see Table 3.2). It may be helpful 1o
study the table before reading on. Note the end column, which shows how the
body is reacting. It is the body that acts as a reinforcer for Anthony's behav-
four, When he reélieves these symptoms, be negatively reinforees his behaviour,

Table 3.2 Anthony’s hierurchy of fear

e el B =

Situation

. Enowing 1"'m staying it home
. Looking ot of the wandow
. oing to the door

Oipening the door

. Stepping outside
. Al the gate

o Al the bus stop

. Avrmval of bus

Feelings Physiological responses

Calm MNormal

Uneasy Pulse rate shightly raised

ATIXIUS Pulse rate up, B/P raised, palms perspire

Wiery anxious Breathing becomes increased, overbeeathing develops

Feeling of panic Breathing rate increases, swealing generalized, palpi-
tations begin

Faaiml, riuses Sympboms increase, phvsical feelings of weakness,
muscles refuse o work

Lncontralled panic, Indecizion s enabling anxiely symploms to canlinue,

impulss 1o run fainting is now a posaihility due to extensive over-
‘breathing

Complete confusion, Physical symptoms of anxiety cannot be maintained

panic bushding to terror -~ further, all sympioms hive reached a erescenda,

adrenaling in the system will either be utilized in
running or be broken down in the body,
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Symptom (aversive stimuli)  Behaviour Effect

Heart palpitations Retumi home Fecls caimer
Strengthens his
behaviour {by negative
reinforcement)

This 15 called ‘avoidanee behaviour' and is the reason the phobia has been so
well and truly fixed. If this pattern can be broken down, the conditioned behay-
iours can be replaced by more valuable ones,
The hierarchy helps the nurse because it allows her to understand exactly
how the person i3 feeling, simply by asking him to pinpoint at-any time where
he is on a scale from one to eight. By cxplaining to the client what is happen-
ing, and reassuning him constantly, she can “talk’ the rating down and therefore
break down this avoidance behaviour. To explain this a little more graphicaily,
let us see exactly how the nurse begins,
First Anthony will be taught how to relax, using simple breathing exercises
and muscle relzxation. For this he is asked 1o sit in o relaxed position and
breathe deeply but slowly. Then, as he breathes in, he is asked to tense the
muscles in his tegs and arms and clench his fists; as he breathes out he says, ‘'l
am feeling calmer’ and simuliancously relaxes his tensed muscles. This tech-
nique takes only a few minutes to teach, but is invaluable in the process of
desensitization, for several reasons:
= It provides an adequate supply of oxygen to the body and prevents over-
breathing, This will affect the secondary physiological reactions that eceur
in panic attacks, such as confusion, palpitations, nausea and faintness.

» |t relaxes the muscles so that blood flow is not restricted, and reduces the
shakiness.

= Verbalizing ‘I feel calmer® is reinforced when the body responds in a desir-
ahle way and allows the client to feel in contral,

The nurse can now move on to take Anthony through his phobic journey,

constantly asking him how he-is feeling. He can now use relaxation appropri-

ately to prevent him avoiding the situation until he is completely desensitized,

Finally, let us look at a brief dialogue between the nurse and Anthony -at his
gardén gate;

Nurse: “0QK, Tony, you've made it to the gate, you're doing great, tell me how
you feel now.'

Anthory: *Awful, 1 want to go back in.”
Nurse: “Well, awful doesn™t tell me a lot; how do you rate it on your scale?’
Amthory: * Around six.'

Nurse: "Right, You're breathing too quickly, remember what we did before,
breathe in and tense, breathe oot and relax and repeat, *1 feel calmer®.”

Anthonp: "1 ieel calmer ... [ feel calmer ... [ feel calmer.”
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Nurse; *Carry on, vou're doing fine, just a little slower,”
Anithony: *1 feel calmer ., | feel calmier,”

Nerse! "Fing, how are yvou feeling now?”

Anthony: "Much better, around theee on the scabe.”

Nurse; "Good, that's great, we'll carry on for a few more minutes, then, when
you're really relaxed, we'll finish for today and tomormow we'll go a little
further.”

This process is continued until ali avoidance behaviowr is broken down and
Anthony feels quite relaxed at all stages of his journcy. The nurse accompanies
him until he i5 quite sure that he can succeed on his own, Failure at any one of
the steps can be very traumatic, so the main aim is o make the steps meaning-
fiul but not nsurmountable. This the client has addidonal reinforcement for the
achievement bul no negative reinforcement for avoiding the task,

If for some reason the nurse miscalculates the difficulty of the task and the
chent is unable to continue the exercise and, say, runs inside, this will create a
potentially destructive situation. It can be offset to some extent by ensuring
that the verbal reassurance given when back inside the house is directed not at
how relieved he is feeling, but how well he has progressed. The reinforcement
15 therefore dicected at his achievement of some goals, rather than his failure.

Alternative theoretical considerations

Within this approach to phobic clients we have focused strongly upon the oper-
ant learming theory of phobic formabion, i.e. that the fear is rewarded by events
following i1s avoidance. We have also intimated that rather complex mental
processes may have contributed to this phobia formation. Additional theareti-
cal considerations, which may help the nurse when evaluating the phobic
client’s behaviowr, and in twm help the person understand how the fear was
originally created, are given by Mowrer (1960}, This theory combines a classi-
cal conditioning situation with subsequent operant reinforcement, For example:

Pain evirkes Fear

Unconditioned stimulns Emeonditioned resporise
Pain + dog (dog bite) Fear

Enoomdiiianed stimiles Urcomditionsd resporise
+ ponditfoned stimulus + condittoned response
Dog evokes Fear

Conditioned stimulus Canditivned response

In Pavlovian terms, this explains why once you have been bittén by one dog
you become afraid of all dogs. During his experiments with conditioning,
Pavlov alse discovered that this pairing phenomenon (i.e. the unconditioned
with the conditioned stimulus and the unconditioned with the conditioned
response) would not continue indefinitely. He showed that the conditioned



response: became weaker and gradually extinguished (extinction in classical
conditioning terms) if the original unconditioned stimulus did not recur:

Sight of dog Evakes Fear

Conditioned stimulus Conditioned responie
Second sight of dog evokes Reduced fiear

Third sight of dog evokes Further reduced fear

Consequently, failure of the original pain to recur allows for the conditioned
response (fear) to gradually reduce. Pavlov's trials showed individual differ-
ences between subjects in how long extinction took, and also that even after
some time had ¢lapsed and extinction was thought to be total, an isolated
single response was possible.

If this is the case, how can phobias be maintained? It is evident that not
every dog or even every tenth dog is likely to bite the conditioned person, so
how is it that the conditioned response does not extinguish? Mowrer (19607
proposes that someone afraid of a dog will actively seek to avoid dogs, and that
subsequently the negative reinforcement (relief of potential anxiety situations)
maintains this avoidance behaviour, This is called the ‘two factor theory”,

Another theory which may support the maintenance of phobic reaction is
that of Ellis (1962). This theory suggests from & cognitive perspective that,
once a fear exisis, the individual may perpetuate it by ‘self talk® which
supports the fear. The subject says 1o himself, 'l must not go to the park; there
will be dogs there, and they will bite me’, or ‘Dogs are dangerous’, *1"'m scared
of dogs’, *Dogs always bite me’. More significant perhaps is the possibility
that when faced with a dog his thoughts may become the stimulus creating a
fear response; "Oh my God, there’s a dog, it's going to bite me — "Il get rabies
and die.” Running away from this situation may serve only o be a powerful
negative reinforcement for subsequent avoidance of other dogs, and perpetuate
the phobia

Whichever theory 15 comrect, and it is not unlikely that they all have refevant
insights, it can be séen that desensitization may be beneficial in most cases.
Giradual exposure to the focus of the phobia would serve to extinguish any
conditioned response, using positive reinforcement, and reducing the efficacy
of negative reinforcement in avoidance would helpfully reverse any leamed
behaviour pattern; and any cognitive reinforcement should be reversed by the
evidence of experience (“The dog didn’t bite me, dogs aren't dangerous, 1've
no reason 1o be scared of dogs."), The latter idea of breaking down negative or
unhealthy mental ‘self wlk® by the evidence of experience is well exemplificd
by the following therapy.

FLOODING

This procedure is based on the premise that the physiological responses of
anxicly and panic cannot be maintsined for prolonged periods, and thar by
being confronted by his fears the client will overcome them. In practice this is
quite true, I it is impossible o avoid a phobic focus, the importance of the fear

Flooding |
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will dissipate relatively quickly. In other words, the client who 15 phobic to
dogs may be confronted with a room full of them and be offered no escape.
Sirnilarly, the agoraphobic client may be taken into-a town centre and made o
stay until his fear is reduced.

However, it would be unusual for a client with a dog phobia or agoraphobia
to-be treated by flooding. Neither would appear to require such potentially
traumatizing treatment, as both seem to respond to more gradual desensitiza-
tion. The main advantage flooding has over desensitization 15 time, which may
be-a major consideration in some disorders such as examination or travel
phobias. Provided the procedure and its likely effects are fully explained, and
full consent is obtained, flooding may be a useful technique for such cases.
However; some notes of caution would be wise, It should be remembered that,
faced with no escape from a flooding situation, the client's state of arousal may
be very high, which would certmnly result in-an increased blood pressure and
heart rate. Fatlure fo ensure that the chent’s health 1z able 1o maintain these
cardiovascular changes would, in our opinion, be no less than professionally
negligent. Should the person collapse or faint for any reason, imespective of
any possible physiological problems, flooding will have failed, as the client has
achieved an escape. Finally, the nurse involved in the procedure should assure
hersell that the client will not suffer any psvchological triuma as a result of
this treatment.

POSITIVE CONDITIONING

Positive conditioning is 2 behavioural technigue based on Pavliov's work,
which extends the foundation work of desensitization. For example, if you
have a client who is phobic to rats, it is possible to achieve by desensitization a
state where he is no longer afraid of them, e has a neutral attitude towards
them. This is a desired result perhaps with rats, but what of the client who
secks help because she is having difficulty of a sexual nature? If, after desensi-
tization the person is left with a neutral attiude to sexual behaviour, is this
enough? Clearly the client is still not returned to full function. This is where
positive conditioning can be used appropriately to take over where desensitiza-
tion stops.

Sally, a 22-vear-old woman, was diagnosed as expeniencing lack of
libido and no subjective arousal responses. She had been in a steady
sexual relatipnship for a year when finally, in desperation, she went to
her GF for belp,

Sally had experienced pain during penetrative sex since her relation-
ship had begun, This had at frst inhibited her sexual arousal and led o
her making excuses to her lover for not making love, On the occasions
when penetrative sex had taken place, her anxiety and tension had led
to an even more painful experience. Eventually Sally completely
avoided all sexual contact, und the mere thought of sex precipitated an
acute ansiety attack,
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After several months of unsuccessful attempts o restorg 3 fulfilling
sexual relationship, Sally became increasingly depressed and was
finally admitted to 2 mental health unit. After a period of assessment,
the diagnosis was thought to be depression associated with sexual
phobia. Sally agreed to & course of desensitization and responded very
well to the treatment affered. She was taught how to relax and control
her fear through breathing exercises. She was able to verbalize her
mnxietics and gradunlly conguer her fears of sexual activity. During her
short stay in the unit she had three periods of weekend leave, and on
the last of these occasiens was syccessful in having penetrative sex
with no pain.or anxiety.

Although both Sally and her partner were delighted with the results of
the therapy, Sally felt that after a few months she should be feeling
more pledsure during sexual activity rather than the non-feclings she
expressed. It was at a follow-up appointment that she related these
feelings to the nursetherapist, and in consultation with her doecter it
was agreed to try to positively condition her towards a more pleasur-
able sexual experience.

The procedure

The theory of positive conditioning is simply to enable the person to
associate feelings of pleasure from one specific situation and transfer
them to-another, In this casé, this was combined with a programme of
self-exploration and edecation to-enable Sally to discover her sexuality
as a pleasurable and sensual activity.

Sally was asked to choose sone suitably relaxing music, which she
found easy to listen 1o but mot too disiracting. The nurse asked Sally to
refax and listen (o the music, which at this point was playing at a very
low volume, then to think of some pleasant experience she had in the
past, and recall this to her. The subject of this “pleasure experience’
can be anything from a quiet conversation with someone she-knew o
Iving on a beach in the sun. Sometimes, guided imagery can be used
with the client in this expenence.

Sally was then asked to intensify this feeling of pleasure in her
thoughts, perhaps thinking of a particular experience that was even
mare pleasing. At this point the music was tumed up slightly louder.,
F:'mll:,-, Sally was askid to think of the most pleasing thing about thiz
experience — intensifying the feelings of pleasure even further, and the
miusic volume was increased accordingly,

This process was continwed many times until the music itself could
initiate these pleasurable feelings without Sally having to recollect the
pleasant expenences, The process may fake a3 linke as one half-hour
session, of a5 many as twenty, but it should be continued wntil the
nurse 15 sure the association exisis,
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Onee the assoctation was made, Sally was encouraged o take her
musie (o play-al home duning sessions where she explored and
pampered her own body, associating her experience with the relaxed
pleasure of the music, She was given a variety of exercises to do, rang-
ing from luxurious bathing to massaging herself with oil, exploring her
body and learning what touch she enjoyed and what she did not, In
other words, she was able to get to know her own body intimately in an
environment associated with relaxation and pleasure for her. She was
then able 1o repeat the process introducing other artefacts such as
favourite clothes, perfumes etc., thus making an association of pleasure
with the articles and the music. Once this association was made, and
Sally was confident in her sexoality being a source of pleasure, she
was ahle to enter the final stage of the process.

Sally’s partner bad been acquainied with the procedure and was will-
ing to cooperate with i, Both pariners’ understanding had been
enhanced throughout the programme, Sally and her partner were then
ahle to make love with all the conditioning articles, i.e. the music, the
perfume, the clothes étc., 5o that sex was now not only anxiety-free for
Sally but also actively enjoyable. Over the months, Sally was able to
develop full sexual responses with her partner, with or without the
gCCOmpaniments.

When-a case history such as this is related, it often appears far-feiched or
shightly ridiculous. However, for the sceptics among you, may we remind yvou
that this technigue.is not limited to therapy. The so called *great lovers® of the
past have employed most of the techniques in this therapy, by attempting to
associate themselves with good food, music, wine, setting the seduction scene
in pleasurc-arousing settings — soft lighting, soft fumnishings, satin sheets etc.
All these technigues are essentially Paviovian:

Stimudlux Response
Food/perfume ete. Pleasure:
Food/perfume +

Rudoll Valentino Pleasure

Rudolf Valentino Pleasure

The example of Sally’s case was a special one, and will probably only be seen
in outpatient clinics and special centres, The procedure is usually under the
supervizion of clinical psvchologists or a consultant psychiatrist specifically
invalved in peyvchosexual treatments. However, the gencral principles of posi-
tive conditioning hold true in various mentil health situations. 11 is up to the
nurse to make herself familiar with these techniques and apply them within
the resources available to her in appropriate situations., The principles
involved probably explain how some of our own behavioural responses have
been conditioned, and they are potentially very powerful if used effectively
and ethically.
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ASSERTION TRAINING

Assertion training is essentially taught through positive reinforcemnent, shaping
and modelling. Many people who have been in long-stay care for a consider-
able time lack assertion skills, from the depressed person in the recovering
stages to the institutionalized client of many years® standing.

Even some of the best residential care settings can have a detrimental effect
on the individual®s desire to be an independent person. Many clients have
learned to be subservient, to be told what to do. It is for these people, and for
many in the community, that assertion training can be a very helpful tool,

Ideally assertion training should be part of a course in social skills training,
but certainly it is & necessary precursor for the timid, shy and inarticulate
person before social skills training begins.

The purpose of assertion training is not to produce an aggressive, overbear-
ing and triculent individual. 1t is simply to allow the individual to be more free
te express his desires, feelings and thoughts ina clear and socially skilled way,
without the accompanying anxiety that so many of us feel.

We wonder how many of you may have expericnced the homible feelings,
the fushed features amd sweating palms, when circumstances have prevailed
where it has been nocessary to complain? When it has really been important to
state your case? How many times have you ‘let things go” because it would be
too traumatic or too much *hassle® to say what you really feel?

It is, of course, your intellect that will determine in any given situation how
to react, hut additionally, how many times have your emotions ruled, restricted
or inhibited your responses? Yel again, it can be seen how negative reinforce-
ment by avoiding situations has in fact strengthened a reluctance to assert
yourself. As with phobias, it can be seen that avoiding the focus is very
rewarding, and breaking this down can only be achieved by positively reward-
ing the desired behaviour,

A few years ago, a colleague of one of the authors attended a behavioural
course in assertion training. At the commencement of the course he was a
rather polite, gentle and socially skilled individual. Roughly half-way through
the course, during & dinner with the author, there appeared 1o be a totzl change
in him; He was loud, rede and totally unskilled with waiters and the author 1o
the extent that he was nearly left to finish his meal alone. He was, of course,
suffering from an overexposure to therapy, which occurs quite frequently in
short courses, It took him about a month gradually to assimilate his assertion
skills into context on retuming home. This graphic example serves to demon-
strate that assertion training should be done slowly and surely, and preferably
in conjunction with a social skills training course.

The procedure

It should be remembered that each programme should be tailor-made for each
individual. This can be done by observation and discussion with the client. By
noting situations that occur where a more assertive behaviour would be worth-
while and relating this to the person, it is possible to preorganize the individual
for training and increase his motivation for change.
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Individual or group exercises will enhance the desired outcomes at an early
stage. Simple exercises modelled first by the nurse can be very useful as a
basic step. Here are a few examples which, as can be seen, progress:

«  Eye contact exercise A group of clients sit in a circle; each person in tum
faces to his nght and makes eye contact with the individual next o him,
and states, ‘1 am (Joe Smith), what should 1 call you? The person
responds by retuming eye contact and saying ‘Hello Joe, my name is Fred
Jones." This continues in the circle, with the nurse giving social reinforce-
ment for each pair,

= Eye contact increasing volume The above exercise 15 repeated but the
volume of specch is subsequently increased with each round.

*  Touch eye comiact + volume The second exercise is repeated, this time
with each client making phyvsical contact with the other (ysually appropri-
ate contact is hand to shoulder).

Variations to these can be made, e.g. passing objects around the circle, stating
loudly what the object is, Or clients can hold hands in a circle saying *Charge’,
first in a quiet voice, progressing to loud, and finally standing on a chair, still
holding hands, but with them raised in the air shouting *Charge” at the tops of
their voices,

The ohject of these exercises 15 gradually 1o allow the person to become less
embarrassed in farcical situations and generally to disinhibit himself. The exer-
cises should be made to it the climate of the group. In exch exercise the
nurse’s role is to model each step and reward the individual when successful,

Ornce this hasic level is achieved, the nurse will design further more intricate
exercises, ailored to the individual's needs. Following the “Charge’ exercise,
for instance, a refusal exercise may follow. Each client politcly requests some-
thing or some task from his pariner, and the response should be: ‘No, | don’t
wish to do that.” *No, [ don't wish to give you that' *I'm sorry, but | wish to
keep that myself.’ Once the nurse feels sure that éach person 13 able to control
his own wishes, and verbalize them confidently, more advanced and realistic
exercises can be devised.

There are many practical applications of assertion skills training, Two practi-
cal and real programmes in which one of the authors was involved may be of
interest.

Case |

During psychotherapy Susan disclosed that one of her problems within her
marrigge was a lack of physical satisfaction during lovemaking. The problem
stemmed mainly from her inability to discuss sexual matters frankly with her
hushand.

Lising a modelling and rehearsal technique, employing an empty chair, she
was able to use vocabulary that she had previously felt inhibited about. With
constant reinforcement she soon became confident enough to disclose openly
to the chair how she fell.

Before she was discharged this problem was discussed with her husband,
whiy promised he would cooperate and help Susan explain how she felt with



him-as she had previously done in rehearsal. Susan®s permission was, of
course, sought before this, as it was an itemn of strict confidentiality.

Subsequently, Susan’s sexual relationship with her husband improved and,
along with this her confidence increased and some of her mental problems
disappeared.

Ceaze 2

Mike, a student nurse, complained that he was unable to communicate to his
seniors certain reservations he had about policy and his role in the mental
health unit. It was apparent that he would not be able to confront the charge
nurse immediately in an open and honest way, nor would it be wise.

For him, then, a simple shaping programme was devised, with a student
nurse colleague as the supportive therapist. Mike was to list the ideas and
suggestions he wanted 1o make and the constructive eriticism he thought would
be helpful. At each opporiunity that arose over a period of weeks, he and his
eolleague approached the charge nurse in private and discussed, in gradually
increasing time periods, the less important to the most serious suggestions and
criticisms. The student colleague was to make fewer and fewer contributions
during the course of the programme, but was to continue the reassurance and
support {see Table 3.3),

Table 3.3 A possible programme for increasing communication

Interview  Time Tapic Student inpal
| T mimues Wards repornis Verbal support for whole interview
- 5 minisles Daws ol Werbal suppon ag appropriate
3 T minuies Patients’ meals Nom-verbal support throughout inerview
4 10 minuies Personal clothing Mon=verbal support st half of the interview
5 I 2 minutes - Trips oul for patients Moneverbal support 2nd half of the interview
f 5 minles Drug administration Simply in attendance
7 I8 minutes Coctor's rounds
Moneartendance bul suppont aflerwinds
B 20 minules Holidays for patignts

By the end of the assignment Mike was surprised at how much he had been
able to achieve with the charge nurse, Although he had not been able to change
all the things he had hoped, he now felt more prepared to verbalize his wdeas to
other senior nurses in subsequent allocations.

It can be seen then that assertion iraining can be very effectve, not only fior
the client but also for yourself if thought out well and with a little imagination,
using behavioural principles applied intelligently.
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SOCIAL SKILLS TREAINING

A knowledge of social skills training is extremely important for professionals
waorking in the mental health field, Many people who have been in residential
care for long periods, or acute clients who find relationship formation difficult,
may benefit greatly from this training.

For many people in long-stay settings the need for social skill in any interac-
tion has been removed, or its importance neglected. Clicnis tend to be given
their daily requirements of food, warmth, entertainment and cigareties without
question, and certainly without a demand for 'please’ and 'thank you'. These
requirements have become the person’s right without question or argument,
and consequently the socidl graces have become redundant,

When one of the authors was last involved with social skills training with
eight long-stay clients, most of whom had been in long-term residential care
for over twenty years, be was quite startled to discover that none of them knew
each other’s names. Despite the fact that several slept in the same dormitory
and sat together at mealtimes, nore of them was aware of each other's exis-
tence. For them, life had become 5o monotonous, uninteresting and inflexible
that a normal social interaction had been reduced to a blind meaningless
togetherness, without acknowledgement or contact with their peers.

Some years ago, as a student nurse, one of us remembers his Principal Tutor
defining mental illness as a ‘breakdown of interpersonal relationships’.
Without seeking causes, or anything more technical, we have always tended to
agree with him. I this statement is true, and it isaccepted that social skills are
a comerstone of interpersonal relationships, it can be seen that social skills
training is essential in most manifestations of mental illness.

The procedure

Social skills training largely uses the principles of shaping and modelling, It is
also hoped that when primary stages are reached, the intrinsic satislaction and
reward will self-perpetuate the learning or releaming process. Success will
breed success o, a5 in this case, a smile will breed more smiles.

How can the avernge nurse begin in social skills training? What should she
do? How can exercises be formulated? In fact, for the nurse, social skills train-
ing should be one of the most easily implemented schedules, The reasons for
this are as follows:

*  Most nurses are very socially skilled and present *good’ models for clients
to follow.

*  From examining their own social skills it is only a single step to gencralize
them into simple exercises for the client to engage in.

*  The nurse is the most powerful person to reinforce soctal skills in the

client, as thev are in frequent contact.
*  The nurse is present in very powerful reinforcement situations during the

day, i.e. mealtimes, activities, cigarettes, recreation, hygiene and dressing.

It should be within all nurses” capabilities to list the components of their social
skills; and by reinforcing them in their clients to teach a high degree of profi-
ciency. A typical list may be:
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Greetings: (non-verbal) smiles, nods, handshakes, waves; (verbal) "Hi',
“Hello®, ‘Nice to see you', efc,

Names: rehearsal and memory of significant people in everyday contact,

frteress; remembering the significant interesis of people around you. Mental
notes of particular people’s hobbies, pastimes - in order 1o make interesting
CONYErsation.

Conversarion skills: appropriate listening, eve contact, encouragement and
remarks, Appropriate responses at time intervals,

Hveiene: general and oral hygiene and an awareness of the effects of its
a

Body space: appropriate space requirements for the rank, culture and type of
relationship, i.e. acquaintance/friend/lover. This should also include appropri-
ate use of touch.

Dress: differentiating types of dress customary for various situations and envi-
ronments. This should include colour matching and choice of colours for
congruence of occasion, c.g. black or dark for funerals, bright for weddings.

Eating: use and knowledge of conventional standards. Conversation during
meals and ordering or preparation of meals,

Money: knowtedge of currency, values and budgeting.

Social skills may be taught individually or in groups, Essentially, individually
constructed exercises should be tailored to the stage of skills at which the client
is currently operating. In long-stay wards or mental health units, evervone may
need to begin ata very basic stage and progress via modelling exercises and
shaping programmes.

An illusrradive case

Four long-stay clients who had been in care on the same mental health unit
agreed to work with a nurse purely on social skills, progressing to a daily
living programme with a view to discharge together in a group home.

1. The clients were introduced to each other and rehearsed cach other’s
names by throwing a cushion around in a circle and saving their own name
and the name of the person catching it. The nurse was included in this, and
this continued as a warm-up exercise daily in each formal session, Each
person was asked to discuss with the others his particular interests or
concerns, and then each client was asked to say what he could remember
of each of his companions® interests. This also continued daily until each
had a better understanding of the other, and then was repeated intermit-
tently throughout the training,

2. Mealtimes were arranged so that the four clients were seated together, The
nurse ate with them and made socidal contact throughout the meal, thus
modelling a skilled interaction. Subsequently the nurse encouraged and
praised similar imitative interactions on future occasions.
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. Gradual progression through the basic skills continued via two- and three-

hour sessions of role playing, conversational skills, smiling, body posture
and responding appropriately in various situations, ¢.g. a supermarket,
public house, restaurant. When these had been achieved in role play, the
segsions were extended into the real situations, with the nurse present
giving support and cncouragement,

. The clients were asked at any time during the training to comment on each

othet’s oral and personal hygiene, thus helping the others to become more
aware of the detrimental effiects this can have on social interactions. The
nurse also contributed to this with comments, followed immediately by
helping the person reach a solution, ie. shower/bath/oral hygiene, and
positively reinforcing the result.

. Organized shopping expeditions for food and meal preparation were taken

in turn by each client and followed by social reinforcement. People were
encouraged to verbalize their praise of each other's abilities, and also to
make constructive criticisms in a socially scceptable way.

. Choice of personal clothing was linked with particular events and excur-

g1ons, &0 that immediate social reinforcement was available appropriately
in each situation,

. Finally, before discharge, a trial period of four weeks on a set budget ina

“half-way house” was agreed, with the nurse supervising daily.

The outcome of this short course {approximately three months) was remark-
ghle. The four clients were discharged and, with periodic support from the
community mental health nurse and social worker, have been successfully rein-
tegrated into the general community.

KEY CONCEPTS

I. Behaviourism has a significant role to play in people’s evervday lives.

Understanding behavioural science can be tremendousty helpful to mental
health nurses, and secure a better quality of life for the clients they seek to
help. Skinner and Pavlov's experimental work has proved beyond reason-
able doubt that behaviour is largely dependent on stimuli within our envi-
ronment, responses to those stimuli and the consequences following those
FESPONSCS.

. From the experimental work done by Skinner and others, behaviour modi-

fication principles can be extrapolated and applied to humans in real-life
situations, ¢.g.

= Weakening behaviour by extinction and punishment

= Strengthening behaviour by positive and negotive reinforcement

= Developing behaviour by modelling and shaping.

. Using a more eclectic approach, and incorporating the principles of both

operant and classical conditioning, a wide range of treatment programmes
can he created to help a person with mental health problems, This rather
broader use of behavioural principles is termed behaviour therapy.
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4, Before commencing any behavioural treatments, the nurse should consider
the ethical and moral issues involved, i.e.

whao = i% the client?

- pave permission/consent?

- decided what is desirable change?
what - behaviours are being changed?

= methods are to be employed?

why - {5 it necessary?

Are all these questions being answered in an ethically supportable manner?
How would vou feel if you were the client?

CONCLUSION

This chapler secks to explain some difficult concepts of behavioural science ina
rather simplistic way. We hope that ending the chapter with some programmes
may, by analogy, help focus some of the principies of behaviourism and aid the
nurse 1o gain deeper insight. Since behavioural programmes were introduced
into mental health nursing, much ingenuity and imagination have gone into
making them work for clients. Many people who may have remained in residen-
tial care settings are now discharged and living effectively in the community
owing to the help they received from behavioural strategies employed by
conscientious, knowledgeable and canng nurses. It i3 our hope that this chapter
may stimulate interest in and produce a greater potential source of help for
mental health clients,
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Supervision

Perhaps the first question that supervision raises is, Why does a mental health
nurse need supervision? First, supervision is an integral necessity for any
worker in the caring professions, to ensure the best-guality service for clients
and best-guality developmental opporfunities for workers. Secondly, our expe-
rience shows us that in both the voluntary and the statulory sectors the guality
and availability of supervision for workers in high-stress situations is currently
extremely variable; although there is evidence of good practice, there is
equally evidence of supervision being organised on an ad hoc basis, which may
leave workers and clients under-supported. Finally, we see supervision as a
clear and purposeful activity for which managers, supervisors and supenisess
may need to be trained in order 1o maximize its potential - it is more than
either accountahility or “talking through®,

In addition 10 these main points it may be prudent to say more explicitly
what is gained from supervision. A group of mental health workers in Grimshy
we recently had the benefit of working with, make the point more graphically
than either of us could. In discussion through a training exercise they came up
with the following list of benefits for workers, clients and the organization if
supervision is in place and is of a good standard:

Advantages of supervision

For the client For the practitioner For the organization

To have ohjective work To remain objective To enable the

done with them practitioner to receive

objective feedback.

Offers protection To receive feedback. Increases staff

by ensuring shared morale.

TESAUITEE,

Inspares confidence, Clarifies, informs Promotes working
and stimulates. within policies,

To achieve personal To remain ¢lient- To ensure good

goals, not what the centred, practice is

worker wants. maintained,
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To receive the best To help define/achieve To idenliﬁ.*_ greas that
possible from skilled personal, client may require
practitioners, and organizational goals.  developrment.

To ensure good practice.  ldentifies training

needs.

Tov identify areas of

praciice that reguire

development,

To identify areas of
existing excellent
practice.

They also laid out what they believed were the requirements of effective super-
ViSIOn:

Accurate communication: listening, feedback, consistency, information
Clear realistic goal setting

The ahility to demonstrate empathy, respect and genuineness,

Effective time management

Uise of objective perception

The ability to encourage personal development.

L] L] - L L L]

It is from these perspectives that we offer the following client-centred model of
supervision, a model devised for our own use and which we have found Lo be
helpful. It is not intended as a device for consirining SUpervisors or super-
visees into a straitjacket, or for reducing the flexibility or imagination of

skilled workers - on the contrary, it may enhance the latter qualities. It is rather

intended as a useful guide, offered for the reader to use, modify, benefit from
or throw out. What we do hope to achieve at least is some added weight to the
arpument for adequate supervision for all workers in the caring professions.

We should a1 this point credit the major influences which lie at the root of
our ovwn development, and thus the model. [n terms of our counselling practice,
the greatest single influence has been Gerry Egan. In terms of case work, both
statutory and voluntary, the systems approaches prevalent in the 19705 have
left their mark. The unifying factor of each approach is in how they comple-
ment our belief that any complex process is made easier and more effective if it
can be logically structured, while leaving scope for versatility and creativity. In
terms of the supervision model, this reminds us that supervision is a purposeful
activity, facilitated by communication skills and problem-selving techniques
(see Egan, 1994}, and with the ultimate goal of benefiting the client.

THE DEXTER AND RUSSELL CLIENT-CENTRED MODEL OF SUPER-
VISION

The model was first developed and used by Graham Dexter and Janice Russell
in 1990, Since that time it has been used effectively by many organizations,



A client-centred model of supervision |

B7

mental health teams, voluntary agencies and individuals, mainly in the north of

England (Figure 4.1).
The model consists of a six-stage circular process, dependent on- skilled

facilitation:

Listening

Mutual
contracting

Training
and
information

giving

Resources
and
planning

Empathiﬂ understanmn g

Genuineness
Dreacter and Bussell 1990

Figare 4.1 A client-centred model of supervision

|. Mutual contracting
2. Casework analysis
= identifying current isgmes

= identifying current strengths
» identifying current inter-fintrapersonal dynamics.



Bupervision

3. Goal setting

4, Identifying resources

5. Information giving and training
fi. Mutual contracting.

The skills within the process

The skills and values acknowledged in the outer perimeter operate from a
counselling philosophy which underpins a belief that effective supervision is a
facilifative process, hopefully enriching fo all participants, rather than a
mechanical procedure, Although the process itself is a simple one to follow,
the communication skills required to empower it are specific and sophisticated,
and become the fuel that drives the process.

In our view, this 15 because the major functions of the supervisor are
twofold, One 15 to structure according to the muteal goats of supervision,
which may need to incorporate agency expectations. The second, and equal in
importance, is to recognize the need for supervisees to talk through any
emotions, difficulties and anxicties, This is true of any ‘people work” setting,
Tschudin (1991}, for example, suggests that this particular aspect of supervi-
sion is 2 valuable safeguard for nurses, Our own expenence endorses this, in
working with nurses, mental health workers, counsellors, social workers and
voluntary agency workers, Tschudin links the process directly to Egan's coun-
selling process. Although we see some relevance of that process here we would
also stress that we would be wary of using counselling per se — indeed, we
believe that supervisors should refrain from counselling supervisees.

The Mexibility of the model

We sugpest that this model may be equally efectively emploved in one-to-one,
facilitated groups, peer group or self-supervision, The advantage in any of
these situations is that the purpose and logical sequence are not forgotten,

COme-to-one supervision

This is often the most formal type of supervision, usually undertaken by a
trained or experienced practitioner. The setting may vary considerably, and
there are differences between, for example, consubtative supervision and line
management supervision, The differences need to be clearly recognized, and
due attention given to the inherent power differentials and potential interest
and conflicts. in, for example, liné management supervision, of in Supervision
directly linked to a training course, where feedback will be given to assessors.
Thiz is worthy of much more discussion, but for the purposes of this chapter
the reader is directed to the importance of clear contracting (Stage | of the
maodel ).

Whatever the relationship of supervisor and supervisee, we would claim
that while it may not be absolutely necessary to hold an identical value onen-
tation, it 15 against the intercsts of both supervisee and client group to have a
supervisor who is unable to understand and embrace the concepts of a non-
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judgemental approach, genuineness and empathy, Our own view in this is
coloured, again, by experience, which falls in line on this occasion with
Rogers’ (1961, 1967) teachings relating supervision lo the conditions of
personal growth. Al the very least, it must be agreed that good supervision
cannol occur without the supervisee feeling safe to disclose the trickier

aspects of their practice.

Facilitated group supervision

An alternative o one-to-one practitioner supervision is to use a combination of
peer and practitioner supervision, In this arena it is possible to get the best of
both worlds in terms of a more objective professional feedback, and in using
the power of the shared resources of a peer group.

In group supervision the skills of facilitation are paramount, Egan (1973)
supgests several functions of a facilitator that appear to be compatible with
group supervision skills. These include modelling appropriate behaviour,
being a resource for the group/client, and demonstrating a leadership role,

Peer supervision

Peer supervision is appropriate and effective in both one-to-one and group situ-
ations. It may be seen as an alternative to using a practitioner, or may be used
to augment that process. It can be usefully emploved on an intra- or intera-
gency basis, tapping into and enhancing cach other's resources - this may be
particularly useful when there are practical and financial difficulties. This 3%
not 1o suggest, however, that peer supervision is merely a substute, rather to
support an approach that assens that there are always the resources for supervi-
sion.

One of the greatest benefits of peer supervision is the sharing of experi-
ences, in terms of both personal and client-related issves. Peer debrief is
essentinl for wellbeing and personal efficiency. The argument can be extended
to suggest that the client's best interest is served when everything peossible is
being done (o ensure the worker's ability 1o practise safely and efficiently.

Peer supervision provides an opponunity to share and debriel particular
difficulties that ocour in particular client groups. It also allows for the sharing
of approaches, different styles of practice and technigues that may have been
used to advantage, or which might have been disappointing, Such sharing is of
benefit to the presenter and to those listening, and offers 2 medium for
constructive feedback. In giving and receiving feedback, panicipants are also
able to develop and enhance the skills of supervising and of being supervised.
It is waorth remembering here a point which recurs in our model, that while
there is profit in sharing problems and anxieties, there is much o be gained
from debriefing successes as well. It would be a great loss if leaming were
cenfined to the negative when development may be even more potentiated by
studying the positive oulcomes of sessions and interventions, and identifying
the talents, resources and skills of the peer group.
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Sell-supervision

Self-supervision involves a reflective approach, an ability to self-check and
self-assess which enhances quality of work without inhibition through self-
consciousness. This involves a degree of self-awareness and an ability for self-
analysis, Following a modutar approach can aid clanty here, in being able to
achieve some distancing. Within this, various technigues can be used as aids.
Where possible, taping can be 8 useful practice, aiding inerpersonal process
recall, Where this s not possible, the immediate recording of sessions may
provide food for thought. Identifving specific skills, amitudes or strategies
which may help or hinder the process and charting them over time provides a
useful backup to self-checking. Long-term notes may also be useful in review-
ing work with a particular client group, to remind workers of contracts, of the
purpose of the work, and to identify the positive and negative outcomes in
termé of negotiated goals.

From here onwards we will present the model in terms of supervisor and
supervisee. This is for clarity of presentation — the process is relevant to any of
the above forms of supervision.

Mutual contracting

As stated, it is our view that the client is central and that their welfare is the
supervisor's main responsibility. They therefore havi an obligation to obtain
the best deal for the client and to ensure that the supervisee is operating *good
practice’, to the best of the supervisor’s knowledge. Implicit in this fundamen-
tal premise is that they also have a responsibility to the supervisee to provide
systematic supervision of a high quality and, where appropriate, e.g. in line
management supervision, to ensure that the supervisee is not overloaded or
agency-abused. Perhaps central to this process is the notion of a contract,
which is mutually negotisted and which clarifies standards, expectations and
what to do if it is felt that the client 15 not getting 4 fair deal. This 15 why
mutual contracting is seen as the first siage of the supervision process.

Within a clear and specific contract, the supervisory relationship can negoti-
ate and identify particular aspects of practice which require feedback. We
would suggest that giving feedback, 4 term miuch bandied around, 5 not only
central but is itself a specific skill, a view shared by Urbano (1984), who
sugpgests that the most effective feedback is that given “in a manner which is
positive, immediate and agreed by the supervisee’ (p.14). We would go further
and say that feedback needs to be specific rather than general to be of optimum
help. To achieve this end, it would seem that the contract should be flexible
encugh o allow for the development of the supervisory relationship and be
frequently rencgotiated to allow it to remain clear, specific and goal-orientated.

A vpical contract may focus on;

particular skills or approaches;
individual goals of supervision;
dgency goals and expectalions;
personal/professional/practice debrief;

L L] L -



! A client-centred model of supervisi

= timing for supervision;

= extenl of confidentiality;

« the supervisor’s responsibility to montor the ethical context of the fuper-
viser's practice;

*  length of contract.

It may be helpful to look at some of these 1ssues in slightly more depth.

Confidentiality

The complete confidential contract may riot always be possible or desirable,
Bohart and Todd (1988) cite the California Supreme Court TarasofT decision,
1971, as a useful example of the need to have exceptions to complete confiden-
tiality, In this case of a client who was intending to and eventually did kill their
daughter, it was ruled that!

‘Private privilege ends where public peril begina”® (p.345). In our view, this
relates also to supervision, while recognizing that there are many fine lines and
grey areas surrounding the passover point. As a general guideling, the super-
visee's client is also the supervisor’s vicarious responsibility, and must remain
the priority. In this context client endangerment may be substituted for public
peril.

Less formidahle examples of potential breach of confidentiality mav also
include the need for intra- and interagency liaison, or reporting to accreditation
bodies, for example where the supervisee is enrolled in specific training
programmes. However, confidentiality should only be breached in the interest
of the chient or the worker, and in any case only with the maximum opporiunity
for negotiation or consent. Confidentiality from the client’s perspective has to
be recognized and the relevant permissions obtained or limitations clarified.
Perhaps the main point here is that the limits of confidentiality be openly
recognized in any contracting. '

Erhical vonziderations

The supervisor and the supervisee have to be equally clear on the ethical codes
of conduct relevant to their working contract and to the supervisory contract.
This entails having a clear understanding of what action may result should the
supervisee disclose practice which is seen as unethical or prejudicial to the
client’s welfare. Although we are aware of the implications in terms of reduc-
ing potential disclosure, we feel it 15 vital that these issues are clearly negoti-
ated and established at the first supervision session (see Information giving and
training, p. 94).

Timiing

The frequency and length of session need to be clearly identified. It is also
useful if panitions can be drawn between particular aspects of the supervision,
e.g. lime spent on personal issues, training, casework discussion, analysis and
administration. Any additional contract for informal or urgent telephone

"
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debriefing. needs to be carefully considered and a policy determined.
Concentration span for individuals will vary and be influenced by experience,
mood, tiredness, environment and circumstantial distractions. It has been our
experience that negotating for these potential problems is beneficial,

Length of supervisiaon

It may be useful to discuss the advisability of length of supervision at &n early
opportunity and contingencies developed for the possibility that the supervi-
sion contract be broken by either party. Also, a probationary period of supervi-
sion is often 3 good policy so that either party may withdraw if their personal
goals or values are not being adequately served.

Supervisee's disclosure
The reciprocal skill that accompanies facilitation skills is the ability of the
supervisce to disclose, Although it is the responsibility of the supervisor 1o
establish a climate conducive to disclosure, the supervisee has to have the
courage and ability to reveal difficulties, inadequacies and emotions where
appropriate. Similarly, they will need to develop the skill of prioritization and,
as mentioned in the section on peer supervision, that of analysis of positive
interventions. These skills may vary aceording to expérience, and the supervi-
sor should keep this in mind when helping to focus the supervisee. Although
the right to withhold distlosures remains the supervisee’s, long-term inability
to disclose or confront issues may, at its most extreme, result in forfeiture of
the right to practise. Again, agency expectations, whether voluntary or statu-
tory, need to be clearly spelt out here: where are the lines of accountability? Is
supervision {which cannot operate without some disclosure) a part of the
workers contractual obligation?

Casework analysis

Identifying current isswes

Current issues may be particular cases where the supervisee just feels stuck,
where they need (o review intervention for assessment purposes, or specific
problems or concerns such as client dependence, overload, time management,
administrative concerns or the appropriateness of any particular technigues or
interventions. It is our belief that at this juncture it is not the supervisor’s place
to offer advice or guidance, but instead to employ the outer perimeter attitudes
and skills in order to allow the supervisee 1o develop their own insights where
possible, More directive intervention may be appropriate al a later stage in the
process.

fdentifving current strenths

If the supervisor has listened carefully to the supervisee's current issues, it
should be possible 1o identify the skills, gualities and resources that they have
available. The supervisor should be able to gently challenge clearer insights
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into what 15 potentially available within the resources of worker, agency and
client, in order (o move on within the process, Often supervisees need remind-
ing at this point of the objective of their contract with the client, whether it is to
enable a self-referred client to help themselves, or a statutory intervention
within which they might have specific dutics, whether willingly contracted
with the client or not. Scenarios obviously differ greatly, but common (o all
will be issues such as time management, the use of particular techniques and
commitment 1o progress and review. It is useful to be able to challenge super-
visees to see themselves neat, with their deficiencies, weaknesses and mistakes
alongside their strengths, talents, skills, personal qualities and resources. This
implies a recognition of them as developing workers, and past experiences may
be invoked in this process.

Idemtifving infra-finterpersonal issles

Within every case discussed will be elements of the interpersonal dynamic
between worker and client, which may require debriefing. This can be as low
key as ‘1 wonder why | like this client more than this one’, 1o higher-profile
feelings such as ‘I hate secing X, they really wind me up’, or '] feel sexually
attracted to this client’. In other words, the interpersonal issues that require
debricfing are the thoughts, feelings and behavipurs that are stimulated
between the two parties. It may be that there are some bamicrs, anxieties or
difficulties that require identifying and working through before the relationship
¢an progress. In some instances, particularly where the worker may be
involved against the wishes of the elient, it may be that hostility is encountered
for which the worker needs support Equally important may be the intraper-
sonal issues for the worker, e.g. "What thoughts, feelings and behaviours are
evoked for me through working with this client?” *How do | feel when |
contemplate this interview?' ‘How do | feel when | come out?" These personal
isswes may not be directly related to the specific relationship with a particular
¢lient, but rooted in doubts about personal competence. It muy even be the
personal need to be helpiul, the often overwhelming need to demonstrate skills,
SUCCEss of progress that is buzzing away in the worker’s head, or frustration at
the himitations of what the worker cin realistically achieve,

It is vital that these issucs are brought out into the open so that they can be
dealt with sensitively and directly. How many of us can honestly say that such
doubts, difficulties and frusirations have not oceurred in our work? Knowing
that this is the case, and that these are common and consistent themes, may be
comforting for most workers, although such knowledge shoutd not lead 1o
complacency,

Croal setting

This stage of supervision is crucial and, in our expenience, often underused in
systematic supervision. There appear to be some vital questions that need to be
addressed at this stage which make a significant contribution to effective
SUpervision:

What are you trying to achieve with this cliem? If you are involved with the
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whole family, who is the clicnt?

What do you believe the client is trying tw achieve?

Whiat are vour prefermed outcomes? Are any of them unethical, or contrary to
gither vour own or the client’s welfare?

Are your goals compatible with those of the organization you work for?

If vou continue with what vou are doing, will the interests of the client, your-
self and the organization be beat served?

If the answer to any of the above creates dissonance, how might this be resolved?

This is a gencralized list of suggestions, certainly not intended to be cither
mandatory or exhaustive. The central point is that workers need to be in touch
with their goals to aid e fective work.

Resources and planning

Having explored the goals that the supervisee sees as important to the client
and themselves, and which satisfy agency expectations where appropriate, it is
now usefll to initiate some investigation into what resources are required to
enable those podals 1o be achieved, These might be of & personal or & practical
nature, or perhaps involve the expertise of other workers. It may be that a-plan
iz required to enable goals to be achieved. For example, the goal may be to
proceed more gquickly by using different approaches, but before this can be
achieved further training or reading may be needed, Planning our own devel-
opment is one possible outcome of contemplating how best to achieve goals,
especially when investigition reveals a lack of immediate personal resources.
Brainstorming can be a useful technique here for getting in towch with
resources and planning strategies. Such reflections may also lead to the conclu-
sion that the best interest of the client may be served by appropriate referral,
rather than pladding on without profitable results.

Information giving and training

At some point within the process of supervision the supervisor will be called
upon to venture an opinion or to offer ideas based upon their own professicnal
experience and expertise, [t is our view that this point is reached toward the
end of supervision rather than the beginning. In the spirit of empowering,
rather than inducing dependency, every opportunity should be given for the
supervisee 1o develop their own insights and ideas through empathic response
and insightful challenges on the pant of the supervisor. However, it would be
haoth wasteful ‘and irmesponsible for a supervisor to ignore obvious deficits in
the supervisee's education or experience, especially if for want of some small
input the client’s situation could be significantly improved, or the supervisee's
leaming enhanced. The supervisor should be able to offer further insight and
different techniques and appreaches that will augment the competence of the
worker. Such teaching should be limited to enabling development rather than
overwhelming and thus disabling the supervisee,

One final note i clearly linked o ethical issues, It may be necessary on
some occasions (o be quite frank and say that if the supervisee continues with a
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particular technique or unethical practice, then *x" will be the result. An
extreme example of this may be where the worker is initiating or continuing a
sexual refationship with the client, which would result in a breach of the code
of conduct adhered to by the worker. The supervisor would need to explain the
consequences of such behaviour, which would depend on the details of the
situation and the agency/professional body code, but which may involve, for
example, a report being filed with the appropriate ethical committee of the
worker s professional body andor agency, and discontinuation of supervision,
This of course has implications for the supervision contract, and is where the
process links haek to mutual contracting.

Mutual (rejcontracting

The original contract may have specified the supervision required by the super-
visee, but this may change during the initial process where the supervisor has
provided additional ideas of where feedback may be most needed or useful.
Training needs, timing and frequency or type of supervision may now be more
gocurately assessed. Thus a renegotiated contract for the next session appeirs
1o us to be the most appropriate point to finish the process.

CONCLUSION

We began this chapter by stating that the model proposed is intended o be a
useful tool, not a straitjackel. We would now add to this by saving that
afthough the progress of the model is presented as linear and circular, this is
only because it has developed that way. However, we note that when we have
taught the model, and on occasion in our own use, therd may be a need for the
process to flow forward more quickly, or o flow backwards to previous stages.
Thiz is not only acceptable but commendable, as it demonstrates the model in
wse as o tool which enhances the supervision experience.

Finally, the model has a contribution 1o make in providing clear guidelines to
the process of supervision which may offer a consistent approach, not only in
consultative supervision but across a whole agency. This has obvious advan-
tages for development and assessment processes, which will become more rele-
vant with the introduction and intensification of MOV programmes across a
vanicty of agencies. We believe that such advantages are for both supervisor and
stipervisee — the night to receive a high standard of supervision 15 equal to that
of the right of an agency to expect & high standard of work from its employees.
Uiitimately, they aid the process of ensuring the best possible provision for
clients.
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Procter, B, ([988) Supervision: a Working Alliance, (WVideo Training Manual),
Alexia Puhlications, 5t. Leonards-on-Sea.
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Working with anxious
people

Matthew sat wringing his hands and rocking backwards and forwards
with & strained facial expression.

"Hellp, Matthew, is there anvihing | can do to help you at- the
mament?

I"m scared sick, 1 don't know what it s, but 1 just can't seem to think
straight, everything is so difficull. My head aches, my hean is pound-
ing, it is as i I"ve got some dreadful disease.”

Matthew has been complaining of a variety of bodily symptoms for some time,
but underlying all these are his persistent feelings of fear resulting in a severe
*anxiety state’, This fear incapacitates Matthew to such an extent that he finds
it difficult to do the simplest of tasks. The nature of his anxiety clouds his
thinking to such an extent that he finds it difficult to pinpoint any specific arca
that causes i, This is gencrally known as “free-floating anxiety”. However,
anxiety can present in a multitude of ways, and may occor as a symptom in any
psychiatric disorder. Another form of anxiety is where a specific fear can be
isolated, which results in a “phobic stite’. Phobias such as fear of open spaces
{agoraphobia) can be totally incapacitating and require very specific nursing
interventions (see p, 68).

Anxiety occurs in an individual when he is confronted with some form of
stress. It is a state whereby the body prepares itself for a *fight or flight’ reac-
tion 1o the stressful situation. s physiological origin (see Figure 5.1) gives rise
to symptoms such as palpitations, increased respiration, diarrhoea, frequency
of micturition, tension, headache, mausea and potentially many others.
However, an appropriate level of anxiety can be very beneficial. For example,
before a race, in examination preparation and other situations where the indi-
vidual s put to the test, anxiety usually increases the motivation to do well, but
once the anxiety goes beyond its useful level disaster can oocur, e examina-
tion or test failure. Examples of situations where anxiety i a major component
of the individuals feeling state include examinations; interviews; important
personal occasions such as marriage, the birth of a sibling, the loss of a loved
one and funerals; competitive: évents; and personal danger. The body's
response is geared towards: helping the individual cope with these situations,
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but there are times when the physiological response remains when the stimulus
situation appears o have gone. Recall how you felt before your interview;
increase that feeling tenfold and imagine feeling like that for days and some-
times weeks on end; vou will then be going some way towards understanding
how it must feel to be suffering from an *acute anxiety reaction”,

Some people are more anxious than others, which could be due to many
factors: personality, family environment and influence, personal financial and
occupational circumstances, education and abality to relax, for example. The
ability to cope with anxiety stems from an awareness of what causes it and
then a purpaseful attempt to either avoid the cause or cope with the result,
However, avoidance could lead to further anxicty when the stressful event is
finally confronted, or just the thought of the event could be sufficient to set off
an anxious reaction. '

People have different ways of coping with anxious moments. These are
often unconscious processes aimed at protecting themsclves from the anxiety-
provoking situation or thought. They are termed *mental defence mechanisms'
and were first described by Freud (1958). Using defence mechanisms initially
serves a useful purpose in that it allows time for an individual to work through
the anxiety situation, ¢.g. the student who fails the examination for the final
time may say or think initially, *Well, it is probably for the best anyway, I'm a
maore practical person and if | had passed | would have been stuck with the
office responsibility which isn’t really what | want.
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Figure 5.1  The physiological origin of anxiely
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This *rationalization’ gives the person time, if they so wish, to work through to
the actual thinking and acceptance of *1 have not got the intellectual or techni-
cal ahility to pass this examination.’ This form of thinking would initially have
been anxiety provoking, so the unconscious use of the mtionalization mecha-
mism occurs, There are many other mechanisms that are used, depending upon
the individual and the situation. Overuse of these, however, is not conducive to
*healthy” living, and many clients with anxiety states tend to rely rather heavily
on them, 1t is therefore necessary for the nurse to understand these mechanisms
and be aware of when they are being used excessively in order to appreciate
the stressful areas in the chent’s life.

PROBLEMS AND NEEDS OF THE ANXIOUS CLIENT

The problems and consequent needs of the anxious client are mainly twofold:
those presented as.a direct result of the physiological response, and those
related 1o the psychological effects of fear {see Tables 5.1 and 5.2). On
gssessment it is often necessary for the nurse 1o 1ake reasonable control of the
situation, conveying a calm air of confidence in order to avoid the client
experiencing further anxieties related to ‘Do they know what they are doing?
Clear explanations of *what will happen next' are necessary in order 1o
minimize the effects of the client’s anxieties conceming the outcome of his
admission. A steady tour of the environment and an early introduction to the
client's personal space should help minimize his feelings of insecurity, at all
times making clear the safety line of *nurse avaifability”, [t may be useful 1o
concentrate on & one-to-one basis imitially, until the client’s confidence

grows,

Table 5.1 The physiolegical problems and necds of the anxious patient

Problem Potential Problem Mewd

Continisal feclings of fear and Panic attack Calm, sccepting presence of narse, Clear safety limits

dread -explained

Insecurity [mcortaingy Highlight and reward any siges of progress, Give clear
Loss of ponfidence indications of any changes in treatment or care

Agitation Exhaustion Enourage rest. Provide opportunity for privacy. Guide
Social izolation appropristencas of behaviowr, 1.e. protect from other

patients’ reactions to ceaseless agitation

Lack of copcentration Inability 1o complets Diecupation given al appropriate level of patient’s

simiplest of tasks concentration. Regularly assessed and suitably changed

- encourage distraction from perional womries

Frsiration Irritabaliny, anger Opportunity o vent and explore feelings; 1o be lisered

1o and undersiod
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Table 5.2 The physiological problems and noeds of the anxious patient

Problem

Potentinl Problem

Need

Digestive upsct, &, nausea

Freguency of micturition and
dinrrhoea

Expessive sheating

Increased respiration and
pilpitations

Continual agitation, movement,
restlessnicss

Anorexia, loss of weight

Incontinence, accidental

soiling, dehydration

By ndour, discomion,
SOrCTCss

Exaccrbation of anxiety
fears of physical cause/
disease

Irrinability, Frustraton,
aggression, exhaustion

Monionng of dictary intake and weight. Small,
regular, non-irritating nuiritional meals, Appropriate
medication for indigestion

Easily accessible toilet facilities. Clothes that launder
well and are practical, Extra Munds 1o compensate loss,
Appropriste medication for severe dinmhoea.

Freguent opporniunity for bathing. Encoursge
self-care

Clear and simple explanation of symptoms. Avoid
dwelling upon patient’s physical complaints. Focus
upon feshngs underlying the symptoms

Encourage rest and relaxation wechnigues at
iny opporiune time

Priorities of care need to be quickly assessed and acted wpon. In'severe anxiety
states it is likely that the nuriing intervention will work in conjunction with the
medical treatment, Anxiolytic medications, psychological testing, group therapy
and relaxation techniques may all play a part in the care of the anxious clien.

