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Millions of people around the world face the challenges that living with a mental health issue 
can bring. In fact, the World Health Organization (WHO) suggests that half of the leading 
causes of disability in the world today are related to mental health. This is unlikely to change 
while global mental health resources remain low, and the necessary improvements in early 
detection and intervention are not addressed by governments locally and nationally. 

Adding to the challenges that living with mental health issues brings is the ongoing 
issue of stigma. The stigma of mental illness is based on a misguided societal perception that 
mental illness is a blemish of individual character, and is a worldwide problem experienced in 
all segments of society. Stigma hurts, punishes and diminishes people. Unfortunately, stigma 
continues to grow around the globe, and is perhaps the main obstacle to better mental health 
care and quality of life for consumers and their families.

Our goal for this textbook, Contemporary Psychiatric–Mental Health Nursing: 
Partnerships in Care, is to provide the user with a contemporary, evidence-based, culturally 
competent, authoritative and comprehensive resource. Importantly and most notably, the text- 
book was co-authored by people with a lived experience of mental illness. Indeed, we set out 
quite purposefully to ensure a consumer voice was prominent in each chapter of the text. Thus 
the co-produced resource is designed to enhance your ability to become a therapeutic, non-
judgmental, competent and confident psychiatric–mental health nurse. We encourage you to 
think seriously about what constitutes mental health and mental illness. We would urge you 
to appreciate the humanity of people who experience mental illness, and to undertake your 
nursing practice with unconditional positive regard. We think it likely that this will challenge 
your assumptions about mental illness and those who live their lives with it; we hope it does!

Underlying Themes
Throughout this book, we value cultural competence in increasingly diverse societies, 
collaborative-centered care, the relevance of lived experience to shaping recovery and 
treatment choices, and the need to improve quality and access to mental health care. We 
believe that mental health nursing must concern itself with the quality of human life, and its 
relationship to optimal psychobiological health, feelings of self-worth, personal integrity, 
self-fulfilment, and collaborative care. Thus, we emphasise the importance of empathy and 
empowerment in the therapeutic relationship.

Understanding people who are searching for personal recovery through interaction in 
complex times demands the most authoritative and contemporary knowledge and clinical 
competence. It is through the power of knowledge and clinical competence that psychiatric–
mental health nurses work with people as they progress through the journey of personal 
recovery. Psychiatric–mental health nursing is concerned with sustaining and enhancing the 
mental health of both the individual and the group, while its practice locale is often found in 
the community.

In acknowledging the importance and value of lived experience, each chapter offers 
the voice of the person who lives with a mental health issue. These voices, which are often 
silent, are vital in knowledge production, and know best how they need to recover. As such, 
the themes, ideas, knowledge, tools and organisation of this textbook are designed for 
nursing students who are committed to making a difference in view of contemporary trends. 
Specifically, this text expects students to recognise the value of lived experience. 

Nursing is both a science and an art, and because of advances in neuroscience and the 
enhancements in the study of the human genome, a solid grounding in psychobiology is 
threaded throughout the book. Brain imaging and concise yet comprehensive information 
on the expanding array of psychopharmacological treatment is yet another strong emphasis. 
Contemporary Psychiatric–Mental Health Nursing: Partnerships in Care is explicitly linked 
to contemporary practices in our field.

OrganiSation
The book engages with the people you will encounter in your practice and with whom you will 
work collaboratively. It describes what it means to be a mental health nurse, the professional 
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and personal attributes that enable artful therapeutic practice, and the importance of basing 
the therapeutic relationship on theoretical understandings, appropriate clinical techniques 
and the needs and wants of the person who lives with a mental illness. 

This text also provides comprehensive coverage of interdisciplinary mental health 
theories, the biological basis of mental illness, the science of psychopharmacology, the 
methods by which people attempt to handle stress, and the importance of developing cultural 
competence. Topics traditionally associated with mental health nursing, such as therapeutic 
communication, assessment, ethics, advocacy, rights, legal and forensic issues, and 
therapeutic environments for care are also discussed. Caring for people with a specific DSM 
mental diagnosis is described by outlining the defining characteristics of each diagnosis, 
the biopsychosocial theories necessary to understand them, and, importantly, how to  
apply the nursing process to work with people who live with these illnesses. The authors 
have also turned their attention to vulnerable populations that require comfort and care from 
psychiatric–mental health nurses. These populations include people at risk for self-harming 
behaviour, sexual abuse and family violence, and specific age groups. The textbook provides 
authoritative coverage of nursing intervention strategies and desired outcomes, including 
a wide range of modalities from therapeutic groups to family-focused strategies, crisis 
intervention, and cognitive behavioral interventions; to psychopharmacology, recovery and 
psychiatric rehabilitation, and complementary, alternative and integrative healing practices; 
and anger management and violence in psychiatric settings.

AUSTRALIAN EDITION
As lead and chapter authors who have all practised, taught and researched as psychiatric–
mental health nurses in the Australian context, we felt it important that Australian nursing 
students were offered an opportunity to be exposed to contemporary Australian mental 
health nursing knowledge. Most importantly, though, we felt it important for future health 
professionals to hear from people with a lived experience. Not only do we believe this is 
absolutely the right thing to do, it is also the major point of difference about this textbook. 

The Textbook as a Map,  A Compass and an Inspiration
Psychiatric–mental health nursing is poised at a crossroads, and every nurse can make a 
difference. We are challenged to bring complex thinking to a complex world if we are to 
reduce stigma and actualise our contribution to global mental health—the vision to which this 
text is dedicated. This book has been crafted to provide you with the best possible evidence 
generated in research to help you achieve your goal of excellence in practice. It offers a fully 
integrated perspective, which most importantly includes the voice of people with mental 
illness. It encourages you to become personally and professionally willing to muster the 
courage and hope necessary to forge proactive steps in our future, and to make a commitment 
to work globally in a contemporary landscape and mindscape.

We have the opportunity to forge a new synthesis of professional wisdom in the face 
of tough mind–body–spirit problems and needs, and the stigmatisation of mental illness. We 
need to face critical transitions with intelligence, stamina, wit, creativity, skill and moral 
courage. Global mental health can become a shared, emergent vision constructed in a way 
that is respectful of the rich diversity of the citizens of our contemporary world. We have 
created this book to provide you with a map, a compass and an inspiration to succeed in your 
current work. We hope that it encourages you to become a participant and leader in facing the 
broader challenges ahead of us.
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A GUIDE TO CONTEMPORARY PSYCHIATRIC–MENTAL HEALTH 
NURSING

KEY TERMS alert you to the vocabulary used in the  
chapter. The page numbers indicate where the term is  
defined.

LEARNING OUTCOMES indicate what important 
information or skills you will have gained after studying the 
chapter.

LIVED EXPERIENCE reflects the ‘lived-experience’ 
voice of the consumer, which discusses mental health issues 
that health consumers have encountered.

The biological basis of 
behavioural and mental 
disorders
MERRILEE HARRIS, SIMON SWINSON AND MIKE HAZELTON

LeaRNING OUTCOMeS
After completing this chapter, you will be able to:

 1. Understand the basic structures of the brain that are believed to affect thought, 
behaviour, memory and emotions.

 2. Describe the structure and function of a neuron, and the role of neurotransmitters 
and neuromodulators in neuronal communication. 

