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|v|Preface


According to the US National Institute of Mental Health (NIMH), in 2017, almost one in five (46.6 million) adults lived with a mental health challenge. Of concern is the fact that young adults between the ages of 18 and 25 years have the highest prevalence, among whom over one in four experience mental health challenges (NIMH, 2019). Mental health challenges are therefore in need of further discussion toward subsequent action. Service providers have a range of modalities, approaches, and treatments available to them, and this handbook explores a range of practical tools and strategies to address such challenges.


The purpose of this handbook is to provide a hands-on guide that discusses the how of person-centered approaches. It can be seen as an extension to Rudnick and Roe’s 2011 book Serious Mental Illness: Person-Centered Approaches (Rudnick & Roe, 2011), in that it builds on theoretical material presented there, to provide practical examples across clinical care, research, education, and health care leadership. This handbook is intended for service users and service providers alike. Often books on person-centered approaches have mostly addressed theory and neglected to give enough detailed advice on practicing this approach. The authors of this present work have therefore endeavored to provide concrete examples, techniques, tools, and resources to assist service users and service providers to use on their own and/or in practice. There are a variety of approaches that put the service user at the center of care, and this handbook explores a number of these approaches.


The book is divided into six chapters: foundations, clinical care, research, education, health care leadership, and a conclusion chapter. This text looks to address the main areas of mental health care. Within each of these realms, practical person-centered strategies are illustrated using detailed case vignettes within diverse service user–service provider clinical relationships. The application of tools and resources are illuminated using the information from the case vignettes in each section for the reader to gain real-life insight into using the person-centered approach. The same tools and resources are also provided as blank handouts in the Appendix, which can be printed out for personal or clinical use.


The case examples included in the book do not report real cases or use the names of real persons, but they are based on the experiences of the authors in their clinical work.


The clinical care chapter (Chapter 2) is further divided into: clinical relationships, clinical communication, cultural care, family-centered care, co-occurring (concurrent) disorders, adolescents, dual diagnosis, forensic care, and older adults. These sections were chosen because they represent some of the most common areas for exploration in the therapeutic realm. These topics were discussed in Rudnick and Roe (2011) and this book will delve into them in greater detail.


The research chapter (Chapter 3) is divided into: research relationships, collaboration in research, planning and implementation of research, and research communication, as |vi|these sections mirror person-centered approaches to these areas. The chapter starts with relationships as a basis and moves to collaboration as a concept that reflects a less hierarchical concept. Planning and implementing of research are traditional phases, and communication reflects the final phase of the research process so that others are aware of the results.


The education chapter (Chapter 4) is divided into: shared decision making, family education, education of health professionals, and public education. The rationale to include these sections is the vast nature of the topic area of education. When thinking about education pertaining to person-centered care (PCC), one can conceptualize the need to engage with those making the decision (the service user involved in shared decision making), the possible extended support systems that exist (e.g., family), those providing information for the service user to make decisions (most often service providers), and the broader population who require information to make informed decisions (e.g., the public).


The health care leadership chapter (Chapter 5) is divided into: person-centered leadership, becoming a reflective leader, developing and leading service user–centered teams, emotional intelligence, generative relationships, collaboration leading change, project methodology, change models, and system change. This chapter recognizes the present challenges to health care delivery and the need for a person-centered approach to much-needed health care transformation. The chapter leads the reader through a collaborative administrative process, providing a selection of tools that may be utilized to enable successful, strength-based aspirations and results.


Although much of the knowledge about person-centered mental health care addresses serious mental health challenges, it also applies more generally to all mental health challenges; this book addresses a wide range of mental health challenges.