IMPLICATIONS FOR THE SURSE

When caring for the anxious client the nurse must remain calm and confident,
acting in a-sense as a model for the client. This is by no means an casy task,
because the anxiety the client generates is often severe énough 10 cause anxiety
in the nurse, A situabion can occur where the clignt's expeciations of the nerse
to do something increase, the nurse's feelings of responsibility 1o-do something
increase, and at the same time the nurse realizes how powerless she is to help,
thus creating a ‘mutual anxiéty-provoking” relationship. The danger then is that
the nurse’s anxiety reflects further on to the client, thereby increasing the
client's anxiety. An extension of this could be when a client detects his anxiety
being reciprocated and becomes increasingly frustrated to the extent of
directed aggression towards the nurse. The tendency for the nurse to withdraw
with feclings of rejection is considerable, and may influence the nurse o the
extent that she may avoid the client in the future. It therefore becomes clear
that while interacting with anxious individuals, it is important for the nurse 1o
be aware of her own anxiety fevels and to undecstand the: possible caises
withinn any interactions. The causes are often concemed with the nurse’s self-
doubt or lack of confidence (see Table 5.3), the effects of which are minimized
if she iz prepared for this and given some idea of the strategics she could use
when anxiety levels increase in a nurse—client interaction, These strategies are
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concerned with relying on genuineness, i.e. being honest with yourself about
self-doubt and personal limitations. This will help in the perception of intended
interactions with realistic expectations, thus reducing what often becomes
‘personal pressure’ of having 1o do something well and in concrete terms.
During interactions the strategy used is the practical application of skills, and
the more effective these are the less likelihood there is of *personal distracters’
causing anxiety in the nurse,

Table 5.3  Some cawses of “nurse anxiety” during interactions with patients

Personal Envirommental Paticnt

Am | helping? Have | got time? He is becoming mare

Whiat arnp;rjiﬂng? ﬂhuuldﬁ:: doing frustrated. ¢

Will | be able 10 help? something else? He is becoming very

Am | saying the right What about the other emotional.

things? patienis? What if e tums his

What shall | say next? I must go soon, frsaration towards me?
How do [ end this? Can | cope with all this?

PRINCIPLES AND SKILLS REQUIRED

The skills required to help anxious clients are mainly those associated with
encouraging them to explore their feelings in order to identify in more concrete
terms the areas in their lives that contribute to the anxious state, Referring back
to Matthew's statement when he was asked by the nurse if there was anything
she could do to help:

‘I'm scared sick, I don’t know what it is, but | just can't seem to think
straight; everything is so difficult, My head aches, my heart is pounding, it is
a5 if ['ve got some dreadful discase,”

Nurse: *You feel frightened because you are not sure what's happening, you
have all these symploms and vou suspect there may be something physically
wrong with you.'

This response demonstrates the use of paraphrasing and reflecting in order to
convey empathy to the client, but also allowing him to hear again what he has
just said, thus giving more time to focus on what he actually feels. The tenta-
tveness in the nurse’s response al this stage is imponant in order to allow the
chient to correct or focus in further on the nurse’s response,

Maitfew: *Yes, 1t makes me wonder sometimes if there 18 something physically
wrong, but at the same time, | know it 18 to do with my thinking, my feelings,
the worry about home, relationships and work.”

Nurse: 'So you realize that the way you are at the moment 35 to do with your
thinking, feelings and worries about home, relationships and work. I'm
wondering which of those is the erucial ssue for vou at the moment?”

One of the skills when interacting with anxious clients is to distract them from
dwelling too long on their bodily symploms, as this is likely to increase their
fears, vet atl the same time the nurse must acknowledge and show undersiand-
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ing of the client’s feehngs. The response above is a “clarifying’ skill, in that it
is an extension of a paraphrase asking the client o sort out prioritics, which
may mean the client responding to something that is the most crucial issue, or
something that the client feels comfortable to talk about at this stage. Either
way, it i3 helping him to explore his situation with the aim of identifving feel-
ings and problems,

Martfew: “Well, | suppose a lot of it is to do with home and my wife, She's
changed so much over the last few years, she has so many new interests it's as
if she's a different person.’

Nurze: "How does this change in vour wife make you feel?”

The open question is used here for two main reasons: one is o gain more infor-
mation, and the other is to help the client focus upon his own feelings in the
present rather than his wife's behaviour in the past. This is important, for it
enables the client to continue 1alking about himself, whereas the details about
the past and others, although relevant and possibly serving a purpose in some
cases, may cloud the issue of the *client’s feelings now” in this type of situation.

Maithew: 'l just know thal I'm becoming less important to her, that one day
she's going to go off with someone who's on her level that she can share more
interests with. [ just can’t keep up with her.”

It 15 often the case that because of the high level of anxiety within the client,
even when asked directly how he feels, he may still come back with more
detail concerning his feelings but not identifying them. When this ocours, it is
impartant that the nurse uses an empathic response to ensure that understand-
ing has taken place and that the client has a chance 1o pinpoint his feelings;

Nurse: *Are you saying you're feeling inferior in some way 1o your wife and
this makes you feel insecure within the relationship?”

The stronger the feeling words used the more tentatively the nurse should say
them, as they can sometimes be received with some surprise and, 1f said
dogmatically, the client may become defensive and refuse to explore the possi-
bility of owning the feelings put to him,

The skills described so far are the listening skills from the counselling model
(see p. 33} To expect to use advanced skills in a severely anxious client 15
unrealistic, as much working through of the client’s feelings 15 required before
problem solving should be considered, This *working through' is facilitated by
the nurse if the skills above are used in conjunction with ahservational skills,
Sensitivity to the client’s non-verbal behaviour will help the nurse appreciate
the general state of the client: restlessness, pacing, rocking, wringing of hands;
nail-biting and many others are indicative of anxicty, Also, being acutely aware
of more subtle changes during interactions, e.g. looking away, resorting to
closed posture, change in tone of voice, will help identify possible areas of
particular difficulty in the client's life. This docs not necessarily mean that it
would be right for the nurse to focus on these areas, as this would depend upon
many factors;, e.g. how secure the client fecls within the nurse--client relation-
ship and the ability of the nurse 1o cope with the possible consequences. At the
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very least, any appreciation of the client’s anxiety situations will enhance the
empathy that the nurse achieves,

Another area of skill that is very useful for the care of the anxious client is
related to facilitating relaxation and teaching methods of self-relaxation. There
arc many different methods of relaxation, but one that 15 commonly used
involves the physical relaxation of the body by systematically tensing and
relaxing groups of muscles. This involves following instructions either from a
teacher or a tape. The skills needed to perform this are: appreciation of the
appropriate environment, i.c. a quict, comfortable, dimly Iit room: the use of a
tone of voice that is soft, clear and free from obvious distractions such as stut-
ters, lisps or strong accents; and a sensitivity to Uming, ensuring that while the
nurse is taking the person through the experience she allows sufficient time to
carry ot the individual exercises. This is one advantage over the tape recorder,
another is that the nurse can be sensitive to o particular area of the body that is
visibly more tense than anywhere ¢lse, and spend a little more time helping the
client to relax that part. Once the client has leamed the principles of physical
relaxation, the nurse can help him to apply those principles to himself at times
oof stress, noorder W minimize the effects of anxiety,

SUMMARY

Anxiety is a part of all of us and can be useful in increasing our motivation to
do certain things. However, when anxiety becomes the predominant emotion in
our lives its usefiulness tums to destruction, fear and helplessness, 115 physio-
logical and paychological nature requires the nurse o have a clear understand-
ing of its origin and effect, and the subsequent problems and needs. When
caring for the anxious client, the nurse must be in touch with her own feelings
and be aware of her own anxiety levels, so as not to compromise the attention
she gives to the client. The skills required to help the client explore his anxious
world are the listening skills of paraphrasing, reflecting, questioning and clari-
fwing. These are used to help gain empathy with the client, while at the same
time supporting him through confused and sometimes painful emotions.

KEY CONCEPTS

1. Anxiety can present in-a multitude of ways and may occur as a symplom
in any psychiatric disorder.

2. 1tisa state wherchy the body prepares itsell for a *fight or flight” reaction.

3. Its physiological origin 15 due to the overactivity of the sympathetic and
part of the parasympathetic nervous systems.

4. Mental defence mechanisms are unconscious processes aimed-at protect-
ing the “=ell” from anxiety.

5. The problems and needs of the anxious client are those presented as a direct
result of the physiological response and those related to the psychological
effects of fear.

6. When caring for the anxious chent, the nurse maist remain calm and confi-
dent.
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7. The nursing skills required are those of effective listening to gain empathy
and help exploration of the elients emations.

B. Other skills are related to observation, sensitivity and the use of non-verbal
communication, and the facilitation and teaching of relaxation.
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Andrew; *I've had enough. I'm such a big fat useless slob. | just can’t
get anything right. I'm totally useless.”

Nurze: "Totally useless?”

Andrew: “Yes, I can’t do my job properly. | can't keep relationships. |
cock up everything | do and then | run home like 2 big kid...l had a
house once but | couldn® hack it | 3ald up after three months, losta
load of money and ran home o my mether, | go out tothe pub, act like
the life and soul of the party and pretend everything's 0K, You know,
have a lugh and a joke, but it*s all a sham, an act. 1'm just a figure of
fun, bil of a joke reallv. Everyone cxpects me 1o be like that all the
time...but when I get home [ start blubbering like a baby, weeping and
wailing all over the place. Who'd want a pathetic man like that?'

Nurze: "Pathetic?

Aridrenw: *Yeah! Useless, a fadlure, 1otal mess. | can't see an end o it, It

Seems to gooon fior ever. Me cocking things up, upseiting people, blow-

ing it.”
The picture illustrated above is one of a man with severe depression. His
thought processes are all negative, about himself and the world around him, He
is miserahle, preoccupied and wrapped up in sclf-criticism, berating himself
constantly. He appears to have lost his sense of purpose, is confused, dejected
and has a hopeless and powerless vision of his future, This continuum of
depression (see Figure 6.1), however, is not necessanily experienced by all,
Individuals may never proceed to the depths of hopelessness described; others
may not experience sadness, but find themselves suddenly in the grips of
despair,

There are many theories relating to the causation of depression (Barker,
1992}, varving from the psychoanalytical theory of loss of a love object
(Freud, 1917) to-the ru;umphg.'siuhg'lml theory that relates the alterations of
feeling states to chemical disturbances, to the cogmitive theory which impli-
cates the thinking style of the sufferer (Beck, 1980), It is our opinion that it 15
unlikely that a single theory could adequately cover the actiology of depres-
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sion; it is probably a combination of factors that play a part in each individual,
However, when dealing with someone with depression the cause becomes
academic, for each individual is unique, as is their experience. Consequently
any attempt to generalize and find a common denominator should have little
effect, if any, on the nurse’s attitude and skilis.
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Figure 6.1 A continuum of depression

The individual manifestations of depression are many and varied, and an
outline of the most common features associated with feelings, thoughts, behav-
iours, communication and sleep will hielp to elarify this point (Tables 6.1-6.4).

Table 6.1 Depressive feelings

15t Level 2nd Level

Achievement of pleasure and satisfaciion  Often "expressionless’, a5 if without feel-
negligible. Feels helpless, Generally iftg. Experiences feelings of “nothing-
pessimistic: May-show clear evidence of ness’, "botiomless", despair and Fotility,
erving. Experiences feclings of heaviness  worhlessness and hopelessness.

and emptiness, Anxiely may be present

mildly or intensely.
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Table 8,2 Depressive thoughls

Ist Level

2mdl Level

process slow. Concentration
becomes difficuly Interests increasingly
diminish. Becomes unsure and indecisive,
Ruminative thoughts intérfere with prob-
lem solving, dwelling upon the lack of
future prospects.and 8 meaningless exis-
tence.

Oirientation 1o reality becomes increas-
ingly difficult, Delusional thinking may

be present, often confirming negative feel-
ings. Delusional content may be associ-
ated with guilt, poverty, "nothingness"
{mihilistic) and bodily funcizons,

Table 6.3  Depressive beluy o

Ist Level

Ind Level

Lieneral sboowness of movemenl Every
sk takesa greal effort. Very linle effort
to mvest in self-care, Weakness and
fatigue, May overeat or more ofien
becpme anorexic and bose weight, Marked
decrease in sexual interest. Agitation may
result in persistent movement. Tendency to
withdriw from others lending to isolation,

Becomes almost modionbess or indulges in
agitated purposeless movement. Mo
evidence of self-care, Posture often
stumped, head and eyes down and gerier-
ally curbed inwards, If left, would never
mve oul of bed. Every 1ask becomes o
meagor andeal.

Table 6.4 Communication ebserved in depression

It Level

2nd Level

Slow speech, ofien with Tong gaps
between sentences, often deliversd ina
montonous manner, Moy forget the origi-
nal irain of thought de o poor cancentn-
tion span. Posture and facial expressions
are oflen relisble aspects of non-veérbal

COMUmEnication.

Oiften mute, or monosyllabee, Listhe
acknowiedgement of others present. Very
subtle changes in non-verbal communica-
tian,

Depressive reactions can occur at any age and in either sex. Individuals may
communicate their feelings differently. People tend to be at risk from depres-
siom at times of crisis or during some developmental period of their life, e.g:

*  Lossof a loved one
or separation dnxiety

*  Having a baby
*  Entering the change of life
*  Retirement

Puerperal depression
Menopausal or climactenc depression
Depreasion of old age

OF course it is not just the process of change that gives rise to the depression,
as many physical, psychological and social components will play their pan,
resulting in what can be referred to as a ‘complexity of painful despair’. The
following was written by someone regarding this aspect of depression,
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‘I think ['ll just sit here = but 1've got 50 much | should do, it doesn't
matter, IF | do stari something I'H only do it wrong, Oh God why
should there be so much pressure? [ can feel them all wanting so much,
almost like a physical pressure on me dragging me down. So '] sit
here - just sit. | refuse, no-one can make me do anything ~ but they'll
try. ' fanl again, They all expect so much, and 1'm just not able, [ try
a0 hard bt 1°m just not up 10 it. [T only they could see, but they just
keep smiling and saving it°s all right. But | know it's noet, just ook at
me, I'm a mess, 1'll never feel better. How will | ever face them after
they've seen me like this? | can't let them — but what can | do? Why
should 1 do anything? 1f 1 sit here °11 die- eventunlly then | won't have
to do anything ever again. I'll study that carpet until | die, it's better
this' way, I can never fail again, | don't éven bave to do snyvihing, |
couldn't even do what I've rehearsed so many times, | even bought a
tow rope, tested the garage beams but I coulda’t even do that, | thought
about the kids at the last moment - 1f 1'd done it, then it°°d be over now,
The kids would cry, but at least they'd respect me for doing something
right. Mow all ihey see is this sormowful pitiful mess they call their
father, 17 1 am their father, | wonder if | even did that Aght. Who would
hlame her for taking a lover, mirried to 8 mess Hike me? [Tonly | could
get it together just enough to get it over with, but it"s just oo much
effort, 1'l just stay here and look at this carpet till 1 die — please God if
wou' ] just kelp me to do this, 1 even need help just to sit here and die.
God = that"s o laugh, he should worry about me. My God what & mess
['am just sitong bere féching sormy for me, | don't deserve o live when
| can't even feel sorry for the people 've hurt, Please please someong
help me dig.”

This transcript illustrates that suicide is alwayvs an option for depressed people
and 15 often thought of as the only way out of what 15 perceived as a desperate
situation, It must be made clear that any depressed individual may attempt
to end his life by suicide. [t has been said that those individuals who have
very little energy or drive, or who lack clarity of thought due to severe depres-
sion, as in this case, are unlikely to succeed in killing themselves, but the nurse
cannot ignore the possibility that they may find sufficient resources 1o fall
through & window, walk in front of a car or wander off towards the river. When
nursing clients who are depressed, it is safer to consider them all as potentially
suicidal. Clients are most *at risk” when their physical and psychological state
has outwardly improved but the feelings of desperation still remain. At this
time the patient may resolve never to experience the same depths again, and in
order to ensure that it does not happen, decides to ‘end it all’. Other nisk peri-
ods related 1o depression are summarized in Figure 6.2,

It is not only people who suffer from depression who anempt suicide. Others
are also at risk, e.g. those who are continually tormented by disordered percep-
tions and wish to nd themselves of the torment, or as a direct response to hallu-
cinations or delusions, Some people may not intend 1o kill themselves but use
the attempt as a “c¢ry for help' with problems that overwhelm them. All
attempts at suicide are serious and raise many issues that require exploration
by the nurse.



Implications for the nurse

hizma - Suickden imputss B0eMELS My
Hypormania — Gt grain Buh mood
elgvaied. Thes m probably dos o
Elatad = tha Fcihadial’s feae of pending
——Hagpyr — — — — = = e — e ————
Fidup' —
— =S = o=
Depremsad  — Thue reciralaon and e prospact
#_MMM?Msnn
‘high ik penodt. Thene are often
Jeveeely ﬂammwm
dipurriiti] beore hosgetakzaten
) L#-mlhgh-lﬂm
MEB: Other resk penod's & feated 101 daly W'I H"Z'j""i"-‘m
Wﬁmﬂd: W'T'ﬂmwm prEyehoma traatrrsani. Ofien
- Ihe patent'd al ity i i :
towircts ther end of the diry, 2rvd leved or mlgdaton Physcal  OC9rS when on

EBNO0GENOUE (apressinn — 18 wirs! Trne O0cuwrs dndd haught procsssies wraeand ieae o
d-mgwnmmrmmnnremrm The make if diflicult Yo e Sven Shonly afar

incaence.of BLRCa0E NCrEAtes. dhrng Sningme Ary ST SOk dschange
L per ol anrever GaniEs S oiten sgndicant. attemet

Figure 6.2 Mood varintion curve showing the *high risk” times for potential suicides
IMPLICATIONS FOR THE NURSE

Imagine yourself walking across a bridge; in the distance you see a figure
sitling precarnously on the edge of the bridge, looking down on the busy road
beneath. To fall would mean almost certain death. As vou approach you recog-
nize that she is an ex-client who was discharged a few weeks ago. She had
been treated for depression, but was considered fit to leave by all concemed.
As you walk, you recall the conversations you had with her, particularly the
one that related o her wanting to commit suicide, arguing that it was her right
to do so0 and giving what appeared to be quite logical reasons for this. When
you are almost ot arm’s length from her she tums and recognizes vou. She
shouts, "Leave me alone, this is something 1 must do.” By putting out your arm
and grabbing her, it is likely that vou could stop her at no risk 1o vourself,
Attempt to answer the following questions:

What would you do?

Would voustop her?

Would you let her jump?

How would you feel if she jumped without your attempting to stop her?

Have wvou the right to interfere with someone else’s decision about their

own life?

*  Why is she about to kill herself in a place where she may be discovered
and prevented from doing so?

*  How can you be sure her thinking is logical and without distortion?

*  How can you be sure she will not blame you for the rest of her life for
saving her?

*  How ean you be sure she will not thank you for saving her when her

depression lifis?
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These are questions about your human response to someone’s despair. It is
important for the nurse o explore these issues and guestions in order to prepare
for the situation occurning, thus increasing the likelihood of effective interven-
tion taking place during a crisiz, When the nurse is clear in her mind what she
thinks, the isstes are prevented from being distractions during the *crisis inter-
venihien',

However, there are also professional boundary issues for the nurse working
within residential care as part of the multidisciplinary team caring for a group
of clients. She has a responsillity to preserve life.and prevent suicide attempis
and, to a large extent, the institutional response will either reinforce this set of
beliefs or directly contradict and outweigh the individual’s human beliefs,

It is ofien the case that the institution will increase the level of observation
of the depressed patient to minimize the risk of suicide, in Seeming contradic-
tion to the principles of client autonomy, freedom and choice. These issues
necd to be discussed and: debated on the basis of what 15 best for the client,
rather than to fit the nurse”s principles and theories.

Caring for a client in the community carries with it & degree of risk.
Assessment of sulcide risk, often by direct questioning - 'Has it ever been so
bad that you've felt like harming voursell™ - is often an essential first step.
The nurse who is reticent about asking the chent about suicidal intent 15 not
only doing the client a disservice (he or she will often be only too relieved to
cither acknpwledge these feelings or to strongly deny them) but also doing
herzelf a disservice, since assessment is now based more on observations than
an hunches (admittedly these are occasionally right) and hard data and frank
discussion,

The question may lead o a discussion of ways-and means or merely indicate
that the client 15 worried that *If it gets much worse, I'm frightened | might
start considering it'. In either case a clearer picture is formed of the risk
imvolved. Clients may be encouraged to look at all the factors which have
prevented them taking this course of action, or (o réview betler limes a5 the
first step in reinstilling hope,

Development of a support network for the client iz also crucial as the level
of support around is often as important an indicator of suicidal risk as is
expressed intent. A useful question might be: *If | were not around who else
could help you with your current difficulties?’ Heightening support for the
client as well as providing support for relatives and others concerned helps to
maximize support for the client and minimize isolation for the nurse,

Important questions for the community nurse to ask of herself might include:

Can | help this person?

When would 1 need to refer the client on?

How would | recognize that time?

Where am | getting my support?

Where is he getting his support?

What has helped this person previously?

What has not helped?

What i5 our contract?

When will we know when this person is “better™

= & @ ® ® w 8 ® @
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Supervision for the nurse (see Chapter 4) and a knowledge of how and when to
refer clients would seem to be crucial.

Another potential distracter that could interfere with the therapeutic process
i the expressed depression from the client affecting the feelings of the nurse, Tt
is possible 1o find yourself sad, low, irritable and often helpless during an inter-
action with someone who is depressed. It is necessary for the nurse to realize
thi$ possibility, as it could result in her avoiding the depressed client and
thereby reinforcing his feelings of rejection, By being aware of this potential
distracter, and sensitive to the way it i$ communicated, i.e. mainly by non-
verbal cues, the nurse should be able to avoid interference from it and use the
added awareness to "tune’ into the ¢lient’s problems and needs.

PROBLEMS AND NEEDS OF THE DEPRESSED CLIENT

The problems and needs of the depressed client are varied and many. We
intend 1o outling these only in general terms in order for the student to perceive
the total picture of complexity, thus appreciating the scale of the problem. As
with any intention to embark upon caring for an individual, a thorough assess-
ment must be made and priorities of care set. These will vary, depending upon
the severity of the depression, Perhaps the most obvious priority is 1o ensure
the client’s safety and minimize the risk of suicide; some of the principles
involved here are outlined in Figure 6.3,
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Basically, physical problems, which may include anything from neglecting
personal hygiene and not shopping for food through to not eating or drinking,
may be dealt with on a continuum from problem-solving with the client {invit-
ing the client to set goals and actions to achieve those goals), to prompting,
cajoling and, in the most severe case, ‘doing for” the client.

We do not wish to underplay the part played in caring for teeth, personal
hygiene, diet and sleep within the institution and acknowledge that the nurse
has @ crucial part to play in performing those activities for the client which he
is incapable of performing himself (see Figure 6.4). However, in many cases
the wark that is done with clients is aimed at preventing this degree of stupor,
or at helping the client to recover from that peint.
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The psychological problems of someone who 15 depressed are uniguely
entwined around their personality, environment, circumstances and relation-
ships. There are, however, some clear commaon problem areas that can be expe-
rienced in varving degrees and combinations. Mot all depressed people
experience them all, but most experience some of them (see Figure 6.5). This
simplified diagram shows how problems overlap and often reinforce the feel-
ings expressed. The needs related to these problems are concerned with allow-
ing the client to talk through and express his feelings 1o someone skifful
enough to facilitate this,
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Figure 6.5 The psychological problems of the depressed client

PRIMCIPLES AND SKILLS REQUIRED

Sensitivity and awareness skills

Severely depressed people have limited resources to use in self- care. They
may neglect their most basic needs 10 such a degree that many, if left alone,
would just sit, oblivious to their own physical discomfont and environment.
When this state exists (o any degree, the nurse must be sensitive and anticipate
the niceds of the client, for example:

He may sit in a draught and not state that he is cold,

He may it in his own urine and not admiit to being sore.

He may be severely dehydrated and not ask for drink.

He may be crying out for love and acceptance vet deny himself tears.
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Accepting that the client may be unable or unwilling o communicate his own
needs, the nurse must rely on her observational skills in order 1o perceive accu-
rately what is going on for that particular client. The observations made should
give sufficient information for the nurse to be able to approach the client with
appropriate sensitivity. It is important for the nurse 1o be aware of her own
feelings and mood state, for it is a common enough mistake to believe that
superficiality and over- cheerfulness may somehow help the client who is
depressed to change his mood. This does not happen, and this insensitive
approach can quite often have the reverse effect, making the client withdraw
eveén further. This process of mood influence can work both ways, for the
client’s depression may affect the nurse, as mentioned earlier. This is why,
particularly with clients who do not readily respond or comply, the nurse must
always he prepared to look inwards and self-evaluate in order to ensure that the
approach and care that she gives are tailored towards the client’s needs and not
her own. The following are examples of some questions that would help the
nurse to-explore for herself a less than satvsfactory nurse—cliemt interaction:

Did | have a preconceived idea of what the outcome of the interaction would be?

Did | enter the relationship with some negative feelings that may have been
communicated non-verbally?

Am | more concemed with the way | am feeling at the moment and this is
distracting me from understanding the client’s feelings?

Are my expectations of the client and/or myself oo high?
Am | bringing my own frustrations into the interaction?
Am | displacing my frustrations on to the client?

Is there something about the client that reminds me of someone else with
whom | did not have a good relationship?

Do | see something negative in the client that | see in myself?
Am I being honest with myself and am | really intérested in this ¢lient?

This series of questions demands a degree of self-challenge, which is an aspect
of self-awareness and should be part of a continuous process of selfFevaluation,
to guard against rising barriers which prevent the formation of relationships
based on honesty, trust, genuinensss and understanding,

Ner-verbal skills

The client may ofien respond only when ‘contact’ has been made, through eyve
contact, touch and tone of voice, all of which are essential in order to break
theough the "wall® of depression, When the aim in this sort of interaction i3 1o
gain a response, this approach is necessary to prevent total isolation in those
who have withdrawn. Efforts to make contact with clients who are severely
depressed should be aimed at gaining a response that will minimize the
tendency to withdraw, reinforce reality such as the fime and the nature of the
environment, and increase the chance of funther communication.



Sometimes just being with someone expenencing depression may be enough
to show them that vou care, and also to make contact. Sitting wath the client,
acknowledging his presence and being aware of subtle changes in his breath-
ing, eve movements and posture may give him a sense of belonging and accep-
tance, which such clients often lack., This awareness of posiure may
consciously o unconsciously aid the nurse o ‘mirmor” by making subtle adjust-
mients to her own breathing, leg positions, head and body movements and arm
positions. Such mirroring 15 very powerful and i3 a physical way of communi-
cating ‘I'm interested in you, | want to invest some time with you, and ['m
prepared to accept vou and your present state by underitanding your life as
miuih as | can.” So, by using your own body language and being sensitive to
the client®s it is possible to communicate, thus going towards helping him
satisfy his need to be accepled and valued.

Verbal skilfs

The principles underlving the use of verbal skills when talking with individuals
who are depressed are that they must be allowed to verbalize and explore their
feelings without reinforcing their negative thinking (Beck, 1980). We believe
that the state of "depression’ is in many respects similar to the state of
‘bereavement’ (see p. 1968), and is particularly relevant when the importance of
helping the client work through his feelings is considered, It is generally
daccepted that unless someone who i3 bereaved works through most of the
stages of bereavement, prolonged grieving and depression may result. It is our
experience that the longer someone who is depressed is left 1o dwell upon the
‘complexities of his despair®, the longer he will take to recover. The skills that
seem particularly pertinent here are the listening skills of paraphrasing and
reflecting, conveying to the client basic understanding and allowing him to
hear his own words and rationale, so that he can further explore his own world
in an atmosphere of genvineness, warmth and empathy. This relationship
between the nurse and the client must be one where the client can feel safe
enough (o explore many emotive issues that he may not have expressed to
anyone before. His innermaost conflicts may be verbalized, as he places trust
and confidence in the nurse who iz listening. She must respond to this trust by
conveying acceptance and understanding, thus facilitating further explomation,
The nurse must be prepared to accept verbalization of some very strong
emotions, particularty anger, which is directed inwards towards the client, his
significant others or even members of the nursing staff. Anger is quite a
common component of depression and one emotion that tends to be controlled,
causing much inner frustration and preventing further exploration of other
thoughts and feelings.

By using observation and sensitivity skills, tension, agitation and frustration
can be detected. Emotional release can be encouraged by highlighting and
communicating these observations to the client, while at the same time giving
him permission to be angry. For example, while listéning to Alice the nurse
noticed her voice becoming less relaxed; she staried fdgeting and her foce
began to look tense;

Principles and skills required |
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Nurse: *Alice, I've noticed when you started to talk about your mother vou
seemed to become tense, 1'm wondering if there is a connection?

Alice continues to talk about her mother in an angry frame, but still holds back
on releasing any particular emotion,

Nurse: “You seem to be holding back your feelings, as if you're saying to your-
self, *I shouldn't be talking about my mother like this'.

The theme of anger and guilt continued until Alice found herself freely
expressing anger without guilt, which helped her explore further her relation-
ship with her mother,

Actively listening to someone who is depressed and encouraging them to
vent their feelings in an atmosphere of trust will help them to work through
their despair as an important part of the overall care and attention they need.

Linderstanding and ‘being with' the client is often enough. However, in
many cases il is often the first step and, in the case of Andrew, although he
believed himself to be understood, he still considered that he could not be
helped. Thus, it is impartant to enable Andrew to address tasks he has been
avoiding which, once tackled, will give him a sénse of success and achieve-
ment. These may be very “simple’ tasks, such as getting out of bed at 9 a.m,
instead of hiding there all day, or taking the dog for a walk, None the less,
simple structured activities give the client a sense of control and direction, may
help take his mind off painful thoughts and will make him feel less tired and
lethargic (in spite of his imitial belief that he will become more tired). On
subsequent visits these tasks can be reviewed and the client may want to begin
new activities or pick up old ones which have recently dropped off as he
succumbed 1o the effecis of his depression,

In later conversations with Andrew he states: ‘1 used to hike to work every
day, go swimming oncé a week and do a bit of gardening, but ['m 20 exhausted
1 just sit all day and do nothing. The day seems like it's 48 hours long and | just
can't gel moving.”

He seems to be seeing everything in concrete, all-or-nothing terms — 1 could
do it all before and now [ can’t do anything'. The implication is that he
believes he will never be able to do anything ever again. He also demonstrated
similar patterns of thinking in the earlier transcript, particularly awfulizing
everything (seeing the worst in every situation) and overgencralizing (one fail-
ure indicating failure in everything. )

At this point, getting him to identify what he is doing rather than what he
believes he can ¥, and reviewing the things he has previously seen as valuable
ghout himself, might be productive. It is also helpful to enable him o obtain a
more balanced view of himself by asking him to review the evidence regarding
hig total failures.

Addressing negative thinking is a challenge to both the elient and the nurse.
Dwaing it too carly may leave the client with the belief that you have not Tully
uniderstood his situation, and may sound *‘Pollyana-ish® and unduly optimistic.
Daing it clumsily may leave the client feeling bludgeoned, The following are
brief examples of the types of responses which might encourage the client to
begin to adopt & more balanced view:
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Clignt: *l can't do my job’

Nurse: "Which aspects are you doing?”
Client; *MNobody loves me.’

Nurse: *Could you list them?”

Cltent; *1'm a total failure,”

Nurse: “Total?

See Gilbert (1992) and Trower, Casey and Dryden (1989) for & more thorough
description of this approach.

CONCLUSION

Depression is a potentially life-threatening state of “being’. You must never
underestimate the personal pain an individual may be going through. You will
need all your personal resources to withstand the barriers of silence, monosyl-
labic utterances and futility expressed by the severely depressed, Using your
sensitivity, warmth and understanding, it will be possible 1o enter into the
client's world. In doing so you must be strong enough to withstand the
enveloping nature of the client’s mood and stand back to respond with empa-
thy, This will help you lead the client out to leok forwird to some future where
b can value his life.

KEY CONCEPTS

2,

The manifestations of depression vary in severity from sadness and dejec-
tion to despair and futility.

The main areas of depressive symploms focus around:

« depressive feelings

» depressive thoughts

+ depressive behaviour

= communication.

. People are particularly at risk from depression during developmental

stages of life, or when experiencing some personal crisis such as the loss
of a loved one.

. Any depressed person may attemnpt to end his life by suicide,
o It is essential for the nurse to be aware of the ‘high- risk’ factors in the

potentially suicidal.

. The implications for the nurse involve exploring personal ethics and being

self-aware during interactions with depressed clients.

. The problems and needs of the depressed clients revolve around:

= physical néeds
» prevention of suicide
« psychological and social needs.
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8. The skills required are aimed at encouraging the client to explore his own
feelings and work through his despair without reinforcing his negative
l.hmkmg They inclade:
* -sensitivity and awarencss

* non-verbal skills

» verbal skills of listening, i.e. paraphrasing, reflecting, questioning,
clarifying and challenging

* - sensitive cognitive challenge.
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Working with people
experiencing delusions

Mary was recently adminted believing herself to be perfecily well. She
insists that she is a victim of a Soviet plot 1o destroy her. Her brain is
receiving transeissions from Russia which are gradually interfering
with her thinking. Her next-door neighbours are spies. She knows this
becaise it was they who informed the doctor that she was unwell, At
one time she trusted her GP but that was probably her big mistake, for
he is undoubledly the head of the local spy ring, and by admitling her
to a mental health unit he has prevented anyone believing her story.

Mary's belief is typical of the deluded client receiving treatment in mental
health units all over the world, The great tragedy is that whatever is done for
Mary, until such time as her ideas become more logical she eamestly believes
them. Any attemnpt to treat her may simply be incorporated into her delusional
system as another plot and make her more resistive.

Delusions are said to be false beliefs which cannot be shaken by reason or
argument, and not in keeping with the person’s cultural or religious back-
ground. They may take many shapes and forms, but we can list the more
COTMRIMICAN.

Pavaroid

These are primary delusions, i.e. having an imitial theme and usuatly taking the
form of suspicion of plots or malice towards the client.

Svstematized

From a primary delusion new ideas or experiences are incorporated and weave
a complex linking network of delusional ideas.

Nikilistic

Usually these are found in depressive and withdrawn individuals believing
themselves to be without organs or pans of their bodies, e.g. ‘1 have no stom-
ach’; *1 have swallowed my tongue’.
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Uiworthiness

Again associated with depressive illness: ''m not worth your time, | deserve to
die’.

Grandiose

These delusions are often seén in organic dementia types, éspecially in
neurosyphilis. Here the client believes himself to be omnipotent or vastly
wealthy. Some clients invent past lives for themselves, c.g. 'l was a Stuka
pilottank commander/Prime Minister/the Queen’s hairdresser”, These become
even more difficult to deal with when linked to hallucinations that support
them, e.g. when the doctor arrives he is perceived as Prince Philip, General
Rommel, the Prime Minister etc.

Ideas of reference

Here the client believes that words, gestures, television announcements or any
innocent communications have a hidden and special significance to them, ¢.g.
when the nurse sits opposite the client and looks at her watch, he may say or
think that this is a coded message directed at a hidden observer to signal some
malicious act towards him,

PROBLEMS AND NEEDS OF THE DELUDED CLIENT

The client has difficulty discerning reality from fantasy bul no amount of
persuasion seems 1o help. He may be very distressed that no one believes him
amd 15 at a loss o understand why, He may-search desperately for an ally, for
someone o place his trust in, but a great anxiety surrounds him as he has every
reason to be suspicious, After all, he is well, and perhaps being held against his
will, and the people he feels he should trust -the doctors and nurses — seem 1o
be in total dishelief, '

The deluded client may have physical problems due to lack of nutrition. The
grandiose client could not eat such a basic diet - “Bring me some caviar’ — the
paranoid client believes it to be poisoned and the nihilistic type cannot chew or
swallow it, and anyway, without a stomach what is the point? The taking of
medication becomes equally difficult for similar reasons,

IMPLICATIONS FOR THE NURSE

Using Mary from the introduction, several principles and skills can be illus-
trated to show how nurses can best help the deluded client.

Mon-verhal communication

This will be the first exchange of information between Mary and the nurse, and
as such will largely influence the positiveness of the eventual outcome. It is
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important to approach Mary openly and directly, giving ne hint of surrcpti-
tiousness, and cerainly without any posture or facial expression that could be
misinterpreted as threatening. Perhaps one-approach may be 1o speak to several
other ¢lients in the vicinity before speaking to her, using a consistent approach
to each client so that Mary does not suspect she may be a specific target, We
have found that making positive eve contact 15 very important with deluded
clients, as this reinforces an honesty and a desire to be open. Tone of voice
should be finn rather than hesitant, as well as being clear and loud enough to
leave nd room for misinterpretation. Adopt a posture that is non-threatening.
We would suggest sitting next to Mary at the same height, or slightly lower, so0
that she may feel in control of the interaction. It is very likely that Mary's
potential for misinterpretation is extremely high, so a minimal use of possibly
ambiguous non-verbal signals should be used. For instance, touch can easily be
intérpreted as threatening, so although its powerfulness for reassurance may be
useful, it should be avoided initially until a safe rapport is established.

Listening and sttending skKills

Here listening and showing Mary that you are listening {(attending skills) is
imperative. The skill of reflecting is probably most important. Whether vou are
able to believe what is being said is largely irrelevant; to show her vou care
enough about her to listen is essential,

It is often argued that defusions should rot be reinforced, 1.e: agreed with,
nor should they be argued against. Therefore, by employing the skill of reflect-
ing the skilled nurse should be able to build up an empathic understanding and
concentrate on Marv's feelings rather than the thoughts and ideas that form the
delusion, thus responding to the emotion and not the context.

Client (distressed); ‘Nobody believes me when | tell them I'm being interfered
with by these dreadful Russians, You believe me, don't you?”

Nurse (carefully, thoughtfully and slowly): *I can see that yvou feel very
distressed by your beliefs and that's what I'm concerned about. | would like to
be-ableto help vou feel less anxious,”

Clier: *1 wiould feel calmer if someone believed me, then 1'd fieel safe,”

Nurse (ensuring maximum eve contact): *I can see vou feel very frustrated that
no.one bélieves you, and that makes you feel in danger. | hope you will believe
me when | say 1 only want to help you and ['ll do everything | can to make you
feel safer.”

We believe that this approach would be typical of a skilled response, Note that
the nurse is not dishonest: she does not agree with Mary, nor does she argue
with her. She carefully concentrates on how the client feels, without discussing
and thereby risking reinforcing the delusions. This may help Mary to feel
better understood and that the nurse is honest and deserving of trust. This
approach may help Mary confront the feelings attached o her 1deas and deal
with them more effectively. When she is able to deal with her feelings of anxi-
ety, her behaviour may change and her ideas may accordingly become less
disturbing.
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Once an atmosphere of trust is established, intervening in the client's
ideation is more likely to be effective. By listening to Mary, other interests,
concemns and problems may well emerge. The nurse who is able 1o establish an
empathic relationship with Mary will have more channels available to distract
her into when her thoughts tum back 1o ber delusional ideas. The skilled nurse
will be aware that Mary has problems in her relationship with her mother, that
she likes to play badminton, or that she is interested in music, cooking and art.
These are the arcas into which Mary’s conversation is profitably directed. For
instance, look at these two different interactions:

Mary: "I'm not really sure, but | think Dr Jones is working for the Russians.”

Nurse: 'l can see you are starting 1o feel anxious again, Mary, perhaps it would

be a good time to;

*  wrile to vour mother;

*  seeifwe can get a game of badminton in the hall;

= o out W the shops and feteh something for your tea;
= listen to some soothing music.’

Mary: 'I'm not really sure, but [ think Dr Jones is working for the Russians.”
Murse: *Let’s watch TV,

The difference is, of course, obvious in its depth, skill #nd appropriateness.
Distraction is a useful skill, even in the second response, but it only becomes
powerful to potentiate the client's recovery when it is an integral pant of the
empathic relationship,

Similarly, the use of encouragement and persuasion is only skilful once a
safe rapport has been established. If they are used initially in order 10 make
Mary do something, they will create resentment. They may even be responsible
for the nurse being incorporated into the delusional system. This inappropriate
use of encouragement and persuasion may be as damaging as arguing with the
delusional ideas.

The skilled nurse will know when the rapport of trust has been established
sufficiently to stand the use of encouragement and persuasion to eat meals and
take medication. The nurse’s judgement is critical in this area, and should be
respected by other members of the caring team. In our experience, nothing is
more damaging 1o a relationship of trust than a premature use of persuasion.

Devices such as eating with the client and encouraging the client to prepare
her own meils may be useful, but should be used carefully and with thought.
After having tasted her food for her, consider what she will think when you
refitse totasie her medicine alzo:

Murse: *Mary, here’s your medicine.

Mary: *1I'm not ill, why do | have it - it may be poizoned — will you taste it like
you did my dinner?*

Nurse; ‘1 know you believe you're not ill, but | think vou are very anxious, |
can see that now in your face. This medicine will help you feel calmer. IF |
was anxious like vou, | would need some, but as 1'm not, it would only make
me sleep.”



Mary: *I'm only anxious because you're making me drink poison.”

Netrse; *1 can sée you arg very anxious, | won't make you drink it, but it isn"t
poisan and | think it would help you feel calmer. 1'1] ask you again later.”

The nirse here may or may not get through to the client but the relationship
remains intact, with more possibility of success next time,

Many experienced nurses reading this may feel that it is rather idealistic and
that it may be expedient to give intramuscular medication in this case - the
hope being that the medication, when effective, will succeed where the rela-
tionship failed. We do not rule out compulsion as an expedient; as we have
said, these clients are extramely difficult. We do, however, suggest that the
slower route 18 safer and more lasting if it is possible to implement, and should
be given every opporumitly first

Implications for the nurse in the community

Building up trust and rapport can be difficult, vet it is crucial. The challenge to
the nurse may be as profound as gaining access to the client’s home and gradu-
ally developing a wary relationship, or not colluding with the client’s delu-
sional ideas about others in an attempt to maintsin the one relationship which
is 5till working.

At @ simpler level, not assuming that the client’s statement 15 delusional is
also necessary, One client claimed that a man in a nearby city had a black box
which was transmitting invisible rays into his body to dive out his siress and
tension. Upon further investigation it became apparent that his mother was
paying large sums of money for precisely this form of ‘allernative” medicine to
alleviate his distress,

Equally, it is not uncommeon that one partner, engaged in extramarital activi-
ties, can go 10 extreme lengths to convince the other partner that their suspi-
cions are unfounded and o sign of illness, in o despernte attempt 10O covEr up,

Finally, Macphail ( | %88) argues convincingly that it is possible to confront a
client from within his delusional system, in this instance claiming to believe
you are Jesus Christ when the client believes he is God. While we do not
necessarily recommend this approach to the novice or for use with clients with
whom the nurse has not established some rapport and tried alternative
approaches, it has certain ments. Not least is the fact that it can create suffi-
cient dissonance to lead to-an agreement by both parties to *tatk sensibly”,

SUMMARY

There are many forms of delusional thinking, and we have offered buta few of
the most prevalent within this chapter: grandiose, nihilistic. ideas of reference
and feelings of unworthiness, systematized and paranoid delusions. All these,
but particularly the fatter two, may lead 1o severe difficulties in forming and
maintaining a rapport. Thit is especially true if the nurse becomes incorporated
into the system as a suspect. This lack of trust in the client will almost certainly
produce management problems when attempting to implement care, which is

ity | [
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often manifesied as problems arising in the administration. of medication, diet,
hygiene and the client’s sleep disturbance,

We have suggested that it is possible that the frustration this creates within
the nurse may result in interaction difficulties. The nurse may become reluctant
to approach or spend time with the client, particularly after she has been
subjected to hostility by the client.

In order to be of some help to these unfortunate clients, it may follow that
some very practical skills and principles are needed. We suggest the following:

|. Do not argue or agree with delusions,
2. Maximize the potential empathic relationship by using:
« clear non-verbal communication;
* “an ppen honest approach;
« skilled listening;
» reflecting the feelings of the client and sharing your understanding of
his emotions, while limiting responses to the content
. Use distraction 1o limit delusional thinking.
4, Use encouragement, praise or any other rewarding responses (o reinforce
‘normal” or ‘non-delusional’ behaviour,
3. If possible, without jeopardizing rappor, use persuasion [0 increase the
¢lient’s occupation or aclivity in productive areas, ie. resocialization,
waork, projects, recreafion,

Tad

CONCLUSION

Initial interactions are extremely important when dealing with people suffering
delusions. It is vital to gain their trust and 1o understand them by establishing
an empathic refationship. In this way the nurse uses herself as a therapeutic
agent to help the client recover. Restoring these clients to health may largely
depend on pood physical care and appropriate medication, which will nol be
accepied until some valuable and trusting relationship is established, The nurse
is therefore the central focus of effective wreatment and her skilled mteraction 15
imperative.

FURTHER. READING
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Hill. L. B. (1973) Psychotherapeutic fmterveniion in Schizaphrenia, Chicago
Uimiversity Press, Chicago,



Working with people
experiencing
hallucinations

Thomas was sitting in the comer of the ward staring at the floor,
Occastonally he would lift his head, look to the side and smile. The
nurse approached and sat down beside him.

Nurse: *Hello, Thomas,"

There was no response. [t was as if the nurse did not exist.
Mirve: "Hello, Thomas, bow are you?'

Slowly Thomas turned and stared. It was as though he could see right
through the nurse. He suddenly opened his mouth wide, took a deep
breath and groaned as if expressing some agonizing pain.

"This place | am in is wirm and dark. | con see the depths of colour
moving arcund my feel. The mist s all arcund, evervone seems o be
maoving showly, Someone is laughing up there, it 15 very funny.”

‘Stop looking up theee, Thomas, listen to me. Don’l listen to him,
Thomas, he's only out o hurt you, Who's this coming (o laugh at
you?"

Nurese: ‘Hello, Thomas,"

*Crpen your mouth and swallow his pain. Let out the hatred from vour
bowels."

Nurse: *Hello, Thomas, how are vou?’

The above is a description of one event from two different perspectives, The
first is how the nurse attempis to communicate with a client who appears to be
precccupied about something. The second description attempts to convey the
experience from a client who is being distracted by hatlucinations. It can be
seen that two completely different worlds can exist, and in such a situation a
bridge must be formed between them to allow effective communication to take
place. To do this, an appreciation of how a hallucinatory experience can affect
an individual is needed,
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*A hallucination occurs when an individual experiences a sensory stimulus
without any apparent external cause for that stimulus,” It must be clearly distin-
guished from an ‘illusion’, which is when a *misinterpretation of a sensory
stimulus’ occurs. The following examples should clarify this.

A person may experience “illusions’ when delifious. For example, he may
spe shadows, or the shape of a curtain as an intruder, or misinterpret 8 nurse’s
identity. In contrast to this, however, a client could experience hallucinations
without any external stimulus:

*  He may hear voices or other sounds during silence (auditory);

= See lights, colours and/or faces while staring at the floor (visual),

= May smell rotting vegetation or burning rubber when no one else can
{olfactony);

«  May sense the taste of faeces in his mouth while eating what seems an
ordinary meal (gustaciary);

*  He may feel the sense of things crawling in his hair or under hig skin
{tactile).

Any one or a combination of the five sensés can be experienced in an halluci-
natory form. The auditory and visual are the most commen forms of hallucina-
tions,

PROBLEMS AND NEEDS OF THE HALLUCINATED CLIENT

When caring for someone who is experiencing hallucinations, it becomes
apparent that the problems and subsequent needs all relate to the client’s
conflict of two worlds - one which involves very real and personal sensations
with-a compelling nature, the other a rather vague and somewhat impersonal
world of everything going on around him. The actual effect of this can vary,
depending upon the intensity and nature of the hallucination: the problems and
needs of a client who is hearing continual auditory stimulation will differ from
one who occasionally sees bright lights flashing in front of him. This empha-
sizes the fact that every client is an individual and that every experience is
unique to him. So, although we describe skills and principles, it is the applica-
tion of these in the context of knowing the client thal makes them effective.
The fact that caring for one hallucinated client may differ greatly from caring
for anather is made clear in Figure 8.1, It can be seen, then, that the problems
vary from lack of adequate diet-and personal hygiene to self-injury, with differ-
ent feeling states depending on the nature and reaction of the client, ¢.g. anxi-
ety, depression, confusion and frustration, The needs will be specific to each
problem, but generally speaking we can summarize as shown in Table 8.1

IMPLICATIONS FOR THE NURSE
The question arises whether you should approach a client who is showing

evidence of hallucinating but who seems quite happy in his own world and
does not seem [0 be hurting himself or others. Here, knowledge of the client is
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Table 8.1 Contrasting hallucinatory experiences and elfeets

Partial loss of reality Fruhlrrl Meed
Continal loss nf-rcaht:.' S-clt' n:rg]ul: Musrition
Sufety
Hyga
Euligm'm'l sense of reality
i0 MAINEIN OF improve
quality of life
Loss of reality - Self-harm Drefimed limits:
with distness Isolation Acceplance
Depression Reassurance
Loss of reality - Confusion Sensitivity, listening,
interfering, annoying, Frustration FeAsSUrance
embamissing
Loss of :ﬁfilj' — directed Dangerows, dismupiive Clear identifiable nursing
outwards behaviour astion with explanation,
Effect on self and athers

crucial, It may be that, for example, if Thomas were left on his own he would
go further and further into his hallucinatory world and might eventually act
upon it 1o the detnment of himsell’ or others. 5o, attempting to communicate
and distract Thomas from his werld now may prevent future difficulties,
Conversely, it it is unlikely that he will deteriorate as a result of the hallucing-
tiom, it may be that with minimum persuasion or interference he can function
effectively. This really emphasizes the point that you do not need to direct your
attention to all clients who are hallucinating, only to those who might deterio-
rate if left to their own devices or, as shown in Figure 8.1 overleaf, where the
needs become evident because of a particular expericnce.

The significant isswes for the nurse relate 1o the fact that she cannot validate
what is happening to the clienl. For example, she cannot see or hear what he
seesand hears, which may be very frustrating for her, o0 il is imporiant that she
is aware of her feelings and avoids arguing with or denying the reality of the
client’s perceptions,

PRINCIPLES AND SKILLS REQUIRED

Appropriate use and sensitivity of non-verbal communication

Sensitivity to non-verbal communication is an essential aspect of the skills
required, in order (o detect the more subtle signs that show a ‘client may be
hallucinating. The client may laugh, talk to himself, smile, gnmace or distort
his face inappropriately, or he may tumn his head 10 one side as if 1o listen, all
probabiy out of the context of usual interactions. The client’s use of gestures,
body movements and tone of voice may give the nurse vital information as to
the nature or theme of the hallucination, thus increasing the chance of her
responding appropriately, The verbal response is often enhanced by using
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Figure 8.1  The possible effects of hallucinatory expericnoe

appropriate touch, posture, eye contact and tone of voice, It ofien requires the
effect of all these used at the right time in order to bridge the gap from the
client's world ta that of the existing environment.

Thomas began shouting, then jumped out of his chair and started bang-
ing on the window.
“Leave me alone, leave me alone!” he screamed and started crying.

The nurse approached Thomas, stood close, placed her arm firmly
around his shoulders; tuming Thomas towards her, and looked straight
at him.

*Thomas, it"s-all nght, I'm heee and | won't let anything happen 1o you.
You're safe with me, come away from the window and we'll have a
chat,"

The nurse led Thomas away, still holding him and talking in a firm
positive manner, communicating to him that she was in control,

The likelthood of the above situation tuming out successfully will depend
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largely upon the degree of trust that exists between the nurse and the client. IF
the nurse is W interfere or enter the world of a client’s hallucination, then the
development of trust is vital in increasing the likelihood of positive outcomes.

This is an ongoing process whereby the attitedes and qualities of the nurse
are communicated to the client at all times, alongside the confident use of skills,
showing that in the event of the client losing control there is someone capable-of
taking hold of the situation safely, This usually involves reinforcing reality. The
client’s world is often frightening; but also compelling for that client. 1t often
occupies the whole person, sometimes to the extent that all reality is lost, as in
Thomas's case, where the internal visions and voices were indiscemible from
the external ones. It is the use of reality that can often bring back and maintain
the client away from the distractions of his hallucinations, The nurse, by
acknowledging the client's feelings and at the same time denying that she shares
his perceptions, is reinforcing the reality of the feelings experienced, e.g.:

Nurse: *| do not hear the voices you hear, Thomas, but am | right in thinking
that vou feel confused and may be frustrated?

The same principle of reinforcing reality can be shown by:

Use of appropriate touch;

Cuestioning about the client’s current interests;

Asking about the client’s recent activities and how he feels about them:
Encouraging the client to do something that requires connecting his
thoughts directly with actions, ¢.g. going for a walk, joining in an activity,
making something constructive;

*  Use of appropriate tones of voice, i.e. firm and calm when limit setting is
required, but also loud enough to interrupt auditory hallucinations, espe-
cially when they are predominant.

& & & @

So, by knowing the client and his likely response the nurse can utilize the skills
of guestioning and reflecting to attempt to bring him out of a world foreign to
her and often frightening to him,

It has been suggested that the use of portable cassette players has proved to
be beneficial with clients who are hearing veices; listening to preferred music
miustes the voices and limits the distress caused by them. Obviously this is not a
permanent solution and may go hand-in-hand with pericds of discussion in a
quiet, non-stimulating environment, which may help to reorientate the clignt to
the “real” world.

Finally, never underestimate how real a hallucination can be o the client,
never argue with the client about its validity and always accept the individual
without judgement or analysis. In this way the person lost in a world of strange
perceptions may be found.

SUMMARY
The client may experience disordered perceptions concerning one or a combi-

natien of the five senses, resulting in auditory, visual, tactile, olfactory or
gustaciary hallucinations. These may occur in varving degrees of intensity,
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giving rise (o a multitude of needs and problems, some of which may be
related to: nuirition; hygiene; safety; self-esteem; isolation; depression; anxi-
ely; confusion; frustration; suspicion; and dangerous behaviour,

It is important to note that although to the nurse hallucinations may appear
strange, alien or even intriguing, it is actually their effect on the client’s mood
and behaviour that determines the type of nursing interventions and not solely
the type of hallucinatory expenience. The nurse should never underestimate the
reality of the disordered perception to the client, and should also be aware of her
own feelings, especially when the client requires control to be communicated 1o
him in-a érisis situation.

The skills required are:
Sensitivity” to non-verbal communication:
Detection of hallucinatory experiences;
Awareness of client’s feelings and theme of hallucinations;
Appropriate use of non-verbal communication, i.e. touch; tone of voice;
posture; eye confact; reinforcement of reality; and development of trust,
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Working with overactive
people

TN se vou on the dark 2ide of the moon light becomes you it goes
with vour, Bugs Bunny is on 'l have 1o watch i, bolch i can't do it
well. Imagine all the people living life that way. What do you think of
iteh?"

T've written (o the Cueen, ['ve written to the Prime Minister, they
haven't answered yet, | bet they won't so 1'll phone. What do you
think?"

Alice paces around the room pointing out the phone, gesticulating and
absently picking up and putting down iteéms while wlking. The cup of
tea which she'd managed o make for hersell when offenng one o the
community mental health nurse (CMHN) remains untouched in spite
of frequent prompis o have a drnk.,

"Wy husband moans & me, savs ['m high. Silly devil, I'm not Everest
double glazing, although we could do with some, get it chimpy, chimpy
cheap, cheap, What do you think'

The symptoms portrayed here — pressure of speech, fMight of ideas, overactivity
- are indicative of someone experiencing hypomania bordering on mania, the
latter being a rarer and more serious situstion, sometimes culminating in a
delirious episode, Hypomania is an affective disorder with an insidious onset,
It begins with mild elation or cuphoria, a general feeling of wellbeing, and
progresses to general overactivity and grandiosity. 1t can occur in isolation but
is more commonly associated with severe mood swings indicative of
manic-depressive psychoses. A complete picture of someone cxpenicneing a
hypomanic state would include:

A feeling of wellbeing, denies that he may be ill;

Easily provoked, may be impulsively aggressive;

Muonod can quickly change from laughing to crying (tability);

Pressure of speech and flight of ideas, comprising a continuous and rapid
change of topics, often includes rthyming and punning, as in Alice’s case;

»  Grandiose delusions may be present; if 5o, a history of gross overspending
1% usually commion;
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*  Neglect of or inappropriate self-care. Dress and personal hygiene may be
generally neglected, or dress may be overexpressive and not in the client’s
usual style. Aspects of clothing or additions may have special meaning;

*  (eneral increase in physical activity, always on the move, doing three or
four things at once, continuously mterfering in other people’s business;

+  Disturbed sleep pattern, will often fight rest until close to exhaustion;

= Sexually disinhibited, may describe indiscreetly and in expressive detail
personal sexusl exploils, or engage in sexual acts foreign o his usual
judgement;

*  Extremely distractible, focusing upon anything novel for short periods,
often misidentifying and misinterpreting certain stimuli,

From the above description it is clear that this particular individual's situation
has the potential for many serious problems. [t is essential that the nurse is
aware of the chient's needs, for it is likely that be 5 not

PROBLEMS AND NEEDS OF THE OVERACTIVE CLIENT

Assessing someone éxperiencing hypomania will require a quick establishment
of priorities. These are usually related to the chent’s physical problems and
needs, e.g.

Probiem: The client will fight sleep, deny the need to rest and may be at risk
from physical exhaustion.

Needs: The nurse must be aware of the client’s general physical state in order
to appreciate his limitations. General encouragement from the nurse is required
to atlow the client o rest, Include the client in activities that involve hirm sifting
down, and do not discourage times when he is resting, even during the day.

Problem; The client will neglect his diet, will claim he has no time to eat.

Need: His intake should be monitored and, if necessary, recorded, Rather than
insist on him sitting down for meals, provide nutritious snacks and comple-
mignted fluids to enable him to include them in his demanding schedule.