 3. Understand the concept of neuroplasticity and its role in the development of, and 
recovery from, mental illness. 

 4. Identify ways in which the endocrine and immune systems are thought to affect a 
person’s neuronal development and mental health.

 5. Describe ways in which genetic variation and epigenetic changes might contribute to 
the development of mental illness. 

 6. Partner with people living with mental illness and their families to teach the biological 
implications of psychiatric illnesses.

 7. analyse how your own personal feelings, opinions or beliefs about psychobiology 
can enhance or diminish your ability to be a support person and advocate for people 
living with mental illness and their families.

KeY teRmS
amygdala 97

anxiety 108

brain stem 99

cerebellum 99

cerebrum 92

dopamine 101

genetic variation 105

hippocampus 97

hypothalamus 98

limbic system 96

neurons 100

neuroplasticity 104

neurotransmitter (NT) 91

noradrenalin (Ne) 101

serotonin 103

schizophrenia 105

6

In the early stages of my journey with schizophrenia, science was one 
source of information about what I was experiencing; I did this through 
reading and attending conferences on mental illness (to the surprise and 
alarm of my doctor!). My interest in the scientific explanations of mental 
illness waned for a time, as I was unable to make headway in understanding 
an increasingly complex field. I was fortunate that my sister-in-law is a 
senior health professional, and through her I have been able to keep up 
with developments in how schizophrenia is understood and treated.   at 
times science has also played an important role in helping me maintain 
hope. Being able to discuss treatment options in an open, informed and 
trusting way with my doctor has been very important; nowadays I have a 
much better understanding of the medications I take and this has influenced 
my decision to keep taking them.

liVeD eXPeRienCe
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 DEVELOpING CULTURAL 
COMpETENCE

Culture and dementia

Developing cultural competence when working with people 
who have dementia and their families is important. cultural 
factors influence perceptions about what is normal ageing. look 
for cultural bias (language, expected response, speed, etc.) in 
cognitive screening tools, and discuss these biases with colleagues.

nurses promote effective health practices in the community 
setting; for example, taking blood pressure, discussing healthy 
diet, and noticing early symptoms of dementia. education and 
outreach to diverse populations can provide support for people 
with dementia and their families.

CRITICAL THINKING QUESTIONS

 1. What are some possible explanations for why different 
 cultures have different attitudes about ageing?

 2. Which cultures do you think treat older people with the 
most respect? Why?

Dementia of the Alzheimer’s type (DAt)
Dementia of the Alzheimer’s type (DAT), also known as 
Alzheimer’s disease or Alzheimer’s dementia (AD), is a 
chronic progressive disorder, and the most common form of 
dementia among older adults. Reference to this disease with 
either abbreviation—DAT or AD—is accepted. To keep the 
distinction clear that this is one of many different types of 
dementia, and to prevent confusion with the abbreviation AD 
used to refer to anxiety disorder, it will be referred to as DAT 
throughout this chapter.

DAT cannot currently be prevented or cured. In addition 
to the quality-of-life issues for all people involved, there are 
financial realities that affect the individual, the family, the 
community and the health care system in general.

Developing Cultural  
Competence boxes are an important link to 
the cultural forces that influence the experience and 
expression of mental disorders and pose critical thinking 
questions.
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be a significant distinguishing chara  c  teristic; people with 
anore  xia are   underweight  ,   and people with bulimia are at normal 
or near-normal weight. About 30   per cent   of people with bulimia 
have a history of anorexia.   As many as 62   per cent   of pe  o  ple 
with anorexia exhibit bulimic   behavio  u  rs  .   Conversion from 
anorexia to bulimia ma  y be a way of mo  v  ing from a   ‘  visible  ’   to 
an   ‘  invisible  ’   eating disorder to deceive family, friends and 
health care pr  o  viders. Thus, the two disorders can occur in the 
same pe  r  son, or the person can go from one disorder to the other. 
Low social support during childhood seems to contribute to 
vul  ner  a  bilities to anorexia and bulimia; there are far more 
similarities than differences between the two diagn  o  ses (Kim, 
Lim & Treasure, 2011). However, to help you understand the 
differences, the diso  r  ders have been   separated in this chapter.  

  Anorexia nervosa and bulimia nervosa are not single 
diseases but   are   syndromes with mult  iple predisposing fa  c  tors 
and a variety of characteristics. Although the most obvious 
symptom is the eating problem, these disorders are not simply 
a matter of eating too much or too little. It is b  e  cause 
of the complex interaction of biologic  al  , psychologic  al, 
developmental,   familial and   soc  i  ocultural   factors that certain 
people develop eating diso  r  ders. The focus of Mental Health in 
the   M  edia  ,   Superstar:   The   Karen Carpenter   S  tory,   is on how 
family dynamics and perception co  n  tribute to an eating disorder.  

    There is no clear-cut distinction betwe  en the two disorders, 
and they have many features in common.   However, t  he 
  traditional division of anorexia and bulimia is still appropriate 
until more is known about eating disorders. Body weight may 

Life roles and anorexia nervosa
suzy, age 45 years, is extremely thin and jogs for several hours 
every day to maintain her (under) weight. she is 174 centimetres 
tall, and weighs 55 kilograms. you work with her in an outpatient 
clinic where she is receiving counselling for marital problems.

suzy has maintained the same weight since she was 17 years 
old. her eating habits have always been tied to her weight. since 
she was a teenager, suzy has added extra distance to her running 
route, decreased her calorie count, or fasted whenever she was 
500 grams over what she considered her ideal weight. the 
literature reports that adolescence is the peak time for developing 
eating disorders. recovery studies will be most helpful to you in 
understanding and working with suzy.

as indicated in the following research, many people, through 
therapy and close relationships, find non-bodily means to express 
their distress. Events such as committing to a relationship, forming 
a family, and settling into an identity and occupation all serve to 

provide a stable platform for overall functioning. Women’s drive to 
be thin tends to decline as they age (conversely, men’s drive to be 
thin tends to increase as they age), but suzy does not follow that 
trend. you explore her life roles and what gives her a sense of 
positive identity (is she a wife, a mother, a daughter, a business 
executive, a socialite, a student, an athlete, etc.?). identify the ways 
in which she expresses a range of negative emotions to determine 
whether your work with her needs to focus on problematic 
expression of feelings that may contribute to perpetuating her 
eating disorder.

you should base action on more than one study, but the 
following research would be helpful in this situation:

Jenkins, J., & ogden, J. (2012). Becoming ‘whole’ again: a qualitative 
study of women’s views of recovering from anorexia nervosa. 
European Eating Disorders Review, 20(1), e23–e31. 

EVIDENCE-BASED PRACTICE 

CRITICAL THINKING QUESTIONS

1. if suzy has been maintaining an underweight condition since the age of 17, what are her chances for improvement?
2. What conditions would be necessary for improvement to take place?

EVIDENCE-BASED PRACTICE boxes show how 
research evidence shapes the plan of care for a particular 
client. Critical thinking questions follow each vignette.
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WHAT EVERY NURSE SHOULD KNOW  
boxes emphasise the importance of recognising mental 
health problems and applying these practices in all 
nursing situations.