The authors of this book have varied educational backgrounds as well as clinical and nonclinical experiences in health care. The information provided in this handbook draws on the experiences of what has contributed toward effective health care, research, education, and health care leadership.
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|1|1  Foundations



Mental Health Challenges and the Person-Centered Approach


Mental health challenges (MHCs) may be defined in different ways. The National Survey on Drug Use and Health (NSDUH) defines an MHC as “a mental, behavioral, or emotional disorder (excluding developmental and substance use disorders)” that is diagnosed within the year, meets Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5) criteria, impedes function, and restricts day-to-day activities (Substance Abuse and Mental Health Services Administration, 2015, p. 1). There are some who view mental health challenges as the suffering that comes from pain to one's self-worth or identity (Abramson, Metalsky, & Alloy, 1989; Beck, 1967). This may include diagnoses such as schizophrenia, major depressive disorder, bipolar affective disorder, obsessive-compulsive disorder, anxiety disorders (such as panic disorder), and others.


A person-centered approach (PCA) – also referred to as client-centered care (CCC) or person-centered care (PCC) – has been a relatively modern attitude in the provision of services and care. PCAs are widely used in the care of individuals with dementia (Mitchell & Agnelli, 2015). PCAs are also used to counsel individuals experiencing depression (Sanders & Hill, 2014). For almost 20 years, the UK has incorporated PCA into legislative policies along with best practice guidelines (Department of Health, 2001, 2005, 2006, 2009). In Rudnick & Roe (2011) PCA is discussed as a multidimensional construct (which includes the PCA process), person-focused (with the service user as the primary beneficiary), person-driven (the service user makes choices on the course of care actions), person-sensitive (specific to service user needs), and person-contextualized (past and present experiences are taken into consideration).


The fundamental characteristics of PCA that service providers embody in a clinical relationship include those of understanding, compassion, authenticity or a genuine nature, acceptance, and unconditional positive regard, as well as empowerment or the supporting of the autonomy of the service users in their own lives (Rogers, 1949, 1956). Service providers embody these characteristics as a way of being to create a safe space where service users can work through their challenges. This may require service providers to cultivate themselves in a way that aligns with these qualities. The service provider has a sense of connectedness to the service user as a human being. Compassion involves getting into another person’s world regarding their experience, where the service provider becomes present to the associated thoughts and feelings of the service user. Of importance, compassion |2|involves taking an action, however small, which is in line with the service provider’s intention to support the service user towards recovery. Interestingly, this in turn allows for the delivery of person-centered care while being a resilient service provider (Thibeault, 2020). PCA also involves developing and maintaining supportive relationships with service users, along with (self-)respect for service users, their experiences, strengths, knowledge, and autonomous choice (Hammell, 2013).


Little et al. (2001) developed a model of patient-centeredness that includes five elements:




	

Looking at the service user’s experience with MHCs and their effects





	

Considering the person as a whole, including their emotions and environmental context





	

Common ground between the service user and service provider to decide upon a care plan





	

Health promotion and taking preventative measures





	

Improving the service user–service provider relationship through shared power.








The person–environment–occupation (PEO) model is another tool that may be used to consider personal (physical, cognitive, affective), environmental (cultural, physical, social, institutional), and occupational (self-care, productivity, leisure) components that contribute to the uniqueness of an individual (Law et al., 1996). This model is person-centered in that it requires collaboration with service users and is directed by their abilities, needs, interests, contexts, and more. PCA may be applied through several different methods across health care disciplines. The key is putting the individual at the center of care.



Benefits and Challenges of the Person-Centered Approach


PCAs are methods that may be applied when working with service users. Involvement of service user preferences throughout the duration of the relationship is important. PCA may foster a sense of empowerment in the service user’s life, which may lead to increasingly effective interventions (Ladd & Churchill, 2012). In them, we discuss achieving a balance between the dominant medical model approaches, with that of PCA. At times, there are acute psychological symptoms that may effectively be treated with medication. At the same time, PCA is useful to address the various factors that may have contributed to MHCs in the first place.