Problem: May neglect his sell-care, i.e. hygiene and appropriate clothing.

Need: Provision of oppertinity to concentrate on himself, with the skills of the
nurse (o encourage, suggest and persuade,

The psychological problems are more likely to be varied, depending upon the
individual, but generally speaking they may be related to underlying conflicts
and anxieties that are often neglected by others because of the front of “wellbe-
ing" and elation. A psychological problem arising from the client’s actual
behaviour may be one of social neglect, i.e. other individuals avoiding or shun-
ning the client because of his demanding behaviour, The client is vulnerable to
feeling frustrated, insecure and not being accepted. Therefore the needs of
security, belongingness and self-esteem should be considered i any nursing

care plan.
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The social problems and needs concern themselves with the client’s occupa-
tion and interactions with others. Social problems arise out of the client’s inap-
propriate behaviour and faulty judgement, giving rise to potentially
embarrassing situations. The client will have to interact in the same environ-
ment as he improves, with the same people, which will involve him gaining
insight into his previous behaviour, It is therefore cssential that the nurse
attempts (0 protect the client from unnecessary embarrassment, This fact must
be considered when assessing the chent’s interests and abilities in order to plan
suitable activities. The following considerations may be useful:

#  The client’s interests, hobbies, ocoupation;

«  His concentration span and level of distractibility;

«  His physical limitations;

*  His need to express his energy in some physical way.

*  Music and painting are often useful activities as they involve large motor
mavement and are sufficiently expressive o enable the client to release
emotions and frustrations in 4 positive way.

PROBLEMS AND NEEDS OF THE OVERACTIVE CLIENT IN THE
COMMUNITY

Assessment will involve decisions abowut whether the client can be managed in
the community or whether admission into a mental health unit for assessment
and treatment 15 indicated. This is not always easy due to the chent's general
feeling of wellbeing and denial that anvthing is wrong. Consequently, compli-
ance with treatment or advice 18 often difficult w enlist,

In the case of Alice, the CMHN may increase the frequency of the visits to
keep a check both on her physical state (she 15 not eating and drinking) and on
her behaviour (she mav begin to put herself at risk by her restless and poten-
tially secially embarmassing (1o her) behaviour),

The CMHM alzo spends time with Ahee’s hushand giving him support and
time to express his feelings and also exploring ways of helping Alice better. Her
husband has already *banned” Alice from getting out of bed before 4.30 am. to
stop her disturbing his sleep; he cannot make her sleep, but it has effectively
slowed her down and limited the disturbance. He s also aware of her endency
to spend. vast amounts of money when ‘high’, and he now gives her an
illowance and channels her energies into buying Chnstmas presents for the
grandchildren (even though it's June), so that at least the money is not wasied
and she still gets the pleazure of spending. These strategies were discussed with
the nurse and no doubt other strategies will need 1o be created in the future.

IMPLICATIONS FOR THE NURSE

Nursing an overactive client makes exhausting demands on the nurse. She will
be expected o be patient and tolerant in her interactions with the chent, which
becomes extremely difficult if she is tired. It is therefore necessary for her to
be able to cvaluate her own capabilities and limitatons, All members of the
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nursing team must be sensitive 1 this-and allow for realistic expectations from
all concerned. In practice this means finding a balance between one nurse
spending a lot of time with the client, getting to know him very well and possi-
bly becoming exhausted, and several nurses working in rotation for a realistic
time spin, thus enabling them to use their skills effectively. Even so, patience
and tolerance will be tested. It is important not 1o rise to the personal insults
and argumentative tones of the client, as this would result in further stimula-
tion, which may end in the nurse being assaulted, The principle of reducing
environmental stimuli for the overactive client has implications for nursing
management. Realistically, very little can be done to control everything in the
client’s environment, but at certain times, especially on admission and early on
in the iliness where distractibility 14 at its highest, it would be beneficial to all
concerned il the client could be kept away from the busy and intensive areas of
any caring unit. Planned admission is thercfore preferred, although due 1o
problems of insight compulsory detention is an option. In this case there are
potential hazards 1o the relationship between nurse and patient.

Implications for the nurse in the community

Caring for an overactive client can tax the nurse’s creativity as well as raise
questions about the need for admission, which should be fully discussed with
the client, relatives and GP.

In the case of Alice, working with her husband has paid dividends, and in
her local community shop assistants will check whether she really wants the
items shé is buying and have learned to tolerate frequently returned goods.

In other cases training the client to spot any changes in mental state and
attempt to take carly preventive action can be productive. Une client, observing
that his GP had told him that he lacked insight into his condition, had leamed
to listen to what his friends said about his behaviour and to seek early medical
help rather than await a full eyele of overactive behaviour.

PRINCIPLES AND SKILLS REQUIRED

In order to implement the principles already mentioned, certain skills. must be
specifically applied, one of these being sensitivity 1o non-verbal communica-
tion. This is necessary in order 1o reflect observable emotions through the
distraction of the verbal content. Is it possible 1o make sense of the opening
paragraph illustrating Alice's flight of ideas? Looking at the content, very little
sense can be made, but listening to how she says it and observing her non-
verbal communication may give clues to how she is feeling behind the barrage
of words, As she was talking tears sprang into Alice’s eyes and her shoulders
sagged.

Nurse:']l guess you're feeling upset Alice, although I'm not totally sure why
that is-or what it is gbout,”

Here the nurse uses her sensitivity to the non-verbal communication and the
skill of reflection and clarification in order 1o gain some understanding of the
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client. She also attempts (o convey this understanding, which is imponant to
establish rapport. We are not saying that the nurse should ignore the content,
just its fine detail, as the overall theme of the content may also be helpful in
detecting how the client is feeling or what need he is trying to communicate.

What possible feelings or direction of content may be useful to explore with
this patient’s communication, which is said rather stemmly?

“If she thinks as | thinks and stinks | would knock twice before entering the
pathway of punishment, no way is she cash and grubbing my little bird’s nest
before going in and doing hell.

There seem to be two, maybe three, consistent elements to this content. They

are:

= Directed to someone — ‘she”;

« Entéring or going into somewhere;

*  Poasible fear about being harmed by that person on entering.

MNow if we were to say that this client stated this while pacing outside the
interviewing room, wailing 1o see the doctor, then it may be appropriate to
reflect: *Am [ right in thinking vou're anxious about seeing the doctor this
moming?*

Suoggestion and persuasion

Often a tactful approach is more successful than an authoritarian one in facili-
tating the client in certain directions. In Alice’s case the nurse has learmned that
frequent gentle reminders to have a drink are ultimately more productive than
demanding and leading 1o a possible argument.

[t is worth noting that the stronger the relationship is the stronger the fevel of
suggestion and persuasion may be. Consequently, Alice’s hushand is able to
ban her from getting up early because she knows he has her best interests at
heart. This indicates that the time spent in developing rapport, listening to the
client empathically and developing a mutual and trusting relationship 15 time
well spent,

Pacing

In many cases mirroring the client’s words or behaviours and reflecting feel-
ings are ways of developing this trust and can convey deep understanding.
With the overactive client these skills are essential, bul equally pacing can be
of enormous value, By this we mean initially responding at the same pace and
in the same framé of reference as the client, but gradually slowing down one’s
own pace of speech and its volume with the intention that the clienl mirmors
you and slows down o a more acceptable rate. This can have the effect of
liberating the client from her pressure of speech, enabling her 1o relax suffi-
ciently o communicate freely-and, in some cases, address the real causes of
Conoerm,

It-is mol uncommon - find that the overactive client is actually depressed
and that the overactivity has become & screen, or denial or even flight from
issues of deep concern.
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CONCLUSION

When caring for someone who has very little time to share with you, then the
contact you do make becomes very valuable. The client will think he is always
one step ahead and make out that he is coping extremely well. You must appre-
ciate that under this perception of energy someone is fighting for survival, and
indeed may be experiencing conflicts that only he is vaguely aware of, During
this time of extreme activity, his basic needs must be mel. As his mood drops,
you need to be sensitive to the implications this may have for him. These may
involve the client expenencing embarrassment, guill, remorse, insecurity and,
in the extreme, he may swing very quickly to depression. So, you will have to
be prepared for all eventualities, and rather than the client being one step ahead
of you, it becomes the reverse.

KEY CONCEPTS

|, The client may be overactive, disinhibited, distractible and easily
provoked, He may express flights of ideas and grandiosity. Self-neglect
and exhaustion are real dangers,.

2. The overactive client needs sleep, nulrition, hygiene, secunty and to feel
needed.

3, Orher imporant areas of assessment include interests, hobbies, concentra-
tion span, physical limitations and the need to express enengy.

4, The implications for the nurse involve having realistic expectations and
ingight into her own limitations; also, using a team effort rather than a
singular ane.

5, A team effort involves working closely with friends, family, relatives and
carers,

&, The zkills required dre:
+« Being sensitive 1o non-verbal communication, particularly tone of voice

and gestures;

Reflecting any theme that may be present in the content;

Using suggestion and persuasion rather than an authoritarian approach;

Pacing as a way of helping the client to slow down;

Managing the environment, i.c. protection and reducing stimuli.
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Working with clients
experiencing obsessions
and compulsions

[ must always wash my hands before pulting the clothes into the spin
dryer. If | can’t remember whether | have done so or not, | think to
myself *1t doesn’t matter, 1"11 hang them out to dry anyway”, but it will
go on and on in my mind untl the clothes are dry and | have to wash
them apgain, this ime enswring | wash my hands first.”

Mrs Armstrong evidently washes all her clothes three times, each time
after drying.

I must clean something before | touch i, then after Mve touched it 1

miust wash my hands. Sometimes | don’t realize 1*'m doing it but then |

know if I didn't do it, | would never rest: [spend most of my day

cleaning clothes and the house. My husband has been very tolerant up

ty now; he used 1o try and help by cleaning parts of the house for me,

but that was no good, 1 had to do it myself, 1 had to make sure it was

rght.'
The sbove account illustrates how onc woman’s life has become increasingly
dominated by obsessive—compulsive behaviour, An obsession is a repetitive,
intrusive thought, image or impulse which cannot be easily dismissed. It is
distressing and often leads to a compulsion, the urge to act in a way that the
mind knows to be imational but which cin only be resisfed with the greatest
effort. In Mrs Armstrong's case the obsession is the persistent thought of
having to ensure something is ¢lean and uncontaminated by her touch, and the
compulsion is the actual act of cleaning and washing, in a precise order. 1T that
order is disturbed her personal ‘rules’ are that the ritual has to be started all
over again. Compulzive rituals, whether the overt behaviours of washing,
cleaning and checking, or more covert sirategies such as repeating & “bad’
thought twenty times, scrve to reduce or neutralize the anxiety caused by the
original obsessive thought. When clients seek help because of washing or
cleaning excessively they are likely to have developed this behaviour to reduce
their fear of ‘contaminants’, such as dirt, germs, blood or disease; harming
themselves or others. Compulsive checkers, including the client who risked
losing his job due to me spent repeatedly checking that every light, electrical
and gas appliance was switched off before leaving the house, typically believe
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they are responsible for averting illness, death or disaster by their actions.
Despite having insight into the irrationality of their thoughts sufferers can feel
helpless to change as only the compulsive behaviour brings refief from the
anxiety of the obsessive thought. In addition, over time the absence of any
actual harm befalling themselves or others seems 1o indicate that the compul-
sive behaviour provides a successful protection that it would be increasingly
dangerous 1o omil.

The obsessional person’s mtuals often involve the significant people in his
world by repeatedly requesting reassurance, eliciting their participation in ritu-
als or their conformity to rules such as orderliness, It is quite usual for some-
one with obsessive-compulsive behaviour to develop an accompanying
depression. This may be a reaction to being involved in and responsible for
domestic chaos, yet fecling helpless to alleviate the resulting strain on poten-
tially supportive relationships. This frustrating picture usually results in a ery
for help from the whole family, in which case all should be invalved in the cane
of the individual concerned. Client and family are likely to ask questions such
a5 “What causes it?"; *Why should it happen?'; and ‘15 it to do with us?

It is often the case that the nurse will have to use her skills to explain to the
family the nature of the behaviour and the possible reasons for its develop-
ment. One theory is that obsessive-compulsive states are a result of unresolved
conflicts and anxieties unconsciously pushed back and taken over by various
defence mechanisms, It is also likely that the underlying conflicts are
concermned with the “significant others’. The obsessional character develops out
of the need to obtain approval by being excessively tidy and controlled. A
child will react o standards 22t by the parenis, and sometmes these conflict
with normal developmental tasks. This may lead to the child being very frus-
trated, which. could contribute 1o the development of obsessive—compulsive
behaviour when faced with difficult life events as an adult. Whatever the
reason for its occurrence, the family is usually very much involved, therefore
they have an important role in helping the individual understand and overcome
their difficulties.

PROBLEMS AND NEEDS OF THE OBSESSIVE-COMPULSIVE CLIENT

When the nurse is asked to enter the world of the obsessive- compulsive client
and their significant others, they often encounter fear, frustration, shame and
isolation. Clients may expect rejection or ridicule for obsessional thoughts
which they themselves find distressing and unacceptable. Addressing this
reluctance in an empathic manner can facilitate the client’s disclosure of
socially embarrassing fears, of contamination from faeces or uning for exam-
ple, or homrifying intrusive images of causing harm to others. The nurse’s will-
ingness to explore likely causes and meanings of distressing thoughts and
seemingly incomprehensible rituals continues this communicahion of accep-
tance to the client. Additional messages, that such difficulties are nol uncom-
mon and that the nurse is offering help with the problem, as others have been
helped in the past, can reduce isolation and instil hope.

Where assessment indicates that obsessions and compulsions are features of
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an underlying depression, psvchosis or history of abuse, the chent should be
offered treatment for the primary problem, with the involvement of other
members of the multidisciplinary team as appropriate. Obsessive-compulsive
features can be addressed as part of this: work. Most of us have experienced
brief episodes of repetitive thoughts or behaviour, perhaps with a "supersti-
tious’ belief that something bad will happen if we do not complete a ritual. We
might decide that stepping on a crack in the pavement is unlucky but can over-
come the ungainly result by deliberately standing on a crack until any initial
anxicty subsides, i.e. applying the principle of exposure from behavioural treat-
ment approaches. The absence of any unfortunate consequence following
deliberate or accidental contact allows cognitive reappraisal to take place, and
we can safely change our behaviour in the knowledge that our fears are unjusti-
fied. Obsessional thoughts, however, are more intrusive and distressing, and
the anticipated consequences of fmbng o complete compulsions sre 0 cala-
strophic that such effective methods cannot be risked. Instead of deliberate
exposure the sufferer begins to-avoid situations or behaviours that trigger
ohsessional thoughts. The van driver who planned routes to avoid pedestrian
crossings, which triggered an obsessional impulse not 1o stop, found he had
started a pattern of self-imposed restrictions that eventually left him unable to
git behind the wheel, In addition fo the limitations of avoidance, distressing
ohsessional thoughts and demanding compulsive rituals, many clients with
severe states are at risk from self-neglect, mainly in the areas of slecp and
riutrition. Because of the time-consuming compulsive behaviours these areas
are given low priority by the client. Their needs are obvious but, as in the case
of hand-washers who continue to scrub sore and injured hands, the physical
pain experienced is minimal compared to the psychological pain of doubt,
unceriainty and torment they would have experienced if prevented from carry-
ing oul their rituals, Under these circumstances, or when depression and shame
have put the client at risk from self-harm, the benefits of admission should be
discussed. If admission does follow, the incredsed potential for contamination
or disruption to routines can cause a period of continual high levels of anxiety
and the possibility of severe panic attacks if the rituals are thwarted. The need
of the client in this situation is therefore, for the first 48 hours or 5o, o be able
to re-gstablish some form of security in his own personal routine in onder for
the anxiety o drop o olerable levels. As the client iz open o ridicule by
others, it may be that as well as modelling an accepting approach, the nurse
will need 1o explain tactfully to other clients the need for acceptance through-
oul the ward. Teaching the chent relaxation methods (o manage acute anxiely
symptoms i 'a useful preparation for response prevention therapy, where the
client is encouraged 10 face his fear, gradually increasing time with the anxi-
eties until the tendency to carmy out a particular ritual diminishes.

IMPLICATIONS FOR THE NURSE

Communicating acceptance can be very difficult with clients who seem not to
respond to their own logic and insight, It can be very frustrating, not only for
the client, but also for the nurse, when change does not easily follow from
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clear agreement that the highly unlikely consequences of stopping compulsive
behaviour are outweighed by disruption to the lives of the client and significant
others. This may develop at times into a feeling of helplessness on the nurse’s
part, which can grow into anger. It is important that the nurse is aware of this
possibility in order to prevent these emotions compromising the delivery of
care. Reflecting on practice and supervision will aid self-awareness; being
patient, understanding and helping the client set small achigvable goals will
kelp both parties to achieve realistic expectations. Acceptance 15 not condi-
tional on the client always achieving such planned goals, however, and a criti-
cal or subtly punitive response will reinforce the client’s sense of Tailure and
may lead them to terminate the sessions. Viewing homework tasks, for exam-
ple, as ‘experiments’ where even a seeming failure can provide valuable infor-
mation to refine the next attempt, allows all participants fo maintain a
collaborative, positive approach. Finally, there are imes when we see things in
others that we see in ourselves. Obsedsive elements in anyone’s personality can
be helpful, especially in certain occupations where precision, accuracy and
detail are essential. The organized and conscientious mind is a useful asset to
any team leader. It is when the organization and responsibility become domi-
nated by torment, doubt and uncertainty that they cease to be useful.

PRINCIPLES AND SKILLS REQUIRED

Initially the skills required for the obsessional chent will be those of assess-

ment and rapport building common to other client groups, The client’s home
often provides a sense of security lacking in ward or interview room settings,
which reduces the hikelihood of the client’s anxiety level inhibiling dssessment,
The nurse can then use her skills of listening, non-verbal sensitivity and ques-
tioning to gather information from the client which will be significant for the
planning of future care. At the same time, by understanding and giving
empathic responses, she is developing the therapeutic bond of the nurse-client
relationship, In-addition to providing & baseline for evaluating future progress,
assessment of the obsessional client provides information and insight which
allows the individual, perhaps for the first time, to understand the links
between triggering factors, ohsessional thoughts, aveidance and anxiety-reduc-
ing comptlsive rituals, Some clients may never have considered the signifi-
cance of childhood or later Jife events in the formation of their particuldr
difficulties; others may have been so successful in emploving defensive rituals
at the merest hint of discomfort that they have ‘forgotten’ the original anxiety-
provoking thought until prompted by the question: *What do you think would
happen if you were unable to carry out that behaviour?'

The nature of the obsession and the form of the compulsive behaviour are
established and clarified by working through specific examples of the problem
in terms of associated cognitions, affect physiological changes and behaviour.
Summuiries punctuate the assessment process and it is this skill, allied to infor-
mation-giving about the nature of the problem, that begins to translate the
distress, shame and isolation of the client into a more objective mutual under-
standing which can form the basis for change. With the client’s permission



their significant others can be included in the assessment to provide additional
information, to benefit from a new understanding of the problem and to discuss
their contribution (o the treatment plan. In Mrs Armstrong’s case, assessment
showed that her obsessional thoughts were related to contamination by germs,
disease and cancer, She remembered having become concerned about germs
after a number of episodes of cystitis, Although successfully treated, she began
tp wonder if she or objects around the house harboured the beginnings of a
disease that could harm her and her family. However unlikely, the threat was so
frightening she could not risk ignoring it. The only way she could lessen the
dominance of these thoughts was to complete a comprehensive cleansing
ritual.

Her obsessional washing was mainly of herself following her obsessive
thoughts, around the house, particularly the bathroom and toilet; and her own
and her children’s clothing,

Mrs Armstrong’s wish not to take what seemed like unnecessary chances
resulted in @ further problem area, i.e. avoidance:

« of gatherings such as crowds, queves or partics where she might inadver-
fently towch strangers;

* of public toilets;

» and reading, viewing or talking about any topic that was even remotely to
do with Hliness,

Information from the family abowt Mrs Armstrong’s increasing reluciance o
touch her children and repeated requests for reassurance that something was
clean completes the picture of disruption the client and her family have been
experiencing. In addition to using her listening skills, the nurse could also use
questionnaires designed particularly for rating an individuals anxiety levels,
extent of obsessions or even mood. It must be remembered that it is not
uncommaon for a client tormented by obsessions and rituals to be severely
depressed to the extent that suicide could be an aption, The anxiety rating scale
could be in the shape of a ‘fear inventory®, whereby a hierarchy of anxiety-
provoking situations is established ranging from the least provoking, e.g. being
prevented from washing her clothes the third time, to the most provoking, e.g.
not washing following a particularly frightening obsessional thought of her
children suffering a terrible illness. This hicrarchy will become useful in
setting realistic goals, depending on the treatment approach used. At present,
many of the principles of care involve allowing clients 1o discuss or demon-
strate their behaviour in an atmosphere of acceptance, thus helping them 1o
lower their anxicty sufficiently to facilitate the exploration of causes and
effects, As outlined above, the skills of effective treatment involve assisting the
client to face the mnxicty associated with the obsessional thought, image or
impulse without the use of avoidance or compulsive rituals until it is apparent
that the feared consequence does not occur and anxiety subsides. To allow the
client to make an informed choice a proposed treatment plan should be drawn
up with him, describing short- and long-term godgls,

Cognitive and behavioural methods to assist successful exposure and
response prevention should be cutlined and the client informed of the need for
practice between sessions, perhaps with the involvement of significant others,
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and the likelihood of increased anxiety at first, The nurse will need to offer the
client the ppportunity to raise any concerns about the plan, then, if the client
agrees, contract for duration and frequency of sessions, with a joint evaluation
of progress after a certain number of meetings depending on the severity of the
problem. Approaches that have proved to be very effective in assisting obses-
sive-compulsive clients fo overcome their difficulties involve one or-a combi-
nation of the following technigques.

Graded exposure i weo

A hicrarchy of anxiety-producing situations is constructed. The client agrees to
confront these situations, beginning with the least anxiety-producing and work-
ing ewards the greatest,

Flooding

The client agrees to confront a most fesred situation until the overwhelming
anxiely begins to reduce naturally.

Response prevention

The client is encouraged to face a particular fear, e.g. using the toilet without
ritually washing his hands and the toilet immediately afterwards to “switch off”
his obsessional thoughts, The length of time between using the toilet and wash-
ing aliows cognitive reappraisal to take place and anxiety to diminish.

Modelling

This involves the nurse showing the client the appropriate behaviour and rein-
forces the fact that no harm has occurred.

Contract therapy

A mutual agreement between the parties concemed 15 made so that it s very
clear and explicit. It establishes a bond oran obligation in such a way that the
actions of one party demand the conduct of the other according to the terms of
the contract. These technigues are all dependent upon the agreement and
commitment of the client, The appropriate skills here are those related to being
able to explain and 1o educate the client about the nature and benefit of the
methods involved. Before émbarking upon these, however, the client may
require the additional technique provided by relaxation training. The ability to
relax physically may mean the differences between success and failure, espe-
cially with technigues that involve gradually increasing anxiety levels. A
glient’s reluctance to commil himself to these regimes is understandable, and it
may be appropriate 1o challenge the client skilfully, ez *You have said you
want to stop these rituals, and that you can see the benefit of these techniques,
yet you still don't feel able to commit yourself to them. I'm wondering 1F there
is anvthing else getting in the way?*



This response points out some discrepancies between what the client says
and what he does, and gives him a chance to explore further his feelings and
behaviour. Another challenge to someone who has already committed them-
selves to a panticelar therapy could be: ‘Although yvou deécided 10 only check
the house once before going out you are now telling me that ene more check
will make all the difference. What evidence do vou have to support that?’ By
allowing that the client may biz right in his assertion, the nurse avoids &n argu-
memntative confrontation. and maintaing a collaborative search for the truth. IF
the client replies honestly in a review of the evidence for'and against another
check, they are likely to remind themselves that, for example, that the cooker
cannot switch itself on again or that one more check has in the past led 1o many
more. The dangers of unskilled challenging must be carefully considered, espe-
cially with people who have insight and are frustrated by the helplessness of
not being able to act out their own logic. There is no therapeutic benefit from
challenging the discrepancy between *I know it"s wrong, silly or irrational” and
the continuation of their behaviour with obsessive-compulsive clients, as this
is the consequence of their conflicts and not its origin,

When working with individuals with obsessive-compulsive problems
contact with the family is usually necessary and beneficial. Keeping them
informed, especially pariners, of the principles of care and progress will
enhance the likelihood of support and understanding. Where relatives have
seen their desire to help lead to increasing demands being made on them for
reassurance or parlicipation in rituals, the nurse will need to give guidance and
perhaps permission to gently refuse to comply, If admission has been required
the community mental health nurse can be involved at an early stage, to help
plan a specific programme of care to be continued in the home and W faciliate
family sessions preparing the way for the clicnt’s discharge, The greater the
awareness of the plan and the support offered, the greater the client’s chances
of success in the battle against his own ‘constraints®,

SUMMARY

The individual whose life is governed by ntual and who then becomes uncertain
whether that ritual 15 enough is expressing internal anxictics and conflict in his
own way. The nurse, in caring for this individual, must aid him in conquening
his personal loss of control and at the same time help him express his anxieties.
A major obstacle to this s that one enhances the other, i.e. attempling to control
or limit his compulson mcreases s anxiely, vel expressing his anxieties and
exploring areas of conflict is likely to increase the occurrence of his compul-
sion. It i therefore essential to devise a balanced programme based upon indi-
viduzal needs dnd problems and the resources available w cater for them. The
overall skills required, however, are those needed initially o facilitate explo-
ration o a level essential for accurate assessment, i.e. exploratory counselling
skills, and later 1o help the client express personal conflict areas; teaching skills
to aid the client through his therapies; behavioural and cognitive skills, depend-
ing upon the treatment approach taken; challenging skills for the reluctam
client; and finally, *family skills’, i.e. those skills required to enable a family to
work together, communicate and support each other throughout this crisis.
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KEY CONCEPTS

iy,
w.';.} p ] 1. An obsession is a repetitive, intrusive thought, image or impulse which
. J cannot be easily dismissed. It is distressing and often leads to a compul-
sion, the urge to act in a-way that the mind knows to be irrational but
which can only be resisted with the greatest effort and difficulty.

2. Obsessions often relate to fear of ‘contaminants’, illness, disaster or being
responsible for causing harm to others; compulsions and avoidance can be
understood as ways of reducing anxiety associated with these fears.

3. Becsuse of the ime-consuming nature of many rituals, clients are often at
risk from self-neglect of their physical needs, e.g. nutrition and rest,

4, 1t'is important for the nurse to be aware of her own feelings of helpless-
ness, fest these um to frustration and anger, posstbly compromising the
care that she gives,

5, It 15 pot uncommon for a client tormented by obsessions and ritials o be
severely depressed to the extent that suicide could be an option,

6. Many of the principles of care involve allowing the client to express his
behaviour in an atmosphere of acceptance, thus helping him to Jower his
anxieties sufficiently to facilitate exploration of underlying conflicts and
potential for change.

7. Certain behavioural and cognitive methods have been found 10 be very
useful and effective, These are mainly graded exposure in vivo; flooding;
response prevention, modelling and contract therapy.

£, Keeping the family informed of the principles of care and involved in the
treatment process may enhance the likelihood of a successful outcome for
the client.
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Working with people who
orchestrate

Clients we previously called manipulative may now be described less detri-
mentally as ‘orchestrative’. Searching for a word that describes certain collec-
tive descriptive behaviours without instantly stigmatizing the person was, we
confess, difficult, *Manipulative' tends to be a pejorative word which we
would seek to avoid. The elient who manages with proficient skill to orches-
trate hath his environment and the people around him should not be judged ina
negative sense. This is, after all, his attempt to get the best for himself,
although it often takes a maladaptive form. However, it is not inconsistent with
behaviour which all human beings adopt in adverse situations, and which some
more socially skilled people {notably politicians and entertainers) engage in
from habit or for personal profit,

Jane has been in the mental health unit for $ix months; it 18 her 25th
admission. She will probably be discharged soon, bul there is little
hope she will remain in the community, Jane comes inlo the unil
usizally following an ovérdose of aspiring, or having slashed at her
wrists, This has become a regular occurrence and generally follows
some unpleasant incident in her life. She has many boy “friends’, bt
no close friends, Her parents say they cannot cope with her and no
longer visit. She has a long list of offences, mostly minor, and is well
known o the local police; she iz 22, Jane's whole life appears 10 have
been hike a racelrack circuil - going from oné dangerous bend o the
next, the straights, like her relationships with people, being very short.
The bends in Jane's circuit are perhaps only minor evens for us, like
keeping & job, friendship, resisting tempiation to steal or to tell lies,
even just getting up in the morning; for fane they represent major
hurdles almost impossible to negotiate. Even while in the unit, Jane
seems unable 1o stop telling les and goes from one member of staff 1o
another with requests until she receivies a favourable answer. When she
does not get her own way she causes termible scenes, makes suicidal
gestures, breaks windows and fumiture. Attacking clients both verbatly
and physically is her way of responding to frustration or boredom,

Jane's medical diagnosis would probably be personality disordered, sociopath,
maladjusted, inadequate or just a plain psychopath. Whatever the diagnosis, the
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case history is probably a recognizable gne. A very high percentage of people
like Jane end up in residential care, mental health units or special care units,
with riurses mot quite sure what to do with them,

lane’s case is by no means unique, but is seen in various guises. Some drug-
or alcohol-dependent clients have similar backgrounds and problems to Jane;
their overl. symptoms of dependence gre simply their individual ways of
portraying their unhappiness. Excessively aggressive people, sexual abusers,
baby batterérs, prostitutes and recidivists may have in their ranks people not
dissimilar o Jane. Indeed, all people like Jane have one factor in common —
they have great difficulty in forming meaningful relationships with ather
human beings. They have leamed ways of behaving which are not endeaning to
others, and seem incapable of changing.

It is pur belief that many of their problems are inherent in their absence of
values, due perhaps to a failure of leaming in their early psychological devel-
opment. Some of the elements most noticeable in Jane's character are as
follows:

1. An inability 1o love or to recognize love, warmth and friendship when it is
offered.

. An imability to make thoughtful decisions o be independent and free.

. Anunderlying insecurity which breeds mistrust and anxiety.

. Feelings of inadegquacy - being different and unable wo change.

An overwhelming frustration that life is not fair, that people do not care

abaut her,

[ U

This being the case, perhaps rather than condemning the *lanes’ we nurse, we
should try to understand them and help them (o fulfil their peeds. It i our
belief that Jane can be helped with skilled nursing. The orchestrative person,
liké any other person, has potential for growth. We believe skilled nursing may
be the facilitator for that growth,

The deficits highlighted in Jane's character supgest the needs that nurses
may help her fulfil. For instance, if Jane is shown a consistent warm and caring
approach, does she not have a better chance of devéloping these qualities
herself? IF the nurse 15 able to lsten and iy to understand her, will she not be
more eager to try to understand herself? IF Jane is offered some trust, will she
not subsequently be able o grow to trust others? IF she is offered a stable and
commitied relationship, will she not be more stable and committed in retum?
The answer to these questions is undoubtedly, in the shorl term, no. Jane will
take advantage of vour trust and manipulate your weakness, for that is how she
perceives it She will laugh at you, pour SCom on YOUr genuineness, conlinue to
be deceitful and lic and cheat whenever the opportunity arises. Indeed, why
should we be so arrogant as to believe we can change in a few weeks a process
that has taken 22 years to develop? It does not seem likely. We do, however,
suggest that it will work. Your warmth, genuineness and empathy, if used skil-
fully and consistently, will overcome even the most difficult of manipulators if
it i5 continuous and is given time.
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IMPLICATIONS FOR THE NURSE

When nursing the orchestrative client the nurse must be prepared for a long
campaign. It i5 not one that can be won in weeks, and may take vears. During
this time you will have 1o have the patience of a saint to pul up with afl the
disappointments and frustrations you will éncounter. Jane will consistently let
you down when you have faith ‘and trust in her; she will misrepresent vou,
betray you and tell lies about you, When she realizes you still accept her, do
not resent her and remain warm towards her, things will probably get worse. At
this point she may abuse vouw, threaten vou, even physically amtack vou, If,
despite this, your approach is immovably consistent, then, and perhaps only
then, she may eventually leam to trust you. 1t is important to remember that in
her disordered perception she has always been let down, no-one has ever been
reliable, no-one has ever accepted her totally before. It is almostas if ber entine
previous behaviour has been an elaborate and marathon test of your honesty.

During this process, it has to be said that unleéss the nurse is a paragon of
virtue, many crises will have occurred. Conflicts of loyalty, strains on emotion
and just plain physical tiredness may have interfered with this therapeutic
process. When Jane has stolen or bullied other clients, or had tantrums to seek
attention, you may have given up. We believe the reason these clients have such
a poor prognosis is that they require such intensive and continuous nursing that
few establishments or individuals can fund it financially or emotionally,

PRIMCIPLES AND SKILLS REQUIRED

Communication

AL all times accurate and consistent communication must be mantained
between client, nurse and other staff involved, It is important that the nurse is
totally honest with the clicnt at all times. If possible, the ward or mental health
unit shouwld have planned policies for dealing with antisocial or undesirable
behaviour, and these should be understood by both parties, e.g.:

Jane; *But why can't | have my weekend leave this weckend?

Nurse: *We discussed this when you first came into the unit, and you knew if
vou were found stealing cliemts’ cigarenes you would not be allowed home for
weekend leave, You stole Brian's cigarettes on Wednesday, so you can’t go
home this weekend.”

Jare: ‘It's not fair, | don't get enough money to buy cigarettes, and | feel so
frustrated here at weekends, 1'1] probably end up smashing something. You
don’t really care about me.”

Nurse: '] understand you are very upset about not going home, bul vou're
wrong about me not canng. | care very much. It would be easier 1o let you go,
bat it wouldn't do you any good in the long run. We have a deal and we have
to stick 1o it [f you break something this weekend, I'll be upset and disap-
poinied, bt | hepe you think about 1t senously before vou do, as 1'm not sure
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it will help anything, Wouldn't it be better 1o discuss your frustration and deal
with it more realistically?

It can be seen from this exchange that the nurse shows she is totally honest, she
is firm in her decision and is nol interested in the “implied blackmail’. She
takes the opportunity to say how she feels - that she does care - and also
suggests a possibly more appropriate behaviour. It should be emphasized that
there is no atlempi 1o judge lane’s statements; the nurse simply listens, under-
stands and responds in a calm, consistent and caring way.

Dealing with undesirable behaviour

The ground rules have 1o be set early in the relationship. Although it is difficult
to generalioe, these suggested guidelines may be helpful.

Aggression

Wherever and whenever possible attention-secking behaviour is best ignored,
and the behaviour discussed later, eg.: 'l noticed how aggressive you were this
moming — when you act like that | will ignore vou. | think you were just trying
to get my atténtion, and I'm sure there are more positive ways of doing that
than with aggression.”

Self-mutilation suicidal gestures

Suggest to the client that this behaviour is unacceptable but that you will not
intercede unless life-threatening situations occur. Explain that you do not
intend to take responsibility for his life, as that robs him of his independence.
Explore more aceeptable ways of dealing with problems.

Telling lesisiealing

Discuss the situation with the client, being careful o listen and not (o judge.
Present the evidence as it appears and discuss this openly. When vou have
decided, say honestly how vou feel, take any action you think is appropriate, or
which is according to ward or unit policy, and state that this is the way it will
always be dealt with in the future. It is important that, even though sanctions
may be operated against her at this point, your accepting attitude does not
change, e.g.:

Jane: *So you don't believe me, and now [ can’t go on the trip tomormow.”

Nurse: “Look, Jane, | believe you did steal Harry's soap, and yes, that means
vou can't go on the trip, but | am trying 1o understand why vou behave like
this, and 1 really want 1o help.’

It may be seen from this that although the nurse may have judged Jane 1o be
guilty of the act, she did not judge her as a person, and continued to offer help
in a caring way.
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Antizocial hehaviour

Swearing, spitting and overt and offensive sexual behaviour are not uncommaon

in these clients. Largely ignoring this appears to be the most effective way of

dealing with it, but intervention may be necessary when other clients are
caused distress. Once a trusting and respecting relationship is attained, the
nurse should be able to model appropriate behaviour for the client to learn
maore skilled social interactions.

Dixloyalty amd selfishness

These traits are commonly seen, and can only be dealt with by a total sccep-
tance of them and disclosure of the nurse's feelings when appropriste, c.g.:

Nurse; *| think | understand that you needed w complain o Dr Jones about my
behaviour, because it seemed to you I was being unfair and asking a lot of vou
- | don’t feel resentful abowt it, but perhaps a little disappointed you think so
lintle of me.”

This becomes more difficult, however, later in the relationship when trust has
been built and vet dislovalty still ocours, Nevertheless, no profit is gained by
hostility and confrontation,

Once a rapport 15 strock between the nursé and the chent, the nurse becomes
a teacher, Her effectiveness in teaching will depend largely on the respect, trust
and integrity she enpenders,

In all interactions the nurse should attempt a positiveness so that she is
perceived as honest, reliable, stable, warm and caning. We believe that if this 15
maintained for any length of time, more positive cutcomes are both possible
and probahle.

SUMMARY

[n this chapter we have tried to show that the orchestrative client suffers from
an emotional deficit which has been potentiated by learned maladaptive behay-
iour. In order to help, the nurse has to be aware of the client’s needs, which ane
closely involved with the underlying condition that the client suffers. To
reverse the maladaptive behaviour and repair the emotional deficit, the client
needs o be accepted and to be shown honest regard. New leaming has to
begin, as the clicnt needs to leam acceptable behaviour patterns and to be more
trusting, warm and honest, '

It has been suggested that the client may seek attention by suicidal gestures,
aggression and antisocial behaviour. Indeed, the nurse should expect dishon-
esty, disloyalty and selfishness. Although this paints a rather gloomy picture,
and the nurse mav be frustrated, disappointed, irritated and at times feel
completely defeated, if the client is 1o be helped she must hattle on. Her main
alties are good communication with the client and her colleagues, 8 consistent
approach, and her underlying qualities of honesty and warmth. If these guali-
ties can be taught, modelled and supgested W the client, the task, although
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awesome, may be considered more realistic, Considerable patience is required
to listen to and try to understand the client, especially when the nurse feels like
Eiving up.

Finally, it would be wrong of us to suggest that successful outcomes will
always result from this approach, but we do commend it to you as a caring
approach that will at least enhance your self-respect and professional stan-
dards, when perhaps it is tempting to give up.



Working with people
experiencing dependency

Frank is 43 years old, thin and emaciated. He looks much older than
his years, as he is completely grey, rather stooped in posture, with
wizened skin and decaving teeth, He started drinking alcobol in his
carly teens and, as most young people do, considered it 1o be socially
accepiable and a rather adult thing to do. He went 1o university, where
his drinking habit was sustained, and achieved a degree in engineening,
In his early twenties he married a school-teacher and had a happy
domestic fife, He had two children, whom he loved very much, and life
generally seemed 1o be progressing pleasantly,

As his career and the subsequent préssure of his ambitions developed
b began to drink rather more heavily. He would pop out at lunchtime,
and stop for a drink on his way home, The significance of this did not
really oceur o Frank at this time, and his habit simply evolved, Tt was
not long before he began keeping a bottke in his desk drawer *for after
a hard dav’, and his visils (o the pub at lunchiimes and evenings
became longer. Having a drink before important micetings became
normal praciice, only shortly before it became normal o have a drink
afier an important meeting.

It was probably around this time that his boss reprimanded him for the
first time and his wife began io insist be spends more time al home
with her and the children. Frank responded to these criticisms by
getting absolutely drunk. He came home, hit his wife and shouted at
the children, He had never behaved like this before. The next day
Frank was shocked when confronted with his own behaviowr, and
swaore it wouldn't happen again.

Frank managed 1w stop drnking completely for nearly a month after this
incident, However, the pattern began to repeat itself the next month,
when Frank told himseif that it was the pressures at work and his wafie's
lack of understanding that had precipitated the incident, and that it had
very little to do with drink. In fact, drink was the support he was
getting. No-one really understood how he felt; hardly anyone knew he
had a problem, This cycle continued, getting worse and worse,




Waorking with people =:tp¢ri_¢n1:ing dependency |

Six months later, Frank was drinking all the tme, consuming a full
bottle of whisky a day with very little effect. His work deteriorated, as
did his relationship with his wife. Six months later-he lost his job, His
wife tricd to help and remained with him for another three vears, The
final Blow for his wife was the realization thist she was working only to
support his drinking, and on discovering that he had remorigaged the
house 1o its maximum and had spent several thousand pounds of this
maoney on his habit. she left.

Afier his wife left, Frank gradually sold the fumiture 1o buy drink, and

spent atl his social security money designated for morigage repayments

similarly. When the building society foreclosed he was lefi penniless

and homeless. Hiz first appearance in court was for stealing money

from a parking meter, His second was for assault in an attempt o steal

from an elderly woman. His third dppearance led 1o his first admission

oy the psychiatne unit and now, five vears later, he s up to his 30

admission. The pattern of his admissions has been similar over these

five yedrs, Admitted in a dreadful state, he is given good nursing care

and ‘dried out’. Subsequently he remains sober for some weeks. He

enters group therapy determined to shed his problem, becomes

depressed with his insight and discharges himself, He usually remains

stable for several weeks, then gets hopelessly drunk for several days

and is readmined to the unit.
Frank has become dependent upon alcohol which, like many other drugs, is
capable of causing both physical and psyehological dependence. For our
purpose in this book we make no distinction between dependence upon
diamorphine, cocaine, aléahol or, for that matter, tranguillizers. Although these
may have significant differences in physiological disorders or abnormalities,
there is, we believe, a common component of psychological dependency. For
exampie, there is no difference in prinviple between the socially acceptable
cigarette smoker who finds it impossible to give up his drug and the young
adolescent who inhales toxic fumes from glue to effect a *high'. They are, of
eourse; completely different subjects, but there is some common ground in that
both are in some way dissatisfied with their strategies for dealing with their
lives. Bath demonstrate a need for outside agents to influence their internal
emotional state. These dependencies, whether linked to physiological craving
and bodily digorders or to 8 more immediately destructive form of suicidal
wish, would bath benefit from skilled intervention in order to achieve a healthy
state, In the case of the alcohol or drug-dependent person, averting a premature
death is the more serious objective.

Effective treatment begins with an understanding of Frank as 4 human being,
Clearly, his physical dependence was built up over years of excessive drinking,
but what originally motivated him to begin and continee to consume alcohal?
A most popular contemporary theory is that we model our behaviour on others,
For example, observing our parcnis and our peers consume alcohol or drugs
will inevitably reinforce the idea that it is permissible. Conversely, rebellious
adolescents may act in diametrically opposed directions 1o their parents, simply
to show independence and control over them. No research we are aware of has
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conclusively shown that alcohol-dependent parents create aleohol dependent
offspring or, for that matier, total abstainers; so clearly these influences must be
only one factor-and not the end of the story,

Another current theory is that dependent clients have peculiar personality
traits. However, although Frank may be a typical *personality type® seen today,
there did not appear to be any significant features in his early years to single
him out as being at particular risk of becoming alcohol dependent. Neither is
there some particular 1) range which suggests he is more at risk. Any evidence
collected so far suggests that becoming dependent on drugs or alcohol seems to
be a cultural phenomenon having no respect for class, age, intelligence or
personality type. Neither would it appear that physiological factors are signifi-
cant in the development of dependency, 1n a5 much a8 women are Just as much
at risk as men; nor, as far-as we are currently aware, -are fat, thin, tall or short
people particularly susceptible.

From this short resumdé, of what can only be described as *non-facts! we
may take some comfort in thinking that dependency is not predictable, but by
the same logic, although less comfortably, neither is it inevitable for any indi-
vidual. Many people still believe that it is their own weakness of character, that
they have some qualities attibutable to others in less quantity, and that perhaps
they do not deserve our help. They appear to be a section of the client popula-
tion which is almost universally unpopular, evoking very lintle optimism or
sympathy. Many people would maintain that they do not even require our help.
Chur feelings are most adamant on this subject — we believe that if a certain set
of circumstances is applied to a certain type of person at the optimum time, at
the most eritical pressure, "% 05 the result, [T *x" s oul to be an aleohol
dependent person, a person with sexual problems or a patential suicide, all are
equally entitled to our help. To withhold our help and our skills detracts from
our own value. To allow our prejudices and preferences to interfere with our
care casts doubts on our professional integnity. Despite our previous experience
and our jaundiced views concemning the “success” rale of such clients, we must
atternpt W consider each readmission or rereferral a5 another fresh start - to
reassess, replan and reimplement our care. To fake any other course ends fo
predetermine the result, IF it is debilitating for us to view potential success
pessimistically, think of the detrimental effect it will have on the client. Unless
we are able to inject hope into his perception of himself, he is bound to fail
again. A 315t attempt to suceeed 15 far more positive an outlook than his 30th
failure.

PROBLEMS AND NEEDS OF THE DEPENDENT CLIENT

Alcoholics Anonymous considers the fundamental breakthrough in the rehabil-
itation of an alcohol-dependent person to be the point when he finally admits
he has a problem, i.e, when he finally admits that he is alcohol dependent,
Following this through logically {and we have no reason to dispute this
theory), it appears that the dependent person s protecting himself with the
mechanism of denial and that he is very able to project and rationalize his situ-
ation and misery. Indeed, this largely supports our own experience of the
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dependent client. In our experience the most remarkable rehabilitation has
occurred when sudden insight has inspired the individual from a position
which could only be described as the depths of degradation. The client appears
to have reached rock bottom, has no self-respect, and his emotions and
thoughts are lefi naked and open for all 1o see. The choice appears to be change
and life, or to die in this sorry state. It is perhaps at this juncture that, if help is -
not fortheoming, if someone is not able to show they care, or if we are not alert
to the potential for change, the client may be completely failed.

The client who is motivated 1o change will meet many obstacles, and he will
almost certdinly have to contend with the unbeliever, After all, who in their
right mind would employ a self-confessed ‘alcoholic™? Who would offer him a
home and trust him in their house? Who would believe, on seeing a history
such as Frank’s, that such a person could change, would not steal, lie and cheat
to obtain a drink? Certainly not someone who had known him.

The client needs someone to trust him, to have faith in him, to care enough
to encourage him. His uphill battle for sobriety will not be made easier by
people doubting him. How can he be expected 1o have faith in himself when
others do not? Every aspect of his environment, of people’s experience and his
own thoughts tells him he will not succeed, but he knows he must. Even his
own physical condition casts doubt on his ability to survive. How could such a
frail, run-down body held down a job? His thinking, memory and problem-
solving ability have also been diminished by his habit. All the aszets he had
within himself have been taken from him by his drinking.

Frank's past life is of no consequence or credit to himself or others - he has
provied to be unréliable, dishonest and apgressive, and only time can extinguish
this stigma. He needs; more than ever before, some aftainable goals and some
distant dreams, He will need strength to work tirelessly towards remaining
sober unill the end of the day and the next, and the next, and ke will need perse-
verance ultimately to be able to hold up his head again in society and to see his
children in a climate of mutual respect. Starting atl over again with a clean slate
is-almost impossible, indeed undesirable, for he needs 1o remember how easily
his resolve can be lost, and how awful his previous existence really was.

IMPLICATIONS FOR THE NURSE

To nurse Frank skiifully, the nurse must have a fundamental belief that, should
he want to change, he is capable of it. If the nurse has any doubt, this will
ingvitahly be reflected in the attitudes she convevs towards him. To believe
that Frank does not want to change is human; to believe he cannot is debilitat-
ing. The second most important prerequisite for effective treatment is for the
nurse to believe she can help Frank if asked to do so. Casting aside all
evidence and statistics that spell failure for dependent clients, and with an
phjective knowledge that most attemnpts at rehabilitation will fail, she must
undertake each successive attempt at rehabilitating Frank as if it were the first,
and consequently the most likely to succeed.

The skilled nurse will be able to appreciate that at times Frank will be
ungrateful, so she must not seek gratitude. She must know that he will tess her
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trust and support, s0 she must be trustworthy and supportive. She should know
that he requires honesty, so she should reward him with the truth in @ way he
will not feel is punishing.

We believe dependent clients can only be treated voluntarily, but many alco-
hal dand drug dependent people who commit crimes may be compulsorily
detained. We do not necessarily think this is a good policy, although it is proba-
bly better than custodial care in a penal institution. However, being compulso-
rily detained does not preclude their voluntary submission for help. Mor does i
mean that we should not continue any therapy recommended. It simply means
that it may not be as effective.

The mental health nurse may come into contact with dependent clients more
frequently in the community these days. This creates a greater difficulty for
her, as such clients wall continue 1o be influenced by their peer groups, friends
and associates, who may have their own reasons for encouraging their depen-
dency. However, it could be argued that this is @ more realistic situation for
therapy, as in residential care settings the client is one step removed from the
sifuation to which they wall inevitably have (o return. The panciples and skills
required 1o help these clients are not significantly different from those required
in residential settings, but simply more constrained, with the client facing
temptation throughout the therapeutic process.

Murses dealing exclusively with the dependent client may well become
disenchasited and cynical. This is of course very human and nadtural, but we
recommend that nurses be aware of the possibility and its consequences, recog-
nizing that once such an attitude has developed, the nurse's usefulness to the
client-w senousty mited. Positive strategies to prevent this need to be devised,
and we sugpest that nurses in this environment should develop strong skills of
debrief and group support.

PRINCIPLES AMD SKILLS REQUIRED

Mo matter how bitle motivation the client shows o change, the nurse must
show the core conditions of empathy, warmth and genuvineness, She must
continue 1o listen accurately w both hiz verbal and his non-verbal behaviour,
To establish an empathic bond with the client is the only secure way of know-
ing when he requires the encouragement and supporl he needs to change his
life.

The nurse needs to be skilled at challenging the client’s discrepancies from a
positive position, chatlenging the strength of his resources when he is feeling
down and unable to fight back, e.g.;

Client: *1 don't think it's really worth it, I've lost everything, my wife, chil-
dren, job, house, what's the point of going on?”

Nurse: “You're feeling a little down, reflecting on all your losses, but in & way
dogsn't it prove something that vou survived all that and are still game for
another try? All those things you say you've lost are still within your grasp if
vou succeed this time, aren’t they? Or were you being dishonest earlier when
you said that this is what you have been aiming for?*
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The nurse needs to raise the client’s esteem whenever possible by reinforcing
his strengths; especially in view of his uphill struggle - noting his resolve, how
well he is looking, his ability to go into town without going for a drink.
Eventually, he may be able to go into a har and order a soft drink. All these
strengths require positive reinforcement in the form of genvine regard, Even if
the client regresses and has a drink, concentrate on how well he did for so long,
rather than punishing him for his failure.

The most important skill is being able to communicate the trust and faith the
nurse has for him, and that that trust cannot be shaken even by a sethack or
disappointment. One word of caution: the nurse must not fall into the trap of
becoming the client's drink substitute when adopting this approach: [t would
be easy for the nurse 1o begin to feel sorry for the client; and by being overly
‘sympathetic” rather than empathic, she may reinforce his ‘dependence’ on her.
This dialogue shows how the nurse must continually put the responsibility
back on to the client 1o prevent dependence:

Client: 'l really don't know what 1'd do without you, nurse; when you're here |
feel 0 secure, | don't ever feel the need for a drink. | don't even think you
would mind if | did have a drink would you?”

Nurse: *l sense you're beginning to doubt yourself and are putting the respon-
sibility on to me. | have enough trust in you to know you will succeed in giving
up drinking if you want to, and yes, | would mind if vou had a drink, because
I'd be disappointed that vou had lost faith in your resolve. | trust you can give
up drinking but | need to remind you that you're giving up for you not me.’

This approach needs to be tactful but firm, otherwise the nurse may become a
replacement crutch for the client’s emotional instability, The client needs to
walk onhis own,

Role-play techniques may occasionally be helpful, where clients can enact
the emotional situations that precipitate a bout of drinking, and through this
enactment find alternative strategies for dealing with their emotions. The
nurse's robe in this would be of great valoe, due 1o her closeness to the client.
Any role-play situation may be emotionally tense, and knowing 8 nurse well
may help this technique to be less threatening.

It may beseen that the nurse must practize all her behavioural and coun-
selling skills to be an efficient helper with the dependent client, [t is an exhaus-
tive and frustrating task, but none the less the rewards for success with clients
like Frank are incalculable, and the satisfaction of helping the ‘unheipable’ is
immense,

SUMMARY

Many drugs, including alcohol and tobacco, are capable of causing both physi.
cal and psvchological dependence. This dependence is not predictable in, nor
inevitable for, any individual: dependence can develop in almost anyone, It
follows from this argument that the efféctive treatment of the drug addict or
aleoholic should begin with an understanding of the chent as an individual.
This understanding can easily be jeopardized by prejudiced views and attitudes
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held by nurses. It is not enough to want to help. Helping requires the nurse to
believe that the client can be helped and to have faith and trust in the client,
whether this is the first or the 50th attempt 0 control his dependence,

We have suggested that it is the nurse's task to stimulate attainable goals for
clients, and to encourage the restoration of longer-term aims and even distant
dreams. This approach is necessary to rekindle the client’s belief in himseff.

Probably one of the most important implications for the nurse 15 the need (o
avoid cynical attitudes developing within herself. We are aware that this is not
easy, but any cynical approach will undoubtedly sabotage the client’s self-
gsteem and underming any possible successful outcomes, Skilled challenges
aimed at the client’s discrepancies of thinking and behaviour are strong medi-
cine, and should be respected as such, There is a significant difference between
inviting the client 1o see himself more cleasly by skilful challenge and destruc-
tively telling him what you think in cold hard terms. Challenging skilfully can
anly be successfully achieved from a position of empathy and, similarly, this is
achieved from listening to both verbal and non-verbal communication. The
nurse needs (o rase the chient’s sell-esteem wherever possible by reinforcing
his strengths, not continually pointing out his weaknesses. If the nurse is able
to do this effectively and communicate how much faith and trust she has in
him, it will help him to be independent. This latter point is most important, for
it may help to avoid the potential trap of the nurse becoming a substitute for
the drug the client has become dependent upon.

Finally, it is worth mentioning that we have congentrated on an abstinence
programme which, we bélieve, remains the more common practice in dealing
with dependent clients. Some clinicians are of the opinion that clienis depen-
dent on alcohol may be rehabilitated to some form of continued social drink-
ing. in perhaps the same way as a heavy smoker may cut down, and registered
drug addicts arc maintained on lower-dose opiate substitutes, Although we
have no personal experience with this approach, we see no reason why it may
not be possible with some individuals. We would, however, recommiend. that
the same skilled approach be underiaken.
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Working with people
expressing aggression in
residential settings

Katherite has been in residential care for twelve wvears. She has
become obese from prolonged use of major tranguillizers and instite-
tional food, 1tis unusual to see her without a cigarette in her mouth or
walking jauntily around eating a sandwich or sweets. It is possible that
Kathering would not be noticed in a long-stay ward or mental health
unit, except for the fact that whenever there is an incident she can
usually be found in the midst of it. She has almost achieved notoriety
within the care system. Staff are wamed how unpredictable she as: if
the fire alarm sounds, someone will remark, *0Oh, iU's probably enly
Katherine”; when a pane of glass breaks,; people expect Katherine to be
the cause; if a client or member of siaff has been attacked, inevitably
Katherine has been “at it again,

Kntherine &5 32 vears old, has been married and divorced, has a child,
and hoth elderly parents are still alive, but she has not seen any of
these people for some years now. Frained nurses, doctors and: other
professionals are wary of her, $0 it is not surprising that her family
became disenichanted many years ago. Yet when time 1% taken 10 get to
know her, she becomes more than just a manifestation of an undesir-
able behaviour pattern: she 15 a wamm, caning and sensitive individual,
she does not consciously intend 1o hur anyone, but simply finds great
difficulty in controlling her emotions. She can sometimes be seen in
great-distress, crving bitterly into a tisswe, and iF she 15 listened 1o she
will t2ll how frustrated and depressed she is about her life. She will say
how helpless she feels, with despair in the knowledge that she will
probably spend the rest of ker life in residential care;

Katherine is not perhaps typical of the aggressive client, but neither is she
uritypical. She represents and exposes a powerful phenomenon that can be
ohserved in many institutions among residents considered to be aggressive:
people tend to behave according to othér people’s expectations of them. We
have to emphasize, however, that this is not 50 in every case. People become
aggressive for almost as many different reasons as there are aggressive people,
and consequently it is important oinvestipgale the causes, as they hold the key
o dealing effectively with the aggression, It is always more difficult o find the
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cause when the chent i5 distant from the purse, 1F the nurse 15 afrad, hesitant or
withdraws from the relationship. The client’s problems and needs can never be
fully understood and dealt with if'a poor rapport exists:

Aggression can take many forms. It is sometimes seen as a physical and
violent attack upon a person or object, but more commonly it is a verbal explo-
sion of emotion directed at someone or something. Even in more *normal”
adult interactions raising of voices indicates an aggressive intent and height-
encd emotion, Even more subtle is when self-mutilation, depression and sulky
behuviour manifest as symptoms of aggression turmed inward.