COLLARBORATIVE CARE boxes emphasise the value of 
including the family in psychiatric–mental health care. This feature 
provides key topics to discuss with families, allowing them to 
understand the characteristics of the disorder.
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 selective serotonin reuptake inhibitors (ssRIs) 
 The next class of antidepressant medications developed 
was the selective serotonin reuptake inhibitors (SSRIs). While 
chemically different, SSRIs inhibit the reuptake (and thus the 
deactivation) of the neurotransmitter serotonin, allowing for 
the increased availability of serotonin at the synapses. The 
first SSRI developed was fluoxetine. There are now a number 
of potent and highly specific medications with this action. An 
important difference with this group of medications is that 
they are considered to be safer and to have more tolerable 
side­effects. 

 The SSRIs shed light on the workings of the synapses. 
For the first time, psychiatric–mental health nurses were 
able to see the direct impact of changing neurotransmitter 
concentrations. Figure 7.2 ■ shows the structure of the synapse. 

 An important consideration for people taking SSRIs is 
the proximity of the administration of MAOIs. Fluoxetine and 
a MAOI together may cause serious and fatal interactions. The 
half­life of fluoxetine is such that there must be a five­week 

(see Collaborative Care: Teaching About a Low­ tyramine 
Diet, below). MAOIs may be used as second­line or third­
line treatments for melancholia, presentations with atypical 
symptoms or treatment­resistant depression. Phenelzine 
and Tranylcypromine are two MAOIs in use in Australia. 
The potential to have an antidepressant interact with other 
medications is explored in Your Assessment Approach: 
Antidepressant Medication Interactions on the following page.    

 Further development of antidepressants has been the result 
of a scientific search for medications with fewer toxic side­
effects and greater biological predictability in the treatment 
of depression. Newer antidepressants are believed to be more 
neurotransmitter­specific, and better able to treat conditions 
related to dopamine, serotonin or norepinephrine dysfunctions. 

 The earlier antidepressants have certain disadvantages. 
Uncomfortable and sometimes intolerable side­effects and a 
number of use restrictions with certain populations, combined 
with the dietary restrictions of the MAOIs, make these 
medications inappropriate for many people. 

COLLABORATIVE CARE

Teaching about a low-tyramine diet

maois combined with certain foods and medications may produce a signifi cant increase in blood pressure, which can be a health hazard. 
in general, foods that cause this reaction are those that have been pickled, fermented, smoked or aged. the list below includes the main 
foods, fl uids and medications that should be avoided while taking a maoi and for at least two weeks after discontinuation of a maoi. 
it should be noted that preservatives in foodstuffs and beverages can change over time, and thus dietary restrictions should be updated 
regularly.

Foods and beverages to avoid completely

Meats and fish: pickled herring, dried fish, aged/dried/cured meats, unrefrigerated fermented fish, liver, caviar, fermented sausage 
(salami, pepperoni), fermented oyster sauces used in asian dishes, jerky, meat extracts, miso, soy sauce, teriyaki sauce.

Vegetables: english broad beans, chinese pea pods, fava beans, banana peels, italian or broad green beans, fermented cabbage, lentils, 
lima beans, sauerkraut, overly ripe fruits, peanuts, spinach.

Dairy products: yoghurt, many types of cheese (e.g. english stilton, mozzarella, parmesan).
Beverages: chianti, aged wines, imported beers, aged beers.
Combination foods: Breads made with aged cheeses, and meats, or yeast extracts; homemade or high-yeast breads; pizza; lasagna; 

macaroni and cheese; quiche; liver pâté; caesar salad; all yeast products (e.g. brewer’s yeast, yeast extracts such as Vegemite and 
marmite).

MSG: msg is frequently used in asian dishes as a meat tenderiser and flavour enhancer; many prepared and processed foods also use msg 
(e.g. canned soups, packaged noodle meals, frozen prepared meals, salad dressings).

Medications: cough and cold medications, nasal decongestants (tablets, drops, sprays), hayfever and allergy medications, weight-
reduction preparations, anti-appetite medications, asthma inhalants. 

Foods and beverages that can be taken in small amounts

Dairy products: most processed cheeses bought in a supermarket.
Fruits: raisins, prunes, bananas, avocados, plums, canned figs.
Caffeine sources: coffee, chocolate, colas.
Beverages: Domestic red wines; domestic beers, ales, stouts; sherry. (note: alcohol is a cns-depressant, and so should be avoided by 

individuals in treatment for depression.)

Allowed foods

Beverages: White wines. (note: alcohol is a cns-depressant, and so should be avoided by individuals in treatment for depression.)
Baked goods: raised with yeast, but not high in yeast.
Dairy products: cottage cheese, cream cheese, milk, cream, ice cream.

Additional information 

St John’s wort: this naturally occurring maoi, less potent than pharmaceutical grade; is not regulated and may cause inconsistent access 
to the active ingredient. it has the same dietary and medication restrictions as pharmaceutical-grade maois.
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valve on the pressure cooker of my thoughts and 
feelings. when things got too intense, I could soothe 
myself with the idea that ‘I can always kill myself ’.

under any circumstance, even when a terminally ill person 
decides to end their life. Questions about a person’s right to 
suicide and society’s right to control suicide are still being 
debated, and there is currently much public debate surrounding 
so-called ‘assisted suicide’. Engaging in the process of ethical 
reasoning presented in Chapter 11 will help you in your search 
for a personal position. 

 Meaning and motivation in suicide 
 Suicide is not a random act. Whether carried out impulsively 
or after painstaking consideration, the act has both a message 

imagine you are a nurse working in a primary care setting, such 
as a general practice surgery. it is not unusual in primary care 
settings to see people with suicidal ideation or at high risk for 
suicide. it is also not unusual for primary care providers to fail to 
recognise those at high risk for suicide. suicide risk is increased in 
both physical and mental illness, especially when both are present. 
it is important to remember that there is also a strong association 
between depression, risk for suicide and chronic medical illness. 
the possibility of suicide risk should be considered in all people 
with chronic illness, including those with solely physical symptoms.

although there are more effective medications available 
to primary care practitioners to treat depression, suicide 
rates have remained unacceptably high and may be under-
reported if unexplained deaths are considered. in instances where 
uncertainty surrounds a person’s death, a psychological autopsy 
may be performed. a psychological autopsy is an assessment 
tool that reviews the circumstances and events that preceded 
an individual’s completed suicide. reviews of psychological 
autopsies and other similar methods have revealed that a high 
percentage of suicide victims have a comorbid mental disorder 
(such as mood disorders and/or substance use disorders) and, 
furthermore, that they were under-treated, despite contact 
with mental health or other health care services. recognising 
this association, screening for it, and providing treatment is a 
primary care imperative and may prevent unnecessary tragedies.

WHAT EVERY NURSE 
SHOULD KNOW

Suicidal ideation in primary care
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PRACTICE EXAMPLE features provide real-life  
scenarios that students may encounter, and point out 
the challenges involved.

Denotation and connotation
A denotative meaning is the literal or restrictive meaning of 
the word. It is one that is in general use by most people who 
share a common language. A connotative meaning usually 
arises from a person’s personal experience. That is, it has a 
personal and subjective meaning. While all Australians are 
likely to share the same general denotative meaning of the 
word pig, the word may have a completely different positive 
or negative connotation for a farmer, a consumer of meat,  
a person of the Muslim faith, someone who is Jewish,  
and a prisoner. For instance, ‘pig’ used to be seen as an insult 
to  police officers in Australia, yet many younger officers now 
place a positive connation on the word, and use it to describe 
the qualities pride, integrity and guts (P.I.G.) (Australian 
 Federal Police, 2015).