PCA lends flexibility for both service users as well as service providers. It can be employed by new and seasoned professionals, may be used regardless of age, can be applied to different health challenges, and provides a framework from which professionals can hone their skills when working with service users (Brown, Thornton, & Stewart, 2012). PCA applies to service users who experience all kinds of challenges, whether it is mental, cognitive, intellectual, or otherwise. It is accessible to different cultures and disciplines, which means that PCAs have a broad applicability in the field of mental health (Cooper, O’Hara, Schmid, & Bohart, 2013).


|3|PCA helps to validate a person’s needs, wants, preferences, beliefs, values, and more, and is shown to have mental, physical, and economic benefits (Ekman et al., 2011). These approaches support service users to develop and maintain their strengths and abilities, promoting self-efficacy, confidence, and the ability to make their own decisions (Fors, Taft, Ulin, & Ekman, 2016). PCA may help service users to maintain all or part of their independence and begin or maintain effective health behaviors (Innes, Macpherson, & McCabe, 2006). The PCA of shared decision making is rated higher among service users in the domain of quality of care when compared with those who have not experienced shared decision making during their care (Solberg et al., 2014). Ultimately, with PCA, service users may have an improved quality of life (US Department of Health and Human Services, 2010).


It has been reported that service providers who employ PCA may provide more effective care emotionally, physically, and even spiritually (Puchalski, Vitillo, Hull, & Reller, 2014). PCA helps to maintain an awareness of the person being supported rather than the service provider’s attention shifting to the symptomologies of various diseases (van der Laan, van Offenbeek, Broekhuis, & Slaets, 2014). It builds trust and mutual respect, which may create greater ease in the clinical relationship (Cloninger, 2011). Brown et al. (2012) have illustrated the utility of PCA through various experiences and interactions of service users and service providers, and ways to address challenging situations. They explore the service user’s experience with MHCs by looking at the person as a whole, and searching for a common denominator between the service user and the service provider, which may enhance the clinical relationship.


PCAs have been shown to improve the overall operation of health care settings (Epstein, Fiscella, Lesser, & Stange, 2010). Bertakis and Azari (2011) also found that PCA is associated with decreased annual medical charges as compared with a non-PCA in primary care. PCA supports service users in improving their understanding of the challenges they are experiencing, to the extent that they access emergency services less frequently (Epperly et al., 2015). It has been shown that service users are also thereby more likely to adhere to their treatment plan (Robinson, Callister, Berry, & Dearing, 2008). After all, with PCA, service users are involved in the process to develop the treatment plan; therefore, their preferences have already been taken into consideration.


In spite of all of this evidence, however, PCA faces challenges for several reasons. There has been some discussion as to the alignment between PCA and evidenced-based decision making and care. PCA may be seen as the goal of care, while evidence-based care may be considered the guidelines of care (Good & Rogers, 2012). The goal is what service providers aim to achieve in their care provision, whereas the guidelines are the standard to be upheld. Depending on the situation, PCA may be more or less appropriate to apply in service provision, based on the criticality of the situation. For example, if a service user with a mental health challenge is experiencing an episode of psychosis and is a risk to themselves or others, it is of crucial importance to stabilize the service user through a combination of medication and psychosocial interventions. However, when the same individual has stabilized, the strategies that are put in place to maintain service user wellness using PCA become increasingly important.


There tends to be a push toward empirically supported therapies, or therapies that are proven effective through research trials, where service users have little say in the course of their treatments and interventions (Cooper et al., 2013). In a way, the very basis of such |4|research revolves around non-PCA principles. This is not to say that PCA cannot be empirically validated, rather, what we view as the “gold standard” seldom considers PCA. However, PCA can be integrated into research and evidence-based practices. There have been countless studies comparing non-PCA with PCA practices that continually demonstrate the effectiveness of PCA.


Moore et al. (2017) found that existing organizational frameworks and the continuation of traditional models of practice hinder the implementation of PCA. In Canada, even when there is support for PCA in theory, there are competing factors such as attempts to reduce costs and waste, and to maintain the health care system, which impede the application of PCA in practice (Kuluski, Peckham, Williams, & Upshur, 2016). Even at the local level, in Germany, Hower et al. (2019) found that individual factors and the work setting of health and social care organizations – for example, communications between staff and employee well-being – may impede PCA implementation. Davidson, Tondora, Miller, and O’Connell (2015) acknowledge that beyond the service provider, additional resources, time, and infrastructure are needed to facilitate PCA.