PROBLEMS AND NEEDS OF THE AGGRESSIVE CLIENT

The client expressing aggressive behaviour patterns desperately needs help, It
15 probable that violence occurs because there is no other route to express the
seething emotions that exist within that individual: it is despair due 10 an
inability to find alternative, more desirable, strategies 1o vent feelings that
results in violent behaviour,

The client may feel misunderstood, isolated, lonely, frustrated, and in the
absence of a constructive means of communicating this, he acts out his feelings

b MREression.

IMPLICATIONS FOR THE NURSE

The nurse has many responsibilities in dealing with aggressive and violent
behaviour, and it is useful if she can organize these mentally before an incident
oceurs, rather than after. [F she can do so 00 may well aszist her effectiveness in
any aggressive inferaction,

Responsibility for the client

The nurse needs 1o help the client to resolve his problems, and protect him

from himself or others. This will include an honest appraisal of knowing whai

limits she will set on behaviour before she considers restraint. Does she have

the courage, resources and willingness to risk taking direct action which may

jeopardize her relationship with the client? If conflicis exist on the issue of

restraint, she may need to challenge her beliefs, attitudes and thinking in this

area until she is very clear about her limits. Restraint is, unforiunately, some-

times niecessary, and this is a reality we have to face, but when it is used it 1s

important that its use 15 critically evaluated:

*  Why was it necessaryT

*  What motivated its use? Staff anxiety for the cliemt? Other clients?
Themselves?

*  What other strategies were available? Were they inappropriate? Why wene
they inappropriate?

*  What exactly happened? Cause? Effect?



[ Principles and skills required | | 163 |

How did we all feel? Staff, clients with person restrained?
How do we all feel now?

How could it have been prevented?

How can we prevent its recurrence?

What action should be taken now?
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This is only a sample of the type of question that should be asked following
incidents and restraint; it is up to the team 1o devise their own according to
their unique situation.

PRINCIPLES AND SKILLS REQUIRED

[t 15 important that the cause of the aggression is sought in every incident. This
may best be done by the use of reflecting the client’s feelings as seen through
non-verbal behaviour, and by facilitating discussion through an open question,
e.g.: ‘| can see you are very frustrated and angry about something, Katherine, |
wonder if you feel able to talk to me about t?* *1 would like to understand how
you feel.” ‘Tell me what's really bothening you.”

It is also important that a relationship of trust remains throughout every ingi-
dent = facilitsted through honesty, Here the nurse needs to be totally honest
about what she has in mind, If, for instance, she intends to get help to resteain
the client and give an intramuscular injection, she must not mislead him into
believing she just wants to 1alk, e.g.; ‘Kathering, | can see you're very upset
and | think vou need some medication. You refuse to talk calmly to me about
what's troubling you, and frankly you are frightening me and | fear for
people’s safety.’ *I"ve sent for some help 1o give you an injection, but | hope
you will agree to have it without force.’ 'l hope you will believe me when [ say
I"'m only irving o help vou.’

This interaction may be unrealistic if the client is likely to react to it
violently, but it needs to be said even if it is during actual restraint. The nurse
needs to be frank and explain her actions W ensure some rAPPOTT remMAains.

Even during physical restraint the nurse may facilitate a caring relationship,
Conversation with the client should not cease, even during restraint. 1T the
nurse is able to continue talking in a calm soothing voice, explaining what is
happening and why, much of the rapport may be saved, eg.! 'Katherine, I'm
sorry it has come 1o this. When this happens it means we've failed. 1 you feel
you can't talk to us and allow us to help wiathout incidents like this, then somie-
thing must be wrong.” ‘1 hope when you are feeling calmer we can talk and
you may be able to explain how you felt and explore more productive ways of
dealing with your feelings than aggression.” ‘I'm going to give you this injec-
tion pow; | know it's difficult but if you can try to relax a little it won®t hurt so
much: It will help vou 1o feel more relaxed and we'll stay with you till vou are
able 1o fecl calmer.”

In situations of verbal aggression a skilful approach may divert any actual
violence. The principles and skills here are as follows.
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Absorption

The nurse should be able to absorb any hostlity or abuse directed at her with-
out reacting. Obscene language may cause offence but it will not cause physi-
cal harm; however, retaliating or showing offence may well precipitate an
actual physical attack. We suggest that the nurse raise her awareness of exactly
whilt may make her unable to absorb verbal abuse and deal with it in safe role-
play type situations,

Distraction

Murses may be able to distract clients who are verbally aggressive by switching
the conversation completely, by putting on some music, or by using of humour
if the clicnt is known to be susceptible to this.

Approach

The nurse’s approgch may be all important. She should be non-threatening, and
to facilitate this the following suggestions may be useful:

= A low posiure — preferably sit near 1o the client;

*  Hands in pockets - or similar;

*  Helpless posture may help;

Anopen frontal approach is recommended wherever possible;

* A congruous smile may help alleviate the chient’s fear that the nurse’s
approach heralds physical force,

*  Maintain eyve contact to establish a willingness 1o listen, without constant
staning which may be interpreted as confrontalion.

Reassurance
Positive verbal reassurance may be very helpful, e.g.:
‘I'm trying o understand.”

« I'd like to listen to what you have (o say.’

* ‘Please don’t feel threatened, 'm not going to hurt you.*
* I really do care — | want to help you,'

Disclosure

Semehow, probably as a legacy from the custodial days of mental health care,
a beliel has developed that the nurse should be fearless. We are not at all sure
about or impressed with this. In many ways it detracts from the empathic,
genuing and caring attiudes which need (o be demonstrated. Far better,
perhaps, 10 say o a client, *I'm trying to understand how you feel, but at the
moment |‘'m frightened that you may hit me®, rather than the cool *hard®
approach that can be interpreted as challenging, taunting and an invitation to
physical confroniation.
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We sugpest that the nurse disclose what she feels to the client, whether it be
fear, dismay or disappointment, provided it is honest and not devisive, and at
the same time communicates sufficient confidence to convey the fact that the
nurse 15 able to take control if the client wishes it. We believe that this wiall
close the gap between the twio, form a brdge and stréngihen an existing, but

perhaps fragile, rapport.

General principles which may help prevent a violent incident

Observation of the client’s behaviour may forewarn the nurse of a potentialty
viplent incident. There may be many telltale signs, such as scowling, pacing,
shouting, clenched fists and so on, Knowing the client well is the nurse’s maost
effective weapon,

The team of nurses must be working as a team, and there should be good
communication o that there is condistency ol care. There 15 nothing more frus-
trating for any individual than to have conflicting instructions or advice. 1T this
situation exists, frustration will eventually build up and a violent reaction can
b aniigipated.

Safety valves: in any well run ward or mental health unit there must be some
established method of being able 1o express frustration, fears or general
"means’, Clients” meelings or group discussions may be useful 1o help defuse
situations before they become violent issues.

IFit begins to look as if a violent incident may be imminent, the person clos-
est, with the best mpport with the client, should normally be directed to deal
with the situation, Any known antagonistic agents, i.e. particular people,
should be removed.

ATTENTION-SEEKING BEHAVIOUR WHICH TAKES AN AGGRESSIVE
FORM

Suffice it to say here that the nurse needs to know the cause of behaviour in
order to facilitate its change. When aggression results from a client seeking
atention, many factors will determine the response:

= s the aggression likely 1o harm the client or another person?

= Isanextinction programme established (see p. 63)7

*«  What course of action is available other than reinforcing the undesired
behaviour by attention?

« Can attention realistically be withheld long enough for some positive
behaviour to emerge, 0 that this can be hinked with atention?

In all cases of aggressive behaviour the nurse will be called upon 1o use her
knowledge, discretion and judgement, and the above suggestions are intended
only as a guide. In reality the nurse must find her own appropriate strategies
for the unigue individual in her care,
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KEY CONCEPTS

1. It has been shown that aggression may take many forms. Physical
violence, verbal abuse, hostility, self-mutilation, depression or sulkiness
may &l be manifestations of aggressiveness,

2. Primarily the client's problems centre around an inability 1o communicate
effectively, 1f he is unable to use appropriate strategies to deal with
emotions such as insecurity, loneliness, despair, frustsation and uncer-
tainty, frank agpression may be the result.

3. It has been suggested that the client requires understanding and someéone
to listen to him; he may subsequently be able to understand himself more
clearly. Itisonly when he is-able to do this for himself that he will be able
to formulate new strategies to cope with his feelings.

4, The nurse's responsibilities are to herself, her colleagues and the client. It
is possible that these résponsibilities can only be discharged successfully
by the use of restraint on occasions. When these situations arise, the nurse
should be able to restrain effectively with the minimum force, and subse-
quently investigate by critical evaluation the necessity for such action,

5. The skilled nurse will be able to maintan the client’s trust by remaining
honest, and avoid violence by absorbing abuse, distracting the client and
using appropriate positive reassurance. We would conclude by adding that
this altruistic approach is only possible in an established climate when the
nurse truly cares for the client, has tned to form an empathic bond and i5
open enough to share with the client her feelings and hopes for more posi-
tive ways of dealing with the causes of the aggression.
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Working with children

To appreciate the complexity of a child's world and its influences, an under-
standing of the normal milestones of development and the child's family
system 1% required. It is not our intention to explore in any depth the psycho-
logical, physical or social background of any particular child problem, bu
rather to give some guidance as to how general principles of care must be
applied in a special way to children because of the nature of the child's state of
devielopment. Whether a child is seen at home, attends a mental health unit or
is admitted, each is frequently perceived as a symptom of failed care
approaches in the family system. I is often a last resort to admit a child, and in
our opinion this should remain s, as prolonged absence from a normal family
unit can produce more maladjustment than it is designed to relieve. However,
there are times when it becomes cléar that the child and the family, no matier
what intervention takes place, are in such turmoil with each other that some
space between them is necessary. The particular challenges involved in work
with children on a dav or residential basis have led us o conténtrate on these
particular means of intervention. For example:

David's behaviour had become increasingly demanding, He would
change from o stute of withdrawal to a state of hyperactivity, with
frequent temper tantrums. He suffered from encopresis and had ‘a fear
of men, The decision e bring him into the unil was due 1o the fact that
his presence at home was causing 4 strain on bis mother, who directed
her frustration at her boy fricnd, who in tern regularly hit David in the
face, on one occasion causing severe bruising and bleeding. David's
father, wha has since left the household, alse had a history of violénce,
mainly directed toward David's mother. Admiszion was brought about
shortly afler David had caused severe bruising to his 2-year-old step-
sister. David was & years old, In this case, it seems that both David's
and his family’s safety was in jeopardy, and the space provided by
admitting him gave a chance for the multidisciplinary team to assess
the situation without the fear of further risk 1o David or his sister.
During the first 48 hours David was totally withdrawn, refusing to
speak and cowering or moving away from any approach made towards
him by any male member of staff. It 100k a long time before he could
appeecinte and enjoy the security of a loving and trusting relationship,




[ 16| | Working vaith clikdien

The following i a hst of the more common difficulties a child may present o
the community mental health nurse or on admission to a child or adolescence
unit;

Abuse

Anorexia

Behavioural disorder

Elective mutism

Enuresis

Psychosomatic states

Language and learning difficulties

School phobia /refusal

Autism

Encoprezis

Hystérical behaviour

Ohesity

Depression /swcidal

States of deprivation /failure to thrive.
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PROBLEMS AND NEEDS OF A CHILD

Although each individual is unique there are predictable milestones o develop-
ment, each with its accompanving needs, At different ages the individual can
be placed on a continuum of dependence on or independence from the family
in-order o meel these needs. The family, whether it be traditional nuclear,
single-parent, remartage, adopiive of multigenérational, is the primary source
to- fulfil the young child’s need for the security of protection, love, nurfuning
and identity. This dependence changes over time as the growing child begins to
develop his own resources and independence. As progress through the individ-
ual lifecyele raises the changing demands of adolescence and adulthood, the
family unit needs to be stable enough to provide suppont yet flexible enough 1o
adapt to different circumstances. Some children fail (o have their basic needs
met, and the nurse must be alert to the signs of neglect or abuse and clear about
their role in child protection systems, Other children encounter difficulties-in
managing the tasks of the individual lifecyele, or suffer the consequences of
being ina family that has difficulty in adjusting to the transitions of the family
lifecycle: The nurse must appreciate that when a child’s difficultics warrant
intervention by a nurse or multidisciplinary team, he or she is likely to experi-
ence this as vet another traumatic event in a long history of confusion, conflict
or rejection. Particularly when time away from the family situation 15 indi-
cated, the child can view the admission as another way of telling him that he is
trouble, a burden, worthless and should be rejected. It is therefore necessary for
the nurse o make herself accessible 1o the needs of the child, in order that she
may provide the warmth and acceptance that has been so lacking until then in
his life. Figure 14.1 illustrates some common problem areas with children in
care away from their own families, and the needs that counteract these. The
following is a list of questions or statements that a child of 7 or & might ask
himzell when he finds himzelF in cané;
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Why am | here, | don’t understand? — Confusion

What is going to happen next? - Anxiety

What 1% going to happen o me? — Fear

Why can't | stay with my mum/dad? - Eejection

What should | say or do? - Conflict

It doesn’t matter, anyway, no-one can hear/understand me, — Frustration

SKILLS REQUIRED

The skills required are developed from an awareness of the needs of children in
distress, They involve understanding what the child is trying to say and being
able 1o communicate in his own language, The child, when communicating,
does not always take into account the needs of the listener. For example, a 7-
year-old may talk about an event but not the background or build-up to that
event, thus making full grasp of the story difficult. The listener therefore needs
to be able to ask appropriate questions in order to clarify the full meaning.
Another important aspect when listening to a child is o wke nate of the non-
verbal communication, as this is particularly strong, accurate and expressive.
For example, observing a child playing with dolls may convey more about
concerns, conflicts and anxieties than questioning would. When communicat-
ing with children the nurse ‘must hive an awareness of the developmental
stage in refation to the child's ability to understand and think at certain degrees
of complexity’, Young children are often very concrete in their thinking and
often believe they have caused certain events, hence the common feeling of
guilt often expressed by children who have experienced parental divoree or

LIWE

COMEISTENGY CLEAR L naTS
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Figure 14.1  The problems and needs of a child in care
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separation. It is for ihis reason that it is vital for the adult to check understand-
ing again (Norbeck, 1980).
The requisite skills are:

Crisis skills

Teaching skills

Boundary setting

Eeazoning skills

Explomatory skills

Creative communication

Conveying acceptance.
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These can be remembered by using the mnemonic Children's Traumas Become
Repressed Causing Endless Agony.

Crisis skills

There are times when the child loses control and vents his feelings through
some destructive act. As with dealing with any aggressive incident, harm 1o
others or himsell must be prevented. The skill in this situation is gaining
control in the quickest and safest way possible, If & child’s safety is at risk this
may involve physical restraint; if so, it should be used with the minimum of
force and ample opportunity should be given for the initial physical contact
made by the nurse 1o resirain the child to be converied nio a warm embrace,
thereby enabling him to relax in a secure environment. It may be necessary to
remove the child to a place where there is less stimulation and less. attention,
This should be done for a minimal time only. In all incidents, a thorough
exploration of the causes and conséquences i essential, in ofder o establish
alternative ways: of behaving. One specific skill in the area of crisis interven-
tion is that of distraction. This is used to gain immediate cooperation or obedi-
ence by the child. It invalves telling the child what to do rather than what not
to do, and intenening sufficiently loudly to gain his initial atlention, in order 1o
give the command. This ‘resetting mechanism' clears the channel for the child
to focus attention momentarily away from the destructive set. For example:

After hearing a commaotion in the TV lounge, the nurse on entering
saw Peter about to throw a cup at another boy. Her response, "Peter put
that cup down now® was sufficiently toud to startle Peter into hesitat-
ing, allowing the nurse to stand in front of him and take the cup away.

It is important during an incident like this toallow the child to express his frus-
trations in another way, ideally verbally expressing his anger or acting it oul in
some form of activity room where he can vent pent-up feelings safely.

Teaching skills

These involve enhancing the child’s environment in order 10 maximize his
awareness of the things around him, It is necessary for the nurse to be enthusi-
astic about activities and choices, giving the child every opportunity 0 use his
powers of judgement in order to make decisions, Giving the child a choice will
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increase his sense of autonomy and may reduce the need to defy. For example,
by asking what the child wants to wear it may be possible to avoid the issue of
whether or not to get dressed. Conversely, unnecessary choices should be
avoided, as they may lead to additional conflict, For example, rather than say,
‘Do you want to go for dinner now? say, °It is time for dinner now’,
Maintaining the child's interest and pointing out the value of activities may
give him a sense of purpose and increased self-esteem. All too often children
are given tovs and a room and told o play, This is satisfactory only to the
extent to which the materiais given and the supervision offered are sufficient to
generate and enhance the child’s imagination.

Boundary setting

This is the consistént application of clearly definéd and totally understood
behavioural boundaries, sometimes referred to as ‘limit setting”. 1f boundaries
are left for the child to discover, this may lead to his feeling guilty over the
behaviour and unsure about further loss of control, fearing potential retaliation
andor punishment and rejection. However, clearly sel boundanies offer a sense
of security to the child, increasing his confidence for self-expression and
exploring other directions. Some boundaries gre hased on avoiding injury to
others or himself, Others could be reality issves such as time limits and prop-
erty limits, Ginoft (1964) proposes four steps to successful limit setting:

*  Recognize the child’s feelings or wishes and help him to express them as
they are: (" You feel anpgry, and you'd like to hit me®).

*  State clearly the limit on the specific act: (*Hitting is one thing [ won't
allow vou to do®, or ‘1 won't let vou hit me"),

*  Point out other channels through which the feelings can be c':u:prcsm:]:
(*You can hit or kick the pillow').

= Allow the child o express resentment or anger for having his behaviour
restricted or redirected.

These four steps can be applied to any area where boundaries must be applied
and should always be negotiated and clearly communicated on an individual
basis to ensure that their meaning is fully understood.

Reasoning skills

This refates to the nurse’s ability to explain, enabling full understanding on the
part of the child. In erder 1o do this, the nurse must consider the child's devel-
epmental level and anxiety levels. There is a need to be sensitive 1o what the
child is anxious about and to appreciate what the likely outcome of an explana-
tion will be. Consider the effects of these two explanations on a T-year-old
child about the same event:

Tom, 1 want vou to come and =it with vour mum and dad and have a chat with
Bill the doctor, Shirley the lady doctor, me and Dave the other nurse, is that
OK?
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“Tom, | want vou to sit in on a session of family therapy so we can all express
what's going on and see if we can make things better,”

The latter’s use of ambiguity and ‘foreign’ language is much more likely to
cause fear and resistance than the former, where the intention is ¢lear.

Exploratory skills

These skills are aimed at helping the child to explore his.own feelings and
thoughts and to express them, This i a two-way process and particularly
importznt with children, as they need to know what others are thinking and
fecling. The nurse can elicit the child’s thoughts and feelings in many ways,
often the more imaginative the better. Rather than direct questioning, generate
interest in the topic first through wishes or fantasy, or by allowing the child to
correct the adult’s incorrect information. The saying "Actions speak louder
than words® is particularly relevant here. Physical contact and hugging to
convey acceptance is very powerful. IF the child feels anxious about communi-
cating feelings verbally, then alternitive outlets could be using play or puppets;
even just being with them can serve as a bridge for the message.

Creative communieation

Undeérstanding the value of play, art, exercise, drama and other forms of
creativity and their use in the therapeutic regimes of children in residential care
settings is casential, These activities can have several functions at each devel-
opmental loved:

*  Development and mastery of specific motor skills;
*  Expression of imaginative or symbolic content;
= Repetition and working through of inner conflicts,

The nurse’s role in relation to these activities can be either as a participant or as
an observer. The nurse must ensure that she does not interfere with any “work-
ing through' process by the child: just being there is usually sufficient to offer
support during anxious moments or times of skill acguisition. These times
offer a chance for the child to be himself, expressing thoughts, fears, conflicts
or desires freely, The nurse could alse express her own world through this
medium, and by sharing with the child may enhance the bonding sufficiently to
engender trust. From this the child’s confidence may grow and his readiness (o
disclose and share may increase,

Conveying accepiance

Counteracting the child's feelings of rejection can be started by conveying
acceptance to the child through the nurse—child relationship, The nurse must be
open and honest with the child about the relationshap and aiso consistént, espe-
cially in the form of communication. This can be shown through the use of the
skill arcas mentioned above, but can be summanzed as follows (Norbeck, 1980):

I. Providing a safe environment;
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2, Providing developmentally appropriate equipment and activities;
3. Positioning oneself at the same level as the child;

4. Enpgaging in appropriate activity as the child directs;

5. Being with the child and attentive to hom;

6, Talking in language appropriate to the child;

7. Respecting the child’s need for social distance;

8. Respecting the child’s pace of activity;

9. Demonstrating warmth and concern for the chald.

If the nurse can accept the child as a valued member of socicty, someone who
needs love, warmth amd security, then she can begin to rebuild what is often
perceived through the child’s eyes as a shattered and fearful adult world,

FAMILY INVOLVEMENT

It is seldom necessary to care for & child in isolation from the family: a child’s
problem will mostly involve the family in some way. Even in cases of abuse
{physical and sexual) it will be necessary and wise to involve the family, where
appropriate and possible, in the therapeutic programme (see chapter on Sexual
abusze). Most of the therapeutic intervention should incorporate the needs of the
parents and siblings. This may occur in several forms,

Mothering groups and fathering groups

This is where the respective parents gather to talk about their roles and rela-
tionships, offering each other different perspectives on the mother-child or
father-child relationship, The nurse may play the role of prompter and infor-
mation-giver to help the group work together,

Family groups

Here the whole immediate family is invited together, with a specific therapist
and/er a nurse. The family dynamics, relationships, issues and conflicts are
aired openly in order to maximize the opportunitics for communication
between the parties and reduction in barriers. Other activities the nurse is likely
to be involved in when working with children, both in mental health units and
at home, are those supportive and therapeutic activities aimed at hélping the
whole family as well as the child, e.g. individual counselling of parent or
parents; marital work; helping the parents work or play with the child: teaching
and modelling for the parents; and generally offering a consistent support
system where the parents can feel confident and safe to communicate anything
that may be of benefit to the child and family.

IMPLICATIONS FOR THE NURSE

Working with children can be very emotionallv and physically demanding. The
nurse must be aware of the possible consequences of what often is a very close
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relationship with a child. The following is an outline of the most common
mechamisms which, if the nurse is unaware of them, may interfere with the
gving of cane,

Overdependency

This is where the child wakes to the accepting nature of the environment 1o such
an extent that the thought of anything owtside it fills him with dread, thereby
impeding eventual independence.

Emaotional involvement

When thi nurse hecomes particukarly attached 1o a child to the extent that she
finds it difficult to view the situation objectively, her judgement may be
compromised and cause additional conflict within the ward team. The continu-
ous demands. a group of children wall make on a nurse will depend very much
on how realistic the nurse 15, 1f she provides uncensored attention, she will not
survive. It is therefore imperative when caring for children to be aware of the
emational demands made and the limits to which you can give. Feelings of
inadequacy, frustration, ambivalence and anger are all common emotions expe-
rienced by the nurse towards staff, selfand the childeen.

It is necessary to accept these as normal processes and have the channels to
explore them in a supportive staff environment in order to protect vourself,
thus increasing the likelibood of consistent delivery of care to the child.

CONCLUSION

The child in care may look upon the carers a8 a substitute family. The nurse
must find a balance between being mother or father, brother or sister, advocate
and nurse, It may be that she can amalgamate all these roles into one, but this
is acceptable only to the extént to which she can satisfy the demands a child
may make on one particutar role, within the constraints of her own professional
judgement. The commen factor 1o all these 15 the need for affection and love.
To be able to give this, often in the situation of personal attack and what may
seem like endless frustration, 15 a very valuable personal asset. Finally, we
have tried to idemify specific skills the nurse may need to use when caring lor
children within a mental health setting. There is a wealth of material that
revolves around the skills described; we hope our description is sulficient to
stimulate you into further stady,
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Working with elderly
confused people

Mrs Garland's admission was the culminition of seveéral menths' grad-
ual deterioration in her behaviour, Her family had coped quite well up
to niow, but recently Mrs Garkand had been wandering about-at night,
turning the gas on without lighting it or cooking things and leaving
them 1o bum, What seemed to be the last straw for her daughter, who
had been canng for her, was when her mother squatted i a comer of
the kitchen and defecated. This resulted in the daughter approaching
the doctor with pleas for help, Mrs Garland had been on the waiting
Tist toocome inte the elderly assessment unit, bul this increase in deten-
oration had warranted immediate admission, as her daughter could no
longer cope and Mrs Garland was a risk to herself and others.

On admission, Mrs Garland was accompanied by her daughter and
son-in-faw, They were taken to the reception lounge and offered a cup
of tea. It was ysual for the aurse in chacge and ancther to introduce
themseives and record essential information and o give the relatives
and the client information they would need, Mrs Garland was siting
next to her deughter. She seemed nervous and was continually fidger-
ingz with her dress, pulling it up to her face.

‘Do you take sugar Mrs Garland?® She looked towards the nurse with a:
vacant gaee. “Go away.” She got up and walked towards the window.
“What i5 this place™

I've told you, Mum, it's a place where you can rest and get better.”
“Theres nothing wrong with me, tiké me home.’

The nurse intervened, *Come and it down, Mrs Garland and have a
cup of tea and then we'll explain everything.*
"Where's my Billy?"

She started to cry, Billy was her husband, who had died four years ago,
By this time her daughter was becoming distressed. Inan effort (o
distract Mrs Gardand, the nurse took her hand,
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‘Come on, Mrs Garland, 1'll show you our garden, it's lovely out
there,

Her meod changed quickly and she seemed to go with the nurse quite
willingly. The rémaining nurse thén spent a considerable time with the
daughter helping her explore a whole mnge of feelings, varving from
frustration and anger 1o guilt and sadness, until she could accept the
situation sufficiently in order to leave her mother in the unit with some
sense of personal refief and reassurance.

This progressive loss of contact with reality, highlighted by intellectual,
emntional and memory disturbances, is a manifestation of “dementia’,

The following describes the symploms and gives examples of behaviour illus-
trating them.

Memory disturbance

At first, Mrs Garland became absent-minded and forgot things like appoint-
ments, items of shopping and where she had left things in the house, This,
however, progressed to seeing someone one day and forgetting that she had
seen them the next, or setting out to do the shopping and armiving back late at
night, via the police, distressed; saying, ‘1 got lost’. Her memaory for recem
events had become extremely bad, but during this period she would recall past
events of her childhood and early adult years very well. Recently she had
started confusing dates, events and anniversaries: she could not recall whether
her husband had died one year or four years ago, and occasionally she had
stated that he was not dead. This severe memory disturbanee resulls in a major
manifestation of confusion.

Disorientation in fime, place and person

'he disorientation in time iflustrated by Mrs Garland's wanderings at night is
guite common, and an extension of this is the complete reversal of the slecp
pattemn, i.e. asleep most of the day and awake during the night. Disorientation
in place 15 often highlighted by the constant questioning of *What is this
place? or *Where am 17", despite persistent answers and reassurance, This
particular aspect is extremely frustrating; the insecurity, anxicty and fear often
results in anger and frustration,

Probably the most disconcerting form of disorientation is that of ‘person’.
This becomes distressing, especially for relatives who visit the client, who
turns and states, at best, *1 am not who you say | am and 1 certainly don’t know

you® or, at worst, gives no response or acknowledgement of their presence al
all.

Emotional disturbances

Mrs Garland's sudden change from crying to contentment at being shown
around the garden demonstrates the ‘emotional lability' that is often present.
This is the inappropriate switching of extremes of emotion from sadness and
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erying to cuphona and laughter. Others, however, may exhibit a shallowness of
emobion and [ack of responsiveness. Associiled with the confiusion, especially
earlv on in its development where moments of insight are apparent, are anxiety
and depression, which can dominate the client’s mood,

Intellectual impairment

The first signs of this occurring are usually seen when the client finds it diffi-
cult to make decisions, or chooses mappropriately. The ability to make judge-
ments diminishes rapidly and the abudiy to think 1 abstract forms becomes
difTicult.

It can be seen from the description of these behaviours that someone expe-
riencing this devasiating process can be transformed into someone hardly
recognizable by those closest to him. These changes often exacerbate an
already fragile body, resulting in an individual who 15 probably the maost
difficult peréon to nurse in terms of the physical and psychological demands
made upon the limited resources available. This brings a challenge 1o all those
whio undertake this particular caring role.

PROBLEMS AND NEEDS OF THE ELDERLY CONFUSED CLIENT

The problems and needs of the elderly confused are often considerable; vary-
ing from the basic needs of nutrition and warmth, through those of love and
belongingness, o esteem. It is therefore imperative that when assessing such
clients priorities are taken into consideration and the best use of resources
made, There is a variety of assessment forms available, all of which are
designed to establish the physical, psychological and social needs of the
client.

Physical

A thorough medical assessment on admission is required in order to establish
the extent of the client's physical wellbeing and also to eliminate a variety of
other causative agents which can cause confusion, and which would mean a
different course of treatment and care. Two other causes of confusion in the
elderly are toxic states and depression, which would warrant alternative regi-
mens of care, Nursing observation in this area should be related to physical
needs and ensuring that safety factors are considered. An elderly confused
person who is very unsteady on his feet is agitated and restless. Because of this
the potential danger of falling is very real, so it becomes a priority o assess the
degree and cause of immaobility in order (o rectify the problems if possible, and
also 10 minimize the extent of restlessness, Particular attention must be paid to
all the essential needs of the elderly confused because each one is at risk from
self-neglect, due to the incapacitating nature of the ‘dementing’ state.
Assessment and planning of the individuals needs for nutrition, ¢limination,
hygiene and sleep is vital in every case.
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Psychological

Imagine yoursell in a building where you wander round finding that every
room you come to is different and you can never retumn to the room vou set-off
from. In each mom there are people whom you have never met before, vet they
seem to know you and tend to coax you from one ares to another. When you
try to speak to them the message comes out garbled and when they speak 1o
vou it seems like a foreign langiage. Some of these people pull at vour clothes,
enter into vour bathroom and sometimes even vour toilet area. Food and drink
are thrust at you at any time during the day and if you don’t cat it then some-
one will spoonfeed you, How would you react in this situstion?

It is not surprising that many elderly confused clients are agitated and
distressed, as for them it must be something hike this: 3 world of strange places
and faces, not knowing why they are there and vet being helpless to do anything
about it. This situation invariably leads to the psvehological problem of:

Frustration
Anger/aggression ———— Confusion ——————— Distress
|
Apathy'withdrawal/depression

Their needs in relation to these problems are those of reassurance, repetitive
explanation and clarity of action, all conducted in an atmosphere of accep-
tance, without condemnation and ridicule.

Social

The nurse should never assume that, because the client is grossly disorientated,
what could be perceived as more complex needs donot exisl. The need for
pride, dignity and independence is high in all of us, but possibly more 50 in the
elderly. The fear of losing these must be very distressing, and it is therefore up
to the nurse to be sensitive to this and provide every opportunity for the indi-
vidual to maintain independence, through which pride and dignity can be
maintained, By a careful cheice of activities the nurse can generate some
course of usefulness in the client, thus avoiding possible isolation. It is a
commaon mistake to underestimate people’s insight and capabilities, especially
when they are living with those whose orientation is limited to the vague
‘acknowledgement of their surroundings. It must be stressed that each individ-
el miust be cared for on his own merits.

IMPLICATIONS FOR THE NURSE

When caring for the elderly, the nurse is confronted with the reality of *human
decay’. The progressive deterioration of these clients is inevitable, and no
matter what the nurses inlerventions may be she cannot change this: This may
cause feelings of helplessness and despondency in the nurse, and may cven
progress to questioning the futility of maintaining this quality of life. There are
serious cthical questions that the nurse must personally explore until a value
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can be found that is conducive to the maintenance of life and enhancing the
quality that remains, by dedicated and skifful care. The dangers of working in
this area without exploring and coming to terms with the reasons and personal
demands may be reflected in the nurse's approach to her clients, She may, as a
defence, withdraw emotionally and deal with her cliemts in a mechanical and
impersonal way, without the *giving” that 15 essential in any themapeutic rela-
tionship, 1t only takes one or two individuals wath this sort of attitude to have a
negative effect on a whole residential community. It is particularly important
that morale is maintained as high as possible, so that an air of hopeful opti-
mism canbe reflected on to the clients.

Mo matter how well staffed residential care or mental health units are, the
physical and psychological demands made upon the nurse are considerable.
The pressure of dealing with the essential needs of ¢lients and working in a
team aiming to finish in time for another event to start, i.e, being constrained
by the unit routine, increases the likelihood of nurses taking short culs and
sacrificing their quality of care for the number of tasks completed. Ensuring
adequate staffing levels and using an individualized nursing care approach will
help minimize the risk of this occurring. However, in reality we live in a soci-
ety where caré of the elderly will always be given limited resources, partly
because of the ever-growing demand but also because of the lack of impor-
tance and value we give to our ageing population. Despite what often seems a
gloomy picture, nurses can and do gain tremendous satisfaction from canng for
the ¢lderly confused, as illustrated in this quote from a student nurse writing
about her expenience with the elderly:

The last three months have instilled in me a new sense of tolerance,
responsibility of care, and knowledge which | hope will continue
grow in me. | almost feel guilty because | have got 50 much out of this
experience, and if | have given a part of what | have taken, then | think
I have justified my stay there, [Anne, [982)

PRINCIPLES AND SKILLS REQUIRED

The major areas of skills necessary to care for the elderly confused effectively
are non-verbal, verbal, psychomaotor, group and management skills.

MNon-verbal skills

The nirse must utilize every personal asset she has to enhance communication
with the clieat. This involves the effective use of non-verbal skills: talking in a
wne of voice that is conducive to his hearing, which does not necessarily mean
intensity; enhancing contact by the appropriate use of touch; listening face to
face, with eye contact; being close, with an open posture; and leaning towards
the client all show non-verbally that the nurse cares and wanis to be involved.

Verhal skills

Verbal skills encourage the client to communicate through his confusion. The
nurse must allow the client to express his fear and desires no matter how
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confused they are, and at the same time she must be sensitive to his feelings
and needs. The verbal skills are those related to specific questioning, clarifying
and giving repetitive explanations: These must be exercised without patroniz-
ing, for it is easy 1o fall into the mistake of playing the role of parent as

opposed to helper.

Psyvehomotor skills

If one were to analyse the physical tasks involved in canng for someone who
was virtually helpless, they would vary from the large movements of lifting to
the: intricacies of applying a sterile dressing. Indeed, the role of the mental
health nurse can seem diverse, but the common factor when carrying out these
psychomotor skifls 13 the anitude of the nurse and the manner in which they are
conducted. Whenever a physical task is performed, be it feeding the client or
assisting him to the toilet, there is always a need for the use of appropriate
verbal and non-verbal skills in order to facilitate 2ocialization.

Group skills

Group skills involve being aware of the needs and abilities of each individual
within the group and coming up with a formula that will be sufficient to facili-
tote a common interest. With the elderly confused the common denominator 15
often the past, mainly because that part of memory 18 often more inact than the
recent, and il leaves them with @ sense of reality. Reminiscence therapy is
conducted as a part of “reality orientation’, Other group activities related to
reality orientation serve this purpose of socialization well, and at the same time
stimulate and help maintain the client’s usage of resources at its maximum,

Management skills

Muost relevant management skills are related to being in control of the environ-
ment. Besides the ezzential management of resources, Le, manpower and facili-
ties, there are specific skills involved in making the most of limited resources
to- the: benefit of orientating the elderly confused. By utilizing the skills of the
care team it 1% possible to create an environment which is bright, colourful,
functional and ¢lean, The sensible positioning of signs and the use of any aid w
reinforce reality will help orientate confused residents, e.g. calendars, clocks,
menus, activities sheets, directional arrows and nameplates are all materials
that can be used in & continual reality orientation programme,

SUMMARY

As our residential care homes and long-stay elderly units become filled with
our ageing population, the demands made upon the personal resources of the
nurse inerease. As the elderly progressively deteriorate, the skills to cope with
this become stretched. It requires tremendous dedication and application to
care for those that require s0 much yet who appear to many to give so lintle. Yet
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they do give: they give with their eves, their touch, their smiles and their
confused acknowledgements of gratitude. And, who knows, there may be more
going on in those minds than we think. Therefore, let us assume the best possi-
ble state rather than the least; after all, we will be old ourselves one day.

KEY CONCEPTS

1. The progressive loss of contact with reality, highlighted by intellectual,
emotional and memory disturbances, is a manifestation of dementia.

2, This severe memory disturbance results in a major manifestation of confu-
siom, i.e. disorientation in time, place and person.

3. It is imperative that when assessing these clients priorities are taken into
consideration and the best wse of resources is made.

4. There is a need to pay particular attention to all the essential needs of the
elderly confused, because each one is at risk from seif-neglect due to the
incapacitating nature of the “dementing” state.

5, It is not surprising that many elderly confused clients are agitated and
distressed, for they are living in-a world of strange places and faces, not
knowing why they are there yet being helpless 1o do anything about it

6, When caring for the elderly, serious ethical questions must be explored
until a value can be found thart is personally acceptable and conducive to
the maintenance of life and enhancing the quality that remains by dedi-
cated and skilful care,

7. The skills required to nurse the elderly effectively are:

» yerbal and non-verbal skills that enhance communication;

« psychomotor skills that invalve physical contact and are used 1o satisfy
the physiological human needs;

= proup skills to enhance socialization and potentiate remaining memaory
and reality;

« management skills to create an environment that minimizes the chances
of confusion and enhances reality orientabion.
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Working with people who
are dying

This chapter seeks to share with you our strong convictions that nursing the
dying client can be & rewarding and insightful experience. Understanding the
stages of dying is only the beginning of a whole area of study we believe the
mental health nurse is most appropriately qualified to undertake, It is included
in this text because we feel it is an area offering potential personal growth
through self-awareness, and contains: within it some essential principles and
skills which ought to be within the mental health narse’s repertoine.

It has been observed by Kubler-Eoss (1978) that people pass through stages
of dying. These stages are extremely important for nurses to understand if good
care and skilled inferactions are to be implémented with dying clients. The five
stages most commonly observed are denial, anger, bargaining, depression and
acceptance,

Although these stages follow a generally accepted sequential order, it should
be pointed out that individual clients may not necessarily follow them in
sequence. It is guite possible for a client o experience denial after depression,
for example, or anger after depression. Seme clients may appear to have
reached the final stage of acceptance, and still regress to depression or anger
from time o e, [0is an extremely useful guide to the process of mental
adaptation to the concept of death, but the point we are stressing is that it is not
an immovabie, inflexible progression.

We are suggesting that it is the skilled nurse’s job to enable the client 1o
work through these states whenever they occur, towards acceptance, at his own
pace, with as litde trauma as possible and as constructively as possible. Each
stage of the process is a normal healthy reaction, and should never be consid-
ered otherwise. However, to be fixed in any one stage is not only unhelpful but
may also be counterproductive fo the natuml healing processes that lead to a
peaceful natural death.

Thie observant nurse used to dealing with the terminally ill client is able to
recognize cach stage and be prepared for the behaviour associated with it. The
person who may be involved with informing clients that they have a terminal
illmess may be regarded as courageous, but because the mechanism of denial is
usually the initizl response to such news, seldom is this person confronted with
more than sturned silence or incongruent laughter. The disbelicf of the reality
of oncoming death is far more likely in most clients than sormow or depression,
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Anger, on the other hand, is commaonly directed at the nurse, professional carer
or close relative, The feelings of the client are actively focused on the unfair-
ness of his dying when others far less deserving are 1o remain alive. The
sudden insight into the things undone and unsaid, the appreciation of all the
wonderful people, places, aromas, sensations, tastes and activities that he is to
be deprived of is unbearable. Why him? What, after all, has he done to deserve
this? It is not hard to imagine our own indignation and anger to appreciate this
stage of the dying process. It is probably in this stage that most unresolved
anxiety occurs. This does not necessarily reflect only the fiear of physical pain,
but also the emotional pain. How difficult it must be to have the constant
reminder every day that before long you will never see your children, your
wife or your home again. This is a continual torment, raising anxieties that
cannot be quelled and anger that cannot in justice be directed at anyone or
anything. This mixture of anger and anxiety is extremely difficult to deal with,
for the intensity of the injustice potentiates the anger and the inténsity of the
anger prevents any action taking place. This in tumn creates anxiety, which
maintains the inactivity, However, as anxiety is usually a self-limiting phenom-
enon most people break out of this vicious circle and progress to bargaining.

Bargaining is the person’s firsst attempt to control the events that appear to
have overtaken him. Some method of action is needed to buy time 10 undertake
all the things undone, unseen and unsaid. The only course open to the client i3
to make bargains with himself, his God and his beliefs that he will be better,
pot make the same mistakes, or make amends in Some way il only he can be
granted more time, Although this may sound somewhat unrealistic, almost like
fighting reality with fantasy, it is in our opinion a very constructive stage. The
realization that time to act is the thing that really matters, to contemplate in fact
whit the time is really for, and how best each second can be maximized is what
leaves the client able to go on. Nurses are often invalved in bargaining, ard in
many cases they may be distressed by questions — sometimes almost desperate
pleas —of: ‘If | give up smoking now, nurse, will | live long enough to..7 Is
there anything | can do to just hang onlong enough to...?"

It is our belief that these questions should not be shrugged off but dealt with
seriously and honestly, no matter how painful this may be for both parties.
Without henesty from professionals, how are the terminally ill ever going to be
able to make plans of a realistic nature and make purposeful choices?

Depression may be the beginning of a fatalistic, although angry, acceplance
that whatever happens, or whatever the individual tries, death is inevitable, 1f
the bargaining stage-has been short-lived, then the depressive stage may be
longer. This could be due to the reflective thought and analysis that are usually
dealt with previously, but now have to occur under the realization of depressive
finality. However, if a lengthy bargaining process has taken place the depres-
sive aspects may be very shorl. It is our assumption that it is inevitable that
reflective thought in cither stage will more often than not result in the same
conclusion: if death is inevitable for evervone, but T have the knowledge of
how soon mine is to be, | have an advantage in being able 1o vse what's left of
my time constructively. 1 intend to waste none of it on regrets, but spend all of
it purposefully, usefully and 1o the full.
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This, as Kubler-Ross suggests, is ‘the final stage of growth®. This final stage
of acceptance can be viewed as the most meamingful insight life has given the
individual. Many clients share with nurses the realization that it is only with
the approach of death that they have leamed to appreciate life. To leam how o
live, to live one day at a time, 10 appreciate everything, every experience, as if
it may be their last, is indeed worthwhile, How many of us would be able to
say, if we were struck down today, that we have no unfinished husiness to
complete? For instance:

*  Would mv children know | loved them?

= Would | have said somry for the things 1"ve done and left undone?

*  Will the loved ones | leave behind understand how unhappy [ would be if
they gricved for me?

Perhaps when we consider the advantages the terminally ill client may have in
dealing with these izsues - albeit having thiz thrust upon him = we would
refrain from pitying him lest we forget to leam from him.

The elderly clicnt may have very similar stages to progress through,
although it is generally accepted that there is less anger and the first stage of
acceplance is reached more readily. It may be presupposed that your entire life
could be considered as the whole process through the stages: in youth and
adolescence death is ignored, denied; the concept of death in middle age is met
with anger and bargaining; in the elderly progressing towards death = a
depressing finality, but with much more emotional contentment, stability and
fulfilment of unfinished business, acceptance is more commonly seen. This
analogy may perhaps clarify why the death of children and young adults has
such a profound elféct on nurses, el especially in children, the anxicty,
despair and anger we feel is not necessarily shared by the client. The concept
of fear associated with death is in some ways a leamed behaviour, for until this
century death was not such a taboo subject. Even today, many cultures and
societies do not treat death as such a terrible and apprehensive finality. To
transfer our anxicties on to children may be seen as an unnecessary burden on
them, and to discuss death openly and frankly may be a policy worth carcful
consideration.

Murses dealing with terminally ill children are invited to reflect on these
words written by Kubler-Raoss (1978);

It is hoped that all the children of our next generation will be permit-
ted to face the realities of life. It is hoped that we will not *protect”
them as a reflection of our own fears and our own anxieties! It is
hoped that we adults are beginning 1o have the courage to realize that
it is our fear that we project on to the next generation, Once we have
courage enpugh, we can acknowledge honestly that there are prob-
lems, and we can solve them if we have someone who cares and who
facilitates the expression of our fears and guill and unfinished busi-
ness, If we can do this, we can empty our pool of repressed negativity
and start living fully and more harmoniously,



Children who have been exposed 1o these kinds of experiences - in a
safe, secure and loving environment — will then raise another genera-
tion of children who will, most likely, not even comprehend that we
had 10 write books on death and dying and had to start special institu-
tions for the dying clients; they will not understand why there was this
overwhelming fear of death, which for so long covered up the fear of
living.

PROBLEMS AND NEEDS OF THE DYING CLIENT

The client who is terminally ill requires skilled nursing of a very high standard.
Although the physical care of each client may be completely and effectively
dealt with, it is not uncommon 10 see the psychological care that is, in our
opinion, so important, largely overlooked. Years of controversy surround the
principal issue of whether the client should be told when he is didgnosed as
having an incurable disease, We would pre-empt this debate by asking how we
will know whether he even wants to know, if we do not take time to find out?
Most nursing approaches that fail do so because the nurse fals to appreciate
the needs, values and wishes of the client. Mever is this factor more
pronounced than when nursing the terminally ill, Nurses and doctors who
consider it their role to cure appear to fee] personally guilty, lacking in some
way, perhaps o failure, when confronted by a client they are unable to ‘cure”.
(ten the error they commit is to defend their position by avoidance and
preténce, rather than facing issues and dealing with them effectively. They may
not be able o cure, but they are most ceriainly able to help if they are
possessed with sufficient personal resources and the requisite caring attitudes,
It 15 our hypathesis that the dying client requires the following:

Honesty from his carcrs;

Permission to grieve for his impending loss;

Support to work through the stages of dying;

Information that 15 as accurale as possible to enable realistic plans and

goals to be formulated;

*  Tobe part of the decisions made about him;, at least, to be allowed to voice
his opinions on issues that concerm him p-crf‘.nﬁally, e g. where he i to be
nursad; whether his life should be prolonged (use of antibiotics); how alert
he should be in contrast to how much sedative/pain relievers he may
need/want;

* A knowledge of how his death’dying is affecting the emotions of other
humans around him = not only his relatives and friends but also the profes-
sionals caring for him;

*  To be able, should he choose, to discuss in an open climate how he feels

about his death. To have around him at his death the people he wants in

attendance.

In simple terms, to die with dignity.

L R
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IMPLICATIONS FOR THE NURSE

Should all clients be told fully about their illness when it is of a terminal
nature? Some clients already know but simply want concrete affirmation.
Some demand o know and others do not wish to know at all. In fact, the later
will employ denial whether you el them or nol, 20 11 may oot even matter. In
the final anafysis all clients will know, whether “officially” informed or nat; it
iz usually only a question of timing,

So, when should clients be told? The answer is, when they want 1o be told. If
the nurse is a-skilled listener, has formed an empathic bond with the ¢lient and
cares, the client will indicate when he is ready to be told. If, on the other hand,
the nurse does not form a meaningful rapport, she will be constantly avoiding
contact as she carries a dreadful fear of being asked *Am | going to die, nurse?’
The nurse who really listens to her client and understands him will know, when
thiz question 18 asked, whether it is an honest request requiring 4 realistic
answer or whether it is a plea for reassurance and hope. Either requires a skil-
ful answer, but it is our contention that the deeper the relationship the easier
that skill becomes. Attesting to this concept, Kubler-Ross (1978) cites an
unidentified social worker, quoted by Wahl, as saying:

| know he wanted to talk to me, but | always tumed it into something
light, a little joke or some evasive reassurance which had to fail. The
chient knew and | knéw, but as he saw my desperale aftempts o éscape,
he took pity on me and kept to himsell what he wanted to share with
another human beéing. And so he died and did not bother me.

This, we suggest, is a typical example of how fragile our own emotions
surrounding death may be, The chent in this case is 20 strong and the profos-
sional so weak that it would seem nght to pity us from his position. Maybe this
strange reversal of role epitomizes the powerful influences that occur in the
knowledge of one’s own finiteness,

To be successful at caring for the dying, the nurse should have fully
explored her own feelings about death. How does she feel abowt her own
maortality; does she pity the client through a raging fear of her own death; or
can she be pedgceful and confident in the knowledge that dying is enly a final
stage of life? Looking closely at how we feel about death may not be pleasant,
but is a realistic option that a self-aware professional may need to ake, It may
answer many questions about how we behave with the dying client:

« Do we identify the death of a child with the prospect of losing our own
children? Is this why we react so violently on these occasions?

« Do we falsely reassure the dying client, not to comfort him, but to comfon
ourselves?

* Do we shun the subject of death so readily because 1t upseis people, or
because the subject is so close to our only personal certainty?

* Do we feel that to be open and honest about death is in some way tempting
fate; that talking about it will hasten our own?

If even some of this strikes chords of récognition, then perhaps it is not diffi-
cult to understand why dying clients are ‘screened off", or nursed in side
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wards, have mimimum contact from very "busy” nurses, and that the chat we've
been meaning o have with Mr Jones never materializes.

_ It miay be helpful to you at this point to know that we are not implying criti-
cism of the nursing care currently emploved with terminally ill cli¢nts. We are
stating that in our past professional carcers we have used avoidiance and
pretence, ‘and are now so unhappy with our performance in the light of new
insight that we hope to enable others to see a better, more effective way of
caring.

Often difficult siteations make an honest and open relationship almost
impossible. It is important that these situations are dealt with effectively to
maximize effective care. One example is when relatives express a wish that the
chient should not be told of the terminal nature of his illness. This situation is
extremely difficult, and may need some time to be resolved. Although it is
unwise to generalize, we wish to emphasize that anything which interferes with
the nurse-client relationship may reduce its effectiveness and value. The rela-
tives need to be made aware of the significance of their wishes. They need to
be told that 1o be dishonest in an amempt o shield the client may significantly
reduce the quality of care that he will receive, not, perhaps, physically but in
the psychological support he could be offered. It can be pointed out that deny-
ing the client information will rob him of his independence, the ability to plan
and to finish off his life’s business, They should be asked how they will cope
with direct questions from the client, and how their attempts to shield him will
affect their relationship. Finally, they may be asked what the nurse should say
il asked about discharge, test results and similar difficult questions. Although
this may seerm rather hard on relatives, it should be remembered that they are
in fact taking responsibility for an individeal, so they should know what this
entails. In the light of lucid explanations and insight, the implications of their
often ill-considered wishes may make them change their minds. When a rela-
tive is adamant, the nurse may offer an undertaking not to inform the client
directly, bul we believe 11 would be most unwise o puarantes non-diselosure,
when in her professional judgement it may be in the client’s best interests.

It is our belief that this approach will generally prove effective in situations
simitarly difficult, such as with other nurses, senior professionals, medical offi-
cers and administrators, In principle, when a nurse is asked to be dishonest
with a client a sacred trust may be broken, interfering with an empathic rela-
tionship, which in tum will detract from good care. We believe that when
anyone interferes with good nurding practice they must be challenged.

PRINCIPLES AND SKILLS REQUIRED

Denial

When information is given 1o clients which confirms the terminal nature of their
illness, bt their reactions seem to contradict this; it 33 ressonable o assume that
some degree of denial is taking place. The nurse’s interactions should not
change during this stage, and she should continwe to be honest and open and to
waork towards the client. Sometimes difficulties exist when unrealistic goals are
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discussed; this may make the nurse uncomfortable and potentiate avoidance, so
other strategies need to be employed, Take the following examples:

Clien: *When | go hack to work | shall have a lot to catch up on, When the
course of radiotherapy is finished, I'm going to try jogging again. If | can just
put on some more weight, 11l regain my strength and go home.”

In theory the nurse should not reinforce the denial stage by playing along, but
it is extremely difficult to dash a person’s hopes and dreams to the ground, no
matter how unrealistic they are. The example above may engender an
extremely high charge of emotion within the nurse, It would be easy to be
overwhelmed by a wave of sympathy or pity for the individual, and resolve it
by simply replying, *Yes, that's a good idea’. It would, however, be wrong of
us to advocate this, as it would be wrong to condone the abrupt or brusque
response; ‘Don't be silly, you'll never be able to do that’. Instead, we would
suggest that an honest yet empathic reply is more senstble and therapeutic:

Nurse: *1 can see you feel hopeful of being able to do that, and | would love o
share your hope, but under the circumstances | wonder how realistic it is?'

This response has the advantage of not denying the client’s feelings of hope,
but neither does it reinforce his denial. It is not overtly sympathetic, which
would distract the client from himself o perhaps feeling somry for the nurse, It
leaves a little scope for the client to shrug it off and continue denial if that is
his need. Finally, and probably most powerfully, it shows the client that the
nurse is not interested in pretence, but is prepared to be helpful and profes-
sional no matter how difficult and uncomfortable that makes her feel, This is a
healthy beginning on which 1o base a future close, open and trusting relation-
ship.

Anger

The terminally ill client has every right to be angry at the injustice in his life,
After all, why should this happen to him? Why him? is the question that may
continually torment him, for there appears to be no satisfactory answer to this
inflicted frustration, There are 50 many things left to do; he should be angry at
someone or something responsible for his misfortune. In logic there is no focus.
for this anger, 50 the client either projects it outwardly on to people arcund
him, or inwardly to himself. The outward projection of anger s a profoundly
more healthy reaction, as internalized anger tends to manifest itself as deep and
intractable depression, which may resull in premature and unnatural death in
the form of suicide. The skilled nurse will therefore have o deal effectively
with this anger, as she needs to be able to absorb it and accept it usefully. The
client who learns the patience, tolerance and acceptance of his nurse also leans
to trust her, disclose to her and share his final stage of growth with her. The
nurse who has the qualities required to go through this stage with her client
receives as her reward not only the trust of her client, but also an insight into
how close a nurse and client can becomé. Contrary 1o popular belief, this does
not make losing the client more difficult, but less traumatic, for there is no guilt
to feel, only sadness at the natural passing of someene who was close.
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S0, how should the nurse facilitate the client venting: his angry feclings?
First she needs to identify them, and if she knows her client well she will iden-
tify anger in his tone of voice, facial expression, posture and the attitudes he is
ahle to express. The nurse must somehow communicate her permission to the
client, to be able o say, not necessarily verbally, that it's OK: *1 understand
you're angry'; *1 understand your anger, and in some ways share it; if it"s
directed at me, that's OK too'; *You have a right @0 be angry and it's better out
in the open than simmenng nside.”

Open statermems which share the nurse's sdeas should be openly discussed:
‘I know you're feeling angry at everyone, 1'm trying to understand and accept
your bitterness, but unfortunately I'm human too, and | need you to tell me
every so often that it isn't me personally and maybe release your anger in other
WaYE:"

Knowing that you understand and are accepting his emotions may be very
helpful 1o the client at this point. You may be able to show him wiys of direct-
ing his energy into constructive areas, such as writing about the things that
make him feel angry, or talking to others about how caring for the terminally ifl
could be better. Useful strategies simply to help the client dissipate his anger
would include physical pursuiis such as plasticine modelling, the use of a
punchbag/pillow, ball games, art work (especially finger painting). If a client
says, ‘1 just feel like shouting or screaming’, the nurse may feel inhibited abouwt
encouraging this - after all, clients screaming in a ward would not help the
confidence or peacefulness of other clients Finding an appropriate place to
facilitate this should not be completely dismissed, though, as this strategy may
be most helpful for some clients. Most of these ideas will require tailoring to
the individual client and institutional needs. Some clients may not be as mobile
as others, some activities may only be appropriate for outdoors, and the latter
requires either a soundproof room or a very isolated area.

Openly verbalizing and sccepting the need 10 pass through this stage may in
itself accelerate the process.

Bargaining

Clients will often involve nurses in bargaining, e.g.: ‘If | stop smoking, will |
have a few extra months, nurse?” The skilled nurse wall aitempt to make this
rather vague statement more specific. A straight answer would probably be
‘no’, or at best a ‘maybe’. A more empathic answer demonstrating the skill of
concretencss may be the most helpful reply here: *Am 1 right in thinking
you're anxious because you may have less time left than you need, and stop-
pang smoking is the one thing you think you have some control over?' Pause.
I'm not really sure about the smoking, but pechaps it would bé helpful 1o Jook
at how best your time could be spent.’

These types of response may enable the client to make productive steps
forward in this stage, and help him 1o see how best his "bargain’ with himself
can be made. The vain hope of more time *if 1.." can be made productive by
converting it to *If | do... first then | may have time left for...."

Striking bargains with themselves, their God, or whatever else they believe
in, 15 a nécessary step towards acceptance. If the nurse is able to achieve some-
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thing concrete from this stage, to develop plans and priorities, then we suppose
she will do so through using the skills more fully dealt with in progressive
responding {see p. 40).