Private and shared meanings
For communication to take place, meaning must be shared. 
People can use private meanings to communicate with others 
only when the parties agree about what the word means. The 
private meaning then becomes a shared meaning. It is common 
for families, friends or members of larger social groups 
(military personnel, drug users, adolescents) to use language 
in highly personal and private ways. Problems arise when 
the  assumption is made that people who are outside the group 
share these meanings. For example, if you are not familiar with 
Australian slang, you will not know that ‘crook’ refers to a 
person being seriously ill, ‘firies’ is a term used for firefighters, 
and ‘snags’ refers to sausages. In Australia, contemporary slang 
 between young people often derives from British and American 
counterparts in terms of idiom, due to the wide  dissemination 
of pop culture, including movies, TV shows and music. 

People with schizophrenia (refer to Chapter 14) may 
use language in an idiosyncratic way or may use a private, 
unshared language referred to as neologisms. Such people are 
unaware that others don’t share this use of language. People 
who use neologisms, such as the young man in the following 
Practice Example, expect to be understood and may become 
upset when they are not.

In trying to make private meanings shared, make an effort 
to reach a mutual understanding of the person’s message. It is 
insufficient, and quite possibly inaccurate, to attach meaning 
based solely on your (or the other person’s) interpretation of 
an event, a word or phrase, or a gesture.

 

do not ‘mean’ 

Practice example

A young man who was hospitalised at a mental health assessment unit 
complained to other consumers and staff members that he had been 
‘odenated’, and he became increasingly frustrated and anxious when it 
became apparent that he wasn’t being understood. Rather than simply writing 
him off as confused, his primary nurse recognised that ‘odenated’ most likely 
had a private meaning. With some help, he was able to explain that he was 
upset about having been moved to a different room. The room was, he said, 
so dark and dingy that it looked like a cave. Animals live in caves that are 
called ‘dens’. In his view he had been o-den-ated—put into a cave.
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Mental Health in the MEDIA features 
depict how mental illness in the media affects our attitudes and 
behaviour. They also highlight the successes and difficulties 
faced by those in the media. 
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neurotransmitter systems, but it is not known whether these 
abnormalities are a cause of or result from the disorder.

People who have mania are not usually able to cooperate 
fully in the assessment process. You will often find it necessary 
to rely on your own assessment skills and secondary sources, 
such as family members, to obtain essential assessment data. 
Family members can often provide detailed information about 
the onset and progression of symptoms, as well as information 
about previous episodes, if any.

Nursing practice
Several features are common when caring for people with 
mania. 

Risk for injury
Individuals with mania are at risk for injury, because their 
usual adaptive and defensive abilities are impaired. Because 
of their hyperactivity and agitation, they often lose control of 
their movements and bump into objects, fall and otherwise 
injure themselves.

Their impulsivity, poor judgement and propensity towards 
hostile outbursts also place them at risk for injury. Other  
people are often extremely annoyed by inappropriate or 
unacceptable social behaviour, and may attack the person who 
is manic. As with self-harming behaviour, preventing injury 
becomes a priority.

Disturbed thought processes
People with mania experience disruption of their usual 
cognitive processes. This may be related to a variety of factors, 
including: 

■	 biochemical alteration
■	 genetic predisposition
■	 sleep deprivation
■	 a severe blow to self-esteem
■	 massive denial of depression.

Objective data
People who are experiencing mania for the first time are 
most likely to be young people in their twenties, although 
adolescents are sometimes affected. Although bipolar disorder 
appears to have little gender specificity, the initial episode is 
likely to be manic in males and depressive in females (APA, 
2013). To date, there is no documented evidence of the effect 
of race or ethnicity on bipolar disorder.

The hallmark of mania is constant motor activity. During 
a manic episode, the person will not stop to eat. They do not 
rest, have disordered sleep patterns, and may go for days 
without sleep. Bruises and other injuries sometimes result 
from the constantly agitated behaviour.

Flight of ideas is manifested in manic communications, 
and pressured speech is an obvious symptom. Family members 
often report that the person exhibits poor judgment, such as 
going on spending sprees and committing sexual and other 
indiscretions that are completely out of character with their 
usual behaviour. Their appearance may be unusual, such as 
inappropriate dress and garish make-up or being dishevelled 
and unkempt. Just as they fail to settle down long enough to 
eat and sleep, they may also neglect bathing.

Impairment in occupational functioning may result in 
being dismissed from work or being placed on a leave of 
absence because the behaviour is disruptive in the workplace. 
People who have mania cause interpersonal chaos with their 
manipulative behaviour, testing of limits, and playing off one 
person against another. If their manipulation attempts fail, 
they become irritable or hostile, and such behaviour further 
alienates others. The movie Michael Clayton depicts bipolar 
behaviour and the occupational sequelae. 

There are no laboratory findings specific for the diagnosis 
of mania. Abnormal biological findings were discussed on 
page 327 earlier in this chapter in Your Assessment Approach. 
Individuals experiencing manic episodes have been noted to 
have abnormal cortisol levels as well as abnormalities in their 

conglomerate’s decision to manufacture a chemical they know 
to be carcinogenic. public knowledge of this decision would 
severely disrupt the finances of the conglomerate. In addition, 
the lawyers know about Arthur’s bipolar disorder, his failure to 
take his medications and his outbursts. They follow Arthur, tap 
his phone and bug his apartment. The conglomerate’s lawyers 
have Arthur assassinated in a manner designed to resemble 
suicide, a common occurrence with people who are bipolar and 
unmedicated.

Michael, saddened by the death of his friend and colleague, is 
suspicious about the circumstances. He cannot reconcile his friend’s 
beliefs and energies with suicidal intent. Because he searches for 
and finds Arthur’s evidence and plans to publicise it, he is also 
targeted for assassination. However, the attempt is botched. The 
movie resolves with Michael recording the admission of murder 
and attempted murder.

Photo courtesy of CAp/FB Supplied by Capital pictures/Newscom.

MENTAL HEALTH IN THE MEDIA 
Michael Clayton

Michael Clayton is a movie about an 
attorney, Michael Clayton (played by 
George Clooney), who fixes problems 
in law firms caused by the idiosyncratic 

behaviours of various attorneys. Crimes, sexual misconduct and 
ethics issues, along with behaviours related to mental disorders, are 
his usual assignments. one of the attorneys he is asked to extract 
from an embarrassing situation is a brilliant man who happens to 
have bipolar disorder. Arthur edens (played by Tom Wilkinson) has 
had a bizarre outburst in the middle of a deposition in a class action 
lawsuit against a conglomerate. Michael arrives to fix the situation 
for his good friend and colleague. He convinces the authorities to 
let Arthur out of jail, and brings him back to their hotel where he is 
successfully sedated. However, Arthur escapes from the hotel in the 
middle of the night.