Lack of clarity around what PCA entails has also been a deterrent to research and its application in practice (Louw, Marcus, & Hugo, 2017). It is argued that the notions of unconditional positive regard, compassion, and congruence are elements that ought to be practiced by any effective service provider. In the UK, while exploring the current applications of personhood in dementia care, it was found that, although there were some effective examples of PCA, service providers were not availing themselves of all opportunities to implement PCA in their practices (Clissett, Porock, Harwood, & Gladman, 2013). This may suggest a lack of understanding between the principles of PCA and its day-to-day practice.



Person-Centered Approach Applications


We are seeing changes on a societal level that are making it possible for PCAs to be realized more easily. For example, technology is developing incredibly fast, and there is now an array of assistive devices designed with the end user in mind, so that devices, interfaces, platforms, and so on meet the particular needs of the user. Assistive technologies that are person-centered may consider aspects that enhance the retention of information, orientation to the environment, maintenance of safety, and the provision of activities or occupations that are meaningful to the user. Examples include the plethora of mobile applications or apps that continue to be developed to meet needs-related challenges such as organization, the breakdown of tasks, or addressing communication barriers.


The work of Carl Rogers on PCAs was not only limited to the field of mental health; he worked on applications to other fields as well, including education, group work and conflict resolution, leadership, and business (Kirschenbaum, 2004). In terms of education, Rogers discussed the similarities between educational and psychotherapeutic behaviors, as they may both appear to be based on the foundations of unconditional positive regard, compassion, and congruence (Lemberger & Cornelius-White, 2016).


PCA in education recognizes that the learner’s experiences are important elements that affect how the learner perceives their environment (Cornelius-White, Motschnig-Pitrik, & Lux, 2013). Educators adjust their role to meet the needs of the learner, based on the |5|learner’s point of view. This requires compassion on the part of the educator to have an understanding, not just of the individual as a learner, but as a whole person. Here, educators assist in making learners aware of their own realizations and newfound understanding (Cornelius-White et al., 2013).


Within the realm of health, PCA abounds. For example, PCA can be used as a means to prevent or limit the “othering” that may occur with service users with dementia (Doyle & Rubinstein, 2014). Viau-Guay et al. (2013) discusses person-centeredness as an approach that increases the quality of care in long-term care homes. PCA in long-term care homes may also influence the communication between staff and residents, which may replace patronizing and directive interactions that foster dependency and may compromise personal identity, with communication that allows for service user preferences and takes into consideration a person’s life history (Savundranayagam, 2014). The use of narrative as a PCA in geriatric care may be helpful to understand the life story of a service user, along with their challenges with mental health (Clark, 2015). Gillick (2013) discusses the need for caregivers to be educated and trained in PCA as an element in the provision of high-quality, cost-effective health care.


A systematic review from Li and Porock (2014) found that changes in the residential culture toward using PCA benefited residents’ psychological well-being, and PCA specific to dementia decreased challenging behaviors and the need for pharmacological therapy for those in long-term care. Terada et al. (2013) found that PCA in geriatric health care facilities correlated with quality of life improvements in service users with dementia and correlated with improved cognitive performance and function of activities of daily living in hospitals. Additionally, PCA can have a beneficial impact on staff working with individuals who have dementia in residential care facilities, decreasing stress and burnout while increasing job satisfaction (Barbosa, Sousa, Nolan, & Figueiredo, 2015).


PCA can help to shape health care facilities, such as in the Cleveland Clinic health system, where their nursing model was guided by the “patients first” principle to provide high-quality care (Small & Small, 2011). Lavoie, Blondeau, and Martineau (2013) found that integrating PCA into a palliative care setting led to a decrease in task-focused care, an increase in respect for the needs and wants of service users, along with improved listening, autonomy of, and respect for the service user. Edvardsson, Winblad, and Sandman (2008) add that when working with service users with Alzheimer’s disease, PCA may require viewing the personality of a service user as being not as easily accessed rather than as being lost. Other elements of PCA in this population include tailoring health care services to the unique needs of the individual, looking at clinical decisions from the service user’s point of view, and shared decision making.