Depression

Unlike clinical depression, which has roots in pathological mental fumctions,
this stage of dying is the culmination of an emotional journey leading to an
inevitable conclusion. Depression may be a shon or a long stage, depending
upan the personality of the individual and his environment. The skills the nurse
requires in this stage are fully discussed in Chapter 6 on depression, but addi-
tionally she needs 1o be able to communicate the knowledge that this depres-
sion is not pathological but natural and normal. It is the client’s grieving
process for the loss he is about to experience. It is the quiet reflective stage,
where there is no hope or denial, just the depths of despair in the knowledge
that before long, life and all its values will be taken away. The nurse needs 1o
spend time with the individual showing she cares, reassuring him by reflecting
his. strengths, his qualitics and his resources, showing by her presence that he
still has a lot to offer, that his wisdom, humour, smile, touch and conversation
have a value 1o her and anyone else in contact with him, This can be empha-
sized by simply being with the client, holding his hand, smiling, making eye
contact and with empathic and reinforcing verbal messages, eg.: 'l know you
feel down at the moment, but | do miss vour smile’. *You look really low
today, it almost makes me feel sorry for you, but do you remember you said |
should never do that?”

Or by gentle challenges: *1 remember you complaining a week or 50 ago that
you had so little time, now you keep saying there's nothing lefi to do and you
don’t feel like doing anything. I'm a lintle puzzled.” This should not be an
attempt to bludgeon him out of his depression or get him to "pull himself
together”, but 1o remind him gently and continually that you are with him, that
you trust and accept him, and that you have confidence in him, He will work
through this stage.

Acceplance

When the client reaches acceplance the nurse’s task is nearly complete. This is
a time for listening to the client in order to share in his growth. He has reached
the point where each new day is a bonus to be lived to the full, in the knowl-
edge that death i3 inevitable and need hold no terrors. The unfinished business
is completed and all that iz left is o appreciate fully each precious second of
life. Perhaps we may leam from the client that 10 value each moment as if it is

our last is the secret of exploiting the full potential of our life.
The stages are not arbitrary barriers which need to be fully broken down and

the spaces between them fully explored. There is bound to be a blurring
between stages, The nurse should always expect the unexpected: anger 1o
occur in denial; some denial in bargaining and so on. The principal skill in
helping the dying client must always be an émpathic acceptance and an aware-
ness of neads.



Finally, an important factor in caring for the dying client is the acknowl-
edgement of hope. Hope in the denial stage has been considered, along with
the need te balance hope and the inevitable reality of death without crushing
the encrgy that hope brings. Once the client has accepted his own incvitable
death, hope can be seen from other perspectives. Egan (1994) tells us to listen
to our clients for an echo of hope. This may sound fine in the physically
healthy, with no immediate threat to life, but it 15 an equally important consid-
eration in the care of the dying. The skilled norse will have developed the
appropriate antennae for eliciting the client’s hopes, which may be to have a
pain-free day, see their daughter married or to enjoy the flowers of spring. IF
these hopes are realistic, then the nurse may foster the energy that they bring
and celebrate it with the chient and their family. Many clients will feel helped
by a belief in God and life bevond phvsical death, perhaps secking and benefit-
ing from pastoral care. Those without firm religious beliefs can also be helped
by enabling them to share their views and the forces and values which have
driven them throughout their lives, their construal of life, or their belief system,
e.g. pacifism, socialism, humanism and so on. The nurse is in a strong and
privileged position to explore these personal and spiritual dimensions in a non-
judgemental and caring way.

In current times few people suffering from a terminal illness die at home, but
for those who choose to be cared for in this way, in familiar surroundings and
in the midst of a loving family, peaceful death can be achieved. Macmillan,
Marie Curie and District Nurses are highly skilled in the holistic care of the
dying and their families, particularly with the ever-increasing developments in
pain control making a significant reduction on the need for hospital or hospice
care. It is an excellent reflection on good practice that these nurses often
continue to support families following the death, and help them further on their
bercaviement joumeys.

ASUMMARY

The principles and skills of nursing the dying client are to:

*  Own your own feelings about death;

*  Understand the stages of death;

* By not avoiding contact, achieve an honest, open relationship based on a
miutual empathic understanding;

*  Be able to make concrete the chent's vague plans, and thereby control
anxieties within himy

* Avoid robbing the client of his independence, overcompensating for your
own feelings and giving false reassurances;

* Support the client through the stages of dying by communicating the
client’s resources, strengths and your own confidence in him;

*  Through your experience and knowledge, o facilitate the venting of his
emotions by whatever strategies are available and appropriate;

*  Continue to listen, accept and leam to understand the client and grow from
this leaming.

Sty | [ 395]
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KEY CONCEPTS

. It is extremely important to understand the stages of dying il good care and

skilled interactions are to be implemented with chents who are dving,

. The observant nurse used to dealing with terminally i1l clients is able to

recognine cach stage and is prepared for the behaviour associated with
each,

. Realization that death is inevitable and imminent may facilitate apprecia-
tiom of life.

. The concept of fear associated with death is in some ways a learned behav-
pour,

o T transfer our own anxieties on to children could be viewed as an ungec-
essary burden to them.

. Most nursing approaches that fail do so because the nurse does not appre-

ciate the needs, values and wishes of the client

; To be successful at caring for the dying, the nurse should have fully

explored her own feclings about death.
Anything that interferes with the nurse-client relationship may reduce its
effectiveness and value,

. A person interfering with good nursing practice should be challenged,

whoever they may be.

- Be prepared to help the client sustain hope when it is realistic. Be facilita-

tive in enabling the client to express his belief system, undertaking this in
an accepting and non-judgemental way,

FURTHER READING

Caughill, R. E. (1976} A Dving Patieni: a Supportive Approach, Little, Brown,
Boston.

Corr, C. A, and Donna, M, (1983) Hospice Care! Principles and Practice,
Faber and Faber, New York.

Dickeson, D, and Johnson, M. (1993) Death, Dying and Bereavement, Open
University, Sage Publications, London,

Herth, K. (1993) Hope in the family care giver of terminally ill people. Sournal
of Advanced Nursing, 18, 538-48.

Kubler-Ross, E. (1970) On Death and Dying, Prentice-Hall, Englewood Cliffs,
Mew Jersey,

Kubler-Ross, E. (1975) Death. The Final Stage of Groweh, Prentice-Hall,
Englewood Cliffs, New Jersey.

Kubler-Ross, E. (1978) To Live Umil We Say Grodbye, Prentice-Hall,
Englewood Cliffs, New Jersey,

Wursing Times (1978) Care of the Dying, 2nd edn, Macmiltan, London,



| Further reading | | 1

b

|

Stedeford, A, (1984) Facing Death, Patients, Families and Prafessionals,
William Heinemann Medical Books, London.

Thompson, 1. (ed) (1979 Dilemmas of Dving: a Study in the Ethics af
Terminal Care, Edinburgh University Press, Edinburgh.



Working with people
experiencing bereavement

Pain i3 inevitable in such a case and cannot be avoided., It stems from
the awarencss of both parties that neither can give the other what he
wants. The helper cannot bring back the person who is dead and the
bereaved person cannot gratify the helper by feeling helped. No
wonder both seem dissatisfied with the encounter. (Murray-Parkes,
1976)

Raymond's face contorted into a painful but controlled grimace, as he
forced instde him the emotions he was violently wishing 1o suppress.
He reached out for the chair arm and sat down, as if his legs could no
lenger bear his weight. His-head bent forward and his hands scemed to
come up only just in time to catch it. Colour began to return to his-
knuckles, which until now had been almeost continually clenched, The
charge nurse repeated his statement as if he were unsure that he had
been heard: ‘I'm very sorry, there was nothing we could do, your
father was already dead when the ambulance arrived in casualiy.”
There was something similar to panic and confusion inside Raymond”s
head = he felt so many emotions he had not resbized it was possible to
feel at the same time, He felt like shouting angrily, but there seemed no
point; he felt like crying, but what would that achieve? Perhaps it was
a mistake, perhaps they'd got it all wrong, but he knew this was only a
vain hope. He continued to feel angry, affaid, confused, yet dulled,
somchow numb. He began 1o realize that he was behaving sirangely,
rocking backwards and forwards in the armchair, and now acutely
aware that the charge nurde was still standing over him, "What can |
do?" he thought, ‘I'm expected to do something, say something, but |
can't, | don't want to, | don't Enow wha to do.’ *1"m sorry, it's such a
shock. I'll be OK in a moment, just give me a linke time, 1'1l be OK,
Thank you®, was all he could manage. [t seemed so feehle bul it took
tremendous effort just to get those few words out, *I'1] leave you for a
while then", said the charge nurse, quietly closing the interview room
door. The charge nurse had undertaken this task many times before,
but it never quite became routing and he was, as always, relieved 10
feave the room.
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Roymond's response to being informed of his father's death could be viewed as
reasonably tvpical, but every individual will react differently. Within the first
few minutes of hearing news of a death of a close relative, any of the potential
emotions of grief — shock, disorganization, demal, depression, guill, anxiety,
apgression and acceptance (see p. 204) - may be evoked. Any nurse who has
been exposed to bereaved relativies will know the sense of helplessness and the
anxiety that is always around in such situations. Being prepared for the vana-
tions in behaviour of grief-stricken people may help the inexperienced nurse
cope more effectively. Probably the most unexpected response is that of anger
and resentment directed at the nursing and medical staff. This response,
although not common, wsually follows the initial shock, and 15 generally an
attempt to resolve feclings of guilt that may be associated with the death. The
fact that the bereaved was not present at the ime of death, has in some way not
fulfilled promises, has not said or done things they feel they should have, may
result in this guilt being projected on to the unfortunate persom present. “Why
didn’t you make it clear he might die?” ‘Why didnt vou phone me sooner?”
“Why did vou let him die? can be expressed most violently and can be very
distressing to the unprepared nurse,

Frank denials and disorganization can be difficult to deal with in ward situa-
tions: the relative who simply refuses w believe the news and insists on visit-
ing the deceased; or the bereaved person who becomes so distraught, confused
and distressed that the nurse is right to fear for their personal safety, To allow a
person [o leave the premises in such a8 mental state may be foolhardy, dnd all
attempts 1o dissuade the individual from leaving should be made until they
have recovered from the shock.

It is also appropriate to bear in mind that some other circumstances may
parallel bereavement behaviour. A person may suffer similar emotional trauma
and behavioural extremes when going through divorce proceedings, unemploy-
ment, when informed of some chronic illness process, loss of a limb or other
bodily part, or when burdened with sudden responsibility in adolescence. It
should be remembered that it is just as feasible to greve the loss of 4 spouse, a
job, health or childhood as it is the death of a close person, The factor common
to all these losses is our attachment w them, which can be seen as both physio-
logical and psychological, Bowlby ( 1%80) suggests that the nature and degree
of the attachment is significant when considering the depth or magnitude of the
grief,

It may, then, be reasonable to assume that many causes of reactive depres-
sion are associated with a loss of some important or valuable asset in the indi-
vidual’s life. Many middle-aged and elderly individuals grieve for their lost
fertility and vouth tong before they grieve the death of someone close o them,
The bereaved individual may be seen in many disguises and manifesting very
different behaviours; the skilled nurse is able to detect the grieving process,
understand it and deal with it appropriately.

It is useful to consider the term “griel” and to place it in context with two
other commonly used terms, mourning and bereavement, Griel is a highly
intense feeling of suffering, with well defined cross-cultural, psyvchological and
physical characteristics, Grief is consisient across peoples, and as such is
argudbly a universal experience. Grieving can, however, be significantly
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shaped by the process of mourning, This is far more culturally determined,
often with prescribed ritualistic patterns of behaviour which are socially
accepled as normal, Since we now live'in a far more culurally enriched soci-
ety, it is important that as nurses we are aware and respectful of differing ways
of mourning. Bereavement describes the person’s total foss experience and
encompasses both griel and mouming,

THE NEEDS OF THE BEREAVED

As Raymaond portrayed, the essential need of a berefl individual is time - time
to adjust and come to terms with a significant loss, Many people are wortured by
anxicty feelings following the death of a spouse, largely due to fear of the
unknown. Tasks and responsibalities that they now face, which have previously
been dealt with by the deceased, are now barriers to their peace of mind. There
now exists a vacuum, an emply place, which somehow has to be filled. There
may well be much resistance to this initially, which may create additional diffi-
cultics, For exampte, the widow with-a yvoung famify to care for may need help
from the eldest child to take some of the burden of everyday life away from her,
Simple tasks like babysitting, washing up and minor domestic chores that her
hushand may have helped with may now be displaced on 1o the elder children.
This may make her feel inadequate or guilty for asking ‘too much® of her chil-
dren. It is often these very practical issues, and the subsequent emotional inten-
sity that they stimulate, that prevent the individual coming o terms with a loss,
The mental equilibrium of the individual needs 1o stabilize sufficiently to enable
a rational appraisal of the situation and acceptance that life is going to be differ-
ent. There will be difficulties to overcome, and to succeed in overcoming them
vacuums have o he filled, There will be new people to meet, different
approaches to consider and substitutes to be made. To reach this mtonal stage
effectively, the individual must have dissipated her-anger for the unfaimess of
her loss, shed the guilt that 15 implicit in most bereavement siluations; and
begun to accept her anxicty as a real thing and focus it upon tangible problems.
Sadness and depression take a great deal of time to case, but they will be more
specdily dissipated when tangible issues are worked on. When practical issues
begin 1o be solved, the collateral influences an mood are removed and depres-
sion may lifit much more guickly. For example, when a person is very anxious
about the future without her deceased hushand, whether she can cope, and addi-
tiohally becomes upset and confused when she remembers past encounters, a
vicious circle exists which somehow must be broken. First steps may be to
ensure the persan is having a réasonable amount of sleep, cating @ reasonahble
dict and generally looking after herself. This may sound trite or obvious, but a
meal, a hot bath, a change of clothes and a good night’s sleep are good starting
paints for solving problems. Sorfing out prcniies; réstarces and phssibilities
may require some assistance from friends, relatives or neighbours, but generally
these are fundamental beginnings for bereaved individuals to refashion their
lives,

It is important to remember that the grieving process takes time, and that it is
a niatural process which cannot be rushed. It may take many months, and possi-
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bly up to two years, for a bereaved person to return to ‘normal” life. [f people
are given the right constructive help to deal with their emotions and practical
problems, we believe this time will be usefully spent and fewer people will
suffer pathological grief syndromes later on.

IMPLICATIONS FOR THE NURSE

The nurse should be able 1o appreciate the emotions and hikely behaviour that
the bereaved relatives of her clients may be experiencing. She should not shy
away from difficult emotions with the bereaved, but facilitate their expression
and deal with them effectively. To be able to do this, the nurse may have to
consider how she would cope with a personal bereavement and the difficulties
she might encounter. Even for the nurse who has suffered o bereavement, it is
useful to look again at the needs she hid and how best these were fulfilled. We
must, however, urge one caution with this approach - what may have been
right for the nurse should always be tempered with empathy for the unique
individual being helped. The nurse should not develop one inflexible or stereo-
typed approach, but be aware that individuals have different needs and require
different responses, Many times we have been asked how a relative should be
told of a person’s death. There is, of course, no simple answer: the skilled
nurse will know how best to handle the situation. The charge nurse in the origi-
nal iflustration favoured the ‘tell them and leave them approach’. This may be
a good method for some individuals, but to observe relatives” reactions and see
how much support, discussion, debriefing or privacy they require and act
accordingly would be a more flexible model. Similarly, there is no ‘safe” way
to actually sav that the person has died.

Some prople will be upset by cuphemisms such as *passed away’, and most
by & blunt “Mr Brown is dead®. This perhaps is why *1"'m not sure how to break
this news to yvou' is favoured by many. It allows for the relative to respond
with whatever euphemisms they wish, The old joke *Take one step forward all
you soldiers who think you've got a father’, said the sergeant; *Where do you
think you're going to, Brown?' shows how one imaginative mind focused on
telling bad news. We do not recommend this, but it does illustrate that the most
difficult and serious tasks become trivialized by humour inorder to-make them
more acceplable toous, Italso illustrates that breaking bad news should be envi-
ronmentally planned if possible. A quict room with an easy chair, where there
will be no distractions from ringing phones-or people coming in and out, is far
more suitable than the parade ground or, for that matter, the middle of a
dayroom or dormitory. The environment should at least offer a vehicle for
privacy and appropriate support if necessary. Preferably, nurses involved in
breaking bad news to relatives should ammange to have a sufficient amount of
time to spend with them should the need anse.

It should alzo be noted that community “staff tend to work more
autenomously than their hospital countérparts, and that consequently direct
access (o support is not always possible. Working with the bereaved is not only
highly satizfving, il is highly demanding. It exposes the nurse o & whole cock-
tail of emotions that she may have to contain. As a consequence of this it is
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imperative that anyone working with this client group receive regular and
skilled supervision (see Chapter 4}, Within this process care should be taken to
ensure that no persopal material of the nurse is being ‘revigited' by trigpers in
the client’s disclosures. Thus if her work with the person creates distress for
the nurse, there should be adequate opportunities for a thorough debricfing to

- alleviate this and ensure the continued effectiveness of the therapeutic process,

PRINCIPLES AND SKILLS REQUIRED

Information giving

The relatives will usually reguire certain information following a death:
whether there is to be a postmortem, how to obtain a death certificate, coflec-
tion of property and such like. It is unlikely that any relative in a distressed
state will remember much of what is being said, so it is of great imporiance
that the nurse considers what needs o be said verbally and what information
should be in written form,

IF at all possible, information should be given to friends, neighbours or other
individuals not so closely involved. It should be the nurse’s intention to help
the bereaved, not 10 add 1o a burden by additional tasks at this time.

Oceasionally refatives may ask very searching questions at this point: “Did
he die in pan?’ “Did he ask for me?" "Who was with him?" Some of these
questions require answers, others are purely rhetorical. In any event, the nunie
confronted with them may feel very uncomfortable, for she will undoubtedly
not have the answers 1o all of them - some may be unpalatable and she may be
tempted oo tell white lies, Almost siock phrazes have crepl into nursing vocab-
ulary to cover these events, such as; ‘He was made as comfortable as possible,”
‘He didn't regain consciousness,” *He didn't appear to be in pain and died quite
peacefully,’ These may not always be entirely honest, but are designed to ease
the distress of relatives at a time when the harsh realitics may be intolerable,
We believe that nurses should always try to be honest and preserve the
integrity of a relationship whenever possible, but using these particular
euphemisms wisely and judiciously may in these circumstances be acceptable,

The relative who refuses to believe in the death of the person and becomes
agitated and distressed may need very skilled handling. A firm but gentle
approach is needed to restore a calm and genuine understanding of the situa-
tion. Generally such individuals exhibit an almost panic reaction and require
appropriate nursing interventions. Firmly comforting the person with a guiding
arm and directing them to a seat is usually effective, as is continuing to talk in
a calm, soothing voice, saving "Things will be OK’, 'Theres no cause for
alarm’, *You simply need a linle me’, "We are here to belp vou” and similar
supportive statements. With this type of response it may be necessary to spend
some considerable time counselling the person both before and after visiting
the body, should this be the ¢lected course of action, We belicve that relatives
who do visit the body, and are helped to release some emotions at this time, are
generally benefited in the ensuing grieving process.
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Interaction skills

The bereaved relatives will require essentially the basic skills of counselling

{see Chapter 23

#  Atend = shew the individual you care by fistening attentively to what he
has to say,

«  Listen carefully to facts aboui the deceased so you can share important
insights into his loss,

* Reflect — his emaotions 50 he appreciates the complex emotiopal factors
currently affecting him.

« Clanfy - his confusion, contradictory beliefs, attitudes and emaotions, so
that bath vou and he can see discrepancies in self-blame, and anger at the
death.

*  Summarize - in the hope that a clearer picture of the entirety of the
emational components will enable a focus of action to be formulated.

»  Challenge ~ or facilitate self-challenge when it is obvious that he is being
too hard on himself and pursuing self-defeating strategies:

Customs and fashions change over time, and one in particular surrounding
death is the custom of viewing the body, At ope time nearly ail funerals took
place from the home, with the body lying in the front parlour. More recently, it
has become the custom to leave the body in a ‘chapel of rest’ at the under-
taker's premises, This distancing sometimes results in relatives and friends not
visiting the body at all. We believe this is a crucial factor in the development of
pathological grief syndromes and the precipitation of unnatural taboos
concerning the cultural aspects of death. We sincerely beheve that every effort
should be made to give relatives and friends the opportunity to visit the body to
say their final farewells in private. When the person dies in hospital or some
similar institution, relatives should be offered a chance to see the body as soon
as possible. It seems reasonable to prepare the body in the customary fashion —
wagh, shave, change linen, brush har and remove any dnips, tubes or other
medical artefacts — before allowing visis. It certainly should not be a facility
available exclusively in clinical morgues or chapels of rest, but if possible
viewing should take place in the setting where death occurred. Nurses escort-
ing relatives to visit a deceased client may skilfully ‘model’ emotional disclo-
sure that may be beneficial to the bereaved. To illustrate this, the following life
situation of one of the authors 18 desenbed,

Entering the side room, | saw my father lying on a bed with a sheet
pulled up to his neck. His face was blanched and a litlle comorted as
though his death had not been painiess. He had obviously been dead
for many hours. My brother stood by my side. His relationship with
my father had not been as good as my own, and | knew he was feeling
guilty and distressed over the death. | began by finding my father’s
hand and, halding it, | saud, *1"m soey, father, | wasn't with you when
vou died, T shoubd have spent more time with you and 1 feel very puilty
mivwy 1 ook ab vour body Iving there cold and lifeless, but | know ywou
knew how migch | loved you, and how much vou wene Toved by very-
ong, | know you'll forgive me, so 1" say my final goodbye now,” My
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brother listened to this; and a% 1F enabled by my unembamassed disclo-
sure of emotion, broke down in tears, touched his father’s hand and
spoke o him with an open and tender emation that had not occurmed
between them for many years,

A nurse cannot hope, on stch a brief meeting with relatives, to have the same
empathic understanding as a man may have for his brother, so it would perhaps
nol be appropriate or possible to facilitate so much emotion with relatives, who
are after all largely strangers. (1 15, however, valuable to facilitate a monologue
from the relative 1o the deceased client if possible. In a similar vein the nurse
may speak to the client in the presence of the relatives before leaving, e.g:
‘I"ve browght your sons to see you to say goodbye — I'd like to say goodbye as
weil. I've nursed you for some weeks now and you've not complained. We all
feel guilty that we could not have helped you more, but | think we did our best.
We'll miss your smiling face. I°1] leave you with your loved ones now,"

This might appear rather bizarre, embarrassing or even ridiculows, but it is
designed o facilitate the release of emotions within the bereaved which may
prove to be a healthy start 1o the grieving process. The nursé undertaking this
modelling may well feel uncomfortable; she may even receive some odd looks
from colleagues and relatives, but the potential good is a priceless gift to the
bereaved person, who can benefit immensely, Following a visit o the
deceased, the relatives should be seen again before they leave, o ensure they
are coping adequately. The nursing skill here is listening to the emotional
content of the bereaved and responding accordingly. Some relatives may be so
distressed and unable to cope that they require referral to other agencies.
Nurses should endeavour to have resources: available for these eventualities:
social worker, community nurse, family doctor, telephone numbers of friends
or neighbours who may be helpful, National organizations such as CRUSE
may be helpful in offering specialized counselling for the bereaved. Once the
client has died, the nurse’s overall responsibility shifts to the care of the rela-
tives. This care may only be minimal or transient, but none the less it should be
proficient - professional and efficient,

SUMMARY

I. The nurse needs an awareness of the stages of grieving in order to prepare
herself for the potential emotional components of the interpersonal
exchanges encountered in bereavement.

2. The nurse must be able to absorb anger directed towards hersélf or the
institution, should this arise.

1. The nurse must have an ability to be patient, to allow emotions (o be
released and to listen and show empathy.

4, Sheshould use her skills of non-verbal behaviour, especially touch, tone of
voice and posture, 1o hélp the bereaved, especially if they are shocked,
agitated and distressed.

5. Information given should be clear, and preferably wntten. It should be
given to the person most likely to understand and employ it.
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The nurse should not-avoid the bereaved but give all the skills she has to
them. This may include modelling ‘debriehng emotions’ with both the
deceased and their relatives.,

The nurse should have ‘contingency resources’ for refermng distressed
bereft individuals for continuing care.

KEY CONCEPTS

f,

. Omce the client has died, the nurse's overall responsibility shifis to the care

afl thi= refatives.

o I s important that the nurse does not shy away Fom difficult encounters

with the bereaved. Every individual will react to traumatic news of a death
in a different way,

. The nurse should not develop one inflexible or stereotyped approach, but

be aware that individuals have different needs and require different
responses, and being prepared for this variation in the behaviour of grief-
stricken people will help the inexperienced nurse cope more effectively.

. The potential emotions of grief are shock, disorganization, denial, depres-

sion, guilt, anxicty, aggression and accepiance.

, Tt should be remembered that the grieving process takes time and is

natural,

It may be helpful to remember that some other circumstances may parallel
bereavement behaviour, such as going through a divoree, unemployment or
chronic illness,

. It is ofien the very practical issues and the subsequent emotional intensity

that they stimulate that prevent the individual coming 1o terms with a loss,
For example, *“What am 1 poing 1o do about hills, the funeral, my job, the
children’, eto.

. Relatives who visit the body may require help to release some emations at

this time.

. In connection with the latter, it follows that fome relatives may be zo0

distressed and unable o cope that they require refermal ooother agencies,

A BEHAVIOURAL PROPOSITION FOR DEALING WITH INTRACTABLE
AND PATHOLOGICAL GRIEF: GRIEF THERAFY

Grrief is a common component of human behaviour: it would be unusual, if not
impossible, to go through life without at least one experience of grief.
Additionally, it can be argued that there are degrees of grief. For example, the
loss of 4 pet in the formative vears of Life may seem the end of the world to a
child, while in later life the adult may well be upset but be more philosophical
about the event, Losing vour mother at the age of 9% may well be more accept-
able than the sudden death of a spouse in a road traffic accident. The degree of
priel relates directly to the suddenness, closeness and intensity of loss for each
individual in any situation.



The mental health nurse will be familiar with death through both her profes-
sional contact ~ the client and his relatives — and unforiunately through the
inevitability of being human, and her personal experiences and thoughts.
Whichever is uppermost in her mind is unimportant, however. What is impera-
tive is that she his an awareness of and an openness (o her feelings about
death, Before any therapy is attempted for the grieving person, the nurse/thera-
pist must have a depth of understanding and an awareness of her own mortality
and her own reaclions in greving situations, or ab least anabihity to-control
them,

Girief therapy, although one of the most potent of all behivioural strategies,
is-in our opinion one of the most traumatic and potentially hazardous. It would
serve no good purpose whatsoever to have the nurse in a shattered emotional
state as well as the client,

The basic concept that grief therapy is founded upon is that, a8 mentioned
carlier, each individual progresses through a grieving process, which can be
expressed in commonly recognized stages, It is thought that those people who
remain in a grief-siricken state and subsequently exhibit symptoms of mental
illness are those who have not progressed through these stages adequately. The
following arc the most commonly accepted as being the stages of grieving in

rriore detail:

«  Shock: The initial response to being told of a death. This may include
physiological responses such as nausea, vomiting and fainting, or psvcho-
logical traumas such us withdrawal, apathy, confusion or disinhibition.

= Disgrpanisafion: An mability 1o think clearly, (o arrange the simplest plan.
Such disorganization often akes the form of ritualistic *searching’ behav-
L1415

= Dendal; This is the complete disassociation of the knowledge of the death,
an inability to believe, despite the facts. This is often like total amnesia for
the event.

*  Depression: Usually the result of denial breaking down and the finality of
the knowledge sinking in, often accompanied by feelings of unworthiness,
helplessness and poverty of ideas,

*  Cuilt: A component that no death can escape. Not only feelings of blame
for the event, but also that the bereaved has survived.

*  dnxiety: Often connected with coping without the deceased, not being able
to control events, including fears for self.

»  Aggression: From imitability to anger, directed not only towards yoursell
or significant others (1.e. doctors and nurses) but also to the deceased for
having deserted vou.

»  Acceptance: Believing that all has been done that can be, saying a final
goodhye, committing the deceased to memory and continuing with life.

*  Heimtegration: Restarting and eventually, perhaps, replacing, finding
substitutes for the deceased and relegating the past and concentrating on
the future.

The therapy proceeds on the premise that each of these stages needs to be
worked through, but first it i5 important to be sure that therapy is appropridte.
The therapy s traumatic, and as such, may have nzsks attached; it is therefore
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suggested that it be used only in severe cases of intractable gnef. The natural
grieving process cin take anything up to two years, so at least this period
should have elapsed before therapy is contemplated,

The process of therapy should be explained to the client in detail, making no
pretence that it will not be painful, and stressing that it will require total co-
operation with the nurse, There must exist a relationship of trust and one of
high motivation on the part of the client 1o be free of grief.

O Ron Ramsey, who has researched and treated many clients in intractable
gricf syndromes, maintains that a specific contract should be drawn up, the
main arcas being as follows:

= The client must commit himself o complete the therapy,
*  During the thérapy he will not commit suicide.
= Hewill mof phyzically assault the therapst,

Onee this is achieved, the process somewhat antificially takes the client
through the six most troublesome stages of grieving to move him quickly to the
final process of reintegration, consequently resolving the grief.

The first stage the client is asked o consider i3 denial. This is done by
cenfronting the facts, The nurse may use arlefacts to aid this stage, such as the
death certificate, newspaper notices, letters of condolence eto., asking ques-
tions such as "How long has your child been dead?” ‘Do you believe your child
is dead?" and subsequently making statements for the client to repeat: “My
child is dead.” *1 will never see her again,” "She has gone forever.” 'Her body is
in the ground.’

Asking the client to read out loud the death centificate, the notice in the
paper and letters may also be necessary, This brings about a cathartic reaction
in the client and reinforces the facts to him, Although this appears very cruel
and traumatic, its effect is to release the emotion, which is clearly important in
the treatment. Furthermore, it may be necessary to belp the client now physi-
cally o dizcard personal items used by the deceased - to throw away items
such as soft (even favourite) toys or clothes, perhaps even a wedding ring in
the case of a deceased spouse. This helps to consolidate the knowledge that
they are not coming back, that he or she s not just away but dead. As may be
imagined, this stage can be very distressing. and for both client and nurse it
requires tenacity and perseverance.

It should also be noted that 1F the chient blindly obeys without the release of
emotion — sobbing, agitation and some resistance - the nurse should be suspi-
cious that he has not indeed passed through denial, and continued effort must
be maintained until such time as the nurse is sure the client has accepted the
death. Once this denial has broken down, the client will be left in a state of
depression and the nurse must try to support him through this,

A common misconception regarding supporting a depressive person ls that
the nurse should be sympathetic. In fact, related to behavioural principles,
sympathy is a positive reinforcer: most people find sympathy rewarding, and
therefore the great danger is to fix the depressed behavipur by this reinforce-
ment, Certainly in grief therapy something much more productive than sympa-
thy is required.

The nurse should in fact highlight the main areas of the emotional state for
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the client — to heighten awareness — then move on to a more productive phase.
Empathi¢ responses may help here, such as: *You fieel sad now because you
now realize you have lost yvour child for good.” *You feel helpless, perhaps
even unworthy because you can't bring him back.” This empathie feedback
will help maintain the trust and rapport between the nurse and the client, which
could have been damaged during the first stage. The client should be encour-
aged to verbalize his feelings, but with positive supporting stalements added 1o
them, e.g.: ‘I do feel helpless’, then “Yet this is quite normal, and | will get
over this, | am capable of coming to terms with these feelings.” 'l do feel sad”,
then *But | will get better.”

When the nurse is confident that the client is happy with these statements,
progress should be made into the third stage: guilt,

It should be explained to the client that all humans are fallible, that (o be
perfect is impossible. There i no bereaved person who does not feel remorse
in some way; even a saint will feel guilty after the death of a close one. He will
still feel he could have done more; said things differently, expressed his
emotions openly, This perhaps is the one thing that will help the cliem uniock
the guilt he still has — *It"s not too late'.

It is our expérience that the locked-in emotions of guilt are probably one of
the most important factors in grief syndromes. The key 1o this lock is to facili-
tate the verbal expression of the things fefl unsaid. The nurse should seek some
focus of contact with the dead person, a photograph, the graveside, whatever
the client has that will help him to be in touch finaly with the deceased.
Prompts can be used, in fact modelled by the nurse at this point to facilitate
this release, e.g.: *I'm soery for the things | could not do when you were alive.”
“I loved vou very much - perhaps | didn’t tell you just how much | loved you.”
“I"'m sorry | wasn't able to say goodbye - but Il say it now,” I miss you very
much, but [ have to get on with my life now - so goodbye.”

These verbalized emaotions addressed 10 a photograph are very powerful
indeed, and allow the final breakthrough for the client. It is always amazing
just how much relief the client accomplishes from a session such as this,

If possible during this session, the final stages should be attempted. Using
the same technique, any residual anger or aggression can be dissipated using
staternents such as: *You hurt me so much when you left me,” ‘1 hated you
when vou died, leaving me with so much unsaid, so much undone, lefl me to
cope.’

These verbalized expressions are usually enough 1o take the client up to the
final stages of acceptance, leaving the nurse only to complete the treatment by
reinforcing how much better he is feeling now he has resolved his grief, ending
on positive statements for the client 1o practise, such as: 'Although I'll always
remember you, you have to be part of my past now, | have my life to restart.”
‘My husband/child/mother needs me now, 1 have to begin again.’ There is no
finer satisfaction than reaching this stage, and comparing the withdrawn and
pathetic soul at the beginning of the therapy to the hopeful, refreshed client at
the end. During the therapy the client and the nurse have lived through tremen-
dous traumatic emotions, and at times they will both have had their doubts, but
in practice the therapy 15 so powerful and successful that it will have proved to
be most worthwhile,
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It is impossihle 1o ste how long this therapy will take, For some clients it
may take days only, for others much longer. This therapy should not deter
neighbours, chaplains and voluntary organizations, ¢,z CRUSE (national orgi-
nization for bereaved families), helping individuals through bereavement coun-
selling in less formal seftings prior to admission to a mental health unit; we do
not deny their importance, or detract from their success. However, so often in
our experience clients with intractable grief syndromes are undiagnosed, and
consequently unhelped. Clients suffering pathological grief are ofien admitted
to mental health units or referred to community mental health nurses with
varving degrees of depression. It is only when an empathic bond 5 built with
the client that an accurate picture is revealed and the potential benefits of this
therapy are realized, For this reason, it is our opinion that the therapist most
able to carry out this technigue 1s the community or residentially based mental
health nurse. In any event, the person needs to be thoroughly conversant in
behavioural principles and sound counselling techniques.

CONCLUSION

This chapter was intended to stimulate your interest in helping the bereaved
relutivie or the client sufféring grief in other, perhaps more covert, manifesta-
tions, e.g. divorce, amputation etc. It is hoped that the text, and the sharing of
our personal insights and experience, have influenced you to undertake an
intelligent and sensitive approach to bereaved people. Having introduced the
concepts of grief, we ended the chapter with a behavioural programme specifi-
cally constructed to help clients suffering from pathological forms of grief. We
cannot stress strongly enough that the introduction to grief therapy 15 not an
open invitation to practise it. 1t must be clearly understood that grief therapy
should be used only in states of protracted and pathological grief by an individ-
uil who is trained in behavioural techniques. 1t is our view that it would be
most unwise to begin this therapy without consultation with the responsible
medical practitioner, an established empathic relationship and the informed
consent of the client, IF these critena are met, it 5 our belief that the therapy
can produce remarkable benefits for the client, and should not be denied to
those in need,

The dying client and the bereaved will always represent a conststent part of
the mental health nurse's practice, and it is hoped that this chapter has in some
small way helped you to heip this client group further.

FURTHER READING

Bowlby, 1. (1980) Attachment and Loss, vol 3: Sadness and Depression,
Penguin, Harmondsworth.

Cook, B. and Phillips, 5. (1988) Loss and Bereavement, Austen Cornish
Publishers Lid, London.



[__Hi] r‘h’ﬂri:'ina with bereaved people §

Dickeson, D, and Johnson, M. (1993) Death, Dying and Bereavement, Open
University, Sage, London.

Dunlop, R. 5. (ed) {(1978) Helping the Bereaved, Charles Press, London,

Leick, N. and Nielson, M. D. (1991) Healing Pain, Attachment, Losy and Grief
Therapy, Routledge, London.

Murray-Parkes, C. (1976} Bereavement: Studies of Grigf in Adult Life, Penguin
Books, Hermondsworth.

Staudacher, C. (1987) Beyond Grief - a Guide to Recovering From the Death
of a Loved One, Mew Harbinger Publications Inc., Oaklund CA.

Schiff, H. 8. (1979) The Bereaved Patient, Souvenir Press, London.

Tatelbaum, J. (1989) The Conrage o Grieve, Creative Living, Recovery and
Crrowih Through Grief, Cedar Books, London.

Worden, J. W. (1993) Grief Counsclling and Grief Therapy, Tavistock,
London.

Worden, J.W. (1991} Grief Counselling and Grief Therapy: a Handbook for
the Mental Health Praciitfoner, Routledge, London.



Working with
institutionalized clients

Some years ago David was admitted to hospital with a diagniosis of
anxiety/depression, following an attempt to commit suicide. David
remained in hospital for over |5 vears, yet this was not due to his anxi-
ety or depression bul because the insttution was the only place he felt
safe and secure. More recently David has been ‘decanted” into the
community into @ residential care home. However, any atlempt (o
converse with him about the subject of living more independemiy is
mel with o blank stare, an anxiely aliack or an aggressive response,
Although he now lives in the community he remains "instinuiohalized’,

David has become institutionalized (o the extent that his original diagnosis is
mild in comparison to the debilitating state in which he now finds himself.
Other than on the issee of his independent living, David is obedient, compliant
and complacent to an extraordinary degree. His mask-like features would
persuade the observer that he was sulfering from Parkinson’s disease. This
wiold be equally supported by the blank expressionless eves and the shuffling
gait. The giveaway clues of his actual disability can be easily observed when
his chair in the day room is taken by an unsuspecting stranger, or & new cane
assistant changes his routine for some reason. [t i then that his blank eyes
become expressive and David becomes animated, for his security and safery
are threatened.

For many years David's choices and decisions have been largely made by
other people. Having accepted that David®s judgement was impaired due to his
initial mental illness, it is still a sad reflection of the care he received that his
decizion making was excluded, even o the simple decizion of what bme he
should go to bed. From almaost the first day in hospital, David's routine was set.
What time he would arise, what he ate, where he slept, what occupied him,
even how he should be entertained, were influenced almost fotally by what
someone else felt was best for him. This has not significantly changed since he
has been ‘residing in the community”®, It can be noted by observation that even
within a short period of time in an active acute mental health unit or day hospi-
tal, patients will adopt predictable patterns of behaviour. 1F these behaviours
are reinforced by the figures of authority, i.e. the staff, they tend to be repeated.
The newly admitted client, even 1F filly aware of his wishes, needs and his
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own assertiveness, may still be subject to anxiety and insecurity in a sirange
environment. The tremendous psychological pressures of the *group’ (other
clients), ‘authority” (the staff) and the established routine for him to comply
and blend in will be extremely difficult to resist. Institutional behaviour is-
essentially behaving as the controllers of the institution expect and demand a
member to behave.

In his (1959) book Institutional Newroses, Russell Barton considers many
causes and effects of the lack of choice within a client’s environment, We
support Barton's ideas and add that it is the authorities’ expectations of
patients” behaviour that tends to stereotype, confine and constrict individuality.
The following is a short list of just a few expectations staff may have. Any
thoughtful nurse may easily double this list.

«  Clients should comply with staff regulations (7 regardiess of whether they
are explained, reasonable or difficult).

= Clients should not complain {they are here for treatment, for their safety, 1o
be looked afler, and we're trying to help, aren't weT).

= Clients should adapt to the standards of the institution (whether this is
mmprovement or declineg).

= Clients should be grateful (we are helping them, aren’t we').

= Clients should be.., (substitute here almost any emotional deseription, and
add) when... (a ime considered suitable 10 owr values, ¢.g. clients should
be *happy’ when told ‘good’ news; clients should be “tired” when it's
bedtime).

= Clients should share our values about life, death, health and illness (at
least),

The list can become endless. Such intractable staff atitudes, whether ‘good” or
‘bad’, arc their attitudes, and we suggest that the only therapeutic attitude to
have concerning expectations of clients is: 'l expect clients to have different
attitudes from mine and 1 respect their entitlement to have and keep them®, To
expect people 1o be the same, to fit in, 1o be ‘normal’ and to have similar stan-
dards and 1o accept this is, in our opinion, as likely a cause of institutionaliza-
tion as any suggested by Barton, '

How long does it take 1o become institutionalized? This is a question oflen
asked. There is no set or standard answer, as it will depend largely on the
forces for and against such a situation, Some clicnts will be more resistant to
complying with the institution, and some institutions will be less influential in
making clients comply. To be fair, some progressive instilulions are very awane
of this problem and take active steps to avoid institutionalization developing.

It is mot in any case an ‘all-or-nothing” concept, it is a process, It begins on
the first contact with an institution, and ends only when contact is broken with
that institution. The effects on the individual exposed to this process, as previ-
ously intimated, can vary tremendously. It is not entirely confined to clients:
some. staff may show signs of institutionalization relatively quickly, and in
some cases most severely, To look at the specific factors that affect the devel-
opment of pathological states of institutionalization would require a longer
discussion. We recommend that students interested in this area read both
Barton's work: and the work of Irving Goffman (see Further Reading).
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PROBLEMS AND NEEDS OF THE INSTITUTIONALIZED CLIENT

It is iromic that probably one of David's biggest problems is that be has very
few fundamental needs. His needs are almost entirely catered for by the institu-
tinn. His primary needs of food, shelter, warmth and comfort are indefinitely
available without any anxicty that they will ever be withdrawn. Even some of
the higher-order or complex needs, such as belongingness and compamonship,
may be supplied in the residential environment. It is only the very highest
human needs of self-respect,-self-esieem, prestige and what Maslow (1971}
calls self-actualization, that the institution fails to supply.

It i5, in fect, exactly these that the client who has become institutionalized
tacks; he has been berefl of sclf-esteem and self respect, and he has been
robbed of his humanity in his higher expectations. His dreams have becomie
mundane or non-existent, and he has lost the motivation 1o strive for the ulti-
mate goals of personal satisfaction that Maslow aptly described as self-actual-
ization. David’s problem is not that his basic needs are not met - it is that they
are, It is because he no longer suffers any anxiety, because he experiences no
challenge, that he feels no sense of satisfaction, Having no prospects for the
future, ro plans and no expectations deprives an individual of his hopes and
desires. Without incentive o fulfil basic humian needs, the individual human
spirit is deprived of motivation and dies, just as & Nower dies without water. As
if to substantiate the truth of this statement, the institutionalized client is often
described as “dehumanized”. We take this to mean having lost the human spirit,
leaving only the body shell.

The client needs to be restored somehow, (o have this human spict rekin-
dled, to have his dignity, his hopes and his dreams returned to him. What we
must remember, however, is that if the process of robbing David of his human-
ity took |5 vears, we must not expect to restore it in seven days, The process of
‘rchabilitation’ for David will not be a simple task. It may be painful for both
partics to engage on o project that neither may fully ‘enjoy, and many payofis
are indefinite and distan.

IMPLICATIONS FOR THE NURSE

The first crucial factor the nurse needs to be aware of 15 that her approaches o
each client must be flexible. Having respect for a client means much maore than
simply calling him ‘Mr’. Respect means that you are aware of his rights as-an
individual, that vou consider him to be a unique human being and that vou will
not cut across his values; to understand that what he holds to be valuable, no
maticr how silly it appears to you, must be respected. This may mean that on
some occasions the individuals wishes will clash with the customary routine
and the nurse’s expectations of client behaviour. Rather than immediately
dismissing thig refusal or non-compliance as awkward or unreasonable, take a
few minutes 1o contémplate exactly how unreasonable it is and, more impor-
tantly, how unworkable it really is. Sometimes clients” suggestions are not at all
siily and it is recognized that listening to their views can bring about significant
and desirable change. Adopting a flexible approach will probably do no more
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than offset some of the institutional processes in the more agute clients, and it
will have much less effect on the longer-stay clients. Understanding this from
the outset may help nurses become less frustrated, for if they are expecting star-
tling results from simply altering their approach they will undoubtedly be disap-
pointed.

Anaother factor nurses need o be aware of 15 the nsks that a “rehabilitation”
approach requires. There are many risks nurses must take if they ane intent on
restoring a client’s dignity, and the first is perhaps the damige to their own
prestige. Nurses become nurses primarily, we believe, to help clients.
Unfortunately, all too frequently the nurse's concept of *helping’ means
making the individual dependent upon her. Stepping back from the client and
encouraging him to take more responsibility for himself, refusing o give
advice and insisting on his making his own choices may initially result in
damage to the nurse’s self-image of her helping skills. It is only after several
months of graduakly observing the client become more independent that the
rewards received from such “non-behaviour’ can be appreciated. A further risk
the nurse takes with this approach is the threat of reducing standards. 1t i5 ofien
used as a convincing argument that whén the nurse stops working on the client,
the client stops too, In other words, if the nurse does not insist that the client
has a bath, he will probably not have one at all. Fundamentally we disagree
with this philosophy. We consider that although in practice this is largely what
happens, it is used quite unfairly as an example, It fails o take account of the
fact that the institution incapacitated the individual in the first place, that
before the institutionalization process took place the individual was quite capa-
ble of taking responsibility for his own bath. It would be ridiculous 1o remove
an enging from a car and replace it with pedals and then exclaim, ‘See, | told
you it wouldn’t work on its own if we stopped pedalling”. It seems to us that
the exponents of the argument for nurses doing everything for clients in order
to stop standards falling are saying exactly this. Standards of dress, hygiene,
table manners and the general tidiness of the environment may indeed decline,
and obviously some degree of monitoring and subsequent persuasion may be
necessary, but surely this i a very small price to pay for beginning the process
of restoring the client’s motivation, self-respect and decision-making ability.

Dispensing with the role of parent and entering into a more equal partner-
ship with a client can increase the risk of anxiety feelings within the nurse.
This is perhaps hecause operating from a superior position had in the past
engendered a feeling of security, When instructing or directing from a position
of superiority it 15 not necessary to understand or explain the reasons for such
prescriptions. Once you enter into an equal partnership with a client, it is possi-
ble to be challenged. It may even be possible that you are wrong. and that, on
introspection, no valid reasons can be found for some of the things vou have
been doing. Who knows, some of the traditions which have been respected
perhaps need to be challenged?

5 it possible to imagine the ramifications of the following brief dialogue?

Nurse: “Mr Brown, could you come along for a bath please, it's Thursday night
again.”
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Client: *1'm sorry, nurse, although 1 would really like to please you, I'm not
sure | care for a bath tonight, and definitely not just at the moment as I"'m
having a conversation with Mr Smith.”

Nurse reports to the officer in charge: *Mr Brown refuses to have a bath,*
Cifficer in charge: "0h does he, 1I'll soon see about that '

Somie nurses may recognize some of this dialogue, if not all of it. We appreci-
ate that Mr Brown would be a very unusual client to be 50 unreasonable, resis-
tive and uncooperative, but none the less we would be most happy 1o see many
misre Mr Browns,

PRINCIPLES AND SKILLS REQUIRED

We believe nurses need o be skilled in the following areas:

= Knowing and accepting the individual's values. This will entail the nurse
listening to the client, spending time with him, and trying to understand
how he feels about himselfand his life.

* Encouraging the cliznt to make choices. This requires some behavioural
skills (see Chapter 3), especially using positive reinforcers and the shaping
process to reward successive approximations towards independent choice.

*  This process may begin by adding at least one choice to each duily activity,
and gradually increasing them, e.g. increasing the choice of bedtime from
10 pom. to 11 p.m. and varving the times during the week; one choice of
food at mealtimes increasing to several choices; proceeding eventually to
choee of clothes, activities and recreation.

*  Ensuring that the client remains secure when faced with choices he is not
used to. This will involve a special relationship which is trusting and open,
but without being restricting, adviding or oversupportive, Establishing
such a relationship can be extremely difficult, and can only be achieved by
being sensitive to the client’s anxiety levels and understanding what he can
cope with. It particularly involves the use of non-verbal reassurance, espe-
cially gestures of encouragement and touching when appropriate, without
encouraging dependence.

* Being able to accept the negative feelings of hostility and aggression
should the client feel insecure. Not reacting to displays of temper caused
through frustration, but by verbal skills helping the client ventilate his feel-
ings, and sharing yvour own.

= Being able to model and teach mature and intelligent decision making.
This requires the nurse to behave appropristely in various situations and
explain to the client why it was appropriate (see “Social skills training’,
Chapter 1), Facilitating intelligent decision making can be demonstrated
by sharing your own recent domestic decisions with the client. This should
illustraté how appropriate choices are made by choosing from a larger
rather than a smaller list of options, and linking the choices with possible
OULCOMES OF CONSEqUEnces.
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*  Being aware of the interactions responsible for reducing independence. To
be able to reduce these and deal with the adverse emotional reactions
within yourself. Ohjective self- awareness is probably the surest way of
preventing yoursell making the client more dependent. One way of achiev-
ing this self-awareness may be by recording the day’s events in a diary,
and evaluating how frequent and how necessary each of your daily interac-
tions is in relation to client independence.

*  Being sensitive (o the client’s needs for higher values of self-respect, indi-
viduality and purpose. This is achieved by constantly updating vour ideas
about each client. Try to forget how they behaved last year or fast month,
and concentrate on their currently undeveloped potential.

*  Facilitating, both verbally and non-verbally, increasing responsiveness
between the client and the real world outside the institution. This means
encouraging clients to write letters, read newspapers, catch buses and
generally proceed away from rather than towards reliance on the institu-
tion, Smiles of surprise are usually far more reinforcing than apathetic
shrugs of the shoulders,

*  Heing able to et go of vour responsibilities Tor the client once he is able to
retiake possession of his own destiny.

CONCLUSION

We hope this chapter has helped you to see that helping clients does not always
mean doing everything for them, and that institutions tend to rob people of
their individuality. independence and uniqueness, and that it is the nurse’s job
Io try to restore these. Developing empathy with the institutionalized client is
difficult because he is so far away from the nurse’s own orientation. The nurse
whao is very independent and capable often has difficulty accepting that her
client may be able to develop these chiracteristics too, if given the opportunity
and the appropriate skilled help,

Successfully nursing the institutionalized client can be extremely rewarding,
but requires patience, positive attitudes and trust in the human being's poten-
tial, We hope this brief chapter has stimulated some insight, challenged a few
attitudes and offered some useful guidelines to nurses engaged in this difficult
and frustrating ares of care,

KEY CONCEFTS

1. It can be noted by observation that, even within a shorl period of time in
an achive acute admission ward, clients will adopt predictable patterns’ of
behaviour. Institutional behaviour is essentialiy behaving as the controllers
of the institution expect and demand a member to behave.

2. The authorily s expectation of clients” bebaviour tends (o stereolype,
confine and constrict individuality.

3. Some clients will be more résistant to complying with the institution and
some institutions will be less influential in making clients comply.,
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4, Institutionalization 5 not entirely confined to clients: some siaff may show
signs of institutionalization relatively quickly and, in some cases, most
severely.

5. Having no prospects for the future, no plans and no expectations deprives
an individual of his hopes and desires.

6. Institutionalization robbed David of his humanity over 15 years; we must

nol expect to restore it in seven days.

Respect means that vou are aware of the client’s rights as an individual.

Unfortunately, all too frequently ‘helping” means making the client depen-

dent upon the nurse.

9. Some of the traditions which have been respected perhaps need to be chal-

lenged.

==
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Community skills

Thomas has been in and out of mental health departmenis for many
years. He has had many therapics and therapists. He expresses quite
convincingly that each community mental health nurse (CMHN) who
visits him will be his last, Hid life has had many painful experiences,
he 15 unable to deal with bfe’s stresses, be fnds great difficulty in
forming relationships with women, and generally feels life is hardly
waorth living. Afthough Thomas had a good job as a teacher and meets
interesting and stimulating people, he remains isolated and wholly
unable to trust himself 1o be open, with the subsequent risk of being let
down again,

Elsie is reaching her sixties and has had several children, now all
grown up. Her hushand left her years ago, and she now lives alone in a
council flat: She is permanently anxious and frequently depressed,
When the CMHN visits she is nearly always tearful following a crisis
with her family, or agitated as she is about to enter one. The root of her
problems seems 1o be her inability to control her conflicting feelings.
Her chirldren abuse her kindness by demanding support from her at one
perind then ignoring her and having no contact with her for several
months. One of her children is constantly in trouble with the law,
another frequently dumps all her children with her and runs off. Elsie
15 beft feeling constanily afraid of excessive demands and being unable
to cope, or despondent because she feels rejected and deseried. She
appears unable o communicate these feelings due 1o confrasting anger
and guilt,

Joan is in her mid-thirties, married with a teenage daughter. Previously
Joan had had 2 homeosexual affair which, when discovered, caused
extreme reactions within ber mamiage. Her husband, understandably
perhaps, became rather suspicious, resentful and bitter, Joan, paradoxi-
cally, became extremely jealous and smothered her hushand. As if she
expecied some ironic revenge to be mefed out, she felt insecure and
tnxious; expecting him to leave her. After many admissions (o mental
health units with anxiety and exhibiting intense jealous reactions, it
appears that these symptoms have mun their course, and Joan seems 1o
have dealt with both hér jealousy and her anxiety, and now feels
resentful towards her husband for what she suspecis has been his
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enjoyment of her diflicultues, She has become bitter in the awareness
that he has used her infidelity as a weapon against her, and deliberately
increased her insecunity and jealousy to make her more dependent
upon him. It is apparent that the family and marital tensions have
reached a critical point.

ROLE OF THE COMMUNITY MENTAL HEALTH NURSE

It may be apparent in viewing the brief case histories above that in cach case
the CMHN has a difficult, yet different, role to play. Thomas requires a friend’s
support, 8 therapist’s advice and & counsellor’s understanding; Elsie needs
someang to show her that she can cope, and that she is needed, to reinforce the
realitics of life so she can realistically help ber family, and also realize and
understand their ungratefulness. Joan, her hushand and her daughter require a
skilled family therapist, an arbitrator, a defuser and a social worker, In later
stages of distress, the CMHN may find herself having to intervene in highly
emative issues that would not normally be the province of the nurse. As if this
rofe were ool demanding enough, she must also be able to deal professionally
with the administration and monitoring of medicines, have the skills, knowl-
edge and resources of a social worker, and the practical application of a skilled

mangger.

IMPLICATIONS FOR THE NURSE

It can easily be seen that the role of the CMHN is multifaceted, Taking this a
little further, it s not hard to imagine that the nurse requires a considerable
repertoire of skills and resources to fulfil that role. The nurse employed in such
a role must therefore be able to offer an eclectic approach - a unigue approach
for each unique situation - and be resilient enough personally to withstand the
pressure of such a totally demanding occupation. The main pressures upon the
CMHN, or any professional working alone, need to be fully understood by
both the nurse and her employing authority to ensure that they do not impair
her effectiveness.

Isplation

The CMHN i3 an autonomous professional, often working on her own with no
personal feedback from colleagues, Although CMHNs may work in teams and
have team meetings, the actual interpersonal exchanges between nurse and
patients will be isolated from other observers. In a residential situation,
although interactions may be personal and unobserved, a collective opinion is
none the less formed within the confidentiality of the staff room. These opin-
ions take the form of how difficult, unreceptive or even downright awkward
some palients appear to the majority of the staff. This subjective information is
al least of some help or comfort to more incxpericnced and insecure members
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of staff, who may otherwise believe that they are *doing it all wrong'. This
collective suhjective feedback is not available to the community nurse, so other
strategics have to be used,

Trust

The CMHN must have confidence in her own abilities, and sufficient experi-
ence in successful therapy to be-able to trust in her own personal resources.
She should not be so arrogant as to behieve she will always be nght, or always
kniow best, but neither should she be so self-doubting that she is hesitant and
procrastinating. The community nurse's job is based on a clarity of action, a
sensitivity to needs and a discnminating ability to judge situations correctly.
This difficult balance can only be achieved if the individual has a highly devel-
oped sense of trust in her own senses, and not only knows that she is able to
deliver the appropriate approach, but can sense wihen she is unable to.

Sclf-analysis, evaluation and self-awarencss

Having no accurate objective feedback on her own effectiveness, other than her
patients’ progress, the community nurse needs to reflect on her work perfor-
mance and self-needs from Gme to Gme. IUis most important that she analyses
what she is trying to achieve with each patient, what she is actually achieving,
and 1o what extent the outcomes are dependent on herself. To reflect actively
on her own needs o achieve progress, knowing she is succeeding and that she
iz coping with the job, is-by no medns an insignificant ability that she requires
to develop. The autonomous nature of the job dictates that the nurse is self-
directed and self-aware but, more importantly, that the diréction is accurate and
the sell-awareness realistic. Being industrious and energetic towards an inap-
propriaté goal is obvipusly counterproductive, but many caring individuals fall
into this trap because they are blinded by the fact that they are *husy® and
always *rushing about” organizing. Similarly, the nurse’s self-awareness may
be depressing and demaotivate her; she may fieel that "Whatever | try fails’. The
problem here is that without information from other professionals, it is difficult
to bring reality into the situation, The failure has become ‘personalized” rather
than being realistically assessed. It may require someone to point out that
whalever and whoever (rigs in these circumstances, they are bound to fail, Iris
imperative o stress this particular aspect of self-awareness at this point; self-
awareness may potentiale a depressed mood because it lowers the defences and
gives more insight. People concentrating on self-awareness may find greater
difficulty in using mental mechanisms such as projection and rationalization
(see Freud, 1958). It is for this reason that self-awareness should be tempered
with reality constructs, e.g.: human beings areé human; it s impossible o be
perfect; faults recognized can be changed, but not all at once; and faults recog-
nized should not be pumshed, simply rectified steadily. As we also point out in
the supervision maodel, it is just as important to recognize one's strengths and
qualities as it is o focus on one's weaknesses, Our fundamental belief is there-
fiare that if self-awareness creates depression, then the appropriate dose of real-
ity has not been adegquately mixed with iL
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Debriel

The term debriet is used specifically to indicate ‘the frequent expression in a
safe environment of emotion which, once verbalized, can be examined and
dealt with more objectively’, For a more formal scheduled debriefing, supervi-
sion should be sought on a regular basis {(see Chapter 4).