The lawyers for the conglomerate obtain Arthur’s briefcase 
and discover that Arthur has documentation detailing the 
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is generated by a special collaboration with clients 
and others and result in mutual benefits (Bulletins 
13 & 14);

4. The distinctive contribution by mental health  nursing 
is characterised by care that is collaborative,  
co- constructed with the client and as a consequence, 
committed to a recovery approach that results from the 
special way in which nurses view, relate and  respond 
to individual client needs (Bulletins 15 & 16).

  (Santangelo, 2015; Bulletins 13–17 in ACMHN, 2016)

EMERGENCE OF THE DISCIPLINE
Although nursing functions have existed since ancient times, 
the profession of nursing, particularly mental health nursing, 
is a product of the late 19th and 20th centuries. Awareness of 

 
 punishment by  

 

and  
mental  

Britain, literature on the  

illness may

I first began my nursing career as a general registered nurse, and 
then under took psychiatric nurse training. Back then it wasn’t 
uncommon for nurses to hold double or triple certificates—in 
general, midwifery and psychiatry.

During my general nurse training, I didn’t really learn about 
mental health—as a result, when I first started psychiatric nursing 
I had little understanding of mental illness or the way in which 
people exhibited mental illness. What I discovered was that it’s 
not that easy to divide a person into ‘the mind’ or ‘the body’—so 
much that happens in the mind affects the body and vice versa.

Deinstitutionalisation had also just started: the big 
psychiatric hospitals were being opened up, and people who had 
lived in institutions, in some cases for many years, were being 
transferred back into the community. I quickly realised that most 
of society didn’t understand mental illness. I was humbled by the 
very difficult lives that many of the people I encountered had 
experienced. they were misunderstood, they were stigmatised, 
they were removed from their family, and the medications they 
were taking could have debilitating side-effects. However, they 
were (and still are) some of the most resilient people I have ever 
had the privilege to meet. I guess that is why I stayed in mental 
health, rather than moving on to another nursing specialty.

mental health nursing is a wonderful career, you meet some 
great characters, you laugh and you cry, but, best of all, you can 
make a difference to people’s lives.

are there any aspects of Kim’ story that you relate to? What 
is important to you about the work that you do? When you are at 
the other end of your nursing career and you look back, what 
would you like to have achieved, what would you like to have 
stood for?

why I chose to work In  
mental health

Kim Ryan
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SELF-AWARENESS
Reflecting on feedback from consumers  
and carers

Input—both positive and negative—from consumers, carers, 
classmates, tutors, staff, family and friends can help you to become 
aware of your ‘blind spots’, the characteristics about yourself that 
you ignore, deny or defend. Protecting oneself through self-
deception interferes with both relating and communicating. To 
become more self-aware, do the following:

■	 think about a recent interaction with a consumer and how 
they responded to you

■	 identify the positive/negative elements in the interaction
■	 try to determine what the consumer was telling you about 

yourself in this interaction (i.e. What characteristic(s) do 
you have that enables people to openly express their 
thoughts and feelings? What characteristic(s) do you 
have that prevents people from openly expressing their 
thoughts and feelings?)

■	 discuss the interaction and your interpretation of it with 
a supervisor

■	 ask for feedback on your behaviour from others—family 
members, classmates, staff, friends.

requires careful attention to non-verbal communication, and 
the discrepancies between non-verbal and verbal messages or the 
mixed messages being received. 

Confrontations may be informational or interpretive, 
and they may be directed towards both the strengths and the 

Summarising
Summarising highlights the main ideas expressed in an 
 interaction. It shows the person that you understand. Both you 
and the person benefit from this review of the main themes of 
the conversation. Summarising is also useful in focusing an 
 individual’s thinking and aiding conscious learning. Following 
are some examples:

■	 ‘The last time we were together, you were concerned 
about . . .’

■	 ‘You had three main concerns today.’

You can use this technique appropriately at different 
times during an interaction. For example, it is useful to 
summarise the previous interaction in the first few minutes 
you and the person spend together. Early summarising helps 
the person recall the areas discussed, and gives them the 
opportunity to see how you have synthesised the content of a 
previous session. Summarising is useful because it keeps the 
participants directed towards a goal.

Injudicious use of summarising is a common pitfall. 
You may rush to summarise despite other, more pressing and 
immediate, consumer concerns. In this instance, summarising 
is likely to meet your needs for structure, but does nothing to 
address the person’s here-and-now concerns and needs.

Processing
Processing is a complex and sophisticated technique. Process 
comments direct attention to the interpersonal dynamics of 
the nurse–consumer experience—in the content, feelings and 

SELF-AWARENESS boxes engage the reader in 
a process of introspection and self-questioning that is 
essential to the therapeutic use of self.
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Delirium
Older adults, especially those with dementia, are prone to 
transient cognitive disorders usually called either delirium or 
acute confusional state. Studies suggest that delirium is 
common in hospitalised older adults, ranging in prevalence 
from 20 per cent to 50 per cent in general medical-surgical 
units, and from 70 to 80 per cent in intensive care units (Eubank 
& Covinsky, 2014). Delirium is associated with poorer 
in-hospital functional and clinical outcomes, and increased 
post-discharge mortality (Noriega et al., 2015). Residents over 
75  years of age in long-term care facilities are at particular 
risk, and significant numbers may have a delirium at any time.

Delirium is an abrupt-onset type of confusional state 
marked by:

 1. fluctuations in level of confusion
 2. inability to pay attention during interactions
 3. disorganised thinking
 4. changes in consciousness
 5. agitation or quiet and hypoactive behaviour (such as 

quickly falling back to sleep).

Additional elements include diminution of all mental 
activity. Rage, depression, fear, apathy and incontinence are 
also common.

Differentiating delirium from dementia can be a 
challenge. However, failure to recognise delirium can delay 
appropriate treatment, with serious health consequences.

Signs of delirium
Detecting delirium involves carefully assessing how the 
person thinks (cognition), their ability to pay attention, their 
degree of wakefulness and their psychomotor behaviour.

By the middle of the 20th century a new category, organic 
brain disease (OBD), was identified. This category was 
broader, allowing for defects in both the vessels and the 
brain. The category organic brain syndrome (OBS) then 
followed, which recognised the need for a diagnosis that 
included  symptoms without a known cause. Some years ago, 
the term organic mental syndrome (OMS) referred to a group 
of psychological or behavioural signs of unknown or unclear 
aetiology, while organic mental disorder (OMD) referred to 
a particular syndrome whose aetiology was known or 
presumed. These older, general terms from psychiatry, 
referring to many physical disorders that cause impaired 
mental function, are no longer used. The term cognitive 
disorder is now preferred.

or residential care facilities, or are the facilitators of support 
groups. Families look to nurses for suggestions to ease their 
care load, for strategies to cope with difficult behaviour, for 
education to explain the disorder, and for suggestions and 
strategies that help them to cope. 

Nurses’ in-depth knowledge of psychobiology and our 
holistic person-centred approach to treatment are unique 
assets essential to providing quality care for people with 
cognitive disorders. Before the 20th century, all organic brain 
disorders of older adults were categorised as ‘senile dementia’. 
At the turn of the 20th century, scientists distinguished senile 
dementia from arteriosclerotic conditions and neurosyphilis. 
Arteriosclerotic brain disease was then considered the primary 
cause of confused states in older adults and the result of 
diseased cerebral vessels.

differentiate it from hallucinations, dreams, illusions 
and imagery.