The term recovery is used widely, but what does this really mean from the perspective of PCA? Recovery may involve a number of elements, including having an awareness of what is getting in the way of one’s day-to-day activities, respect for self and others, possibility for a newly created future, being grounded in current circumstances, learning new skills, taking personal responsibility for one’s life and actions, moving beyond challenges with mental health, setting and working toward personal goals, a sense of belonging to a community, receiving support from peers, and meaningful activity (Andresen, Oades, & Caputi, 2003; Jacobson, & Greenley, 2001).


Within mental health services, Rogers presented the nondirective method of care with the underlying notion that individuals have the ability to understand their own suffering, |6|along with the ability to adjust their own disposition in life toward greater consciousness to alleviate painful experiences (Rogers, 1956). This approach toward care requires attentive listening by the service provider, meeting service users where they are, fostering a safe space, and reflecting the thoughts and feelings of service users in order for them to have insights, make realizations about their situation, and take subsequent action. This was a shift from the more typical approaches of asking questions, analyzing, and giving advice and suggestions to the service user (Kirschenbaum, 2004). The service provider’s attitude is also a vital component of PCA and requires that they show genuine understanding, empathy, and acceptance so the service user truly feels understood and heard. This requires service providers to embody these characteristics as a way of being.



Chapter Conclusion


Person-centered approaches focus on the relationship between the service user and service provider. Through the service provider’s practice of compassion, unconditional positive regard, authenticity, and empowerment, the service user develops a newfound sense of self. Despite some of the challenges that PCA faces in terms of uptake and implementation, the benefits of such approaches are clear. The applications of PCA are widespread and can be found inside and outside of health and mental health settings.
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|11|2  A Person-Centered Approach to Clinical Care Related to Mental Health Challenges



Introduction


Clinical care is an integral part of what service providers do to facilitate the recovery of service users who experience mental health challenges (MHCs). This chapter on clinical care includes sections that address different aspects of care (clinical relationships, clinical communication, cultural care, and family-centered practice) and different populations with MHCs (including those with co-occurring disorders, adolescents, those with a dual diagnosis, the forensic population, and older adults) through a lens using a person-centered approach (PCA). This approach includes building rapport with the service user and family; assessing service user MHCs; providing education and promoting insight; actively listening to service user values, preferences, and experiences; developing and supporting the service user in reaching recovery goals; and partnering with service users to pick treatment option(s).


Each section opens with a clinical case that will be used to guide the reader through the different aspects of the section (whether that is about different aspects of care or a particular client group) and to illustrate the service user’s and service provider’s experiences. Then, there is an introduction to the area of focus. The clinical cases are developed throughout the chapter to demonstrate how theoretical principles, models, and frameworks apply in the clinical setting. Exercises completed by the service user of the given clinical case are included throughout the sections, to provide the reader with realistic applications of the tools that service providers can use when working with service users. Alternatively, service users may complete the exercises independently to apply the learned information to their own situations. The sections are designed to focus on the particular area of interest in a concise manner. Some exercises, although placed in a particular section, may be applicable to various contexts of care.



|12|Clinical Relationships






Wally is a 26-year-old man who lives in an apartment with his fiancée, Liz, whom he has been with for the past six years. Recently, Wally has begun to show signs of psychosis. Liz first noticed these signs when he was increasingly on-edge and nervous. She found it difficult to follow what he was saying. He was also taking less care of his personal hygiene, and no longer seemed to care about making himself look presentable when going out in public.


Wally was experiencing mounting pressure at work as an engineer and began missing work, until he took a stress leave. He had been distant from friends for some time, leaving few friends with which to spend time. He would sometimes shut out Liz as well. Wally was beginning to show signs of paranoia; he would sometimes mention to Liz that people were following him.


His fiancée was very concerned for him and encouraged him to seek help. He did not think he needed help and thought he was simply overwhelmed with work and wedding preparations. He thought he needed a break to de-stress. To put her at ease, he eventually looked for counseling support. She was willing to attend any sessions with him, as needed.


Wally never liked the idea of talking one-on-one with a counselor and sharing his thoughts and feelings. He thought it was a waste of time and too personal for his own comfort. He received a referral to a counselor named Sabrina.