A skill which it is essential for the community. nurse to leam is how o
debrief. It is always difficult to discuss with another person the intimate fears
of our own limitations; to be able 1o admit to feelings of insecurity, inadequacy,
embarrassment or simply not knowing something we believe it is expected that
wie should know: It is, however, one of the few simple ways of maintaining an
individual’s mental health. To harbour these negative feelings, to foster them
and allow them to infiltrate heér confidence will eventually undermine the
nurse’s. ¢fficiency and personal wellbeing. Unfortunately, many nurses feel
debriefing is simply ‘dumping’ problems on to someone else. We, on the
contrary, beliéve that this disclosure, which after all requires considerable
courage, honesty and trust, does not place a burden on the listener but allows
her to share the problems. It facilitates a reciprocal arrangement so that
commaon feelings of high intensity and considerable anxicty can be identified
and dealt with by mutual support.

It is our belief that the awtonomous professional should endeavour to prac-
tise debriefing skills on a regular basis with a colleague, supenvisor or friend, if
she is interested in her own wellbeing and personal efficiency. We believe this

‘should be at least a monthly programmed meeting, and may be made more

powerful if it is group- facilitated in working terms. Debrief meetings have the
added benefit of allowing a cohesive group team to emenge, directed towards
honist appraisal, self-awarencss and personal effectivencss, which in tum 1%
client-orientated, It is in the supervizing nurse's interest to schedule these
meetings within the work programme and to facilitate them in a non-authoritar-
1an, confidential and trusting environment, The group may be facilitated by an
outside agent (professional group facilitator, psychologist, counselior) initially
if this is thought to be beneficial, or depending upon the method of group inter-
action desired (drama therapy, group discussion, T-group, group counselling).
Whichever method is used, and whether an outside agent or a group member
facilitates the group, they should seek to be ongoing, non- threatening and
relaxed to be most successful. Any group meeting for debriefing would be
advised to meet frequently initially, and then vary the frequency according to
need. It is becoming more accepted that debriefing groups are & necessary part
of effective working life in a stressful occupation, Organizations, from multi-
national companies to small pressurized sales-tvpe businesses, are increasingly
réecognizing the need for debricfing sessions, Social workers, teachers and
counsellors are becoming commitied to setting up professional support groups.
[t seems to us that in this particular area community nurses may leamn from
their example.

Pebricfing skills require the nurse to disclose facts condeming her behaviour
in certain situations and how she felt about them. It is a two-way process, in
that the disclosure must be listened to accurately without judgement or
condemnation. The process of relaying this information to another in an atmos-
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phere of support may be sufficient 1o enable the nurse to work through her
anxieties. However, there are times when she may require more than listening
and support. The frustration of working and making decisions on het own can
sometimes cause a saturation of ideas, which may in turn reduce maotivation, In
such a case, a group of people coming together for debrief is particularly useful
in that experience and ideas can be shared. The listencrs in a debrief group
rmust be careful not to give advice, while at the same time not letting this deter
them from sharing ideas, in order for the discloser to look at her situation from
a different perspective. The skills of self-disclosure and information giving
*borrowed’ from the counsclling model could be useful in hélping a group
share experiences without being directive:

Before terminating a debrief relationship, whether it is just two people or a
group, it is important to allow the discloser to state how she feels now, having
had an opportunity to share her experience. This may in fact bring out more
issues that need 1o be dealt with, so if time is 4 constraint current feclings need
to shared at least 15 minutes before the end of @ session, so that the pérson
concerned is not left emotionally confused, Although not always appropriate,
the end should gim towards a positive outcome, which may vary from every-
one Teeling ‘great’ to ‘Let’s see what develops and bring it back to our next
meeting’, emphasizing the importance of a continual support svstem,

SKILLS OF COMMUNITY MENTAL HEALTH NURSING

The counselling skills described earlier are a sound base for practising mental
health nursing in the community. The formation of rapport from an empathic
hase cannot in our opinion be faulled as a starting point, but there are some
significant differences between residential and home nursing,

Control of the envirenment

The patient in his home i no longer s0.dependent upon the nurse. Often he is
more self-direcied and independent, and the contrast with his behaviour in resi-
dential care can often be stniking. The nurse is not able to control the environ-
méent as she may wish. When a patient invites the nurse 1o sit down, itis in a
chair, in a room and at the time of day that the patient decides upon. Practical
problems emerging from this may be distractions such as the television remain-
ing on, or friends, spouse or neighbours interrupting. The patient may decide to
gt away from the nurse and make meaningful communication more difficult;
in short, barriers to good communication may be created which the nurse
cannot controf. If the nurse's relationship with the patient is strong enough,
these bamers may be discussed and dealt with relatively easily: if not, then the
nurse needs to work very hard indeed 1o establish a deeper relationship.

The nurse working in the patient’s home must be sensitive [o and respect the
individual patient’s cultural norms. For example, some patients may be guite
offended by nurses asking to use the toifet. They may be embamrassed, for iF the
bathroom 1% upstairs it may be considered strictly private. Although this may
seem strange to some nirses, breeching this type of cultural conditioning may
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result in the patient being out the next time the nurse calls, Being able to inter-
pret and understand non-verhal signals in socially sensitive situations such as a
patient’s home is an invaluable skill. This skilful scrﬂ".ith'it_',' will prevent many
damaging behavioural interactions occurring.

Another contrast necessary to appreciate when involved in patients’ homes
is the closcness or intimacy of involvement that it often précipitates. One's
home is sagrosanct, with only *special’ people generally invited inside, unless
they are on errands of business, The CMHN is in the position of having one
foot in each of these particular camps. The skill in this siation is using the
special nature of being invited into the home 1o its maximum advantage while
simullaneously maintaining a professional purpose. In other words, the CMHN
will be the friendly professional, not a professional friend. Counselling skills
concentrate very keenly on the patient finding his own solution to problems,
with the nurse taking a catalytic role, and in the patient’s home situation (such
as those seen in the case studies) probléms may be so acute that the nurse may
feel that advice, persuasion and solutions are guite legitimately her prerogative
and are necessary, Although we appreciate the pressure upon the nurse to resort
to this approach, we strongly urge caution, for quickly offered instant *solu-
tions® are often grasped by the patient but seldom result in positive oulcomes,
and are therefore not realistic. An example of this type of situation would be
the following:

Joan: *1 think what it really amounts to is | don't love my husband any more.
In fsct, 1 don't really like him. Do vou think [ should leave him? Would you
wrile to the council for me, and help me get a solicitor?’

Joan requires much more here than an instant answer. Is she asking the nurse
for reassurance for a course of action she has decided upon, or 158 not sure
about, or is she hoping the nurse will say, ‘No, you shouldn’t'? The skilled
niirse will know her patient sufficiently well to be able to share her doubls
about the question: *I'm not really sure why you're asking me, have you
decided already, are you unsure, or do you want me to say no?' Or she may
offer a simple challenge: *I'm not really sure that it matters what 1 do or think;
I'm wondering if you've really thought it through yet yourself?'

The nurse may decide that offering new perspectives on the issues may be
useful: *1 think you know that whatever you fnally decide, I will support you
as much as | can, but there are perhaps other factors to consider. There is your
daughter, financial issues and your job. Perhaps you haven’t thought this
through yet?

Or she may want 1o contrast leaving with staving: “Well, Joan, what are the
things that make you want to leave, and the things that make you want to stay?
Let's see if you can list them, then we ¢an go'on to things that will help either
course of action be better.”

This is leading {0 a *force-field analysis® approach (see page 48) and may be
followed up with open suggestions of resources which may be helpful:
marriage ghidance, social services, single-parent family associations.

It should be stressed that these options are not given as advice, but simply as
information and resource knowledge for Joan to choose freely.
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It may be felt by the nurse that Joan's problems involve the whole family so
fundamentally that she needs to see them together, Observing how they inter-
act, how communications become unclear and how emotions are repressed
within the family group may open up other options. for solving their difficul-
ties. The skills required here are basically family therapy skills, which are
closely related to those used in counselling, Other approaches. that may be
considered include behuvioural-based therapy, or a transactional analysis
approach (see Further Reading).

Elsie"s case requires the CMHMN to be familiar with the principles and skills
of behaviour therapy. Certainly the nurse needs to establish a rapport, but it is
important that her non-verbal communication and her desire to be helpful do
not reinforce Elsie’s helplessness. Helping Elsie deal with her anxiety may
involve teaching hér how to relax (see Chapter 3) and perhaps helping hier
reward hersell’ positively for her decision-making behaviour. Being able to say
‘o’ to excessive demands made upon her and subsequently not feeling guilty
for refusing requests may be a significant advance for her. Taking a behav-
ioural approach while simultaneously helping Elsie to see herself more clearly
by using counselling skills may be the most appropriate nursing interventions.

Helping Thomas may require the most intensive and continuous therapy.
Thomas seems to be festing each therapist until eventually his prediction of
them failing with him comes true. Somehow the skilful nurse has to be able 1o
get through to him that it 15 his responsibility to become well, and that this
should be important toall parties. Not playing games with him, and expressing
1o him the anxieties and practical problems with his case, may he ways of chal-
lenging him helpfully. To raise Thomas's self-awareness of his previous depen-
dence on his therapists, and his subsequent feelings of disappointment and
rejection, may make the nurse-patient relationship more honest and open, The
nurse needs to be able to evaluate realistically how he can be helped, what he
expects of her and what goals he hopes to achieve. The main skill demon-
strated with Thomas will be the skill of immediacy (see p. 45) operated from
the core conditions of warmth, genuineness and empathy (sec p. 20). The rela-
tonship formed between Thomas and the nurse is (o be the most therapeutic
teol in his care. To experience a relationship where he is free to explore his
feelings and be exposed 1o honest feedback of s presentation of himself may
be powerful medicine. In a climate of trust he may be able 1o take risks in
exposing his feelings, in the knowledge that he will receive accurate feedback
in & non-threatening and non-punishing way, He may find this difficult at first,
or in fact give up. As long as it is reinforced as his decision to give up, that it is
his responsibility for his own future that he has decided, then even this may be
a positive step forward, Should he maintain the relationship it wall require the
nurse 10 use her judgement of his stability, for at some time in the future she
will need 10 encourage Thomas to transfer his learning to the real situation
outside therapy. At this stage in Thomas's development he may require tremen-
dous support and reinforcement, but care must be taken not to encourage him
to be dependent, or to be 30 sympathetic as to reinforce any failures he may
gncounier,

In Thomas's case the nurse does not set out to be the paragon, to be all-
understanding or the perfect role model; indeed, this may spoil- the effect, The
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nurse represents honest feedback for a leaming purpose, and one thing Thomas
needs to learn is that human behaviour is human, faliible and, on occasions,
disappointing. Taking risks in relationships can have negative results; but
generally the payoffs outweigh the disappointments. If the nurse can teach
Thomas this, and allow him to ook at his own behaviour and previous experi-
ence openly and honestly, then some advances in his wellbeing may be antici-

pated.

KEY CONCEPTS

|. The nurse must be able to deal professionally with the admunistraion and
monitoring of medicines, have the skills, knowledge and resources of a
social worker and the practical application of a skilled manager,

2, The nurse requires a considerable repertoire of skills and an eclectic
approach — a unique approach for cach situation. This is especially impor-
tant, as the CMHN may find herself having to intervene in highly emotive
15sies that would not normally be the provinee of the nurse.

3. The autonomous nature of the job dictates that the nurse 15 self-directed
and self-aware, and it s for this reason that the CMHN must have confi-
dence in her own abilities and sufficient experience in successful therapy,

4, A skill which it is essential for the community nurse to leamn is how 1o
debrief. This skill is particularly stressed because the actual interpersonal
exchanges between nurse and patients will be isolated from other
observers and this may result in there being little support or objective feed-
back in difficult cases,

5. The community nurse's job is based on clarity of action, & sensibivity 1
necds and a discriminating ability to judge situations correctly,

SUMMARY

The Community Mental Health Nurse may have many difficult roles to play,
but her primary role will be to maintain an empathic rappont in order for the
patient’s néeds to be satisfactonly fulfilled. The nurse must be aware that the
patient may be more self-directed and be in the process of restonng some inde-
pendence, and it is vital that this is notl taken away by well-meamng advice,
which reinforces dependency.

If the nurse operates from a position of understanding, she will be sensitive
by the cultural uniqueness of the patient, be able to read his non-verbal cues
accurately, and respect him as a person. It is important to remember that the
halance between being a friend and a professional is a tenwous one, and it has
been suggested that the nurse should seek to be a friendly professional, not a
professional friend, Once the appropriate climate of helping has been estah-
lished, by which we mean the correct balance between the nurse’s suppon, the
patient’s independence and the demands of society as represented in the
communily by friends, neighbours and significant others, the nurse can be
more effective. It is the nurse’s role at this point to use her skills to enable the



patient 1 make appropriate choices and wise decisions, We suggest that simple
challenges, offering new perspectives, and using techniques such as force-field
analysis and immediacy skills (see Chapter 2) are probably the most useful in
these situations. To help the patient successfully, the nurse should have a sound
knowledge of the resources available in the community, accurate information
that may be helpful, and understand the principles of the more commeon thera-
pies such as transactional analysis, cognitive behavioural therapy, behaviour
therapy, family therapy and counselling.

Finally, in order for her to continue as an effective helper, the community
nurse needs to seek strategies that will maintain her sensitivity yet not rob her
of confidence, and seck objective appraisal of her ability and skills within a
supportive ¢limate. For this reason we strongly recommend support groups,
debriefing sessions and regular effective supervision.

CONCLUSION

Community méntal health nursing 35 the largest area of mental health service
delivery and i1 i our hope that this short chapter may be useful to readers inter-
ested in this area, Our aim was not to create an exhaustive piece of work to be
used as a-reference text, but simply to cutline the interactive skills and implica-
tions for nurses operating outside the confines of residential care settings. It is
true, of course, that not all CMHNs will operate autonomously as we suggest.
Some will be heavily involved in mental health education, running groups, and
as part of the primary health care team, An important part of anv professional s
waork is in relating to and complementing other allied warkers in the field,
whether they belong to voluntary agencies or to statutory bodies. These were
nol emitted because we consider them 1o be less important, but simply because
this volume cannol hope o cover them in any depth. In consequence, what- 5
presented here is intended 05 an introduction b o body of knowledge and skills
and a foundation for development.
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Human sexuality

Janice M. Russell

In order 1o be sensitive to the noeds of the individual, nurses need to address
various issues of sexuality, some general and some quite specific. Sexuality 15
more than the physiological acts of sex, and to be comfortable and skilful in
dealing with this aspect of clients’ needs and care, it is important for the nurse
to explore issues relevant to her own sexuality. Moreover, it 15 being increas-
ingly recognived that adverse sexual experiences such as abuse and rape may
be fundamental to the client’s condition, and may become the focus of inter-
vention. It is also the case that HIV prevention and infection will increasingly
become an issue, both in hospitals and within the community.

To facilitate self-explomation, then, and to introduce the bare bones of the
salient issues of this topic, this chapter will give a brief outline of the following:

Concepts of sexuality, sexual health, and sexual prejudice;

Physiological aspects of sexuality;

Psvehological aspects of sexuality;

Sociocultural aspects of sexuality;

Gender identity and sexual expression;

HIV/AIDS,

Potential problems: mental illness, mental disability, lifecvele, physical
disability;

= Sexual harassment

SEXUALITY, FEARS AND PREJUDICES

Sexuality is generally thought of as invelving the whole person. The term was
first coined in the late 19th century (Heath, 1982) and differs from the word
‘sex’, which is generally used to denote a physiological act. Sexuality is
conceplualized as being a part of our identity, and human sexuality includes the
biological, soctocultural, psychological and ethical components of sexual
behaviour. In other words, sexuality is an intrinsic part of our being, Sexuality
influences our thoughts, actions and interactions, and i% involved in all aspects
of physical and mental health.
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A major part of human sexuality and sexual identity is sexual expression.
The freedom for sexual expression is acknowledged and reflected in the World
Health Organization’s statements’ concerning the elemerits of sexual health.
These arc:

I. A capacity to enjoy and control sexual and reproductive behaviour in
accordance with a social and personal ethic.

2. Freedom from fear, shame, guilt, false beliefs and othér psvchological
factors inhibiting sexual response and impairing sexual relationships,

3. Freedom from organic disorders, disease and deficiencies that interfere
with sexual and reproductive factors (WHO, 1975).

In recognizing the elements of sexual health the nurse will need to facilitate the
individual in optimizing their chances of achieving them. In order to do this
effectively, she needs to be able to listen skilfully and communicate in an accept-
ing and non-judgemental manner. How well she is able to communicate with the
client will depend upon the degree of her sell-awareness and acceptance.

Most people in seciety will carry both ignorance and prejudice conceming
sexuality, which shows.in different wayvs, Consider vour personal reactions (o
the following statements:

Gray men should be allowed to foster children.
Straight people are only straight because they've been brainwashed,

Clients needing institutional care have the right to sex, either with each other,
with vigiting partners or through masturbation,

Sex between people with mental health problems should be prohibited.

All four statements reflect attitudes which hold some degree of prejudice and
pose some ethical questions about sexuality, It may be interesting to retuen to
them at the end of the chapter.

Whatever our personal attitudes about sexuality, we have no right to inflict
them on those we nurse, or to punish them for sexual beliefs or practices that
differ from our own. Equally, there is no reason why nurses should have to put
up with sexual prejudice from their clients, and there is a fine art to respectful
challenging where this is the case, More will be said about this later.

Where nurses do find difficulty in accepting aspects of sex and sexuality it is
not helpful 10 be seif-judgemental, rather to raise awarencss and knowledge
and 1o seek approprigte support so that the interests.of the client may be hest
mel The following is offered in this spirit.

PHYSIOLOGICAL ASPECTS OF SEXUALITY

An understanding of the human sexual response cycle is useful o the nurse
dealing with sexual function or dysfunction, whether the cause be physical or
psychological, Masters and Johnson (1966) provided a useful bluepnnt of this
evele of response observed in humans. A summarised account of their pioneer-
ing work may be found in Belliveau and Richter (1971).



Briefly, Masters and Johnson suggest that human beings go through four
phases within the sexual response cycle. These are the excitement phase,
where both genders expenence increased muscle tension and gemital vasocon-
gestion; the plateau phase, where engorgement and slight changes in the size
of the vaginal opening and coronal ridge occur; the orgasmic phase, where,
preceded by increased muscular tenseness, both genders experience orgasm
through rhythmic contraction, usually comhbined with ejaculation in males; and
the refractory phase, where the clitons and labia return o normal in woren,
and penile erection is lost in men. The length of the refraciory phase before
further stimulation can occur varies according to age and circumstance.

This information rests on clinical observation of human subjects in the labo-
ratory, The unfortunate title of Belliveau and Fichter™s (1971} book would
suggest that psychosexual dysfunction (i.e. failure to meet these criteria in
one"s sexual life) means that one is inadequate. Sadly, many people who do
experience sexual difficulty or lack of fulfilment carry the extra psychological
burden of feeling exactly that, Much hype exists around sexuality, and individ-
uals often feel pressurized to perform to some outside standard, rather than
discover what is mutually satisfving for themselves and their paringrs.

It is also important to stress the context of sexual functioning, and in this
respect Masters and Johnson's paradigm is of limited use and the danger in
their physiological-reductionist viewpoint is that those who do not function *to
the textbook” do indeed feel inadequate. Further, sexual counselling which
focuses only on the physiological will have limited use, given that the individ-
uitl’s psychological state will influence their degree of responsiveness.

In recognition of these limitations, Kaplan (1974) offers a tripartite para-
digm of sexual functioning where the notion of desire is seen as important to
the whaole process, and Schnarch (1991) proposes a ‘quantunt model® of sexu-
ality where he suggesis the notion of a 1otal arousal system as being important.
In other words, twiddling the right knobs or pushing the right buftons only has
valug where the people involved are free from fear and inhibition, either of
past internalized experience or of the present situation, Schnarch also makes
the point that the ‘right’ physiological responses can oceur with little or no
subjective pleasure being experienced. In other words, we must take account of
the whole person in issues of sexual action and interaction.

Mevertheless, it is useful 1o note some of the common dvsfunctions which
human beings encounter, and to acknowledge that most people, whether they
have mental health problems or are *normal®, will experience at least one of
these at some point in their life. [t is also useful to look at some of the myths
around sexual activity which misinform our views and experience.

COMMON PROBLEMS OF SEXUAL DYSFUNCTION

Female

*  Primary orgasmic dysfunction {never having achieved orgasm);
*  Secondary orgasmic dysfunction (having achieved orgism in the past but
with current inability 1o do so);

Common séxual problems |
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= Vaginismus (vaginal muscular spasm making the vaging impenetrable);
= Dyspareunia {pain during vaginal intercourse);

Male

*  Impotence, or the inability to achieve effective erection;

*  Premature ejaculation (N.B. this means the male is unable to exercise any
control over orgasm, which may be afler ten seconds of stimulation or ten
minutes);

*  Ejaculatory incompeténce — failure o ejaculate.

Counselling approaches and behavioural programmes have been seen 1o
achieve considerable success in helping people resolve these problems. It must
be emphasized, however, that some people may never technically conquer the
dysfunction bul may come to accept and develop their current sexual behaviour
to & level of fulfilment. Many people conceptualize their problems in relation
to myths and pressure; and it 18 important that the nurse does not problematine
that which is acceptable to the client. Some common myths which affect sexual
behaviour and expectations are:

*  Both pariners must have an orgasm,

«  The man's orgasm in heterosexual sex signifies the obligatory end 1o the
procecdings.

« A woman is most likely to climax through intercourse than with any other
kind of stimulation,

*  There are many different kinds of orgasm for women - clitoral, vaginal,
G-spot and, 1992 contribution to the debate, the L-spodt,

*  Men with erections must be satisfied or something terrible will happen to
them.

*  Heterosexual intercourse with mutisal orgasm, perhaps followed by a ciga-

rette, is the norm we must all aspire to.

Masturbation 15 harmfol and a second-best activity.

Only men masiurbate,

We must have sex al least three mes a week.

The bigger the penis, the better the sex.

Everybody else is having a whale of a ime.......

PSYCHOLOGICAL ASPECTS OF SEXUALITY

Virious theories have bren offered as to how we develop our sexuality, and
implicit in these theories has been some kind of developmental norm. A précis
is offered below, with a brief oritigue a5 a cautionary rder, Theories of human
sexuabily can only ever derive from informed: speculation, and they are not o
be read as rgid bluepnnts for norms and deviations,

Perhaps the most influential theory on sexupality derives from the work of
Sigmund Freud, Freud adopted an instinct-based approach, with the sex drive
being seen as one of the primal human instincts, which are physiologically



based. He coined the word libido to describe the sensory manifestation of the
sexial mshinct

Frewd (1930) produced a developmental model of human sexuality which
posits that sexual energy is expressed through different bodily zones, oral, anal,
phallic and genital. Morcover, these rones were, in his view, appropriate to
different stages of development, from birth to matunity.

Ciral stage

Freud saw this as a major source of infantile gratification, as evidenced by
thumb sucking. It would assume a vaned imponance at different stages of hife,
through the use of food, drink and smoking, The oral zone also remains a plea-
sire site during acts of sex.

Anal stage

This includes any activity which is stimulating or gratifving to the anus,
whether through defecation, increased musele control, or using the anus as an
EragenoLs zone.

Phallic stage
This describes the child's awareness and exploration of its own genitals.

Lalent stage

Freud speculated that from -about the age of four, the child's sexual impuises
become sublimated to intellectual and social growth.

Creniital srage

Freud hypothesized that from puberty onwards, the erogenous zones become
fecused on the genitals, and the sexual impulse becomes other-directed rather
than self-directed.

Freud then went on o sugpest-that many problems in adult life are related w
an excessive or inadequate level of gratification at different stages of psycho-
sexual development. A Freudian psychoanalyst, for examiple, may explain an
adult’s smoking habit az an unfulfilled need for oral granfication, or may
deseribe a person who likes to be very controlled a5 an anal reténtive,

Frewd's theonies have offered helpful insights, but it must be remembersd
that they are themselves culturally influenced and must not be read too rigidly.
Freud's response to voung women disclosing sex with their fathers, for exam-
ple, was 1o ascribe unconscious motivation to the women and to dismiss the
claims as fantasy, His theory of normal sexual development has also been used
to discredit homosexuality as abnormal, and as a psychological condition best
cured, Freud also saw male heterosexuality as the nomm, so that his theonies of
female sexuality were limited, with the female genitals being seen as more the
absence of a penis than existing in their own right. Such assumptions had a

Psychological aspects | | 233
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pervasive ¢ffect until more challenging theories developed over the last twenty
yiars.

In contrast to the psychoanalytic theory, behaviourists, spearheaded by the
work of Skinner (see Chapter 3), claim that sexual activity and thought
processes are patterned through a measurable psychological response (o-stim=
uli. Much of adult sexuslity has been developed through leaming and condi-
tioning throughout childhood, within the cultural norms of the individual, This
approach has been beneficial within sex therapy, and with treatment for sex
offenders, where the conditioning response to stimulus may be altered.

Maslow (1970) suggests that human sexuality is one of the basic human
psyvchological needs for the survival of the species. He also relates human
sexuality to other higher-order needs, so that sexual fulfilment and freedom of
sexunl expression may be seen as parl of the self-actualization process. This
underies the concept of sexual health refierred to earlier

This synopsis is offered as a tister of the traditional theories of sexuality
which have informed much psvchiatric theory and practice to date. The nurse
is encouraged to explore different theories and to develop an eclectic under-
standing and practice. She is then better able to use whatever is appropriate for
different clients in different situations, and to utilize the relevant psychological
theory.

Sexuality, ag stated earlier, is an aspect of self. In understanding more abour
your own sexuality you increase your understanding of self-concept and self-
image. This enhances nursing practice, where the nurse is able 1o be more self-
aware and relaxed in the use of her skills with clients where there are sexual
|550ES,

SOCIOCULTURAL ASPECTS OF SEXUALITY

Just as our ideas and experiences of our sexual selves are psychologically
influenced, so they are also socially influenced,

Through various media and practices, for example family, school, religious
instiutions; legal system, peer proups and mass media such as TV, magazines
elc., We are given strong messages about what shape our sexuality should take,
and even what shape our bodies should be 1o be sexy. This gives a social
construction of sexuality to which we are expected to adhere, so that people
wha do not are seen a5 deviant,

Since the Kinsey reports {1948, 1953), there has been increased information
available about sexual preferences and practices within the western world,
which have helped o dispel some of the myths about sexuality and have
widened the scope of ‘normal® sex. The last thirty vears have also scen various
degrees of challenge 1o sex role stereotypes, primarily through women's libera-
tion movements and the pay liberation movement. There is considerable politi-
cal backlash to this trend, however, and society still chooses to “mould” boys
and girls into certain ways of behaviour, [t is, however, more acceptable today
in certain ways to adopt alternative lifestyles to the norm. Considerable institu-
tional and legal pressure remains, however, for those who fall outside it, to
which the nurse needs to be sensitive.
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The narrowness of the western norm, and confirmation that it is socially
rather than *naturatly” constructed, may be found by looking at the practices of
other cultures, for example:

*  The Kerabi bachelors of New Guinea practise homosexual anal intercaurie
as a part of puberty rites.

*  The Toda of India permit women to have several lovers and husbands.

*  Hopi Indians keep boyvs and girls aged 10-20 apart.

*  Polynesians see love as the ‘life force'. There are no words in their
language for sexually obscene, indecent or impure, nor are there words for
illegitimate, adultéry, bigamy or divorcg.,

*  Maojave Indians have institutionalized homosexuality to the point of imitat-
ing each other's roles, with transvestism being commonly accepted.

= Trobrianders permit specifically genital play between children (see Hogan,
1980; Oakley, 1985.)

Recognition of these potential differences perhaps enables the nurse to accept
the choices and values held by any one individual,

GENDER IDENTITY AND SEXUAL EXPRESSION

Having identified the narrpwness of the ‘norm’, it i5 perhaps useful to briefly
identify the runge of sexual preferences the mental health nurse may be work-
ing with, or indeed experiencing.

Heterosexuality

Heterosexuality means sexual attraction for the opposite sex, and generally
speaking is subject to the least bigotry from society. Heterosexuality may be
problematic in the form that it takes, however, for example subjection to sexist
practice and atfitudes, pressurg (o be monogamous, and the pressures of some
of the myths identified eaclier.

Homosexuality

This is sexual anmction for one’s own sex. Homosexuality 15 now considered
o be a fairly clinical term and is sometimes considered offensive: 'gay" and
lesbian’ are often used as more easily acceptable and proud terms for many
members of this group. Just as with heterosexuals, gay relationships take all
sorts of forms - long-term, short-term, monogamous and polygamous, and
sexuality 15 only one part of a gay identity. Not all gay or leshian people will
have had the courage and support to come out, i.e. (o be overt about their
‘sexual preference, and the nurse must be sensitive to the stigma that clients
have already experienced.

Bisexuality
This means those who are sexually attracted to members of either sex. One
argument suggests that we are all capable of sexual arousal and satisfaction
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by either sex, and that it is cultural conditioning which makes for unilateral
choice. Whatever the case, it seems likely that many people will have had a
sexual experience, even just in terms of arousal, with members of both

EEXOS.

Transvestism

This is the practice of deriving pleasure or increased sexual arousal from cross-
dressing. We might note that it is a lot easier for women to adopt traditionally
male garb and style than vice versa.

Trans-sexualism

A trans-sexual is @ person who identifies psychologically and culturally with
one sex while being physically a member of the other. This can be a frighten-
ing and isolating experience, and the client may feel unsupported. Counselling
intervention can help the chient in making difficult choices, and medical and
surgical intervention is possible so that they can eventually achieve the desired
identity.

POTENTIAL PROBLEM AREAS

Since sexuality involves so many different aspects it is not surprising that there
are many patential problem areas, particularly in a socicty where it has become
so commercialized and hvped. This section notes some of the areas with which
the mental health nurse might be faced,

Developmenital

Some potential problem areas are [ife-stage related; for example, in childhood
psvchosexual development may be contaminated through parental messages.
Adolescence may feel overwhelmingly sexual, and voung people may have
difficulties over masturbation, pornography, pressure to perform and guilt
about sex. Children and adolescents are vulnerable 1o sexual abuse, and more
will be said about this later,

In adulthood, there may be relationship difficulties, infidelities, lack of
sexual fulfilment, family pressures, ignomnce about sexual functioning and
technigue. In later adulthood women may experience a change with the
menopause, which may be of a depressing nature connected with feelings of
loss, or of a liberating nature as they enter a new phase of life. Men too experi-
ence change as their frequency or intensity of sexual arousal diminishes. In
later life, the human response system in both genders changes, manifesting in
less vaginal lubrication for women and less frequent créctions in men, There is
no reason why elderly people may not still expenience sexual fulilment, if they
remain reasonably healthy. Society often does not recagnize this, and such
ignorance may 1tself be a pressure or source of fear a8 people get older,



Adults with learning difficulties

For adults categorized as having leaming difficultics, one of the philosophies
of care is that they have gccess 1o as full and normal an environment as possi-
ble. The success of such a phifosophy will vary depending on all sorts of vari-
ables, ‘and we must acknowledge a wide range of conditions which- are
conflated under the term *leaming difficulties’, ranging from the underpotenti-
ated individual to those with severe brain damage.

Mevertheless, the needs of these groups of people for love and physical
affection are the same as those for the rest of the popaulation, and there will be
the same degree of differences in sexual interest and onentations. Society has
penerally tred o control the sexual activity and expression of thoze with iden-
tifiable mental hmitations, Extreme examples of such control include enforced
sterilization, contraceptive injections, instant removal of habies and enforced
termination.

Omn a more insidious level, however, it is the everyday response of carers to
those with leamning difficulties which can inhibit or encourage freedom of
appropriaie sexual expression. There may be difficulties involving inappropri-
ate masturbation, sexual acting out or issees of contraception, but for many
clients there is a potential for them to be taught to appreciate sensuality, to
make responsible choices and to handle feelings in an approprizte manner. It
may ¢ven be argued that enforced denial of the client's night 1o be sexual and to
have sexual expression is ultimately damaging and even, at the extreme, poten-
tially dangerous. Again, the task for the nurse is to be self-aware and accept-
ing, and discussion of her feelings and attitudes towards those with leaming
difficultics may be useful.

Physical conditions

There are a variety of physical conditions which interfere with the transmission
of sexual stimuli. Loss of physical function does nol mean loss of sexuality,
and there are numerous issues 1o be considered which will challenge the skills
and awareness of the nurse. Those with physical disability may need psycho-
logical hefp in the form of support or counselling, for self or for self and part-
ner, They may also need physical help, cither through physiotherapy or literally
through being aided 10 make sexual contacl. Some of the issues around this
area, all of which challenge the nurse, are:

Coping with congenital conditions, e.g. spina bifida, cerebral palsy;
Coping with changed body image, e.g through colostomy, limb loss;
Coping with loss of motor ability, e.g. paralysis, cerebrovascular accidents,
Coping with sensory loss, e.g. blindness, deafness; multiple sclerosis;
Coping with impaired functioning, e.g. heart conditions.
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In such situations nurses need to be able to listen accurately dand to help free
the client from embarrassment. The task is to approach the difficulty from an
integrated perspective, where the needs of the whole person are taken into
account, and sometimes wheére creative thinking comes to the fore.

Potential problem arcas
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sexuality and menial illness

Sexuality and mental illness may be seen'as related to some extent, in the sense
that each may contnbute to the other, 1o, some conditions of mental illness
have consequences for aspects of the client’s sexuality, while some mental
illness miy be seen as having its rool cause in sexual issues, ¢.g. long-term
impotence or sexual abuse (see Chapter 21).

Often, however, particularly in residential settings, the client's sexuality is
ignored or dismissed, due to embarrassment, ignorance or even fear. There are,
however, several major areas that the nurse must be familiar with if she is to
cope effectively with the sexuality of people with mental health problems.
These are:

*  The effect of the mental problem on an individual’s sexuality;

= Theeffect of the institutional environment on an individual's sexuality;

*  The effect of any treatment for mental health problems on an individual®s
sexualiny;

*  The effect of the nurse on an individual's sexuality.

The effecis of mental lness

It is difficult to gencralize about the effect of mental illness on sexual function-
ing. However, there are some generally recognized patterns which are specific
to certain symptoms. Schizophrenia is a manifestation of a set of symptoms
that affects the total personality. [t effect on one person, then, will be different
from that on another. From the early onset of symptoms, sexual functioning
may be affected in various ways, ranging from a lack of or decrease in sexual
desire, w hypersexuality or bizarme and unreasonable sexual behaviour, when
symploms such as delusional or hallucinatory experiences influence the
thought patterns of the individual, Exther instance may have drastic cffects; not
only for the client but for any partner in a sexual relationship. In this instance
the nurse must be able to reassure the people involved gbout the nature of the
client’s illness and its relationship to sexual activity.

Clients who experience severe mood changes, from depression to mania, will
also experience a reciprocal change in sexual drive, literally from depressed
likido 10 manic activity, sometimes of an inappropriate nature. In these
institnces, the nurse may be in a position not only of offering information and
reassurance regarding the nature of the changes, but of making interventions o
protect the client from activity based on poor judgement and, on occasion, to
protect those around them. Knowledge, awareness, skilled intervention and
support are essential to the nurse who finds herselfl in this situation. She may
also have to help her client come to terms with their own activity following a
manic episode, with skilled listening and acceptance.

It is generally thought that any sévere emotional state affects sexuality
{Eaplin, 1974), although the relationship between the siress and the level of
activity is not clearly understood. Schnarch (1991) makes the point that a
certain anxiety level will inhibit some individuals while being necessary for the
sexual functioning of othérs, and perhaps this could be so for more extreme
stress conditions. Whatever the cause and effect of the emotional state, the
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degree of concemn from the client about these effects will vary. One woman
being treated for depression was relieved 1 be able to overtly state that she had
no interest in sex, having endured an unsatisfactory sex life for years (and here
perhaps the relationship was reciprocal). Others may be devastated by a
reduced or heightened libido. The important aspect for the skilled nurse is to be
aware of the difficulties and to work inside the client's value system as. far as
possible and appropriate, while retaining ethical practice. At the least the client
may be reassured about their condition, and might even gain insight if some
aspect of their sexual activity or experience is a contributory factor to the
mental iliness.

The effect of institutional care

There are various types of institutions for the care of people with mental health
problems: care homes, hostels, group homes and even some bedsitler accom-
maodation still carry with them the constraints of institutions. All oo often,
these institutions can take responsibility for individual care too far, to the
extent of depersonalizing and regularizing clients’ behaviour so that they are
left with little choioe to make, and linle opportunity to make a decision. This
pattern can also relate to staff atitudes towards sexual behaviour within resi-
dential seltings.

In hospitals, community hostels and residential care homes, clients’ sexual-
ity can often be ignored. Single-sex environments may discourage mixing with
the other gender. Masturbation may be discouraged, and there are often no
facilities for personal sexual expression except in the toilet areas. Dormitories
are often impersonal and sexual sctivity between clients is prohibited, and
often treated with anger and disgust. Such attitudes are incompatibie with high-
quality care; Certain questions must be asked to explore institutional attitudes
to the sexual needs of the client:

Should sexual activity be allowed *in-house"?
Should facilities be provided for this 1o occur?

How practical are “conjugal visiting® rooms, i.e. rooms sef aside for ¢lients to
be alone with their partners without fear of disturbance?

Which clients are to be allowed to express their natural drives?
How are we to Tacilitate this?

Do we provide appropriate sex education for long-stay clients?
Do we offer sufficient opportunity for contraceptive counseliing?
How willing are we to facilitate the use of contraception?

Akhtar, Crocker and Dickey (1977) implied that some sexual activity might be
tolerated but identified certain limitations. They stated certain criteria for
assessing the appropriatencss of sexual activity, considering issues of informed
consent, impaired judgement and mental ability. Ultimately, however, each
individual should be assessed and limitations set where potential harm may be
experienced.
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The effect of mental health treatment

A major component of mental health treatment may be the provision of
medication to counteract the svmpioms of certain disorders, Many of the drugs
involved have side-effects related to sexual functioning, some of which are
summarized below,

Phenothiazines, eg. chlorpromazine, thioridazine

Many of these agents produce impotence or ejaculatory difficulties, including
absence of gjaculation and painful ejaculation. Amenorrhoea, galactorrhoes
and loss of libido are other commonly expressed side- effects.

Tricyelic antidepressants, e.g. amitriptyling and trimipramine.

As depression resolves sexual activity usually resumes, but continued use of
these antidepressants has been known to cause impatence and ejaculatory diffi-
culties. Delay in orgasm has been experienced by some women.

Hypmotics-sedatives

These are generally known to have a depressing effect on the central nervous
system, consequently reducing the effectiveness of sexual activity.

Chioridiazepoxide (Librium)

Although less frequently prescribed nowadays, this has been associated with a
delay or Tailure to ejaculate,

The effect of the nurse

The nurse as therapeutic agent may become the focus of sexual interest for the
client. This may be demonstrated ina number of ways, from overt assault, as in
parts of the body being grabbed, or a client exposing his genitals, to verbal
suggestions or propositions and looks which may be expenenced as lecherous
or uncomfortable, Such advances will often be impersonal, in the sense that the
client iz acting out sexual frustration on the nearest available target, but may be
experienced as threatening. Moreover, as in any therapeutic work, if the nurse
is unahle to deal with the client’s sexuality, then ultimately the client is denied
an avenue for therapeutic help, Several factors need to be considered here,

Personal safety

If @ nurse is visiting a client at home, then it is reasonable to expect a degree of
safety. If sexual advances are being made that the nurse feels unable to déal
with, then support and supervision will be necessary to explore other possibili-
tics, e.g. only working with the client in an organizatipnal setting or, ultimately,
refierral if the threat impedes the therapeutic process, This is the extreme, but
should not be ignored if it is necessary.
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Clear confracting and boundaries

It is important to contract with the client, where possible, in terms of personal
boundaries, to be overt in stating that this will not be a relationship of friend-
ship or sexual relationship. It i$ incumbent on the nurse to be able o respond
clearly and honestly to any supgestion from the chient that it might be other-
wise,

Asserfive-empathic response

A skilled way to deflect sexual advance involves acknowledging the sexual
issues while being aszeriive enough to clanfy the boundaries and o self-protect
where necessary. Two different scenarios come to mind as examples. One is
within a therapeutic relationzhip where there are contracted sessions, 1T the
client expresses sexual attraction in this-setting, then the goal of the nurse must
be to clarify the issues without deterring the client from exploring his sexuality
if this is refevant, So the scenario may go something like the following:

Cliens: *1"d love to-take you out, nurse, for a good night out.”

Nurse: ‘5o you feel attracted to me. You also know that | will not act on that
attraction and that we are working together on vour feelings of isolation and
shyness. It must have taken you some courage to say what you have, and |
wonder how we could use this to help you be more open outside this relation-
ship."

Here the nurse empathically acknowledges the staterment, clarifies the bound-
aries and relates the ssue to the overall issues of the client. Ohviously the
precize response will vary depending on the problem area and the relationship
between nurse and client, but generally speaking, the more immediate the
nurse can bein the sineation, the better,

Where the nurse is involved in a more general therapeutic setting, the
scenario may be different. For example, a client may grab at the nurse's bottom
as she is making a bed. In this case the response still calls for empathy and
clarity, but will have a different focus and might be atong the lines of: *While |
can understand that you might be frustrated, 1 don’t want you to grab me like
that. It makes me feel uncomfortable and makes it hard to work with you
professionally, 1 must ask vou not to do that.' In this way the nurse is abie to
protect herself and reject the behaviour while not putting the client down.
Hopefully, this approach will enable a therapeutic relationship to develop or
continue along the lines of mutial respect. At the end of the day, the response
will depend on the degree of experience and skill of the nurse, but it must be
emphasized that she is entitled 1o suppont from peers and managers on such
1550es 50 that her personal integrity is not threatened.

HIV/AIDS

Finally in this chapter, it is appropriate to look at HIV/AIDS, as this is a paten-
tial problem throughout life for anyone who indulges in at-risk behaviour, The
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treatment of those with sexually transmitied disease is far from new to nursing,
but the challenge posed by HIV seems to have sharpened the focus of ssoes
that nurses face. It also reflects our own vulnerability and can be frightening to
contemplate: A clear understanding of how the disease spreads, and the issues
for nurses and clients, can help. So can addressing some of the common myths
which have been associated with HIV,

What is HIV?

HIV stands for human immunodeficiency virus. The virus works by attacking
the immune system and destroying the immune cells, the T4 lymphocytes. Asa
retrovirus, it can insert itself info the host cell nuclews. It takes between 6 and
12 weeks from the initial exposure to the virus before antibodies 1o HIV can be
detected through a hlood test, Once a person is infected, it seems that the virus
remains in the body for life.

It is as yet unknown conclusively whether HIV necessarily leads to AIDS
{acquired immune deficiency syndrome), although the percentage of people
developing AIDS is increasing. The body, having no resistance available, falis
prey o opportunistic infections and viruses that eventually cause death, which
can be stow and painful.

HIV seéms all the more frightening because there is as vet no known cure,
despite curment rescarch efforts: The most successfl treatment so far is the use
of AZT, and many HIV-positive people benefit greatly from making positive
changes in lifestyle to maximize their health. An HIV-positive diagnosis does
nol méan imminent dedth - people can survive for many years.

How HIV is transmitted

Much of the fear concemming HIV is due to ignorance about how it is transmit-
ted, Early medical responses were almost inhuman in this fear, with medical
staff donning over-the-top protective clothing - as one HIV-positive client
reported, ‘it was like being treated by spacemen’. Now that we know more
about the condition, such overreaction is curbed, but there are still areas of
confusion as to haow HIY 15 transmitted.

The only known way for HIV 1o be transmitied is through the exchange of
bodily fluids. This is mainly through sexual activity; exposure to blood and
blood products; perinatally from mother to unbomn child; and through needie
sharing among intravenous drag users,

HIV is not transmitted through sharing lavatory seats, cups or other objects,
Nor is it endemic 1o particular groups of people. Although it was first identi-
fied publicly as affecting gay men, heterosexual people are just as much at risk,
depending on their lifestyle. Issues of HIV also affect feshian women, although
so far it seems that the infection rate is low. The nsk of being exposed to HIV
depends on the risk factor attached to a particular activity, not on social iden-
tity, High-risk sexual behaviour is any unprotected sexual encounter with
people of unknown or positive HIV status, where bodily fluids are exchanged.
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Meads of clients

People who are HI'V-positive, and those who develop AIDS, need care in three
areas, physical, psychological and social, Whatever can be done to alleviate,
prevent or minimize physical suffering and discomfort must be available to the
client. All workers should be aware of social factors which may affect the
client’s guality of life, such as housing needs and perhaps support needs, such
as the buddying system pioneered by the Terence Higging Trust. It is useful
and supportive to at least show an understanding of soctal needs, and optimally
to be able to give information about appropriate resources.

The psychological necds of clients are of particular relevance here, These
will vary according 1o the client’s situafion at any one time, and may be
roughly classified as follows.

Pretest courvelling

Pretest counselling involves exploring the knowledge hase of the client and
giving appropriate and accurate information in a manner which empathizes
with his concerns and apprehensions. Thus the client may be enabled to make
an informed choice about whethér or not to have a test. [F may also involve
advising clients on safe practice, so as nof 10 pul themselves or other at nsk
while waiting for results, or indeed if they decide not 10 have a test.

Cettimg the results

If the test is negative, clients may still need support with concemns and some
educative input on minimizing risk. They will also need to know that a nega-
tive result cannot be confirmed until a repeat test three months after the last at-
risk behaviour, If the test is positive, the client may be shocked and distressed.
Immediate issucs seem to concern questions such as who to tell, how to 1el]
them and what the medical implications are,

Coming o terms

The HIV-positive client will need help with accepting their status and explor-
ing ways of living with the diagnosis. This will involve offering support and
information so that all possible resources which will be useful to them now and
in the future can be explored,

Living with HIV

Clients’ needs at this stage will vary depending on whether they are asympto-
matic or symptomatic, Information, appropriate medical care, health education
and good-quality counselling all have their part to play.

While general points are worthy of the nurse’s consideration, two points
need undersconing. One is that each individual is precisely that, unigue in their
specific needs, fears and relationships. In other words, it is important o stay
working with the whale person, and not just their HIV status, The second point
i that attitude remains all-important, A recent research project identified that
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nurses were less likely to feel comfortable or willing to socialize with people
with AIDS than with those suffering other life-threatening 1linesses soch as
leukaemia, the alternative used in the research (Forrester and Murphy, 1992).
Aftitudes towards this group of people were generally more negative, confirm-
ing an carlier study on the aftitudes of doctors. 1t seems that illogical fears and
aftitudes that clients are responsible for their own illness (blame) underpin this
negativity. It is thus important that the nurse self-challenges on this area in
order o deliver humane and effective service.

It must also be remembered that HIV is a highly stigmatized disease, and
people of positive status often encounter prejudice in everyday situations. They
may also be discriminated against, sometimes quite violently, for being gay or
promiscuous. Responsible nursing care, then, should not add to the stigma
which is already a part of the problem.

NEEDS OF NURSES

As stated earlier, the treatment and accommodation of people with sexually
transmitted discases is not new to the nursing profession. It seems that HIV,
however, has thrown old issues into sharp relief in challenging nurses with
their attitude (o both sex and death — bath societal taboos - at once. Expenence
suggests that there are four main areas which nurses may find difficult when
they all come together,

Sexual attitudes

Murses may have to challenge their own prejudices about the client’s sexual
identity or sexual behaviour. They may also be involved with relatives, for
example parents who do not know their son is gay; heterosexual partners who
did not know their partner had been unfaithful 1o them; gay pariners who feel
excluded from the care, and sometimes the death, of the client. Such issucs
may be taxing to the nurse, and again require an attitude of accéplance and
warmth which will help them to use their skills appropriately in the situation.

Attitudes to death

As with any terminal illness, those dealing with AIDS clients will have 10
confront their own fears and hielp the clients deal with theirs (see Chapter 1 7).

Identilication

Many people diagnosed as HIV-positive, and those who die of AIDS, are
between the -ages of 20 and 40. Nurses may identify such clients with them-
selves, or with their own offspring, and this may be personally challenging.
Nurses may also identify with the mode of transmission of the disease. Most
peoplée have taken risks in their sexually active lives, and the HIV-positive
client may stimulate feelings of *It could so easily have been me’. It may also
be difficult for the nurse working with HIV and AIDS 1o dissociate sex from
fatality.
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Ethical issues

Nurses may be challenged by the knowledge that one of their HIV-positive
clients is pulting others at risk through needle sharing or through unprotected
sexual activity. This may stimulate the nurse into feelings of anxiety and inap-
propriate responsibility, Again, our suggestion is that it is useful for the nurse
1o have strategies in place which help her to respond as effectively as possible
while respecting the confidentiality of the client and the ethical code of the
profession, Once again, the importance of support and supervision for nurses
working in a challenging area must be stressed (see Chapter 4).

SUMMARY

The area of sexuality is challenging for client and nurse alike. Sexuality
involves more than acts of sex: it is an aspect of self with all the experience,
fears and attitudes that this may entail, The nurse’s major task in this area is to
integrate skills and knowledge with self-awareness and setf-challenge, in order
to maxirnize client service,

This chapter suggests that sexuality is constructed according to the individ-
ual's life experiences. It will be influenced by physiological function and
psychological and sociocultural 1ssues. Most people are likely to experience
some area of sexual difficulty at some point in their life, whether this is
impaired functioning, adverse experience or simply a period of confusion.
Specific potential problem areas are highlighted. HIV is introduced as a rela-
tively new area of challenge. In the next chapter, a model of working with
adult survivers of sexual abuse will be introduced.
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A model for working with
sexual abuse

Janice M. Russell

This chapter presents an overview of a model for working with adult survivors
of sexual abuse. As stated in Chapter 20, there is increasing awareness of the
long-term paychological effects of sexual abuse, sexual abuse as a possible
causal factor in seme psychiatric conditions, and the prevalence of sexual
abuse within the community at large. The model presented here (Figure 21.1)
offers a method of working through this challenging area in a purposeful way,
offering maximum safety and support to both client and mental health workers.
The cautionary rider is that it is only as applicable to the client group as any
other therapeutic technique which is grounded in counselling philosophy and
skills, In other words, it will not “cure’ everyhody but it has proved extremely
useful to a wide client group and has been welcomed by a variety of helpers.

One or two clarifications are pecessary at this point. The term *sexual abuse’
is used to denote any behaviour inflicted by one party (the perpetrator) in a
position of trust or power over another {the victim}), without the informed
consent of the victim, for the sexual gratification of the perpetrator, This
encompasses o whole range of behaviours, including verbal, non-verbal and
viciously physical. It will include forced behaviour as well as inappropriate
and coerced behaviour,

The term “therapist’ will be used here for convenience, in the sense of
mental health nursing being a therapeutic activity. It is not used 0 mean a
trained psychotherapist. The word *victim' here refers to the person who has
been sexually abused, be it a one-off episode or a long-term process. A
‘survivor' is any person who has been abused and has survived the experience.
This recognizes the courage and strengths of the individual who has coped thus
far, even il some of the coping mechanisms have been inadequate and destruc-
tive, or are no longer ugeful. As a long-term label, however, the term “survivor®
has a downside. It is my personal belief that to identify oneself lifelong with
reference 1o a particular event or set of experiences does not capture the rich-
ness of the human spirit when the events have been fully integrated. | know of
no-one who refers 1o themselves as o bereavement survivor. Ultimately, the
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sexual abuse survivor may become a person who, as one strand of their experni-
ence, albeit a highly significant strand, has been sexually abused.

Finally, the term *mentally debilitated’ is used fo desenbe 8 person who, for
whatever reason, is not in a position to offer informed consent or to make
responsible decisions. Although the term is clumsy, it would be unethical not
to recognize that some people need advocacy, asylum and & certain amount of
protection at particular times in their lives, This is where the mental health
worker, hopefully ‘with support, will at times make clinical judgements that
temporarnily assume responsibility for the client’s wellbeing. Debilitation seems
to me o be a useful description, and is not intended either as a medical or a
derogatory label
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Figure 21.1 A model for working with sexual abuse



THE MODEL

The objective of the model is to offer & systematic framework through which
the client and therapist together m o achieve integration and movement in
the client, within the client’s own value system. For clients, this entails moving
through recognition and validation of the loss experienced within or through
the abuse; an understanding of where they are now; how they would like this to
change; and a means of achieving the goals they set themselves. For therapists
it entails an understanding of what the issucs may be; their personal reactions
to these; a commatment o clear contracting and boundary keeping; and access
to appropriate support, supervision and training.

The model has two main underlying premises. One is that it is essential for
the process to be one of empowerment for the client. Sexual abuse involves
loss and disempowerment, so it is therefore imperative that the helpifig process
is under the client’s control and not mystical. As any process of this nature is
complex, it can be best undersiood and operatéd by having & svslematic
approach which aids clarity and purpose.

The second premise is that the therapist may go through a parillel process
with the client in terms of issues of boundary keeping, sexuality, control and
power, In other words, just as the client may be expenencing feelings of shock,
helplessness, anger, fear, disgust, or even levels of arousal, so may the thera-
sy, who sometimes has to hear graphic details of intimate or violent events.
Stories range from the client having seen an adult expose his genitals to them,
for example, to children having their vagina or anus cut open with a razor
blade to enable forced pemetration. It is important to he able 1o hear such

- accounts with sensitivity and genuineness without compounding the clicnt's
feelings of shame or fear.

A useful exercise 15, with a colleague or peer group, to brainstorm all the
activities you can think of which might constitute sexual abuse, and name them
as graphically as possible. Discuss your reactions to cach activity — which is
easier to hear than another, which seems unbelievable, are any frightening, are
any arousing?

Using a framework reminds the therapist that they need clear selCawareness
and appropriate supervision and support so that they do not complicate the
effects of abuse by their own interventions. Rather, they are then able to draw
on their own resources and skills to offer the most effective help for the client.

The moded is fuelled by counselling skills, which need to be used throughout
the helping process. The issues which arise for client and therapist may occur

- at-any point. The modet is divided into three parts to aid clarity and purpose. In
practice there may be movement backwards and forwards, although the begin-
ning and end remain constant, In some wavs it is belpful to see it as & multilay-
ered spiral, to be gone round again and again in some instances, The outer
perimeter represents tasks, issues and skills for the worker, and the inner
perimeter issues for the client,

Empowerment = the centre

The empowerment of the client within their own value System is the central
ainy, This may entail a change of aftitude, feeling or behaviour, and must be of
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the client’s choeosing. While this applies to any counselling work, it has-a
particular relevance here because the sexually abused person has been actively
robbed of their own power or control over themzelves. Thus the more the client
is able to understand and assimilate the helping process, the more they are able
to use their energies and resources to empower themselves and exercise control
over their own lives.

This-applies to both adults and children, while recognimng that children are
often not ina position to take full responsibility and control for their own lives
and actions, and should not be expected to. This is also true of the mentally
debilitated adult. The suppont of an empathic and skilled mentor is crucial here
to help such groups empower themselves emotionally as much as possible, and
to take responsibility for providing a safe environment where they will be
betieved and helped to recover.

Heginning the helping process

The client

The main issues for the client here are the recognition of the loss the abuse
entdiled, whether tangible or intangible, and for their story or feelings to be
validated. Loss may entail the physical loss of a person, place or things, or the
*hidden” emotional loss of identity, safety, continuity, trust, self-respect, child-
hood and security (sce Hopkins, 1984), Part of the therapeutic process within
this model, then, is to recognize the clients need to grieve. This need and
process will be akin to that in any loss expenience, and it 15 likely that the cliént
will be moving through the stages identified in classic grief work (see Chapter
I7) These are:

Sheck

Denial

[sorgantzation

Depression

Cuilt

Anxiety

Agpgression

Accepiance

Reintegration,

Une of the possible differences from other grief work s that, just as the loss

been hidden, so the griel has been suppressed. This may affect the amount of

counselling needed in terms of length of contract, or the degree of support and

challenge that needs to be offered. The principles remain the same. Clients

recognizing loss for the first time may want to discharge some powerful

emotions, The therapist needs to be able to allow such emotion without fear,

but while exercising judgement if it seems that the client needs help in contain-

ing the emotions or in dealing with them appropriately. This involves drawing

on the chnical judgement normally aviilable to the mental health worker,
Working with a client who has recently been abused offers tremendows

scope for the helper to validate their experience before the pattern of suppres-
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sion has been established. Research and practice indicates that the immediate
response of the helper to-a child who has been abused, or indeed to an adult
vigtim who presents at the time of the abuse, is a key factor in the future devel-
opment and recovery of that client. While this may seem 1o add further pres-
sure 10 the helper, it also offers remendous potential for rewarding therapeutic
work.