 2. Thinking. The thinking process is fragmented and 
disorganised to the extent that the person is unable 
to reason, judge, abstract or solve problems.

 3. Memory. Memory is impaired in all three aspects; 
the person is unable to form memories or store and 
retrieve (register, retain or recall) information.

DIAGNOSTIC FEATURES
Cognitive disorders

Delirium: Delirium is a disturbance of consciousness with a 
reduced ability to focus, sustain or shift attention. there is a 
change in cognition, and the disturbance develops over hours 
to days, and tends to fluctuate during the day. medical 
conditions can also contribute to these difficulties.

Dementia of the Alzheimer’s type (DAT): Dat involves 
multiple cognitive deficits, with memory impairment and 
aphasia, apraxia, agnosia and/or a disturbance in organising. 
this causes impairment and decreased functioning in 
important  areas. it starts gradually and is progressive, and 
problems are not due to other sources.

Attention and wakefulness
Attention is impaired in all three areas. The person has 
difficulty with:

■	 alertness, or maintaining vigilance
■	 selectiveness, or the ability to focus and filter out or 

 selectively attend to stimuli at will
■	 directiveness, or the ability to pull oneself back to a task 

or direct and focus one’s mental processes.

DIAGNOSTIC FEATURES provide 
diagnostic criteria for mental health disorders, followed 
by descriptive text.

to take medication. To manage this, the person needs support to 
have a healthy diet and regular exercise, and to work with the 
treating team to closely monitor the body’s response, including 
blood screens for cholesterol and blood glucose. The impact 
of poor physical health is one of the biggest causes of reduced 
life expectancy in people with mental illness. Nonetheless, 
this can be managed, and a person can be fit and healthy, with 
support, education and commitment. 

Medication services for the mentally ill should address 
the impact of medications on quality of life, and should 
promote collaboration with the person to develop a regimen 
that is tolerable and beneficial. Depot medication therapy, 
usually consisting of an injection every two to four weeks, 
forgoes the need to take medications several times a day, 
and is a valuable strategy for some people. Current advances 
in psychopharmacology have produced new classes of 

-

 cation 

i was 17 years old when i began working as a nurse’s aide in 
a small long-term care facility. i was just starting university to 
become a nurse, and wanted experience working in the field. 
there were not very many people being cared for in the facility, 
because it was a private enterprise with the goal of making it as 
homelike as possible. i became close to all of the residents while 
learning to take care of them.

one woman, louise, was extra special. she was only  
50 years old, but had such debilitating and deforming arthritis that 
she could not care for herself and was no longer able to work as a 
psychiatric–mental health nurse. she was bright and personable, 
and i admired her strength of character in dealing with a chronic 
illness. louise’s roommate, ida, was a bitter and negative woman, 
who rarely said anything neutral about her world or the people 
in it. a positive statement from ida was unheard of. ida’s grand-
daughter came in to visit her, and she was so excited to show off 
her boyfriend’s gift—a pretty pearl ring in a gold band. ida’s only 
comment was: ‘Pearls mean sorrow.’ ida’s granddaughter was 
devastated and left in tears. ida’s response to her roommate was: 
‘see? Pearls do mean sorrow.’ louise then reassured ida that, even 
though her granddaughter was becoming close to her boyfriend, 
no one could take ida’s place. ida, louise told her, would always be 
grandmother, and nothing could change that.

When i asked louise later, in private, what was the 
connection between ida being mean-spirited and louise 
reassuring ida, louise’s reply opened my eyes to the value of 
psychological sophistication. louise said, ‘When people feel 
threatened about being hurt by someone, they will put the 
energy into hurting that person first. ida wasn’t being mean, she 
was being hurt.’ Being able to help someone cope with feelings, 
with what i now know are psychiatric–mental health nursing 
interactions, helped me choose the area for my nursing career.

hoW i WiLL uSE my mENtAL-
hEALth SkiLLS iN pRActicE

Madison’s story
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YOUR ASSESSMENT APPROACH and 
YOUR INTERVENTION STRATEGIES 
present clinically-relevant strategies in a succinct,  
user-friendly format. Your Assessment Approach 
contains lists of assessment points. Your Intervention 
Strategies list specific nursing intervention strategies 
along with their rationales.
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Knowing about a person’s typical emotions and defences 
is valuable, because it provides direction for making an 
appropriate formulation related to both behaviour and affect, 
identifying appropriate outcomes, setting individualised 
goals, and implementing appropriate interventions.

diagnosis
Organise all of the data collected during the assessment phase, 
and make a preliminary formulation. The word preliminary is 
used to imply the ongoing potential for revision as the person’s 
behaviours unfold during the course of the therapeutic 
relationship.

The goal in organising the data is to understand the data 
as they reflect the person’s unique, private world. Look for 
dominant themes or central issues in the person’s responses. 
The dominant themes and central issues will be unique to each 
individual.

outcome identifi cation
The major outcomes of the orientation phase are establishing 
contact and beginning to form a working relationship between 
the participants. The working relationship in this initial phase 
is the framework within which behavioural change is 
constructed, a challenging task, in the next phase. Your 
Assessment Approach, below, highlights the common signs of 
a working relationship. Look for these signs to determine 
whether the one-to-one relationship is moving into the 
working phase. Other individual outcomes will be determined 
by the person’s specific dominant themes and central issues.

Planning and intervention
The following interventions are common elements during the 
orientation phase. The development of additional interventions 
is based on assessment and formulations for each individual 
person with whom you work.

Developing the therapeutic contract
A plan for action actually forms the therapeutic contract 
negotiated in a one-to-one relationship. The therapeutic 
contract is a concrete, detailed and mutually negotiated 
acknowledgment of a person’s personal goals for treatment, 
plus the nurse’s professional responsibilities. Essentially, this 
involves a discussion of how the two of you will work together. 
Be certain to discuss the timeframe for your work together 
during this phase, and reinforce it during the other phases, 

Practice example

One of the doctors in the medical practice where you work has asked you 
to see Rowena. On checking her medical record, you note that Rowena is 
a 35-year-old woman who has had several appointments for minor medical 
problems. You note from the record a pattern of repeat prescriptions for 
anti-anxiety medication. You also note that she was referred for mental 
health care on two other occasions, but failed to keep those appointments.

In thinking about the information Rowena presented in the fi rst 
session, you review her comments on having not followed through on the 
other two referrals. There are many possible reasons a person may miss 
appointments, some having to do with insuffi cient motivation for treatment, 
some having to do with psychiatric symptoms, and others attributable to 
unavoidable life circumstances. Rowena’s explanations indicate no 
external interfering life stressors or diffi culties with transportation.

During that fi rst session, Rowena was upset and apologetic for not 
following through on the referrals, which she attributed to her anxiety 
symptoms. Specifi cally, she has been experiencing increasing diffi culty 
leaving her home. The farther she gets from home, the more anxious she 
becomes. She cannot leave her home, even to run important errands, 
without taking anti-anxiety medications. Rowena cannot really specify 
the reason for her anxiety other than a sense of impending catastrophe. 
Rowena’s behaviour, self-reports and history are all consistent with what 
would be expected in an anxiety disorder. You note the lack of 
defensiveness in her presentation, and you conclude that, at this point, 
there is no avoidance or resistance that would undermine the initiation of 
a one-to-one relationship.