Three Phases of Clinical Relationships


According to Peplau (1952, 1997) there are three phases to clinical relationships: the orientation phase, working phase, and resolution phase. These phases may increase one’s awareness of the factors to consider in the formation of a therapeutic clinical relationship.



Orientation Phase


The first phase, the orientation phase, involves addressing any preconceived notions about one another before meeting, and requires that both people move past their assumptions and see each other for who they are as unique individuals. In Table 2.1, you can see how Sabrina completed the handout “Catching Our Own Assumptions” (Appendix 1).






Wally did not think that this counselor, or any counselor for that matter, would be very relatable and was unsure of how long he would attend. Based on Wally’s medical and personal history, Sabrina pictured him to be introverted; she thought that it would take some time for him to open up about his experiences. She also thought that building trust would be a challenge based on his symptoms of paranoia. She was expecting someone who looked disheveled.


|13|When Wally met Sabrina for the first time, she was not as reserved as he had imagined, and had a friendly nature. She told him that he could call her Sabrina, which was not what he expected. When Sabrina met Wally for the first time, she found him to have an outgoing personality, which she did not anticipate. He was presentable and had a sense of humor.












Table 2.1  Catching Our Own Assumptions: Sabrina’s Notes on Her Preconceived Ideas About Wally Before Meeting Him.


















	

Ask yourself – what preconceived ideas do I have about this person? This can be based on, or in relation to:









	

Name




	

I associate the name Wally with someone older, maybe 60+.









	

Age




	

He is a millennial. This appears to be the first episode of psychosis and may be quite unsettling for him, his partner, and his family.









	

History




	

I wonder if there is a history of psychosis in the family.









	

Race/ethnicity




	

I assume he is of European descent, specifically German.









	

Mental health challenge and diagnosis




	

His symptoms are quite typical of psychosis.









	

Family




	

It seems like he has a strong support system that will help him through this experience.









	

Cognitive ability




	

He appears to have been high functioning before this episode based on his employment and his personal relationships.









	

Gender




	

Male, may be reluctant to share his feelings.









	

Religion




	

He may have been born Christian. He may practice the religion as he is getting married earlier than is typical in this society.









	

Culture




	

I would assume that he has adapted to American society.









	

Lifestyle




	

He seems to live independently and, until recently, has been able to participate in activities that he enjoys.









	

Vocation




	

He works as an engineer, where he is likely doing well financially.









	

My previous relationships (personal or professional)




	

None, although his name reminds me of my father’s friend with the same name whom I saw on occasion – he was quite a character.









	

Other




	

He may be experiencing low mood given that he is not working and on stress leave; he may be lacking meaningful activities at this time.















Regardless of the approach taken to build a clinical relationship, it is important to develop a relationship where service users are able to discuss their thoughts and feelings, gain new insights about their situation, trial new behaviors in a safe space, and maintain the |14|sense that change is possible. PCA relationships are person-focused, person-driven, person-sensitive and person-contextualized (Rudnick & Roe, 2011), and focus on the service user’s unique goals and needs throughout care.


Few would argue that one of the foundational elements of all relationships is mutual trust. This may not be an easy task, especially for those experiencing MHCs. However, building trust is possible by focusing on the goals and needs of the service user. The service user can work in collaboration with the service provider to shape the overall nature and process of the clinical relationship and recovery. Consistency in terms of the therapeutic approach taken, scheduled meetings, and the role of each person in the clinical relationship may also help to foster trust. This may take time and may be cultivated in conversation, through the inclusion of phrases such as:




	

We can work together on whatever goals are most important to you.





	

You can share with me as much or as little of your experience as you feel comfortable.





	

Feel free to talk about any thoughts or ideas you have on your mind, as our discussion will stay only between us.








Instead of:




	

Tell me what is bothering you.





	

I can only help you if you talk to me about the problem.





	

You can trust me.