The therapist

The therapist’s responsibilities are first, 1o set clear boundaries with the client.
This is a particularly important part of the counselling process, as one of the
problems of abuse is that boundaries have been invaded and broken inappropri-
ately. Thus it is incumbent on the therapist to be very clear and consistent on
this point. It may be tempting for the therapist to feel protective when the client
is feeling vulnerable, particularly when disclosure or exploration is accompa-
nied by powerful emotions and/or confusion. Nevertheless, offering unclear
boundaries is not usually helpful in the long term. Boundaries need to encom-
pass limits of confidentiality, time, place, frequency and the relationship with
the therapist. This last is of paramount imporance. Therapists with statutory
responsibilities and obligations need to be as clear as possible about who infor-
mation will be shared with, so that a client does not feel unnecessanly
betraved.

When offering opportunities for clients to validate their loss, the therapist
necds to offer suppon and challenge through empathic tistening and acceplance
without judgement. Acceptance is crucial as the client may have felt apprehen-
sive in cose they are not believed, or they may have made previous disclosures
which have not been believed. | have worked with several clienis who have
gone through the mental health system with no validation to their experience.
Thankfully, the climate is slowly changing and it seems that psychiatric nurs-
ing is increasingly recognizing this area of work,

Challenge is seen as constructive and is used in four main areas:

The client’s faulty thinking and irrational beliefs (I'll never get over this),
Socictal myths, e, more imational beliefs (it my fauly, | asked for o,
The client’s resources and unacknowledged strengths,

Self-challenge — da | see sexual abuse as mysterious, what do | avoid in
this work etc?

The therapist may then aid the client to begin recovery through a process
which resembles the classic stages of grieving,

Unless directly involved in the investigative process, there is no need for the
therapist to hear a detsiled account of abusive episodes for i3 own sake, Some
clients need to share these as a therapeutic tool, some do not. The point is that
validation can occur without an insistence on detail. Such insistence can
become another pressure and thus disabling and, if fuclied by curiosity, may
represent secondary abuse. By the same token, neither should therapists
distance themselves from the events il shared. It is also important not to deper-
sonalize the event or any feelings which are expressed.
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The middle stage

The eliewt

Al this stage the ¢lient needs to be helped to explore the present scenario and (o
ook a1 how they would like it to change. This will ental clear goal setting, and
is often the turning point for the shift between powerlessness and loss of
control to empowerment and exertion of control. This stage may entail the
exploration and expression of strong feelings which may have been repressed
for some time, The pivotal stage for recovery seems 1o be that of anger. Anger,
used constructively, can be a highly potent energy force to fuel the process,

The therapist

The therapist may: already be confronted with their own reactions, and it is.
often in the middle stage that these are less immediately identifiable than at the
point of disclosure. However they work, they will be confronted by some
powerful emotions and by their own issues of sexuality, power and control,
They might feel the urge 1o suppress client’s emotions, or W express their own
anger of helplessness. They might be drawn to or repulsed by the client's mate-
rial, or indeed by the client. They may wish to control the content of the
client’s work or, subconsciously, to exert power over the client through encour-
aging dependency. Therapists who manage this siage effectively are more often
those who can put aside their own agendas and mobilize their own resources 1o
facifitate those of the clicnt. Where clients are locked into ‘seductive’ behav-
iour, it is an ideal opportunity for the therapist to help them find new ways of
relating 1o people (see Russell, 1993). Interpersonal issues may be particularly
relevant at this stage. Support and supervision for the therapist are crucial at
this stage.

It is important to acknowledge that the therapist’s reactions do not manifest
only within the therapeutic encounter. Emotional reactions may show them-
selves in feelings of extra-protectivenes towards children, or other people they
care for. It may be that their own sexval relationships are affected temporarily.
Some people become angry at the perpetrator and may project such anger on to
whole groups of people, e.g: where women begin to view male sexuality as
sugpicious. Others may question their own patterns of attraction and arousal,
and ask whether they themselves are attracted to children, or speculate as to
how people might be. They make take home feelings of disgust and offence at
the nature of some of the events they know of, and may carry unpleasant
pictures which invade their own sex lite. For therapists who have themselves
been sexually abused, pérsonal issues may be aroused or revisited. Some thera-
pists begin to search for sexual abuse in their own history, where they have not
done so before. It is important for the professional suppont and Supervisory
service 1o recognize that these personal reactions are ‘normal’ and valid, and
that help should be available where appropniate.



The final stage

The client

During this stage of the work, the client will be helped to find strategies to
achieve the outcomes they want, and may be helped to deal with unfinished
business. They may be aided in leaming assertiveness skills, and will be helped
to synthesize past, present and future events. This may entail coming to terms
with mixed or ambivalent feclings towards the offender or other significant
people. Here the client becomes fully empowered and is able to recover their
identity-and to exercise control over their own lives.

It may be that strategies involve revisiting the grieving process. For exam-
ple, a client may decide that svmbaolic confrontation of the perpetrator will be
useful to them. They may do this through a gestalt approach, say, in using
‘empty chair® work, They may then wish to grieve the loss of the perpetrator if
this had been a significant figure in their life. This is what is meant by going
round the spiral - it is not a backward step but a part of the enabling process.

The therapiss

The therapists task here i 1o belp mobilize the client’s respurces towards the
slated goals, Again, it is important not (o exercise judgement on the outcomes.
Some therapists find it difficult to accept a client’s love for a perpetrator where
this exists, One client | have worked with found it difficult to conceptualize her
father's repeated 2exual aeis with her from the age of nine as at all abusive. [t
iz difficult sometimes 1o be non-judgemental of such a client while having to
exercise professional judgement where other children are exposed to that same
perpetrator.

It 15 the therapist’s responsibility to enable separation and independence for
the client, and to be mindful that this may engender their own issues dround
these themes; The therapist needs to be able 1o trust the client and o deal with
their own feelings at this stage. For example, the therapist may feel sad at
ending the relationship, and encounter their own sense of loss, When working
with chuldren, or adults who are not fully independent, it becomes important to
be zble to trust the child’s carer, and this may involve helping them with their
own feelings or strategies, as well as issues of professional judgement. Again,
support and supervision are important here,

COMCLUSION

[ have found this model to be useful and suggest it as a framework rather than'a
rigid structure. Its value is dependent upon skilful use and allows fora variety
of approaches within it One of the major issues it reminds us of is that thera-
pists will need 1o empower themselves through skilled practice, self-awareness,
support and supervision in order to facilitate the empowerment of clients, In
practice, client and therapist will probably move around within the model rather
than follow it through in a nigid fashion, The model was originally developed

Conelusion
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through working with adults and voung adults, and has also been used 1w help
children and their carers.

We need also to remember that the client must be in control of their own
outcome, as far as possible. It may be that some individuals want 1o make
limited changes: this may be all that they can accept or dct on 4t this time,
Some chients may want further help at a later point. Meaningful change can be
a slow process as insight develops, and the client’s value system must be
observed,

In practice, clients may come for help at any point within the model or within
the grieving process. Having this conceptualization at hand helps the therapist to
make the appropriate intervention and to clarify the goals of the work,

The model is presented as a one-to-one relationship, but can also be used
with groups. We have referred to the client as ‘they’ for convenience, but
generally speaking more women than men present in the typical therapeutic
context. This is probably because we live in a patriaschal society where men
are in many ways more powerful than women, and where sexuality is
constructed in ways which offer men & ‘right” to women's bodies as pleasure
teols (either literally, or through media representation, pornography ete.).

It should be acknowledged, however, that boys and men are sexually abused
too. There are specifically researched contexts of male abuse, e.g. within imsti-
tutions or within the sex industry (pomography, exploitative prostitution), and
it is known that males are abused within other contexts. 11 scems that adult
males have a lower reporting rate than females: The psychological effects
paraliel those of female abuse, but the manifestations may be different as male
and female sexuality are constructed differently, i.c. male as sctive and femiale
as passive, Recent research and practice suggests that many men find it diffi-
cult vy disclose abuse by other men in case they are labelled ag pay or, if they
are gay, in case thewr sexual preference is seen as a “symptom’ of the abuse.
Where they have been abused by older women, it seems to be difficult 1o report
because it is supposed to be seen as a ‘privilege’ to be seduced by an older
woman (see Draucker, 1992). Traditional models of masculinity suggest that
men may be more likely to be aggressive rather than self-destructive of
passive, and may find it difficult to ask for help as this may be scen as weak.

This model of working can be followed using any approach with which you
are familiar and which may comfortably work with your client. My own beliel
i5 that basic and advanced counselling skills.are the bedrock of elear work prac-
tice, | also encourage you to be as creative and wide-thinking as possible, and to
use any materials or techniques which might help vour particular client.

There are also many différent methods available to help the client sccess and
vent their feelings, and these might include:

Art and drawing

Giestalt work

Working with metaphors
Regressive work

Writing

Clay or plasticine modelling
Play therapy

*  Behavioural approaches.
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Any approach which vou are competent to use with your client will be an
effective aid to counselling the sexually abused, provided that they are also
comfortable with itand develop insight through its use. '

Finally, another uscful exercise is to consider vour reaction to the following
statements and discuss them with a colleague or peer group.

Abuse by boys {girls) is not as bad as that by adults,

Waomen and children ask for iL

It only happens to young women with conventionally ‘good looks®,

Those who have been abused hecome perpetrators.

It only happens to girls and women,

Women and children make things up.

Children are seductive/prvocative,

Sexual activity with adults is good for children.

Sexual abuse only happens in the working classfn the north/in certain
cultures..everywhere else but here,

Professionals do not abuse.

It is pure enjoyment for a male child to be made to have sex with a woman,
Only men abuse.

Sexual abuse caudes permanent and irreversible damage.

Reporting and intervention causes more harm than good.

We can define exactly what sexual abisé is and deselop néat theories that
explain it.

Sexual abuse is usnally perpetrated by strangers.
Disabled chifdren are not at risk.

The hope 35 that this chapter will have demystified the process of working with
the sexually abused, and to have raised awareness, Although the subject may
be difficult, sexual abuse happens to “ordinary people’ who, at the end of the
day, need to be seen as whole people who need the very “normal® skills and
sensitivity that the nurse employs every day.
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Creative approaches

This chapter secks to offer a wider perspective on ways of working with
mental health clients. It is important for the nurse to recognize that verbal
communication is not the only way of making contact with a client, and that
varous forms of approach can be helpful other than the raditional *talk” thera-
pies. We offer no definitive work here, just a hope that this mild stimulation
will motivate the reader’s interest in further exploration.

ART

Ant work is often considered to be a very specialized area, and many mental
health nurses may well think it completely outside the normal scope of their
skills, Although we would not wish to oversimplify, or in any way to demean
the skill and expertise of the trained and practising art therapist, we do believe
that this is an arca where nurses may profit from the pioneering work of other
professionals. 1t is our belief that this approach would be more widely available
to enhance the treatment of mental health problems if some simple aspects of ant
therapy were more universally adopted by skilled and thoughtful nurses,

At the risk of repeating ourselves, we would say that the mental health nurse
is uniguely placed to offer this type of activity; she has almost constant contact,
she has the trust of the client and she has the resources of time, energy and
potential skill, There is a wide range of needy people who would undoubtedly
benefit from these technigues. If simple rules are followed it is a safe but
different communication method bBetween the client and his emiotions and, a5 a
corollary, the nurse. However, we recommend that before any such therapy is
attempted, the nurse should be quite sure of what she is doing. Consequently
we offer the following brief guidelines:

. Wherever possible, allow any an work to be introduced to the client in a
non-threatening way. In residential, day hospital or group settings a simple
“Would anyone cure to do some painting/modelling’ drawing?’ should
suffice. It may not be pradent to suggest that this is "therapy” in the sense
that it will involve some deep meaningful analysis of their innermost
secrels.

2. There should be no compulsion or unnecessary *encouragement’, especially
in the imtial mtroduction. Most sessions will attract volunteers gradually
when the more imid clients begin to realize that the sessions are *fun®.
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. Remember that you are not an art therapist, and therefore no interpretation

of the content of the session should be made. It is sufficient for the partici-
pants to enjoy the work, and when they feel comfortable you may be able
to facilitate some discussion. This may subsequently lead to some sharing
of meaning, feelings and themes that is helpful in an appropriately ‘thera-
peutic” way. Here the skills of listening and empathic responses will be an
invaluable ally.

. During sessions clients may become anxious about what they should be

doing, especially if they feel they are competing, Be there to support them
and answer their questions.

. A few useful hints about running an ar group:

+ First explain quite clearly what you require of participants, and specify
from the beginning what will happen to the art work afterwards. s it
Just for fun? To stimulate discussion in the group? For the client to take
away and think about? Or bring back later to an individual counselling
session to *talk through'? Inoall cazes oy to be specific and take oul any
mystery or possible foreboding that apprehensive clients may feel.

* It may be better to offer coloured paper, as white paper staring back at
people can often have an intimidating effect,

= Explain that it is not necessary 1o fill the whole paper.

* Explain that no-ome will be expected to talk about their work if they do
nol want to, and what they do with their painting/model/drawing afier-
wards will be up to them.

* Participate yoursell if possible, az by modelling and demonstrating vou
may be able to break the ice naturally in later discussions, so that no
anxictics are raised.

« If you do participate, and are very able, it may be a good idea not to
produce an exquisite piece of work that may discourage the fess artistic
in the group.

* Explain that it is not a competition and that clients do not have to be

artists (o participate.

The latter holds equally true for the nurse. The benefits.of an groups are many-
fiold, but few are to do with the content of the art iself

Mo doubt by now you are intrigeed to know what this is all about? We have

spggested that the nurse/therapist should not interpret or analyse the work, so
what is the purpose of the group” For many people with mental health prob-
lems the main benefits are as follows:

The art group is an activity that is fun, At worst it will help alleviate bore-
dom; at best it will be an absorbing and stimulating part of the client’s life
that he will anticipate with great pleasure.

“Through spontaneous painting, the client expresses himself, frees himsell
from repressed wishes and drives, fullils desires, and creates a bridge
between himself and the outside world® (Assael, 1978).

Art therapy is a powerful form of non-verbal communication, and facili-
tates an increase in the empathic relationship between the nurse/therapist
and the client.



*  Emotions previously unseen or unrecognized may be expressed through art
work, and more casily discussed.,

*  Self-awarencss and insights are ofien raised for both client and nurse/ther-
apist, especially in areas of their own relationship.

* If nurse/therapisis are observant, they will use their observational skills
during art groups to discover many facts about their clients, and their inter-
actions with their peers.

*  Sometimes the arl work can be-a sort of ‘comtainment” device for the
chent, e.g. ‘1 can express some of my emobons on this paper, bul then
decide not to do anything with thiem vet. [ can if 1 want put the paper away
and go hack to it when [ want 1o, or feel ready 1o,

* Lastly there is, in our opinion, & very definite therapeutic value in art
work, which by ils very nature is creative and expressive. It may facilitate
lost skills” of movement, concentration and purpose. Certainly through a
planned and coordinated programme it can create group cohesion and
enhance social skills for all participants.

Arl therapy is used cextensively. in all iélds of mental health work, but
nursc/therapists, usually guick to catch on to a new theme or idea, seem to
have been rather slow to include it in their skills repertoire, We offer this short
review of the areas where it has proved useful mman attempi to ilfustrate what
may be achieved,

Donnenberg (1978) used art therapy in a community of adolescent drug
offenders, and concludes that its use enhanced group cohesion, helped identify
the stages of development during treatment, and increased mutueality and
expression within the group. Halbreich (1978) used painting as a complete
dialogue between therapist and schizophrenic clients by simply painting some-
thing in one colour and encouraging the client to add or respond Lo it by paint-
ing on the same paper in another colour. The interchange in this situation was
therefore entinély non-verbal, and it is suggested that this technique enhances
the nurse’s cmpathy with the client. 1t can certainly be seen that it may well be
extremely useful for the more mute and inaccessible clients, who may refuse to
speak but who may enjoy the distraction of art,

In whit was a very specialized area, Carozea and Hiersteiner (1982) used ar
therapy for their work with incest victims. In one particular case, very highly
emotive, frightening and embarrassing feelings were expressed through an an
group, when verbal descriptions were out of the question. Since 1982, there has
been more and more speculation about links between sexual abuse and adult
mental health probiems, Mental health nurses are now quite likely to be faced
with disclosed sexual abuse than was the case then, and an work appears 1o be
an extremely practical and effective tool to help clients explore past incidents
of abuse, Ant work has now become almaost a standard technique when working
with the sexually abused (see Chapter 21).

Clearly, much potential good can be done by encovraging the expression of
non-verbal behaviour theough arl. We advocate that mental health nurses
research the arca before contemplating any elaborate therapeutic programmes,
but we are confident that by following the initial guidelines many nurses will
be able 1o add another most powerful tool 1o their armoury of qualitics and
skills.
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DEAMA THERAPY

Background

Much of the present drama therapy or psychodrama techniques in current use
are derived from early work undertaken by Moreno, a Viennese psychiatrist, in
the early part of this century, when it was by no means as fashionable as it is
today. Moreno’s pioneering work must be acknowledged, for many of the
refreshing and ‘new’ approaches we meet in mental health work in this field
are rooted within it, including many aspects of group psychotherapy. Some of
the work of Carl Rogers, especially the concept of dealing with the *here and
now”, was onginally provided by Moreno (1946).

Much has been written about drara therapy and there are some fine books
dealing with the subject. We cannot, and do not hope to, compete with this
literature; pur purpose in including a short section here is simply to put drama
therapy into the context of mental health nursing skills.

Theory

In our opinion, drama therapy is an important resource which may be used as
an independent therapy with suitable clients or as 2 complementary therapy for
many other people when appropriate. Psychotherapy and psychoanalysis seek
to explore the individual’s thoughts and feelings by intensive listening and
skilled responding, with psychoanalysis taking a more theoretical and interpre-
tive account, Psychodrama or drama therapy seeks to study and provide
insights to and for the client through actions and words. Often words and
simple non-verbal behaviour do not give sufficient insight into the real prob-
lems, needs and issues surrounding the individual; drama therapy secks to fill
the gap in this information, and in certain situations may solve some problems
in the process.

The uses of drama therapy and its application to mental health work

Drama therapy uses many technigues designed to construct or reconstruct
situations and their associated feelings, and act them out in a safe and struc-
tured environment. The simplest form is perhaps the role-play reconstruction
used in social skills training, Here & person who is anxious or unable to enter
certain social situations can artificially reproduce the scene and be mentally
and physically escorted through the process. The individual can explain the
thoughts and emotiens he feels step by step, and rehearse maore effective ways
of dealing with the negative aspects of the situation as they occur. It could
realistically be argued that assertion training, desensitization, skills training
and most experiential educational methods are all based on drama therapy.
The essential difference in many of these examples is purely the accent of
‘client-centredness’. In behavioural techniques, the therapist has in her mind a
desired outcome and uses positive reinforcement and the shaping process to
mould the client towards this goal. The drama. therapist is generally more
interested in the process of insight rather than the direction in which it takes
the client.



Its applications to mental health work are perhaps obvious, but it may be
stréssed at this point that it is not suitable for all people with mental health prob-
lems. Any process as powerful in releasing repressed or suppressed emotions
mist carry with it certain dangers or potential problems. There are unfortunately
some clients whose conditions are characterized, quite fortuitously perhaps, by
a lack of insight. Any method of therapy which seeks to break down that lack of
insight may well be damaging to that individual's wellbeing,

Clients categorized as *psychotic’, especially those suffering from schizo-
phrenia, should only be involved in drama therapy, or for that matter group
therapy, after very careful consideration of the possible consequences of such
sction by the feam responsible for their care (sée Langley and Langley, 1983,
p- 59). Similarly, some clients may be temporarily unghle to toleeatea close
introspection of themselves, and should not be considered for a drama therapy
group. It should be realized that evén despte careful selection of clients, an
undesired reaction may eccasionally occur within a group session, 1t is for this
reason that only traned drama therapists, of nurses who have undérgone a
thorough instructional course under the supervision of a drama therapist,
should undertake such a group, especially if it 15 intended to conduct therapy as
an independent method. There are, however, simple techniques that may be of
greal benefil, and some of these are described below,

Ruole play

This is perhaps the simplest technique, although it is extremely powerful.
Lisually the client will act out using any props he may need by improvising or
imagining., and playing out a scene. The nurse’s role is ussally to play a counter
part in the situation, and she is advised by the client on the type of response he
would normally expect. For example, the alcohol-dependent person who has
difficulty refusing an invitation from a friend to go to the pub may ask the nurse
to play the friend while he rehearses saying no. This simple technique helps the
person relicve the feelings he has to deal wath in the siwation which he fears
may bring about his downfall. The nurse may well pick up useful information at
the same time about the individual’s ability to recognize and deal with his
emations. Soeme people criticize this technique as being artificial and somewhat
ridiculous. Indeed, we would agree that it might well be a litde embarmassing at
first, but we know of very few people who have tried this method who can still
whaoleheartedly say that there is no value in it. Despite its artificiality and unreal
atmosphere, very much of the content of the role play does become real. The
emotions expressed within it are mostly very real to the person acting out his
situation, and the information extracted from it is generally very useful for
personal growth (see Warren, 1984). Wherever possible a third person should be
used to observe the role play, as she can then make notes about the various
ideas, feelings and behaviours that she sees as potentially significant. This is
then fed back to the client in a tentalive guestioning manner, in order for him to
try to make some sense of it all. For this to be effective, the feedback should be
as objective as possible and we suggest that notes and verbal feedback take a
literal format, For example: °1 noticed when you spoke, Mr X, your voice
trembled...." "I noticed you clenched your fist when..." 'l saw you...." ‘Yoeu
sabd..after. . *| heard you say...."

Dirama therapy ! | 261 |
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Avoid statements such as ‘You were obviously very puzzied when..." as the
latter indicates an interpretation on the observer®s part,

It is necessary, however, to enable the client o maich up his non-verbal and
verbal behaviours and actions to his emotions in some way. For this purpose it
15 suggested that open questions be asked, such as; ‘1 wonder how you were
feeling when..." or 'Perhaps you could explain to me what you were feeling
when...."

Following the role play and feedback, the nurse may follow either a behav-
woural or a cpunselling approach to bring about change, depending on which is
maost suitable for the individual.

Another simple technique that follows on from role play is role reversal,
This 15 simply using the same format as above but with the client playing the
part of the other person. This is designed to initiate some insight into how
others may feel in a situation, and to provide further information that may help
the person communicate more effectively. Role reversal can also be played ou
with the client playing both parts. This requires a little more versatility but can
be extremely effective in providing meaningful insight into the process of the
interchange and how others react immediately to the client's verbal message. It
is & good idea, however, to help the client change roles, to insist that he
changes chairs when playing both parts. The actual process of bodily move-
menl into a different chair appears to facilitate 2 complete change of role. Role
reversal is extremely useful in family therapy, e.g. to have a young adolescent
actually try for the first time 1o imagine how his parents feel, what they would
say and how they would say it, can be very bencficial. When this is coupled
with the parent observing this and seeing how their son or daughter sees them,
real insights can be achieved. It is, of course, vitally important that all parties
involved have ample opportunity following any role-play situation 10 express
their feelings and thoughts fully, and that the debrief is handled skilfully.

Empty chair and happy chair

These are two very simple techniques that can quite safely and easily be incor-
porated into the nurse’s repertoire. The empty chair is in fact a very useful
‘safety valve® technique, In group or individual therapy, il an individual feels
that emotions are running high, either positively or negatively, then they may
be encouraged to release them safely and swiftly by expressing them to an
empty chair. Usually a particular chair is designated, and in group situations
this is made known at the beginning of the session. Anyone may approach the
chair at any time and-express his feelings. It is recommended in carly sessions
thal the identity of the subject of the feelings is not exposed, so that no-one's
feelings are hurt or anyone embarrassed.

The happy chair is deésignated in much the same way, except that using this
chair indicates to the group that the person is unhappy, feels rejected, embar-
rassed or has a negative féeling. This invites the group to respond positively to
that individual in any predetermined acceptable way. Mostly this will be inan
upsurge of clapping, whistling and shouts of "good old....” The amount of
demonstrative affection the grouwp is able to give will be entirely up to the indi-
viduals within it, but the skilled facilitator is wsually able o ensure that the



experience of sitting in the happy chair is in fact a happy one, A side effect of
this situation which generally helps the group is the trust it generates within
itself, People forming a group usually carc for and nurture the separate
members, and this procedure helps to reinforce this fact.

Guided fantasy

This most popular techmigue in drivma therapy allows the client to experience
his own mental imagery in a very refaxed and positive fashion. It is for some
individuals very close to a light hypnosis, and can be extremely wseful in allow-
ing a person to become closer to personal insights in his life which he may have
been hiding from himself. The process begins with simple relaxation exercises,
ensuring that all the participants are relaxed and comfortable. This can ofien be
facilitated by immediately preceding the event with a very physically exerting
warm-up exercise, or dancing. Once the group or individusl is relaxed, soft
music may be plaved in the background and the therapist begins to guide the
participants through a journey. This may be to a particular place, through a
particular time, or (o se¢ a particular person. The subject of the journey will be
constructed in the context of the individual travellers, It is important nol (o go
o quickly or the effect of the imagery will be lost; similarly, it is important net
to be o specific in describing the journey, as this may conflict with an already
constructed image and spoil the effect. To be loose in descriptive terms allows
the potential symbolism of the journey to be client-centred. Useful devices
within a simple jourmey may be for a client to meet someone “significant to
him', for him to ‘say something to this person’ and ‘remember the most impor-
tant thing this person says’, The client may be invited to receive a gifi from the
person and return with it, or the person may do something before he leaves, The
things a cliemt experiences on his journiy, the people he sees and what he hears
should not be unduly influenced by the guide, so that when the client recounts
the journey it will be full of meaning for him from his mental imagery. Often,
following the return tnp, the client will be asked 1o share what he wishes with
another person or a-small group, The significance or symbolism he wishes to
attach to the journey is for him to imply.
An example of a simple journey is as follows:

I want vou 1o magioe you are.ina safe and warm place, | wani vou to
remember that you will return to this place after your joumney, this
place is always here and you can come hack to it at any time il you
want to for any regson... Imagine vou are faging a door. Look ¢losely
at the door, see the handle and lock - open the door and beéfore youwis a
long comidor; proceed along the comidor, taking notice of what you
see. At the end of the corridor is a light; a8 vou get closer you can See
more clearly. Even closer, you begin to smell familiar fragrances. Yoo
can feel the lemperature outside, and now see quite clearly the scene
before vou. Continue walking — as vou walk you are aware of all the
sounds around you, you can feel the texture beneath your fect, and hear
the sound of your fosisteps. There appears 10 b a building of some
kind in the distance. Can you make out what it is? | think you may just
be able to see a figure beside the building; can you mitke oul what they
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look like? As vou get closer vou can see more clearly the building and
the figure, The person seems 1o be holding something for you, You
may take it if you wish. Examine it. The person seems to be saying
something now. IL appears to be mportant. You may feel you want 1o
reply; there seems to be a need {o express something between you,

[t's almost time Lo retumn now, ke another look around, smell the
fragrances, feel the: sensations surrounding this place, say poodbye 1o
the: person and prepare o returm. Begin vour journey back,

You may just be able 1o makie out the corrider now. Enjoy the walk
back, take note of what you can see, You're just about in the comidor
now, proceed dlong it to the door, Open the door, recognize the room
you're in and open your eyes when you feel ready.”

Some individuals will simply find this a relaxing experience, while others may
find that it turns into a significant walk into their subconscious. In situations
where the client may be frightened, or is likely to imagine a particularly
unpleasant journey, the therapist may feel she has to build in simple safe-
guards. Some ideas here might be to suggest they take a very close and trusted
friend with them; to reassure them continually that the place is friendly; to
describe in clearer and specific detail a “springtime’ walk; and to build more
pleasantness into the journey; the person is smiling and so on. The skilled ther-
apist should know her client sufficiently well to-be able to build in safeguards
as appropriate.

There are, of course, many more techniques that may be used; we simply do
not have space in this small volume to include them. We do, however, récom-
mend most strongly that the interested reader pursues the excellent material
available {see Further Reading).

MUSIC AND DANCE

Music and dance are ofien forgonen among the mass of interactive therapies
now presently available to the nurse/practitioner. However, we feel that this
book could not be compléte without at least a short explanation of these twao
powerful influences upon human behaviour, and would like to offer you some
practical insights which we have come to through our fleeting exposure to
these therapies.

Movement and dance

Most healthy individuals have at some time been invited to, or participated in,
dance activity, The wild frenied *letting it all hang out’ tyvpe dance appears 10
be poles apart from the rather controlled and skilful conventional dance steps.
MNevertheless, both of these share common factors with very similar activities
such as gymnastics, or almost any type of physically active sport or recreation.
Whichever is your particular favourite, dance gives an expression in physical
behaviour of the mental process within you. No experienced mental health
nurse would argue with the very practical nature of encouraging the frustrated
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or aggressive individual to participate in some socially accepted physical activ-
ity. Similarly, dance and movement therapy is designed and structured to
enable the client to find suitable expressions for his emations,

For most people, dancing becomes an extremely entertaining activity. It not
only atlows an expression of mood or personality, but may also facilitate the
expression of cectain skills. There can be no doubt that the accomphshed
dancer is credited with an enviable skill, yet the movements involved are, para-
doxically, rather meaningless.. Perhaps even more noticeable iz the fact that
although it i5 a pursuit requiring considerable energy, most people agree that
dapcing 15-a form of relaxation. This could be becawse it 15 such a basic form of
communication that there is only a refease of mental energy rather than a need
to expend it The subject simply acts what he feels in the dance rather than
having to think of ways of expressing i, Generally all forms of dance are
socially accepted, and consequentiy there are no cultural restraints on the
expression of mood within dance, and no-one 15 likely to be offended. The
nurse involved in dance therapy may be able to increase her insight into the
client’s emotional state by observing his non-verbal behaviour and posturing,
and the client may be dibie to communicate his emotions much more easily in a
non-threatening situation.

M ushc

Music and dance are difficult o separaté as distinct therapies, but it may be
beneficial to make one significant distinction. When the client chooses the type
of music he wishes 1o dance (o, he 15 using the music to accompany his feel-
ings: the music he chooses will match his mood. Conversely; if music is chosen
for the client, a quite different effect may be observed. The client who was
previousiy irritated and might have chosen a rather loud and lively piece may
become quiet and relaxed when asked to dance to a soft and gentle sound. The
point we make is that music may be used either to potentiate the expression of
the present mood or 1o facilitate possible changes in it This can only be rein-
forced by individual experience. Imagine that you are listening to specific
pieces of music; can you connect emotions very directly with them? Try some
of the more dramatic film scores for instance, or some of the classical pieces,
which can be soothing, stirring or dramatic, or delicately intricate amd
complex. They nearly all have the power to arouse strong feelings and, in
many people, highly emotional thoughts. Choosing music to s¢ét a scene will
invariably require music suitable for the occasion. The simple Fact is that if you
want to feel a particular emotion, say sadness, you will almost inevitably
choose music that reminds vou of a sad event or time. Conversely, if you are
happy and wish to remain so, the music chosen will be associated with happi-
mess o sustain that mood. In therapy this has several practical applications.

First, in reality orientation, playing records which help the person focus back
to a particular Gme will stimulate memoties associaved with that tme. War
songs are perhaps an obvious example but, perhaps more subtly, the wedding
march or the funeral march may equally strike very emotional memories, The
use of music in positive conditioning (see Chapter 3) can be very powerful,
and associating a specific piece of music with the person’s caim state may
induce relaxation iF it 15 replayed when he becomes anxious.
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In its simplest conlext music is just pleasant; it is entertaining; occasionally
creative and potentially soothing. Without music our world would be deprived
of a wonderful source of sensory stimulation that a lot of people consider
joyful, (See Langley and Langley, 1983, for some useful aids to appropriate
music selection. ) In contrast, one final consideration we would liké to point out
is that nurses sometimes forget that it is possible to spoil the effect by overex-
posure, To be constantly bombarded with sound, no matter how beautiful, may
irritate an individoal ‘o the extent that all sounds are perceived as unwelcome
noise. In practical terms, for music to be linked with therapy or simple pleasure
it is most important that it should be Separated from everyday sounds.
Preferably music rooms should be available where clients can choose what
they hear, but at least music should not compete for attention with the televi-
sion, conversation and domestic noise.

IMPLICATIONS POR THE NURSE

The main implication for the nurse in music and dance therapy is 1o be aware of
just how powerful these techniques can be, There is, we feel, a general feeling
among nurses that these areas are not very exciting, or that they are surrounded
in mystery and therefore not particularly appropriate to them. We wonder if
some of this attitude comes from the nurse’s reluctance 1o join in some of these
therapeutic pursuits with clients, Music is reasonably dignified and most nurses
would have few reservations about becoming invelved; dance, on the other
hand, may be a different matter. We can understand that for some nurses using
dance as a therapeutic endeavour may be semewhat embarrassing. We can
imagine you saying something like °f can't do that, 1'd feel daft’, We can even
reflect back 1o our student days and perhaps sympathize. Meveriheless, embar-
rassment should be no disincentive 1o ensuring that the clicnt has every opporiu-
nity o express himéell. In the long run the client will respect the nurse who
risks looking foolish to help him, far more than the nurse who steps back and by
her example denies him an additional therapeutic experience.

We believe music and dance therapy will play a significant part in the trem-
ment and rehabilitation of clients in the future, and it is therefore our hope that
nurses will shed their anxieties and reluctance over something different, take
an interest in it and use it positively for their clients® benefit.
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Janice M. Russell

It is a generalization to say that most nurses do not come into the profession 1o
become either academics or researchers, although in our experience this is
probably true. Equally it is a generalization 1o assert thatl most nurses are not
expert mathematicians, yet again in our experience this is akso true, These two
generalizations are, however, probably the two “facts’ that make nurses some-
what reluctant to embrace research. Murses in general tend to avoid research
and be suspicious of it when it is cited or quoted; it seems that many are doubt-
ful of the mystery of the process and of statistics.

In a way this is both understandable and unfortunate, In the current climate
of the decentraliztion of the NHS and the ever-increasing establishment of
*trust’ status which heralds the privatization of the healih service, and with the
professionalization of nursing as an academic discipline, research is becoming
more and more influential. For example, managers are using research findings
to justify and rationalize changes in service provision and to enable them to
identify, plan-and implement change. Moreover, nurses are increasingly being
asked to demonstrate research skills on degree and diploma courses.

It is our view that in the 1990s nurses must have at least a basic grasp of
research in order to enable their clients to obtain a fair deal in an increasingly
competitive and commercial market. There is no doubt that research can be
helpful in the pursuit of excellence, and it 15 essential for nurses if they are to
support their practices as legitimate, and avoid being unduly influenced and
manipulated by the spurious and mislcading use of research findings by others.

In order to ensure that you are not being exploited or manipulated by people
quoting research, it is important that vou are able to read, understand and criti-
cize at least the main elements of research. On a positive note, the world of
research opens up a whole new area of study that can infleence and enhance
nursing practice once it becomes available 1o the practitioner. As a sharp exam-
ple of this principle, take a commaon research- based assertion:

Behavioural techmigues are the best methods 1o secure effective treat-
ment outcomes for psychiatric clients suffering *neuratic’ illness,
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This is based on work done by Evsenck (1961, 1966), who used an experimen-
tal design and systematically ‘proved’ that neurotic patients responded better o
behaviour therapy than to psychotherapeutic treatments. In addition to this he
asserted that two-thirds of neurotic patients ‘spontancously remit’, whether
treated or not. Although inour opinion this was a very good piece of research,
it raises questions for the discerning reader. For example, how many cases
have to be studied before such generalized findings can be taken as ‘true"?

Az well as megsuring outcomes in terms of anxiety ratings, depression
scores and phobic response rates, is it nof as important to measure some of the
qualitative reactions within therapy? For instance, during the phase before
‘spontanecus remission’, how much trauma and distress is wreaked upon the
individual? What are the costs of not treating this client in terms of divorce
rate, unemployment, sexual activity, damage to interpersonal relationships, and
general guality of life?

If the absolute logic of the findings were applied to service delivery, would
it not be rational to say *if they will get better anyway why do anything?” An
astute ‘cost-conscious’ manager may be temptled to take this approach, The
discerning and caring nurse needs at least to be armed with the “answers® to
this tack. Other research based on qualitative approaches rather than the objec-
tive ‘number-crunching” statistical argument needs to emerge.

WHAT IS5 RESEARCH?

Some of the mystery of research needs to be unravelled. Basically when the
process is laid bare it 18 simply finding rational and evidence-based answers to
well thought-out questions: [t also acts as a means of investigation and aids
clanty n understanding the nich world of human behaviour, where often clear
answers do not abound,

Many nurses take the attitude: *[*ve been nursing long enough ta know what
I'm doing ~ what do | need research for? Anyway, research just boils down o
common sense doesn't (17" To be honest, thiz s e much research 15 about
commaon sense, and a lot of nursing practice iz based on tradition and custom,
nol requiring a research-based approach, However, there are long-established
nursing practices that make no sense. Before Lister identified the need for anti-
septics the practice of washing one’s hands was thought to be unnecessary. We
were taught that swabbing an injection site with cthy] aleohol, and treating
pressure areas with spinit and oil, were essential procedures. Although bath of
these nursing practices were seen as ‘common sense” at the time, research has
undoubtediy disproved their value.

Mental health nursing has perhaps seen even more dublous practices.
Electroplexy, hydrotherapy, deep narcosis, modified narcosis, insulin coma and
modified insulin coma therapy are just a few practices which, thankfully, have
had their mystical pseudoscientific rationales dented. On more psychological
and sociological ground, feminist research has done much to challenge atti-
tudes and beliefs about women, mental health norms and depressive illness
{see Broverman and Broverman, 1970},

What is research? ; | 269
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Testing the fashionable theories and therapies of the day is difficult when
professionals have their ideas and beliefs set intractably in support of them.
Research 15 an effective way of challenging their continuance, of demonstrat-
ing what i5 helpful to the ¢lient group, and of ever reviewing the basis of good
practice.

At its best, research gives us definitive answers to questions such is which 15
better (given a particular 5et of circumstances), which is quicker, easiest, most
cost-effective, least likely to cause harm, most long-lasting or simply expedi-
ent. It should provide wider options and cnhance choices based on current
knowledge and thinking, and occasionally raise further questions to be
answered before we can rationally proceed. It can therefore help us have confi-
dence in what we are doing. and equally raise doubts when necessary 1o
prevent us ‘rushing in where angels fear to tread’. It should prevent os' from
becoming infatuated with our personal preferences and thus becoming
dogmatic and rigid, I zhould therefore provade os with o basis w know why
and how we should practise our chosen profession with effectiveness instesd of
jargonistic rhetoric, At worst it provides us with statistical interpretations of
dat, calculated in such complex and misleading ways that the findings become
blurred or, worse, manipulated to support the onginator or financial stake-
holder; “There are three kinds of lies, lies, damned les and stanstes” (attrib.
Mark Twain}.

How then are we to sort out the helpful from the migleading? How can we
trust any rescarch? The answer, although not (o evervone’s waste, 15 that we
must leamn how to read, measure and evaluate research, The next section i5-a
brief putline of the process of research, It is intended not as an exhaustive text
but as an introduction to the reader who has some interest in the subject, 1o
demystify it and make it more gecessible,

GEMERATING THE RESEARCH PROBLEM

We have discussed the probability that there is often a link between common-
sense practice and rescarch findings. When you ane a nurse in training, you
may neced to take one step backwards from the commonsense perspective and
consider how o generate a research problem. What kinds of issues might lend
themselves to being fgorously reviewed under the umbrelia of research? What
might interest you, the researcher, and stimulate interest and usefulness in the
audience to whom you present your findings? At the end of the day, the intenzst
of the researcher ideally underping the research process - in the words of C.
Wright Mills (1959}, it should capture the ‘sociological imagination”. Indeed,
the process of research, while lending itself to structure and vigorous testing, is
creative and imaginative, It is ofien begun by the researcher chasing the partic-
ular "Bee in their bonmet’.

In generating the research problem two central terms need clarifyving, as they
recur throughout the research process. The first term is theory, We follow
Silverman (1993) in using this term to refer 1o a set of explanatory concepts
relevant o a particular problem. It is relevant only so long as it has some
degree of usefulness, For example, at one time society held the theory that
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young women who stopped eating for a period of time were possessed by the
devil. In 17th century England, this theory was grounded in the concepts of
possession and of good and evil, which reflected the way in which people
made sense of their world, v.e. through theories of religion and magic. Its
uscfulness was in helping communities to find a way of coping with the starv-
ing woman. in ways which helped her to recover, and which gave some sort of
meaning to the experience,

Such theories are no longer useful to us because the explanatory concepis
are not relevant to our culture. Currently, slow starvation would be explained
by the concepts of eating disorder, control, aversion, innér struggle or what-
ever, all informed by psychological theories of behaviour. Theories underlie ail
research, as without them there is no impetus to get the process going.

Having identificd a research problem in relation to the theory that informs it,
it 15 common to define the research question in terms of a hypothesis, This
means a testable proposition, and is only useful as long as it has some possibil-
ity of validity. So, we might propose the following hypotheses:

* Clients who have manic depressive episodes would respond better to
behaviour therapy than to client-centred counselling.

«  Qur responses 1o the dangers of illegal drugs are dependent on ignorance
and medical scares.

+  There is a link between some depressive states and childhood sexual
abuse,

These three statements are all hypotheses which can be tested for their validity.
They all have some theoretical underpinning, ¢.g. depressive people can be
helped by talking cures, sexual abuse can have long-term psychological effects.
It is possible that they are all valid statements, and that there is 3 chance of
proving them to be true.

In setting out a hypothesis, the student or rescarcher is beginning their own
unigque research process. At this stage, it is necessary to be as clear and specific
as possible. If they follow their interests, it is likely that most professional
nurses will have some questions that are raised by their practice. The knack is
to turn the general question into the testable proposition.

To take an cxample already cited. you may set out wondering: “Would
clients suffering mania/depression respond better to a behavioural approach
rather than the client-centred counselling approach which | have adopted?”.
More generally: *What is it | do that is really helping the cliem?

In terms of more descriptive studies the question might be just:

*What is happening 1o the client throughout this process?” Even more vague
might be questions such-as:*Why do we do this or that? | wonder if I did that
rather than this would the result be the same/better/worse?”

These examples are crude and so not researchable. Such general questions
need to be made more precise and measurable. For example, for the question
“Would behaviour therapy be more effective than client-centred counselling
with these clients?” to be researchable, terms would have to be specified. So,
we would need to identify:

What do we mean meant by *more effective’?
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What is the precise nature of "client-centred counselling™ What is the nature
of *behaviour therapy'?

What are the criteria for the clients fo be termed “manic—depressive '}

The rescarch question then becomes more measurable, depending on the defin-
itions proposed and the methodology adopted. So the original question might
become a hypothesis which follows the ‘hunch’ of the researcher: ‘Clients
suffering from cpisodes of manic depression as defined by respond more
rapidly to behavioural programmes, in terms of identifiable behaviour and
subjective appraisal, than they do to Rogeran counselling, where no direction
is offered from the therapist.” This is still clumsy, but begins to elucidate the
question. We can now start to break down the research into manageable
companent parts,

Al this stage it will be useful to initiate a literature search, in other words,
explore existing literature on the subject.

It is important that this is done thoroughly for several reasons:

= The research you are proposing may have already been done.

*  The literature unveited may well prove 1o be invaleable in clarifying the
study further and informing your research design.

*  The main concepts of ideas in the question or hypothesis will be informed
by it in relation to current understanding and knowledge.

The literature search used to be the most arduous of tasks. Not too many years
ago it involved the manual sorting of indexes, abstracts, lists of titles and piles
of old journals, Most of these operations are now computerized, with CD-
ROMSs {Compact Disk Read Only Memory) and online searches of interna-
tional datahases, which makes the whole operation very quick and casy, The
reader still baffied by this technology is referred to a wonderful, good-natured
resotirce known as ‘the librarian”, {Our grateful thanks goes to this proféssional
group, whose knowledge, helpfulness and encouragement has been most grate-
fully received by us on many occasions. )

Once a literature search has been conducted, the salient articles and books
need to be scanned for relevant material. Although time-consuming, this is
necessary to ensure that the next step is well informed. From this reviewed
knowledge and information it is likely that a hypothesis or several hypotheses
will be formulated, and the researcher is ready to make a research design.
Initially, they must choose their methodology and methods and identify the
variables which need to be taken into account in the data collection phase of
the research, 1t should be stated at this point that not all reséarch questions have
clear hypotheses. This is because more weight is increasingly being given to
investigative research, e.g. finding out how people’s situations or perspectives
are experienced by them or how supervision might affect nursing practice, ete.

METHODOLOGY

Methodology is the general approach to studying the research topic. In other
wards, it addresses the guestion of how you will go about collecting useful



data which will inform the analysis. There are two main types of methodology,
guantitative and qualitative.

Duantitative

Quantitative methodology has its roots in positivism, an approach which seeks
to discover social and psychological [aws through the establishment of facts
and numbers. The school of positivism claims that the study of people, how
they function and how they interact, is the subject of scientific method; that we
¢an be objective and unbiased about research into humankind.

Qualitative

Qualitative methodology accepts that research into people is subjective, and is
more concerned with how people experience events than with providing a valid
database. Qualitative methodology recognizes bins and limitations, but by no
means gives the nod to sloppy or unnigorous approaches, Rather, it asks the
researcher to recognize bias as a part of the research process.

Traditionally, there has been some dispute about which of these 15 most
valid, but there i3 increasing recognition thal both have something to offer and
can complement rather than fight each other, '

So for instance, in the example under review, we might decide to take a
quantitative approsch through observing the results of three sessions of behav-
iour therapy on Six clients who are diagnosed as manic-depressive and
comparing the results, in terms of observable behaviour, with six clients who
receive client-centred counselling. The criteria for measurement would be
decided by the researcher, ¢.g. spends more waking hours out of bed, makes
fewer suicide atternpts, washes more frequently ete. This would constitute a
quantitative methodology — what factors can be reported under certain condi-
tions; with how many subjects, and how many times.

A qualitative methodology might follow two clients, one in behaviour ther-
apy and one in client-centred counselling, over a period of three months, They
might devise a series of open-ended interview questions and leave much of the
evaluation to the client’s subjective account, Both approaches would have
mierit; one would illustrate a breadth of experiences and identify pattermns, while
the ofher might give more in-depth insights into the client’s experience. Al one
time, positivists would have claimed that their methods were more objective.
Although they might come up with slightly more objective tendencies, it must
be remembered that the design of questions, experiments and analyses will
always have some subjective influence. The researcher will have some influ-
ence depending on how he or she is perceived by the subject, i.e. in relation to
statug or power. The actual forms and questionnaires may not be *user friendly’
and thus the subject may be overwhelmed, become disinterested or confused.
This lattér point raises the issue of large-scale questionnaires: can they really
be seen as representative of the general public or only for that portion of the
population which is literate?

The general rule 1 designing the methodological approach is in trying 1o
match it to the desired outcomes. The chances are that vou will be researching
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something that interests you. Unless your livelihood depends on doing
research, we suggest you let your interest lead you, and 1o be as clear as possi-
ble abaut what outcomes you would like within the resources available. These
will include things such as time, money, space and the purpose of the research.
A common mistake s to make ‘good plans® well outside the scope of the
researcher. A well-planned modest research project is of more use than a
skimpy overambitious plan.

METHODS

Having decided on the methodological framework, the specific methods avail-
able within each one need to be considered, In qualitative research, it is gener-
ally sugpgested that-there are. four main methods avaikable:

Observation, &g case studies or group/culture ohservation;
Textugl analysis: analysing texts and documents;
Interviews.

Recording and transoribing, ¢.g, counselling sessions.

As Silverman (1993) notes, none of these methods is unique to qualitative
methodalogy; indeed, they can all be used in quantitative methodology but
with different emphases and purposes, so that, for example, large-scale surveys
use fixed question techmgues (interviews) with “represcéntative” sections of the
population. They generate large numbers of responses, but we are not clear
about the quality of the data in terms of validity and meaning (e.g. clection
pollsi. A qualitative methodology, however, might interview one small group
of voters and try to elicit their thoughts and feclings about an election and
identify the type of issue which might influence the voting tendency over the
riext 24 hours,
In quantitative research the major methods are:

*  Surveys (e.2. market research, census, Kinsey reports, Hite réport);

«  Sociometrics (the measurement of preferences among members of a group,
¢.g. work teams, therapy groups);

*  Experimenis;

*  ‘Indirect’ metheds,

Experiments have been a traditional key method in psvchology to date, Thess
have included experiments on animals, where findings have then been used to
generate theory to predict and shape human behaviour (e.g. Paviov's dogs,
Skinner’s rats). They have also included using humans in test conditions 1o
draw inferences aboul human behaviour (see Milgram, 1974}, A thind type of
experiment which has informed theories of human behaviour has involved the
measurement of physiological responses o stimuli (see Masters and Johnson,
1966).

‘Indirect’ methods are those that generate information which was not their
primary ohject. So, for example, work with First World War veterans. provided
us with information about the psychological reactions known ag *shell shock”,



which would now be known as *post-traumatic stress disorder®. Smmailarly, tests
used in recruitment for the Second World War generated unforeséen informa-
tion about the physical and mental health of a generation, Q) testing may be
seen as an indirect method, where a test designed to provide information about
an individual for a specific reason may then provide statistics for a langer
picture.

SAMPLES

There are basically twa kinds of sampling, “random” or *selected’, also referred
1o as ‘probability sampling’, or ‘non-probahility sampling, respectively,

Random or probability sampling

This makes the claim that it samples and thus represents whole populations.
The claim 15 supporied because every membeér of the population (o be
researched is equally likely 1o be picked oul. There are sophisticated tech-
niques associated with finding ‘random” samples which go beyond the scope of
this chapter. This method is usually used for large-scale research. It is possible
to make zimple sampling technigues, however, which offer a degree of
randomness, For example, vou might choose ¢very third client on your list, or
all those with the letter p in their name, or throw twenty names into 2 hat and
pick out eight, 1t should be noted that many researchers would argue that a true
random sample i5-a logistical impossibility (for a clear exposition of random
sampling techniques, se¢ Samntakes, 1993),

Selected or non-probability sampling

Non-probahility sampling is less rigid and s left to the subjective choice of the
researcher, This is where it becomes important to note carefully the character-
istics and relevant history of the participants to see what other factors might
influence findings, It is often associated with qualitative research, where the
purpose s investigative rather than concerned to produce ‘scientific laws'.
Mon-probability sampling includes the snowball technique, where one piece of
the research sugpests ather potential participants, or where one participant puis
others in touch with the rescarcher; the advert on the wall or in the paper; or
theory sampling, Theory sampling means adding to the research process new
individuals or groups who are deemed to be useful on the basis of the evidence
sa far, The sample lays no claims to representativeness, but may claim to offer
a ‘typical’ cross-section of the community under review,

Any form of sample may produce o non-response rate, and the researcher
will need to offer informed speculation as to why this might be and what impli-
cations it might have, Some rescarchers like to prevent high non-response rates

-as far as possible; and so take action such as supplying stamped addressed
envelopes, making follow-up phone calls, even entering respondents” names
into prizie draws. There is some dispute as to how important the non-respon-
dents may be (e.g. is it one particular type of respondent, whom the sample
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now masses), but researchers must make up their own minds on this. We
suggest that, at the least, non-response is noted, with any evident patterns
which seem relevant 1o it

YARIABLES

Having chosen a specific method, the researcher needs o include all refevant
information about the participant group, So, in the hypothesis above, ie. the
exploration into the effectiveness of two types of therapy with a particular
client group, it is useful to know the vanables which may differ from subject to
subject and those which may influence the process,

Client details

*  (iender, age, ethnic group, marital status;

= How long the condition has been diagnosed;
= Age of onset of the condition;

What previous therapies have been offercd.

Therapist details

= Gemder, age. ethnic group, marital status;
*  How experienced, how trained;
*  How experienced with this client group.

There may be more, The point is to collect any information which may influ-
ence the effeciiveness of the therapy in the particular conditions and situation.
Such information will inform data analysis. For example, iF ‘unsuccessful’
therapy coincides with all cliems being female and all therapists male, then it
would be wise o consider the implications of this finding and not just assume
that the therapeutic approach is at fault. In other words, gender will become a
significant variahle.

COLLECTING DATA

The precise method of data collection will depend on methodological approach
and the specific method being used, If information is being collected in a writ-
ten form, it will be useful to develop a coding system to decipher it once
collected. Specific systems will be designed for the particular research,
depending on whether there are open-ended questions, closed questions, or
whether somie predetermined activity is being observed, _

In an observational study, the researcher will peed o make as specific a
record as possible. This may entail the immediate writing up of field notes, or
the wse of other recording media, such as tapes, or the use of a ‘rapportcur’
who acts as a note- taking aide, Participants may be asked to submit written
accounts of what 15 happening, or has happened, for them, and there 15 an
increasing literature on the use of accounts in social research,
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EVALUATION: RELIABILITY AND VALIDITY

The iriterpretation of data will then depend on the research design and the vari-
ables identified. You may wish to make simple observalions of whal you see
happening, e.g. five out of six clients who received therapy reported feeling
much better and identified a feeling of more energy, increase in appetite, more
ease with sleeping etc. Such observations would be made at a cautious level
and may conclude with identifying further research needs.

You may wish to make an interpretation which offers a causal analysis, e.g.
behaviour therapy cures depression in nine out of ten clients. Here the behav-
iour therapy 15 the cause, the “cured depression’ the effect. Causal explanations
are, of course, nfe within human psychology, and must be subjected to rigor-
ous exploration of the vanables before making hard and fast claims. Perhaps
Freudian theory is a useful example of how potential explanatory theories
become used as rigid blueprints, and in the end may not be based on any fangi-
ble evidence. For example, Freud®s ideas on incest and the Electra and Oedipus
complexes were in the past taken as serious explanations for parental sexual
abuse. Contemporary theorists are nofably much more sceptical!

If causal links are established, the research may be uzed to make predictions
about human behdviour and about the effectiveness of particular treatments or
approaches. Again, this has been useful in *hard” scientific research, e.g on the
development of medicines, but it is slightly harder to be dogmatic sbout humin
behaviour. Apparent findings need to be subjected to tests of reliability and
valldity,

Reliability

Reliahility means the degree of consistency with which the same research
would eficit the same results, either by different researchers or by the same
researcher over time. So we can fairly safely say that a body temperature of
104°F is potentially dangerous, on the basis of repeated observation over time
by different observers.

Validity

Validity means the truth of the findings. The researcher must be sure that they
are testing and measuring what they think they are testing and measuring. You
may imagine that this is not a problem, but in practice ensuring validity is
extremely difficult. For example, the resegrcher testing 10) may belicve that they
are testing and measuring intelligence, when what they may be testing is mood.
It could be argued that children tested on standard 10) tests do better or worse in
different circumnstances on different days. [f the child is unwell, has had an argu-
ment with a friend before the test, 18 depressed because of some significant
event in their life, or something similar, they are likely 10 manifest scores that
do not reflect their actial ability, Therefore the test is measuring mood, not abil-
ity or performance: Similarly, aptitude tests given to a group with a fixed Gime
period may expect to measure ability, but in fact measure speed. School exami-
nations, which are intended to test pupils’ intellectual ability, ofien only
measure their memory and immunity from or response to anxiety,
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Variables that need to be considered when investigating the validity of
results ane pumerous, but motivation, personality, distractability/concentration,
physical health, mental health, coltural compatibility with the test and educa-
tional experience are a significant beginning. Therefore, in assessing validity it
is centrally important to consider vanables, and to remain fairly sceptical about
what the results ‘prove’. For example, at one time 1t was stated in Britain that
black people had a higher incidence of schizophrenia than white people. When
this was challenged in the light of cultural practice and meanings, and by the
identification of elements of racism and ignorance in mental health practice,
the claim could no longer be seen as valid.

Reliability and validity may never be absolute, They may be disproved at
any time through further research, which is good news for the practiioner il
we sge new findings as offering us a richer and wider understanding of how
people function, and of how we might help those who need mental health care.
Silverman (1993} suggests that the best we can hope for in research is plausi-
Bility and credibility.

CONCLUSIONS AND IMPLICATIONS FOR THE NURSE

We hope that this chapter offers a coherent introduction to the task of carmying
oul research, and will stimulate the reader to further reading. Although it has
been difficult to capture the intricacies of research in such a short space, we
hope also that we have gone some way towards taking some of the mystery out
of the process. With care and application, mest people can carry out a small
piece of research without too much trouble, using a mixture of observation,
experience, common sensé and skill,

Perhaps the most optimistic aspect of introducing research 1o the nursing
practitioner is that demystifying the process enables the discerning nurse to
read other people’s research with a critical eye. So that when you hear state-
ments like ‘Four out of five HIV-positive patients in Xmoor hospital are gay
men’, you can consider the relisbility, validity, sampling and vaniable checking
of the research before accepting the results at face value.