I am aware of friends who live with mental 
illness for whom anxiety can sometimes be so 
overwhelming that it interferes with the capacity 
to engage in the normal activities of life. situations 
such as this indicate the extent to which it is 
important to think through very carefully the 
reasons why a person may or may not engage with 
treatment. For some people there can be practical 
concerns—such as childcare responsibilities or fear 
of running into certain people—that can hinder 
even leaving the house. This is the case with several 
people with whom I am friendly.

LIVEd EXPErIENCE

For nurse For consumer

■	 Sense of making contact with the person
■	 	Sense that the person is responding well to the relationship
■	 	Sense that the nurse can facilitate growth in the person 

regardless of the severity of dysfunction
■	 	Sense of commitment to addressing the person’s problems

■	 non-verbal and verbal evidence of liking the nurse
■	 Sense of relaxation with the nurse
■	 Sense of confidence in the nurse
■	 non-superficial (in nature and depth) problems addressed

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

Signs of a working relationshipYour ASSESSMENT APProACH
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avoid thinking about the person’s specific problems. Be careful 
and be self-aware: burnout can transform an original and 
creative nurse into a mechanical bureaucrat.

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

Practice example

When the nurse is asked where Mr Grant is, he laughingly reports that 
Mr Grant is taking a shower in preparation for his personality inventory 
test. Everyone in the nurses’ station cracks up laughing.

In a discharge conference, the psychiatrist says she’d like to 
discharge Earl, a young man with a history of violent outbursts. The nurse 
replies ‘With or without a baseball bat?’, and everyone chuckles.

YOUr INTErVENTION STrATEGIES
reducing and modifying the occurrence 
of burnout

■	 address staff–consumer ratios. giving more attention to each 
person enables time to focus on the positive, non-problematic 
aspects of the person’s life.

■	 recognise that no one is perfect. the people to whom you 
provide care deserve the best you can provide; it may not 
always be perfect care, and it isn’t 24-hours-a-day, 7-days-a-
week care.

■	 take sanctioned breaks rather than guilt-provoking escapes 
from the work situation.

■	 talk over your problems to get advice and support when you 
need it. Clinical supervision is important for mental health 
nurses.

■	 express, analyse and share your feelings about burning out. 
this lets you get things off your chest, and gives you the 
chance to get constructive feedback from others and perhaps 
a new perspective as well.

■	 understand your own motivations in pursuing a mental health 
nursing career, and recognise your own expectations for 
working with consumers. Deal with the issues of the people 
you are caring for, not your own.

■	 listen to and then attend to your own internal stress signals.
■	 pursue happiness and satisfaction in your personal life, 

through things you enjoy and being around positive people. 
■	 Work with a peer support worker to get a different recovery 

perspective.

Improving practice and avoiding burnout
you and a colleague work in the medication clinic of a 
community mental health centre. Both of you have talked about 
your increasing dissatisfaction with your job. you feel burdened. 
there are too many consumers and too little time. you feel that 
you don’t get enough feedback on your performance from 
management. the improvements you would like to make—
medication education groups for family members, for example—are 
impossible to implement given the workload. neither you nor 
your colleague feels that you are doing the best you can for 
the service users and their families. you decide to approach 
management to discuss the following:

1. consideration of ways to decrease the workload
2. regularly scheduled time for clinical supervision 
3. an additional weekly medication education group for family 

members
4. consideration of working in partnership with a peer 

worker.

your requests are based on the following types of research:

Drury, V., Craigie, m., Francis, K., aoun, S., & hegney, D. g. 
(2014). Compassion satisfaction, compassion fatigue, anxiety, 
depression and stress in registered nurses in australia: phase 2 
results. Journal of Nursing Management, 22(4), 519–531.

hegney, D. g., Craigie, m., hemsworth, D., osseiran-moisson, r., 
aoun, S., Francis K., . . . Drury V. (2014). Compassion satis-
faction, compassion fatigue, anxiety, depression and stress in 
registered nurses in australia: Study 1 results. Journal of  Nursing 
Management, 22(4), 506–518.

hurley, J., Cashin, a., mills, J., hutchinson, m., & graham, i. 
(2016). a critical discussion of peer workers: implications for 
the mental health nursing workforce. Journal of Psychiatric and 
Mental Health Nursing, 23(2), 129–135.

Wilkinson, S. (2014). how nurses can cope with stress and avoid 
burnout. Emergency Nurse, 22(7), 27–31.

EVIDENCE-BASED PrACTICE

CRITICAL THINKING QUESTIONS

1. What relationship do you see between your experience at the medication clinic and the issue of burnout?
2. how do you deal with feeling that you are not doing the best you can for the people for whom you provide care and their families?
3. What are the essential elements to keep in mind when approaching management to discuss your ideas?

reducing burnout
Research indicates that the causes of professional burnout are 
rooted not in the permanent psychological characteristics of 
individuals, but rather in the social context of their work; 
specifically, lack of resources and workload pressures. Most 
nurses usually expect the presence of negative conditions, 
such as large care-coordination loads, time pressures and daily 
confrontation with distress. Positive factors, like a sense of 
significance, rewarding interpersonal relationships, the 
appreciation of others, challenge and variety, are protective 
factors (Todaro-Franceschi, 2013). The strategies listed in the 
following Your Intervention Strategies feature can be used to 
reduce and modify the occurrence of burnout.

COMMUNICATION boxes offer sample dialogues between 
nurses and clients. In addition, they provide the rationale for at least 
two different but helpful alternatives. This feature is designed to 
provide students with a beginning repertoire of useful communication 
interventions when interacting with mental health clients.

NURSING CARE PLANS are included in the chapters 
dealing with specific disorders. They represent a different way to view 
care for clients diagnosed with specific mental disorders according to 
the DSM-5.

month, and the person has either recovered from the symptoms 
before six months, or six months have not yet elapsed since the 
original symptoms began. Under the latter set of circumstances, 
the diagnosis of schizophreniform disorder is provisional 
until the six months have elapsed and then a diagnosis is made. 
A second difference, besides duration, is that the person may 
show no impairment in social and work functioning.

Schizophreniform disorder may occur just prior to 
the onset of schizophrenia (i.e. be prodromal to [precede] 
schizophrenia), yet approximately one-third of people 
diagnosed with this disorder recover. The other two-thirds go 
on to develop either schizophrenia or schizoaffective disorder.

schizoaffective disorder
In schizoaffective disorder, two sets of symptoms—psychotic 
and mood symptoms—are present concurrently in the same 
period of illness episode: positive symptoms of schizophrenia 
and symptoms of a mood disorder (either a major depressive 
or manic disorder; see Chapter 15). Under DSM-5, there is 
a requirement that a major mood episode be present for the 
majority of time in which psychotic symptoms are present. 
Schizoaffective disorder is less common, and has a slightly 
better prognosis, than schizophrenia, but it has a substantially 
worse prognosis than mood disorders. Interacting with a 
person living with schizoaffective disorder may require the 
same skills you would employ with a person living with 
schizophrenia. Disorganised speech may be an expression of 
this type of psychosis. The Communication feature provides 
examples of therapeutic communication with a client with the 
clang association form of disorganised speech.

under certain circumstances.

Practice example

Daryl, a 26-year-old man living with schizophrenia, decided to stop 
taking his quetiapine (Seroquel) because he didn’t think he needed it 
anymore. Within a few days of stopping the medication, he was unable to 
leave the house for fear of someone harming him. Although he liked his 
job at a local supermarket, he refused to go to work for fear that he would 
be hit by a bus on his way there. He was eventually fi red because of poor 
attendance. The loss of a structured schedule furthered his deterioration, 
and Daryl relapsed, requiring hospitalisation.

Practice example

Jeanne, 22, has lived with her divorced mother and younger sister Maura 
since her release from hospital after her second psychotic episode. She 
found living alone too frightening, and was more comfortable staying 
in her old room at home. When Maura began preparing to leave home 
for university, Jeanne became increasingly anxious, demanding to sleep 
in Maura’s room at night and hiding Maura’s belongings. As Maura’s 
departure grew near, Jeanne began actively hallucinating and withdrew to 
her room, refusing to talk to her mother or sister.

In this instance, a decrease in medication increased 
Daryl’s biological vulnerability, with marked behavioural, 
and eventually environmental, consequences. His relapse 
began with a medication issue and could have been prevented.

In this case, Jeanne did not have sufficient coping skills 
to deal with her sister’s departure from the household, and her 
psychosis re-emerged. Jeanne’s relapse may have been averted 

a person with clang associations
PERSON: ‘the dining room lining trying to eat forever.’

NURSE RESPONSE 1: ‘Jack, are you having a problem getting your food?’

RATIONALE: a direct question allows the person experiencing clang 
associations to answer with a ‘yes’ or ‘no’ response, models how the 
communication can be stated, and labels the situation as a problem.

NURSE RESPONSE 2: ‘come with me and let’s get you set up.’

RATIONALE: this response reinforces the appropriateness of the 
person coming to the nurse with a problem and concretely shows 
the person how to resolve the problem.

COMMUniCatiOn
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■  displaying posters, magazines or screen-savers of a  
sexual nature

■  sending sexually explicit emails or text messages
■  making inappropriate advances on social networking sites 
■  accessing sexually explicit internet sites
■  making requests for sex or repeated unwanted requests to 

go out on dates
■  behaving in ways that may also be considered an  

offence under criminal law, such as physical assault, 
indecent exposure, sexual assault, stalking or obscene 
communications.

Sexual harassment can lead to severe stress in the 
victims. Many experience depression, isolation, feelings of 
powerlessness, helplessness, fear, restlessness, inability to 
concentrate, somatic complaints, sexual problems, and loss 
of self-esteem. At its most severe, harassment resembles the 
other sexual traumas of child sexual abuse and may result 
in post-traumatic stress disorder. In Australia, the Human 
Rights and Equal Opportunity Commission (HREOC) is the 
government body responsible for receiving complaints under 
the Sex Discrimination Act 1984. This legislation makes it 
unlawful for a person to sexually harass another person in 
a number of areas, including employment, education, the 
provision of goods and services, and accommodation. About 
one in five complaints received by the HREOC under the 
Sex Discrimination Act 1984 relates to sexual harassment.

 4. In some instances, the child may be removed 
from the family when that is the safest option. 
Unfortunately, this decision may place additional 
guilt on the child.

communiTy-baseD caRe anD home caRe
A community issue that touches the lives of women, 
in particular, is how women are treated by men in the 
workplace. If the environment is one that tacitly supports 
keeping women subordinate, then those women are being 
discriminated against. Sexual harassment of women in the 
workplace and in schools has always existed as a hidden 
crime. Only recently has it been more fully recognised 
for what it is—discrimination against, and violation of, 
the victim. It is part of the continuum of sexual violence, 
which also includes childhood sexual abuse and rape. Girls 
and boys and women and men must be taught that they do 
not have to tolerate harassing behaviours. These behaviours 
include the following:

■  staring or leering
■  being unnecessarily familiar, such as deliberately 

brushing against a person or touching them
■  making suggestive comments or jokes
■  making insults or taunts of a sexual nature
■  indulging in intrusive questions or statements about a 

 person’s private life

Identifying information
Jill is 35 years old and, with her husband 
John, co-owns and operates a local 
newsagent business. the couple have 
been married for 15 years, and have three 
children aged 14, 12 and 7.

Jill was sexually abused by her 
grandfather from a very young age until she 
was about 11 or 12. she states that she told 
her mother about the abuse when she was 9 
or 10, but that her mother just ignored it. her 
mother now denies that Jill told her about the 
abuse when it was occurring. Jill has tried to 
ignore her abuse history, until several months 
ago when she saw a television program about 
incest. she has periods when she is filled with 
rage at her parents and grandfather.

History
no prior psychiatric history.

Jill is the third child of five in an intact 
family. she describes her mother as ‘strict . . . 
she would threaten by saying “wait until 
your dad comes home”.’ When asked about 

her father, Jill states, ‘he wasn’t around . . . 
he was working . . . he was always distant.’ 
she describes the family communication as 
‘dysfunctional; only certain people talked to 
certain other people. For example, none of 
us kids could talk directly to Dad. We always 
had to go through mum.’

Jill describes herself as a ‘homebody’; 
she works in the newsagency several days a 
week while the children are at school, and 
says ‘the shop is my chance to get out of 
the house each week.’ in the past, she went 
out with her husband regularly, but says she 
never really enjoyed doing so. since having 
children, Jill’s life has increasingly involved 
parenting, home duties and the newsagency. 
she states that she has never had close friends 
and her only friend is her husband, but she 
also feels intimidated by him. she has a very 
close relationship with her children.

Jill has no current or past medical 
problems. she states that she is in good 
health except for feeling ‘down a lot of the 
time’.

Current mental status
Jill is oriented to person, place and time. 
her affect appears dysphoric, irritable and 
constricted in range. at times she is filled 
with rage, saying, ‘i am mad . . . mad at 
the world in general, and at having to deal 
with all of this.’ she states that during her 
entire life she has spent much of her energy 
in ‘not thinking’, ‘not imagining’ and ‘not 
remembering’ the abuse. she has attempted 
to keep a sense of distance from her inner 
emotional life. after viewing the television 
program on incest, she now experiences 
‘painful, bitter, brooding thoughts about the 
abuse’. Jill is an anxious and angry woman 
with extremely low self-esteem and intense 
feelings of inadequacy. she views herself as 
unable to function in an autonomous, self-
directed and self-reliant fashion, and sees 
the world as untrustworthy, betraying and 
often cruel.

unable to rely on her own resources or 
depend on the support of others, Jill feels 
a sense of bitter futility and resignation.  
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Educator resources

A suite of resources is provided to assist with delivery of the text, as well as to support 
teaching and learning. 

SOLUTIONS MANUAL
The Solutions Manual provides educators with detailed, accuracy-verified solutions to all of 
the in-chapter and end-of-chapter problems in the book.

TEST BANK
The Test Bank provides a wealth of accuracy-verified testing material. Updated for the new 
edition, each chapter offers a wide variety of true/false, short answer and multiple-choice 
questions, arranged by learning objective and tagged by NMBA standards.
Questions can be integrated into Blackboard or Moodle.

POWERPOINT LECTURE SLIDES
A comprehensive set of PowerPoint slides can be used by educators for class presentations 
or by students for lecture preview or review. They include key figures and tables, as well as a 
summary of key concepts and examples from the text.