Consider guestions such as: “Wha was the sample to be tested?” (random or
selected?); ‘s there more awareness of rigk in the gay community which
encourages people 1o be tested? (validity? Did it measure levels of the virus
in a group or the willingness of people to be tested?); “Were only five people
tested?’ (does it represent the population?); *How many ‘straight” people
agreed to be tested?” (have the variables gay/straight been adequately consid-
ered?)

If the population to be tested was 80% gay, then the findings mean nothing,
If the gay community are more aware of risk, this means that they will be more
likely to be tested, and the implications of the findings may reveal nothing
more than this. Such guestioning avoids the templation to jump to the concle-
sion that ‘HIV is a gay plague’. Ultimately, this approach and reflection leads
to ¢fearer knowledpe, more accurate information, more self-awareness and
berter client care, In the end, this is what it is-all about.
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SUMMARY

The key features of the resesrch process are suggested as follows:

L

Gienerating the research problem, Key concepts here are that the problem
under review should hold interest for the researcher and have some useful-
ness. All research problems are underpinned by theory.

Forming the hypothesis. This entails putting the research question into
some form of statement that can be tested, e.g. that one form of therapeutic
intervention 15 better than another. This necessitates making the question
as specific as possible. Sometimes, i investigative research, the hypothe-
si% is defined during the process of research.

Literature search, Having defined the probiem, a literature search informs
the researcher on possibilities and limitations,

Choosing a methodology, Two methodologies exist, qualitative and quanti-
tative, Qualitative research is more concerned to discover the meaning of
participants’ responses, whereas quantitative research is more concemed to
offer statistical analyses and claim representative findings and predictions.
The two can complement and inform each other. The methodology should
be appropriate to the desired outcomes of the research,

Research design, Having decided on the methodology, the researcher has a
range of methods to choose from, e.g interview, survey, group observation,
The method should be appropriate to the desired outcome, the size of the
research sfudy and the resources available,

Sampling. Sampling can be done at random, 5o that it can claim o demon-
strate some representation of a cross-section of people, or it can be focused
and this be taken into account in the writing up.

Variables, Variables are all those factors which might influence the find-
ings. They may be characteristics of the research participants or
researchers, e.g. class, race and gender, or of the conditions, e.g participants
in the community, being in residential care, the researcher’s experience.
Collecting and recording data, This should be done as thoroughly as
possible using whatever means are appropriate, c.g writing field notes,
audiovisual recording, coding questionnaires, Central themes and issues
are then identified,

Findings are then evaluated in terms of validity and relinbility. Validity
means the truth of the findings — can we find explanations which refute
this? Reliability is the degree of consistency with which the same research
repeated would generate the same results.

FURTHER READING

Burmard, P. and Morrison, F. (1990) Nursing Research in Action: Developing
Baxic Bkills, McMillan, London,

Couchman, W, and Dawson, 1. (1991) Nursing and Health Care Research: a
Practical Guide: the Use and Application of Reseach for Nurses and Other
Health Care Professipmals, Scutan Press, Harrow.



|iﬂl}i| Research

—_——— —

Field, P. A, and Morse, ). M. (1985) Nursing Research: the Application of
Cualitarive Research, Chapman & Hall, London,

Magdelena, A. M. and Karin, T, K, (1990) Conducting and Using Nursing
Research in the Clinical Setting, Williams and Wilkins, Baltimore,

Mills, C, Wright (1959} The Sociological fmaginartion, Oxford University
Press, Oxford.

Morse. 1. M. (ed) (1991} Qualitative Nursing Research: a Coniemporary
Dialogue, Sage, London,

Mieswiadomy, R. M. (1992) Feundations of Nursing Research, IZnd edn,
Appleton and Lange, Norwalk, Conn,

Powers, B. and Knapp, T. (1990) A Dicrionary of Nursing Theory and
Research, Sage, London.

Sarantakos, 5. (1993 ) Social Research, MacMillan, Basingsioke,
Silverman, D. {1993) Imierpreting Qualitative Data, Sage, London,



Working with groups

Andy Betts

Caroline is a single parent of two girls aged five and two. Since the
birth of her second daughter life has seemed a struggle. She has lost
much of her self-confidence, feels anxious in social situations and has
periods of depression when it takes all her effort just to keep the family
routine going each day. Caroline has had some individual counselling
from a community mental health nurse. This has helped to an extent,
but the CMHN’s suggestion that she joins a new group at the local
Community Mental Health Centre seems a good, if somewhat daunt-
ing, opportunity. Caroline arranges for a relative to look after the chil-
dren once a week and agrees to attend the sessions, which last for two
hours over a period of six months.

The group is a closed group consisting of ten members of both genders and
two co-leaders. All the other members have similar kinds of difficulties to
Caroline. Initially she finds the group to be a little frightening and exposing,
but she gradually feels able to trust the others and surprises herself by some of
the things she discloses in the sessions. In particular, she begins to understand
her relationships with significant others in her life. The skilled facilitators
prompt her to make associations between how she behaves with her parents
and how she behaves in the group. These insights are very powerful for
Caroline, and help her to understand her early experiences and how they relate
to her current difficulties in relationships. The group context brought the issues
to the surface with a therapeutic impact that individual counselling was unable
to achieve.

Nurses often express an attitude of ambivalence towards groups. It is as if
they are to be both feared and revered. The image of groupwork seems to be
veiled in an aura of mystique and hidden forces that are too complex to begin
to understand. It is as if the group has some kind of life or energy of its own
that is distinct from the collection of individuals that compose it. These percep-
tions may be founded in the nurses’ own experiences as members of various
groups, or may just be what they imagine goes on in groups. It is possible that
this attitude has contributed to the lack of substantive input on groups in nurs-
ing curricula, and also to the apparent willingness of mental health nurses to
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relinguish the responsibility of leading therapeutic groups to other health care
workers. To discount groupwork 15 1o ignore the potential of groups o make a
significant qualitative difference o peoples” lives. The aim of thiz chapier is o
both confirm the notion that therapeutic groups are complex encounters and
also to demystify some of the processes that typically manifest themselves in
groupwork. The following questions will be addressed within the context of
the mental health nurse as group leader,

What is a group ?

Wht are the potential benefits of groups?
How do groups change over ime?

How do therapeutic groups work?

What is group process?
What is involved in setting up and leading groups effectively?

WHAT 15 A GROLUP?

From the moment we are bom we are members of a group — the family — and
growing up involves being socialized into the ways of thinking, feeling and
behaving which collectively define the nature of this group, At different times
in our lives we join and-feave various groups, which are all unigue in the sense
that they consist of different combinations of members. Our roles and behav-
iour-are likely to vary depending on the respective tasks and composition of
each group. Nurses do not work in total igolation but are typically members of
a number of work groups e.g, multidisciplinary teams, nurse groups, working
groups, committees, professional bodies, supervision groups, suppor groups,
quality circles; educational groups.

Thompson and Khan (1970) note that proximity alone is not enough to tum
a number of people into-a group, but that there has to be some point of
common concern and a relationship that unites the different individuals
together as a single entity, This relationship serves 1o provide a shared concep-
tion of a unit distinguishable from other collections of people. In lay terms
groups are larger than a couple and smaller than a crowd, but a therapeutic
group typically consists of between six and fourteen people, with eight o ten
considered to be the optimum number. The larger the group the more complex
the potential interactions between members (see Figure 24.1). The common
concern which ‘glues’ these individuals together as a group s the expressed
intention to come together 1o address a common focus, which may be educa-
tional, social or personal. This focus becomes the task of the group.
Therapeutic groups do not only invest time and enengy into their sk but also
attend to the emotional life or group process. Smith (1980) defines groupwork
as: ‘an activity set up with the publicly stated intention of creating some
change in members” own behaviour or feelings.”
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Figure 24.1  The possible mnge of interactions in g group oF 10 plus a leader

HOW DO GROUPS CHANGE OVER TIME?

Grroups are dynamic in the sense that they change over time. The experience of
coming together as a group for the first time is clearly different from that of
attending a group which has met regularly for many sessions. Likewise, the
very last group meeting is likely wostand out-as significantly different from
previous sessions, Although each group will vary according to the membership
and the theoretical approach of the leader, there does seem to be a typical
generalized pattern in the evolution of all groups (Corey, 1990). It is important
that the group leader has an undersianding of the vanous stages involved in
this process because they form the backeloth upon which all subsequent issues
are thrown into relief. The leader must be aware that the group situation is
constantly shifting in an identifiable pattern (Stock-Whitaker and Licberman,
1964}, One way of focusing on the development of a group is to describe itasa
series of siages, although in reality it is not experienced as precise self-
contained phases following a neat progression,

Many frameworks have been suggested to describe group development and
their similarity seems to confirm that some common general trends do become
apparent in groups over time (Mahler, 1969; Rogers, 1970; Schutz, 1973;
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Gazda, 1989), Tuckman (1967) identified four stages, which he called forming,
storming, norming and performing. Each of these stages is characterized by
shared focal issues which, although the group members are not usually fully
conseious of them, significantly influence what happens in the group and how
different members respond. For the group leader an additional phase occurs
before the first session, and will significantly influence how the group
progresses. In the following description this stage is termed the pregroup stage.
In recognition that all groups one day come to an end, a sixth stage is added to
Tuckman’s progression, namely endings. These six stages are: pregroup, forme-
ing, storming, normming, performing and ending.

Pregroup

The success of any group will depend to some degree on the planning stage.
Corey [ F95)) suggests that the following points need o be considered:

The basic purpose of the group;

The population to be served;

A clear rationale for the group;

Ways to announce the group and recruit members;
The screening and selection of members;
The size and duration of the group;

The frequency and tme of meetings;

The group structure and formar;

The methods of prepaning members;
Whisther the group wall be open or closed;
The degree of consent;

The follow-up and evaluation procedures.

The purpose of the group is strongly associated with the population to be
served, and consequently the recruitment of members. For example, a
Community Mental Health Nurse (CMHN) working from a mental health
centre may notice that-a high proportion of recent referrals consists of women
experiencing lack of confidence associated with anxiety. Other members of the
feam also have a number of chients with similar diffculties. Discussions lead o
the formation of @ group to be run weekly at the mental health centre. The idea
for the group emerges from the population and a perceived need. The homoge-
nous factors for this particular group are women and anxiety, By targeting the
population in this way the management of the group becomes more focused.
Other groups may benefit from a wider cross-section of the population across
gender, age and life difficulty. Houston (1984) recommends discussions with
colleagues vou think will enrich your thinking at this pregroup stage.
Announcing or advertising for the group should include clear information
about its rationale and aims; the time, frequency and venue; how 1o join; and
criteria for who is suitable. The selection of members will be determined by
the degree to which their needs and goals are compatible with the identified
goals of the group, and whether their contribution is likely to be productive or
counterproductive. To an extent this will be determined by the nature of the
group. The CMHN in the previous example may make the decision that select-
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ing a woman who meets the criteria but who i5 also alcohol dependent would
be counterproductive to the potential progress of the group. Of course, 1n a
different group her inclusion may be totally appropriate. [t can be seen, then,
that selection is not based purely on the needs of the individual but on an
assessment of how that individuals inclusion is likely to affect the group
process. Ideally the group leader will interview each prospective member for
the purpose of screening and orientation. This screening is a two-way process,
providing the opportunity for prospective members (o make informed decisions
as to whether the group is likely to be suitable for them, Hopefully the decision
is armived at mutuaily, but if there is a discrepancy between the client and the
leader it is the ultimate responsibility of the leader to. make the final decision
(Corey, 1990).

Figure 24.2 illustrates two important continua regardimg the nature of
groups. The degree of structure within a group will depend on the theoretical
approach and leadership style of the group leader. A highly structured group is
one characterized by the directed activities suggested by the leader, Examples
of this might be educational meetings or a social skills group using directed
role play, At the other end of the continuum is the unstructured group which
has minimal organized activities, with the leader making fewer demonstrably
aclive intervenlions.

The decision concerning open or closed groups is highly significant. A
closed group does not accept new members once it has started, whiereas open
groups allow new members to join, usually as replacements for people who
leave. According to Beach (1987), closed groups aré more stable and promote

structured

open closed

unstructured

Figare 24.2  Group coniinuems
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lovalty and reciprocity, but open groups have an inbuilt instability due to the
changes in membership. In these days of limited resources it may be that the
decision whether o have open or closed groups is influenced by economic
arguments, Open groups may provide the opporiunity (o retain the maximum
number of participants, although the progression of the group is likely 1o be

slowed down.

Ideally all members make the chowe 10 participate of théir own free will.
Yolom (1985) regards motivation as the most important criterion for inclusion
in a group. Some of the reticence that prospective members may express can
often be profitably addressed in the pregroup interview:

IT this pregroup planning is done well, then all the cenditions are in place to
establish what Oatley (1980) describes as a cultural island characterized by
*finite time, specific place, isolated from the outside world and free of interrup-
tions, The participants commit themselves to stay on the island for the course

of the group.”

Forming

Yalom (1985) likens the initial stage of a group 1o the social code illustrative of
a cockiail party. Conversation tends to be polite, rather superficial and of little
substantive interest o any of the pamcipants. The early sessions are character-
ized by uncertainty, anxiety and dependency on the leader as the members
search for meaning, endeavour to find out who the other people are and decide
on what commitment they will make to the group. The behaviour in the group
15 influenced by the search for 4 response to why we are here, what 15 it we
want to do and how do we want 1o go about i1? In this search the group
members typically behave as if they were helpless, and look to the leader for
guidelines, The leader’s response to these questions will depend on their theo-
retical orientation. Leaders must judge for themselves to what degree they will
atternpt 1o meel the unrealistic expectations placed on them by the members,
Their response may range from an initial brief statement addressing the bare
essentials to highly stnectured and informative interventions, Ina long-term
closed psychotherapy group the leader’s intervention is likely to be at the
former end of the scale, The leader of 2 shonl-térm assertiveness training group
t5 likely to respond more actively to the group’s expectations. The less struc-
tured the group the greater the anxiety and ambiginty as to how members are to
behave, but it is this anxiety which may be the facilnative facior in brnging to
the surface the confhicis that need 1o be addressed, Yalom (1983) supgests that
too much leader direction tends to limit the growth of the mémbers, and too
little results in mimless groups.

Whatever the theoretical orientation of the leader and the tyvpe of group, it is
probable that the initial session will include some distussion about what is to
be allowed and what is not. The negotiation of ground rules at the beginning
helps to create the boundaries of the therapeutic space. Typically this negotia-
ton will include the following:

= Confhdentiality
«  Abtendance and absence
= Lateness,
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Storming

Thiz exploratory stage is concerned with members attempling 1o find their
places in the group. The issue is whether a member will be included or
excluded. The polite conversation of the forming stage is exchanged for the
expression of more pamitive feelings such as jealousy and hostility. The issues
which come to the surface are concerned with competition, rivalry, power,

“ status, scapegoating, dominance and rebellion. In particular, the group ceases
to behave as if it was helpless and dependent on the leader, It is not uncommaon
for the leader to be challenged, enticized or to have her suggestions rejected, It
is important that the leader views this expenienee in the context of group
process, rather than taking it as a personal attack. At this stage those who are
quiet in the group tend to become even more silent, and those that are vocal
contribute even more, Gradually the members' centre of reference shifts from
the leader to addressing each other more directly (Foulkes, | 984),

MNorming

The norming stage is a period of developing cohesion. There:is a feeling of
bonding and a sense of group spirit, Relationships in the group are organized
around liking and affection, People feel safe enough to become increasingly
frank with each other and express their féelings more openly. Members typi-
cally expenence a sense of wellbeing and belonging. The talk is of “us, we,
our' and represents a group identity and union against the “outside world®.

Performing

This 18 the working stage of the group, when the cohesion which has emerged
is translated into action. The group i3 well prepared to carry out its task, with
individuals showing commitment to the aims of the group. 1t is as if the group
as a whale is less confused and troubled by the interpersonal conflicts going
on. Any conflicts which do surface between members are generally handled in
a productive manner. Leadership and initiative 15 spread around the member-
ship more than at previous stages.

Ending

All groups come to an end and group members are sometimes surprised by
their degree of emotive reaction to this. The end of the group often evokes
strong feelings of separation, which seem exaggerated when viewed in the
context of the meaning of the group to the individual. This may be because of
old unresolved feelings of loss and separation being triggered by the here-and-
now experience. The discussion usually focuses on the past experience
together and suggestions for meeting again. This represents a psychological
preparation for the loss and a denial of the end. This stage is not always
handled well, and may be the weak link in the therapeutic chain (Abse, 1974),
It is essential that the group leader views these conflicts as pant of the normal
group evelutionary process. They répresent opportunities for the group to make
progress and any attempts to stifle or deny them are counterproductive.
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POTENTIAL BENEFITS OF GROUPS

Potentially, groups offer some advantages over one-to-one interventions, Bloch
and Crouch (1985), acknowledging the work of Yalom (1985), identified ten
possible therapeutic factors within groups. They define a therapeutic factor as:

“an

element of group therapy that contributes to improvement in a client’s

condition and is a function of the actions of the group therapist, the other group
members and the client himself” (Bloch and Crouch, 1985, p.4). These ten
therapeutic factors are:

I

1,

Acceprance or group cohésion. Feeling accepted by the other group
members gives a sense of belonging and support. Cohesive groups repre-
sent an island of emotional comfort and general acceptance which is in
itself a healing factor. Dickoff and Lakin (1963) found a strong correlation
between group cohesiveness and client outcome.

. Universality, The feeling that *we are all in the same boat’ serves to reduce

the sense of isolation and uniqueness which individuals may experience.
This seems particularly helpful in the early stages of a group,

. Altruism, Contributing to & group may improve a member's self-image

through discovering his potential to help others in the group.

. Instilfation of hope. Witnessing others improve over time may lead to an

inereased sense of optimism regarding one's own potential progress.
Yalom (1985) suggests that a group which includes members at different
levels of progress has the effect of raising members® hopes,

. Cruidance, At times information giving may be of use to members. To a

greater or lesser extent group work usually includes an educational compo-
nent, €.¢, the teaching of assertiveness technigues,

o Ficariows fearming. Groups offer opporiunitics to observe others working

through their own particular difficulties. In this way & group member who
does not overtly participate 8t a cerlain stage may be actively reflecting
and learning from observing others,

. Selfunderstanding. Discovering and accepting previously unknown or

unaccepiable things about oneself, for instance, leaming that current reac-
tions to people or situations in the group are associated with earlier periods
in life.

. Learning from interpersonal action, The group offers an opportunity for

members to try out different forms of interpersonal behaviour within a safe
sefting, and to reflect on the responses of others.

. Self-disclosure. Jowrard (1971) highlights the therapeutic effect of reveal-

ing personal information to the group. Although this involves taking nisks,
because we can never predict with centainty the response of other group
members, it appears that the act of revealing oneself to others enables us to
know ourselves in a deeper sense.

Catharsis. The expression of strong emotions within the group setting is
strongly éncouraged in most groups. The process of discharging these feel-
ings appears to have a therapeutic effect, although Bloch and Crouch
( 1985) warn against overreliance on this factor as a lasting cure.

Different combinations of these therapeutic factors will be significant at the
various stages in the life of the group. The theoretical approach of the group
leader will also determing the focus and prominence of these factors.



GROUP-AS-A-WHOLE

It is not uncommon to hear comments which refer 1o the group as if it was a
single living entity, with its own moods, attitudes and feelings. In supervision a
group leader may state that ‘the group was angry today’. In a particular session
all the contributions may be experienced as variations on a theme, even though
they arc made by different members. Foulkes and Anthony (1973) observed that
the group-as-a-whole is differemt from the sum of its parts. They viewed the
group a4 a complex matnx in which the spaces between people are not emply.

If we hear an orchéstra playing & piece of music all the individual
noises are produced each on one particular instrument. Yet what we
hear is the orchestra playing. In the same way group processes reach
us in & concerted whole — what we expenience in the first place 15 the
group &% a whole (Foulkes, |984).

THE GROUP LEADER

The effective group leader is proficient in three main domains (Figure 24.3).
She is able to form therapeutic relationships based on the core conditions
described in Chapter 2 she is interpersonally skilled and able to use those
skills appropriately and wisely; and she has a sound knowledge of group

Therapeutic
Core Conditions

External Supervision

Figore 243  The effective group facilitator
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processes which serves to inform her interventions, The art of facilitating
groups is demonstrated by the ability to interact with group members al the
same time as attending to an internal reflective analysis of the group process,
To a large degree this comes with expenience and external supervision.
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Management principles
and skills

Many nurses tend to believe that nurse management is the same as administra-
tion, and state quite openly that they traied to be 3 nurse not an administrator.
We firmly believe that all nurses would benefit from leaming management
principles and skills, even if very few will ever become nurse managers.

Administration is a pant of management studies which helps senior nurses
formulate policies, calculate manpower, devise plans and collect data. This 15
not, however, what we wish to discuss here, Management as applied to nursing
invalves the skilled use of resources to effect a high degree of nursing care.
This is the area where nurses of all grades should be skilled if they are to maxi-
mize the therapeutic potential for their clients.

This chapter seeks to identify the resources available, principles for their use
and strategies particular to nursing situations. We end with a short section on
leadership, which we hope will be useful to those nurses responsible for teams,

RESOURCES

It is necessary to identify resources as they are often hidden, and if the nurse is
unable to 2ee what i3 available to her she will inevitably fail to maximize them,.
Resources cin be broken down into people, time, equipment, environment and
finance. In order to see the elements in more detail, let us take each separately.

Feaple

There are often more people involved in the care of clients than was origenally
thought. For instance, in a hospital environment laundry workers, porters,
cooks, seamstresses, domestics and Storemen may seem insignificant 1o the
ward nurse, but in terms of influence and power these people have the potential
both to enhance and to sabotage nursing care. Good relationships, thoughtful
appreciation and sound communication dre basic principles to bear in mind
when considering people resources.

Close to the client, the nurse may see herself in isolation as the person who
knows their wishes, hopes and expectations best. This is as it should be, but
she will be able 1o help the individual fulfil only some of these at best. Doctors,
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physiotherapists, occupational therapists and paychologists are but a few of a
constant file of professionals, also skilled and specialized in fulfilling particu-
lar aspects of the client’s needs. To understand the role of each professional
and non-professional helper should be the aim of all nurses who wish to
manage their clients’ care effectively, Looking at people resources even
further, two other factors emerge. The first is to acknowledge that the specialist
wha offers a particular resource is also a person. She has & unique interpersonal
relationship style, and consequently cach person has a personality potential as
well as a special knowledge. The skilled nurse will try not only to find the best
specialist, but also the best personality match whenever possible. The second
factor to acknowledge is the timing of the person resource. Each person who
may potentiate a therapeutic effect will do so only if the timing 15 right. A
social worker invited to discuss aftercare with a client is only an appropriate
rezource if the client is ready to accept the idea of discharge at that moment.
Even more subtle timing may be seen with the terminally ill client. Religious
or spiritual advisers may be very powerful people resources, bat if their use is
poorly timed the results may be seriously harmful to the client’s progress.

Occasionally the sex of the person is significant: a few years ago both of us
were involved in the care of o client who from time 00 time became very
deluded. His delusion normally took the form of a religious persecution, and
within it he held the beliel that all male nurses were homosexual and conspir-
ing to persecute him for his religious beliefs, Although at most other times we
had a good relationship with him, it would have been foolhardy for either of us
1o attempt to persuade him to accept an intramuscular injection during these
periods. Even though he occasionally became violent and aggressive during
these deluded periods, the most appropriate person resource was a female
nurse. More often than not she was successful without any untoward incident,
where we would undoubtedly have failed.

Availability of manpower is of course a major factor in people resources, 5o
often in UK hospitals staff are overworked and thin on the ground. For this
reason alone, the nurse should be skilled al managing people resources, During
periods of manpower shortage, the maximum effectiveness of individuals
should surely be the principle to the forefront of our minds. If each person is
operating at maximum efficiency in arcas where she is effective, the task - in
thiz casze client care — will be achieved. IF it 15 not, this proves only that
resources are insufficient and not that management is poor.

To summarize briefly, people résource management is identifying the right
person to help the client at the right time, bearing in mind personal skill,
knowledge, personality, gender and availability.

Time

Time i5 seldom considered 85 a resource with anything other than a cursory
examination. In fact, time 15 one of the most squandered of all résources. The
nurse who leams how to manage her time effectively will have the advantage
of being seen to be in control and never in a flap. Once it is accepted that time
can be accounted for, allocated and controlled, the nurse will run out of it less
often.



Resources

Drrucker (1967) suggests that time is such a valuable resource that we should
control it more carefuily than physical resources. More materials can always be
found, but time cannot be manufactured - once it has been expended it is lost
forever. We suggest that the most practical way of controlling your time is first
to measure it. Take aecount of what vou spent it on today: be totally honest and
make a list. Better still, take a notepad to work, divide it into half-hour periods
and note down exactly what you have spent time en. It is likely that your list
will include many periods sitting scratching vour head wondering what's next.
Ordering your priorities will take even more time, and talking to colleagues and
planning care another large slice. Using the telephone will undoubtedly crop up
frequently, sometimes to give information and other times to pass it on. In most
organizations there will be some statutory slot for a *handover’, some system of
shift changeover or organized communication. Somewhere on the list will be
writing reports, filling in forms and evaluating nursing care and client progress.
These areas, we are fairly sure, will figure prominently in your lists.

We-ane not suggesting that anything on your list is a complete waste of time,
but what we are suggesting is that it may be organized more efficiently. If you
take your time senously, and make a list, then we are confident that the conelu-
sions drawn will be helpful. We are convinced that most nurses will organize
therr time effectively once its waste is drawn to their attention, Additionally, we
suggest that you also consider the followang questions as thought proviokers:

= Did I spend that long because it needed time or because | like doing that?

=  Was that time spent effective for good client care?

= I 1 put all those little bits of time spent on the same thing together, would
it have been quicker'more efficient? {e.g. ten telephone calls to various
departments throughout a shifi, as opposed to ten minutes all together).

«  Could | have combined these two jobs together to save time?

*  What are my priorities in the list?

- How much time did | spend during the day on each priority?

*  What time have | spent on low priorities that 1 could transfer to high prior-
migs?

* I3 there something on the list that crops up again and again and vet seems
o achieve nothing?

= Which items rob me of valuable time?

«  What do I want to change?

Equipment

Equipment is a valuable resource which is often abused by nurses of all grades.
Items of equipment in & ward area tend to fall into the following categories:

= Necessary — without it the nurse would not be able 1o function, e.g. items
suich as tables, chairs, beds and kitchen equipment.

= General medical - this equipment would probably be found only ina
hospital, but is considered necessary for most areas: oxygen/resuscitation
equipment, sphygmomanometer/syringes, needles.

= Special therapeutic - this is the equipment that makes the difference
between an area that houses clients and one that has a therapeutic value -
items such as paints, paper, record player, games efc.
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These categories are simply to aid the nurse in evaluating how important each
item of equipment is to her. Each item we have suggested may be put into a
different category for different peaple. What is important is that all nurses have
a clear idea of which piece of equipment falls into which category. We believe
that without such a clear idea, very wasteful equipment collection policies ane
soon implemented. To illustrate this, all the observant nurse needs to do 15 o
look in store cupboards and determined how much préviously valuved equip-
ment is lving unused. All these items may be ‘on order” in other units, and
desperately needed. It is very easy to become “I'll order it just in case’-
minded,

When recommending the ordering or purchasing of equpment, the skilled
nurse who i aware of resource scarcity agks herselfl the following questions:

» I3 it necessary, special or general?

* Can it be borrowed when required, or is it vital that it is owned by the
unit?

e Will it be wsed?

*  Is there something more valuable we need first?

«  Can it wail?

Once these questions are answered thoughtfully, a more logical case to
purchase or order may be evident. Any item of equipment may be considered a
luxury by someone who does not value it. A heart-lung machine is a necessity
to a thoracic sungeon, but may be seen as extravagant by a patient on a waiting
list for & walking frame. Before leaving this section we feel it should be
stressed that we are not advising mental health nurses 1o *make do and mend”,
In fact, it is our experience that nurses are perhiaps too good at this — we are
simply saying that careful judgement is required. This should not deter the
nurse from insisting on equipment that she requires, but it should certainly
sober her judgement when requesting expensive items.

Environment

Resources within our environment are ofien missed, Sometimes the simple
conversion exercise is overlpoked in the struggle for perfection. Examples of
this are numerous: one charge nurse stated that he could not take female clients
on his unit because he did not have the correct facilitics. By reorganizing a
dormitory area and making one toilet block female only, integration was able
to take place without any structural changes being made. Linen cupboards can
be changed into offices to free space for music or therapy rooms. It is not
necessary o be constrained by the physical environment. In most units there
are areas not in constant use that can be used for activities thal take space:
Recreation halls, occupational therapy departments and gymnasia are seldom
in use all the time. Moving clienis into these altemative emvironments creates
wdditional stimulation, and gives space for such creative therapies as drama,
music and movement, voga and keep fit,

Alcohel and drug dependency units await large financial commitment from
burcaugratic sources. Millions of pounds are spent creating new “glossy” units
to help these particular individuals. 15 this because without these special envi-
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ronmental facilities they cannot be helped? Essentially, the enly difference
between these units and the present arrangements is that similarly diagnosed
individuals will spend whole days wogether, Surely, then, with some thought,
alternative group meeting places could be found within existing structures? We
are not suggesting that new units should not be built, not that they are not
worthwhile projects, as they do have many advantages. The point we seek to
make is that there are many environmental resources untapped, if the nurse
looks for them. Nurses should not be straitjpcketed into waiting for ‘the new
unit to open’; if a need exists it should be served as quickly as possible, and
this means secking resources that exist already. We have seen admission units
create mother and haby units with no more resources than a ‘desire to serve’;
therapeutic communities set up in run-down old houses; and alcohol specialties
in side wards and dormitories. Will and imagination are the only management
tools required 1o mampulate the environment.

Finance

There remains a myth that without money no progress is possible. We use the
word ‘myth’ because it 15 our experience that commitment, positive attitudes
and personal skills are far more important to progress than money ever will
be. It is unfortunately a fact of life that money is required to purchase staff,
equipment and premises. The availability of finance, however, is in most
cases dependent upon the original premise that staff involved need 1o show
commitment o the enterprise requiring support. Most nurses the UK are now
beginning to realize that finance will not always - and in some cases seldom
- be supplied by central government. Voluntary agencies, charities and bene-
factors are a source of income that remains largely untapped. IF these people
and organizations are impressed by a need, an idea or an enterprise that is by
its very nature highly altruistic, funds are wsually forthcoming. In smaller,
p-ns-si'hl_'.' even more frustrating, arcas of financial insufficiencies, a more
imaginative tactic is required. In the past few years, one of the authors had
the task of managing a rehabilitation unit of four wards. The most active of
the four, involved in predischarge work, continually submitted requests for an
electric cooker. This was by no means unreasonable, as clients about to go
back into the community should at least have some practice at cooking their
own medls. The problem was not so much the cost of buying a cooker, but the
necessary electrical installation work required. The solution to the problem
was found by asking what the clients were acuually going to cook on it In
discussions it appeared that breakfasts and suppers were the main need. This
was quickly catered for, not by the purchase of a cooker, but by the purchase
of a toaster and an electric ring. All they required 10 cook could be easily
achieved without expensive wiring. Although this example may seem trite, it
does illustrate how divergent thinking can sometimes circumnavigate the
need for additional finance. Management is, after all, about managing with
whatt is available. A clothesline across the bathroom is not as appealing as a
tumble drier, and a hicvele iz not as comfortable as a limousine, but if we
each cul our cloth according to our needs, a prime principle of management is
achieved.




| Management principles and =kills

sl oottt ———————————————— — —— e

MANAGEMENT CONTRASTS

Task versus client

Systems organization in nursing currently operales on two main principles,
‘task-orientated’ systems, and the more widely accepted ‘client-orientated”
system,

The task sysiem has several advantages for the management of & unil. It iz
generally cfficient and succeeds in completing the work schedule; everyvone
knows what they are résponsible for and they are easily déntified should
substandard or unfinished work be discovered. The system operites on a task
list, and nurses are delegated 1o a series of duties, e.g.:

Staff Murse Jones Take report
Check O, and resuscitation equipment,
in¢luding aspirators
Ciive out medicines
Doctors' round
Ciroup therapy
Handover
Student Nurse Brown, Supervise clients” dressing

Student Murses White

and Black Supervise clients’ washing

Ciive out breakfast

Escort ¢lients to occupational therapy
Enrolled Murse Green Supervise students carly moming

Assist 5/N Jones with drugs

Prepare clients for ECT

Escort to ECT

Om returm assist SN Jones with doctors
round and group.

This is a very simple management system which has inbuilt communication,
supervision and sccountability, Its great disadvaniage, which makes it largely
unaceeptable for current practice, is its lick of continuity and the dehumaniz-
ing effect it may have on nurses operating within it. The nurse delegated a task
1o carry out may well not understand why she is doing i, and may not relate
personally to the clients involved in the process. It is largely mechanistic, valu-
able interactional processes may be ignored, information specific to individuals
may be missed and, more importantly, the nurse’s interpersonal skills are
largely wasted,

Client-oricntated systems are now . widely used, and ake as their basis a
more continual and humanistic approach. Based on a nursing process svstem,
each nurse is allocated a number of clients and it is her responsibility to
respond to the needs of these individual threughout her contact with them. An
organized plan of care is decided and written in a Kardex system, $o that accu-
rate information 5 alwayvs available. Untrained nurses are allocated o lecams 50
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that their progress can be monitored and their work supervised by & trained
nurse, the team leader. This system has many advantages: it is easy to divide
clients into high-, medium- and low-dependency and allocate staff accordingly;
nurses are involved with a smaller group of chients and have a continual input
into total client care. Rather than doing a whole task for all the clients, they are
involved in all the care for a group of clients.

The disadvantages are of a practical nature, In periods of staff shortage, the
groups of clients become 50 large that some tasks may be missed or forgotten.
This is no *grand design’ strategy, so individual care is largely lefl to the initia-
tive of cach supervising nurse. A eriticism levelled at this system is that it is
wasteful of resources: on a surgical ward every nurse may neéed a dressing trol-
ley at the same time. In the mental health setting, its potential effect can disin-
tegrate if individual care plans send clients from a nurse’s group in different
directions: Nurse Brown is responsible for total care of clients A, B, C and D.
Clients A and B require ECT, client C is scheduled to go 1o the Occupational
Therapy Department and client D 13 to attend the Psychology Department.

It may occur to you that, as in all systems, advantages and disadvartages can
be potentiated and minimized respectively only if the manager is versatile and
flexible. Any system has inherent faults; the intelligent and skilled nurse takes
from each what she needs for her circumstances,

Positives versus negatives

Contrast the nurse who constantly voices her indignation at her colleagues who
are always late, sloppily dressed, uncaring, untidy, unprepared, lazy, ill-
tempered and boring, with the nurse who compliments her colleagues for their
positive attributes. How many times have you been ‘caught’ doing something
wrong and chastised for it, but can vou remember being ‘caught’ doing somie-
thing really well? The principle is simple. It 18 unlikely that you will change
someone's faults very quickly if at all, although vou may stop them doing
something, but what do you replace that something with? Taking the contrast-
ing view, most nurses have some positive strengths, They are good al some-
thing, they show a talent, a flair for a particular task - i it not more productive
i polentiate this than o condemn the negatives?

The ideal nurse, we suppose, is perfect at everything, but in reality nurses
are-like every other individual, with skills ranging from below to above aver-
age ability. The skilled manager will identify all these and maximize the
above-average ones and largely ignore the below average. If a nurse 15 encour-
aged, rewarded and commended for valuable service, she will continue to
improve and work bard, IF she is conbinually haraszed, punizhed and repri-
manded for the inadequacies she largely cannot contral, her entire work perfor-
mance will suffer. An acquaintance of ours illustrates this point quite clearly.
He was considered rather slow, showed little initiative and was generally
dissatisfied with his job, It was only when he was asked whether he knew a
suitable venue for the staff Christmas party that he volunteered to organize it
and subsequently showed his brilliant talent for social and recreational organi-
zation. When this talent was recognized, rewarded and potentiated, his work
improved generally, his initiative was considerably increased and his commit-
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ment 10 the unit became total. His ability was generalized into areas within the
rehabifitation team, organizing day trips, bazaars, holidays, shopping trips and
such. The leamning exercise for everyone is that if you do not use people’s
talents you lose them; if you ignore people’s potential, they cease o function
altogether,

Decision making versus problem solving

An ability to make decisions 15 an attribute most nurses would wish to awn,
Indecisiveness in the nurse is a difficulty that may call into question her other
skills, However, making decisions is not a difficult process provided there are
at least two possible courses of action. To shave or not, to go out or stay in, o
buy a car or & bicycle, are hardly difficult or carth-shattering decisions. More
serious choices involving more complex issues may take longer, and deserve
more thoughtful consideration. It would not be appropriate to decide whether
to sue for divorce with the same cursory thought as it would take to decide
whether to eat at B or 9 o’clock. Making these decisions becomes more diffi-
cult when the choice has to be accurate. These more complex issues fall within
the realms of problem solving, for decision making is only a small part of this,

To take & familiar model of problem solving as an illustration of the process,
we shatl look ata management problem with Gerry.

The unit officer has 1o decide what action to take about Gerry’s persis-
tent lateness. Although he is always very apologetic, he continues 1o
come late. Sometimes ten minutes, sometimes half an hour, but on
sormie occasions he's been ds Jate as two hours, [t has been decided that
some achion has to be taken,

Decision chojees

1. Formal discipline; a series of these will result in termination of employ-
ment,

2. Transfer him to another unit; this will simply get him out of your hair.

3. Continue to reprimand him; this has proved to be ineffective.

4, Ignore it; the ostrich strategy tends o breed resentment or even encourage
modelling behaviour within other staff,

The choices appear difficult until we apply a problem-solving approach:

Prohlem: Crerry's laleness.
Goal; Gerry reporting for on duty on time.
Assessment: Factors affecting Gerry's lateness: buses don’t run early

morning; stays up too late at night; girflfriend works late
hours; very tired in moming.

Plan; Adjust hours to accommodate difficulties: 1.e. Gerry
works late shifts permanently.

Implementation: Monitor punctuality.

Evaluation: Solves problem. Gerry reports for duty on time, The
organization is satisfied. How does Gerry feel about #?



Gerry was a particularly bright young man with lois of ideas and a very caring
nature, and he was a skilled nurse. Taking any decision from (1) to (4) above
wiould have solved very liftle and possibly resuited in losing Gerry's expertise.
Looking closely at what the problems were and what outcomes were needed
made the original preselected decision obsolete and the final decision more
effective. Mote that in the evaluation stage some feedback 15 needed from
Gerry, too. In reality Gerry bécame very unhappy about working constant late
shifts and eventally returned to normal shifts, but by this time his punctuality
had greatly improved.

To summarize; for decision making to be effective, it has to occur within a
problem-solving framework, Decisions themselves can be good, bad or indif-
ferent, When the decisions that are taken address the problems accurately, and
provide realistic and workable solutions, then and only then can we congratu-
late ourselves and claim to have the quality of a good decision maker.

Delegation

*If you want a job done well, do it yoursell™ and “There's no point having a dog
and barking yourself” are contradictory in content, They do, however, represent
two generally accepted viewpoints which are central to the issue of delegation.

One of the most difficult things 2 nurse in a team has to learn s that there is
neither the time nor the necessity to conduct all nursing practice herself. She
has leamed through her traming and by making endless mistakes that she is
reliable and competent and she has no difficulty in trusting herself, In the event
that she does make an error, it is hers to own and deal with, Once she is an
established professional in a team, even when working autonomously in the
community, a ime comes when the nurse has to accept thal some of her work-
load needs 1o be relinquished if she is o remain effective. Charge nurses and
ward sisters who continue to operate independently of others breed resentment,
inadequacy and frustration. Difficult as it may be to-delegate tasks that you feel
competent 1o perform vourself, it is important to understand how others fieel
when you continue 1o show no trust in their abilities.

The skill of delegation is not to divorce yoursell from responsibility, nor to
accepl all responsibility with no control. The skill is to be able to assess the
ability of others; to- select appropriate tasks that théy can competently
complete, and to monitor and supervise the implementation of vour directions.
In situations where nurses are expected 1o delegate tasks, they are temporarily
becoming tramers and supervisors as well as practitioners. It is a compliment
that their judgement is appreciated, that they are considered not only as compe-
tent professionals, but also as having the insight and personal resources o
accept additional responsibility for someone else’s performance.

This responsibility may hang heavy, but this is how it should be, for a pood
delegator needs 1o balance her judgement and trust and her suspicion-and
control finely, Bad delegators commonly ask the impossible of their subordi-
nates, putting them under intolerable pressure and consequently putting them-
selves at risk when things go wrong. Equally, poor delegators direct too little
towards others and reduce their own effectiveness by trying 1o do everything
themselves, The effective delegator is the person who finds herselfl and the
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team constantly occupied in a purposeful way, Everyone's talents are being
used to the full without risk to the client,

Contingencies

Every good manager knows that no matter how good her plans are, *sod's law”
still decrees that anything that possibly can go wrong will go wrong. [t is for
this reason thal when a plan is about o be implemented, a contingency plan
should be set up alongside it. The skilled nurse tends 1o do this almost automat-
ically, mostly because in the process of becoming skilled an awful lot of
mistakes have been made. It is through these past mistakes that a repertoire of
contingency plans is accumulated, The experienced nursé may say that it is just
commaon sense Lo plan for the possible eventuality, but although common sense
is sometimes a rare commaodity, it is what management is mostly about.

Contingencies are the well thought-out ‘what 157" If Joe vomits on the
coach, what can be dane? If Arthur gets lost at the fair, what action is avail-
able? Who shall | report 107 What should | do first? What are my back-up
plans — the contingencies? In education, every teacher knows she must always
have contingency plans for the material that runs out teo quickly, the unex-
pected question from the class or the last-minute rescheduling of a timetahle.
Behind every seemingly faultless implementation of & plan there s a manager
with an endless supply of well thought- through contingency plans, When they
are-at their most effective, no-one i aware they have been used. A ship does
not sail without liferafis; a Gghter pilot does not fly without his parachute; and
likewise a plan should never be implemented without the contingendies being
worked cut.

Leadership

The successful leader should have the ability, qualities and skills previously
discussed, She should be aware of resources available to her, know the
strengths and weaknesses of her team, be able to make sound decisions that
help solve problems that arise, and be able to delegate prudently. Having said
all this, many people have these abilities but do not make good leaders, If these
are the basic ingredients, what else is necessary? It is our view that the success-
ful leader haz, in addition, all the following qualities in various percenlages.
She is a planner; she sees the whole nature and direction of the tasks and
gradually moves forward towards what she sees as the overall goal of the team.
She is intuitive in this planning, having experience, awareness and intelligent
insight, and she is able to judge accurately what will and will not work.
Intuitive is the only appropriate word to describe this ability, because it is a
natural quality: it is not hard work for her to judge, foresee and plan. As it this
is not enough, we sec many other essential ingredients in this successful leader,
for it is probably even more important that she is a brillianl communicator.
There is no one in her team whao i not aware of what she should be doing.
Everyone knows what the overall outcome will be, and a complete trust in the
leader is established. This communication skill i$ not unidirectional, for the
wise leader knows that each one of her team not anly has good ideas but has a
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need to share them. Furthermore, even the ideas that are not so good have a
kermel of quality which may be valuable if sifted our.

The leader will have ideas from many sources: her team, herself, other
groups, individuals and her clients. It is her job to sort these out, to direct them
appropridtely into strategies that help the movement towards shared goals. She
must be able o modify them and make them acceptable and usable both 1o the
organization and to her team. She must be consistent in her approach and
correct in her decision making, or else her credibility as leader will suffer. This
applies just as much to the ‘democratic’ leader as it does to the autocrat, for
there is always someone who will need 1o apportion blame whenever things go
wrong. Finally, she must be seen to be strong, reliable and fair.

How can each of us employ a systematized approach to becoming such a
leader? First, we believe whether you adopt a democratic or an autocratic style
of leadership will depend largely on your personality and temperament, We
would suggest, however, that much greater pressure is applied to autocratic
styles, as others in the team may feel more threatened and contribute less, and
therefore the leader may be more easily scapegoated. Leadership by example,
i.e. demonstrating in yoursell all the skills and qualities you expect in your
subordinates, is a very powerful model but it is also very demanding and
fraught with danger. Any mistake, misdemeanour or substandard performance
by the leader gives a precedent for subordinates to do the same. In a purely
democratic style, the leader depends largely on her skills of oratory, logic and
reason to demonstrate how each suggestion or idea could be used to fulfil the
aim. Thus each member's intrinsic ability to be honest, work-grientated and
sensible is necessary before this style can be initiated in its pure form. It is also
interesting to note that many leaders believe themselves to be democratic until
they are put to the test. Their style may then chinge to that of ‘benevolent
autocrat’, where the leader knows what the course of action must be, takes it to
the team and sells it to them. We recognize this particular device as one which
we have both used on numerous eccasions in the past; it is simply veiled autoc-
racy.
If these are the main and most popular styles, we would sugpest that neither
is perfect. It seems better that each individual should take from each style as
the pecasion determines, We suggest that a reasonable compromise exists as
follows,

Listen to all arguments and discussions without contaminating them with
your own, and then introduce your own ideas to the discussion. Logically and
rationally rule out the unacceptable, refine the promising and then communi-
cate your intention to act on your findings. Your reasons for taking panticular
actions should be clearly stated to avoid confusion. Subsequently, it should be
stressed that an idea will be tried as soon as possible, but within 4 prearmanged
time period it will be evaluated by free discussion and then adjusted. The
advantages of this system are that it has an open approach, it tzkes ideas from
many sources, it réfines them, communicates intention, acls and has buili-in
safety in the form of evaluation and adjustment (see Figure 25.1)

It is important to have shared objectives if a leader is to be effective. For
every member of the team to have the same firm idea of what they are trying to
achieve will have a very powerful effect, When issues become vague, and
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Figure 251 A ¢ircular model of communicition and scton in management

arguments and disagreements rage, the leader will be able to foous this energy
productively on to the goal, Therefore, it would seem reasonable to have a
series of set objectives to attain within a set period, o encourage observable
task achievement. For example: The team at their weekly meeting decide the
following objectives:

1. By next week — three teams will be set up to begin low-, medium- and
high-dependency planning.

2. By the end of the month - each client will be dependency-nssessed.

3. Within two months - individual care programmes will be in operation for
each client within & framework of high! medium/ow dependency.

4. Broad aim — within six months each client will be actively engaged in an
individual progressive rehabilitation programme. He will be continually
monitored by his nursing team 5o as to operate at his optimum potential,
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Once these types of objectives are set up, evervone knows where their cfforts
are to be directed. Progress can be measured and, in the light of progress, new
objectives formulated or old ones modified. When difficulties: arise, 1F these
abjectives are firmly fixed in the leader’s mind she can use them as a focus o
encourage positive action.

Methods of achieving objectives will be monitored and supervised by the
ledder using her discretion, Some members of the team will be effective in
working towards objectives and some will be less effective, The leader’s role
here is to observe, listen and finally demonstrate when she is sure it is neces-
sary. Leadership by example is very appropriate here. It is very powerful, as it
shows the leader’s skills as a practitioner as well as a manager. Equally its
appropriateness must be valid, as interfering in the work of another professional
must be well timed or it may breed resentment. IF she is aware of how ather
members arce successfully achieving objectives, the leader’s role is to share this
success with all the other members of the team. This will not only be helpful to
the recipients, but will be praise and encouragement to the originators of the
methods, The successful leader will be patient, rewarding, reassuring and stimu-
lating.

By uts very nature, leadership carries with it difficult components: correcting
people’s mistakes, maintaining standards and making difficult administrative
decisions which may be unpopular. We would not advocate a whingeing, weak,
apologetic style of admonishment, or bad news bearing, but neither would we
say the cold calculating approach is necessary. It has been our experience that
the effective leader, despite making ‘hard” decisions, tends w0 remain respected
and popular. This is becduse her decisions are based objectively and fairly on
the task that has been agreed, and she is prepared to discuss, reason and, if
necessary, justify her actions. It is not necessary for a good leader to pretend 10
be either super cool or super perfect: she will have emotions and these need o
be disclosed on occasions. To share how unhappy she is, or how difficult it was
tor miake o decision, is not 3 weakness and it does not hurt to show subordinates
that she is human. Similarly, admitting mistakes and readily accepting criticism
15 not necessarily harmful. The technigue of leadership in this area is to
demonstrate how useful the critigism has been and how great an education was
the mistake. This is not advising anyone to be ingenuine, simply to learn how
to turn defeats into victories., We believe that most people would agree that
individuals capable of retneving something from a disaster are to be admired
and looked up to - perhaps an apt description of a leader.

To summarize; the ideal leader'manager:

Demonstrates that she is consistent, patient, strong and fair,

Continually encourages and praises.

Listens, discusses and proposes.

Makes accurate problem-solving decisions.

Occasionally observes, evaluates and adjusis; reprimands and admonishes.
Is aware of resources in people, time, equipment, environment and finance.
Calculates the strengths and weaknesses of her team,
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Accepts criticism, her mistakes, and that she i human, and uses each to its
maximum potential,

Interferes only when necessary and does so0 by demonstrating & better way.
Shares her ideas, information and resources with her team.
Delegates appropriate tasks to competent personnel.

Does not become high-handed, big-headed, lazy, take her work home, or
develop an ulcer.

Is neither an autocrat nor a democrat, but simply-a person using her skills and
gualities, intelligence and emotions to their maximum potential in &8 goal-orien-
tated approach.

MAKING SENSE OF QUALITY

Mo doubt by the time you read this you will be seriously beginning to prepare
vourself for the responsibility of “taking charge® and all that this involves. Yoo
will, in ¥our practice thus far, have come across an amalgam of approaches and
155165 that wall be related to the world of gquabity, Taking charge also involves
being clear about what you must achieve. This is aided by knowing what stan-
dards you are striving towards and how to measure progress in this direction.
This aspect of quality applies to clienl care, unit and hospital management as
well as self-management (which is often neglected).

How much do yvou know about the following and how many of them have
anvthing to do with-quality?
*  Panents’ Charter
*  Standard setting

*  Donabedian approach to standard setting
= Maxwells dimension of quality

*  Nursing audit
*  Clinical audit
= Medical audit
= BS 5750

*  Risk management
*  Personal development.

An aspect of quality that incorporates all the above and more is organization-
wide quality (NHSME EL (93)116). This i3 sometimes known as total quality
management (TOM) or continuous guality improvement (CQL) or quality
through leadership (Wash, 1991). We will deal briefly with this coneept here
and refer you 1o the Appendix for more lechnical aspects.

A definition that suits TOM is: "Quality means continuously meeting
agreed customer requirements at lowest cost by releasing the potential of all
employees’. In your case the customer can be the client (sometimes neferned
to s the consumer) or it can be your internal customer, i.e. anyone who 13 at



the receiving end of a service. Whether this-is doctor, the next shift or nurse
management, in this situation vou are a supplicr and they are customers,

By lowest cost, we mean in the most efficient manner, ie. getting it right
first time, every time. S0 much waste goes on in the health service and nurses
should be trained in the concept of prudent cost consciousness, which does not
necessarily mean using the cheapest matenal but is more 10 do with being on
time, being organized, being clear in communication -~ many of the things
deseribed éarlier in the chapter.

Where you may experience TOM is through your invalvement in quality
improvement teams, projects or circles. These are groups of stafl brought
together around a particular problem who, by using a vanety of problem-solv-
ing technigues, attack the problem to create a more efficient and improved way
of working. For & fuller description of TOM see Koch (1991, 1992), Atkinson
(19090), Bull {1992) and Wash (1991

However, there i one message with which we would like to end this book,
and it is connected to both the values and philosophy underpinning TOM and
oair oniginal aspirations for writing in the first place. The guality of organiza-
tional change and improvement in cliem care’'management will depend largely
on the personal drive of individuals to continuously strive for further personal
development. In the past nurses have taken a lead in this area {and [ suspect
will continue o do 50) and have signifecantly conmbuted o a health service
where real health gain can be realized by evervone, physically, mentally and
spiritually.

CONCLUSION

In this chapter we have tried to show that management principles and skills are
imporiant for every nurse. We have discussed aspects of resources that the
nurse should be familiar with in order o be effective. Time, personnel, equip-
ment, envirenment and finance are all resources that may be maximized if they
are utilized efficiently, no matter how scarce they appear to be. Drawing
together and comparing some contrasting approaches such as task/client orien-
tation systems, positives’negatives, decision making/problem solving and dele-
gation, was intended to provoke some thought on how you are currently
operating, and whether other approsches might be helpful. Contingencies,
quality and leadership are the final components of this chapter, as these are the
tools of the implementor. The effective manager requires to plan contingencies
and possess the qualities and skills of leadership if she is to be effective.

It has eoourred to us that some of vou may be puzzled that 2 book essentially
about mental health nursing should end with a chapter on management, and we
offer the following explanation. The nurse who has acquired knowledge and
skills and 15 unable to focus and direct them appropriately is of limited use 10
the client. As this book was written 1o facilitate what we hope will be better
care for the client, it seemed appropriate 1o end with a section on the skiils
required to polentiate such a noble desire, we end on the same note as we
began, thinking of the people we seek to help - mental health clients.

Conclusion | | 305 |



Appendix:
The concept of quality

Eddie Byrnes, Aintree Hospitals

DEFINING QUALITY

Quality has been described as ‘A notoriously difficull concept 1o come to grips
with" (Nicklin and Lanksheer, 1990). This opinion is shared by Reerink (1990),
who contends that, historically and currently, man has strupgled o Formuilate
and secure a definition of quality.

Donabedian (1980), also an expert on quality, describes three pérspectives.
He divides the first — the quality of medical care - into two domains: technical
and interpersonal, defining quality of technical care in relation to risks and
benefits.

At the very least the quality of technical care consists of the applica-
tion of medical science and technology in a manner thal maximises its
benefits to health without correspondingly increasing its risks
{Donabedian, 1980, p.5).

He also stresses the importance of a client's personal definition of guality in
relation to these benefits and nisks by highlighting the individual client’s deci-
sion as o whether or not medical intervention benefits their welfare holisti-
cally. What may be a quality intervention for one person may be worthless to
another because of the effect on their lifestyle. Qruality is therefore viewed by
Donabedian as a balance between the care provided and the risks and benefits
to the individual.

In attempting to define quality, Linsk (1990) identifics primary and secondary
guality, desoribing primary quality for the competent physician as: *Finding and
treating the disease rapidly while at the same time forbearing unnecessary acts
{Linsk, 1990, p.222). He goes on to describe secondary quality as:

*  Efficient admission procedures;
*  Polite personnel;
*  Fumctioning e¢levators;



One toilet for two clients rather than four clean floors;
Responziveness (to) dietary (needs);

Prompt laboratory and X-ray tumround;
Prompt response to the call sign [sic] call for assistance.

Although this appears to be a different view from Donabedian’s, analysis of
both definitions shows they share similar principles, namely:

= Appropriateness - of care
Effectiveness - of care
Accessibility — of care
Efficiency - in delivery of care
Acceptability - of care given.

Shuw (1986) describes these principles as *elements of quality’ and uses them
and the element of *equity” to elarify the nature and character of quality.

Maxwell (1991) suggests that in the context of health care provision there
are six dimensions 1o quality. His criteria include:

*  Access to service]

+  Relevance to need;

«  Effectiveness;

v Equity;

«  Social acceptability;

«  Efficiency and economy.

Although Shaw and Maxwell do not offer a precise definition of quality, they
do provide a framework against which practitioners can attenipt to specify and
measure the quality of their service.

Quality assurance

Lang (1976) links the concept of quality with a quality assurance model. This
model concentrates on bringing about change via assessment of carrent levels
of nursing practice and movements towards improvement, and places the
emphasis on assessment and changing practice. This emphasis can also be
identified within many other definitions of quality assurance.

Lomas { 1990) states; "Quality assurance is the measurement of health care
activity and the outcomes of that activity in erder to identify whether the
expected objectives of the activity are being achieved and when this is not the
case to respond with effective action and reduce deviation from objectives.”

Securing measurement, evaluation and changing practice are implicit within
many definitions of quality assurance {Vuori, 1989; Lewis, 1990; Milne and
Drummaond, F990).

Donabedian describes the quality assurance process as consisting of three
interrelated components:

= Btructure - resources used to provide cares
*  Process — the manner in which care is given,
*  (hutcome — the end result in terms-of health and satisfaction Tor clients.
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These components provide health workers with a useful framework for orga-
nizing quality assurance activities,

[f nurses are to deliver high-guality care they need to develop sysiematic
approaches to measuning the care they deliver. The Strategy for Nursing docu-
ment ([DHSS, 1989) says:

There is no doubt that whatever the development in service and pric-
tice in which we become involved we are going to have to develop
measurements of quality and effectivencss. No longer can we rely on
intuition that nursing practice is effective. We are going to demon-
sirate that i1 is.
Therefore, to make the quality assurance process viable, the identification of
standards and criteria 12 essential.

Mental health clients may have particular problems in participating in the
evaluation of the quality of service and its outcome, due to illnesses which
inhibit their ability to make rational decisions. Therefore it i5 vital to recognize
that the appropriatencss and effectiveness of service delivery requires careful
Teview.
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