Force or coercion in an attempt to foster trust in a clinical relationship may lead to mistrust and hinder the process of working together toward recovery. The service user may test the service provider to see their commitment to the clinical relationship. Testing may be typical behavior and may be a part of the process in the development of trust. Service users may not have had a reliable figure to depend on, and the individual may want to ensure that the service provider is committed to the clinical relationship (Morrison-Valfre, 2016).






Sabrina’s method of PCA involved making sure that care focused on Wally’s needs and goals. Sabrina began the conversation by asking what brought him to seek counseling and what he wanted to get out of the time they would have together. Wally began by saying that he was there for his fiancée’s sake and that he wanted Sabrina to tell her that he was fine, and that there was no need for him to be there.


Sabrina acknowledged what Wally was saying and proposed that in order for her to be able to tell that to Liz, she would have to get to know Wally better, which would take some time. He reluctantly agreed but he was concerned that this would take too much of his time, which he needed to spend on his return to work. When Sabrina asked about his work situation, he would ask Sabrina questions about her life and he would bring up topics other than himself. She recognized that he was tentative about sharing too much information with her.


Wally would also test Sabrina by saying that he knew that she shared his information with his fiancée, and that he knew that she could not wait to have him off her caseload. To this, Sabrina said that she would stay committed to the terms of the clinical relationship to which they had agreed, which included confidentiality. She recognized that Wally was looking for someone reliable before he would trust her. To build trust with Wally, |15|Wally would guide the conversation and would discuss topics, within the boundaries of their clinical relationship, so that they were both able to better understand one another. She emphasized that, in order to get to know him well enough, she would have to see him consistently. Sabrina recognized the nature of Wally’s challenges with mental health, and how symptoms such as paranoia could make building trust take longer or pose more of a challenge. Although Sabrina did not learn as quickly about Wally as she would have liked, she was confident that gradually building trust in their clinical relationship would set the stage for a healthy dynamic.








Sabrina asked a number of questions to build the clinical relationship with Wally. In Table 2.2, you can see what Sabrina asked in “Points for Discussion to Build a Therapeutic Clinical Relationship” (Appendix 2).






Table 2.2  Points for Discussion to Build a Therapeutic Clinical Relationship: Working to Build Trust Between Wally, a Service User, and Sabrina, a Service Provider


















	

The following are points for discussion that the service provider can ask to further the initial conversation and build trust:









	

What brings you to seek support?




	

Wally comes to therapy because of the concerns of his fiancée. He has been told that he is being overly cautious and making decisions that are unlike him.









	

What would you like to get out of counseling or therapy?




	

Wally is aware that work pressures have been mounting and these are taking a toll on him. He wants to de-stress so that he can get back to work.









	

What do you want me, as your service provider, to know about you?




	

Wally is hesitant to share about himself. He wants Sabrina to know that he is here for Liz and that he will do what it takes to get back to work.









	

What would you like me to do while working with you?




	

Wally is not clear on how these sessions will go or what he would like Sabrina to do, besides help him get back to his regular way of living.









	

What would you like me to avoid doing while working with you?




	

Wally does not want to answer too many questions or go way back into his past or childhood. He values his privacy.



















Wally observed Sabrina closely to see if she was someone he could trust. She only spoke of experiences that she had had with other service users when it related to his circumstances and did not give away any of their personal details. She also emphasized working together on his goals, rather than talking about things that he was not interested in discussing or telling him that there was something wrong with him. There were times when she brought up topics with which he was not going to engage, but she recognized when this was the case and was respectful enough to not probe any further. She kept a positive attitude, was a keen listener, and seemed genuine in her discussions with him. These observations made Wally feel like she was someone who he could trust.








|16|The service user, service provider, and other environmental factors may all play a role in shaping a clinical relationship (Forchuk, 1992; Peplau, 1997). Factors of service users that impact the clinical relationship include how open they are to care services, their insights into thoughts and feelings, and their active participation in the recovery process (Coatsworth-Puspoky, Forchuk, & Ward-Griffin, 2006; Forchuk et al., 2000; Passer, Smith, Atkinson, Mitchell, & Muir, 2003). The number and length of hospitalizations, which may reflect the severity of the MHCs, may be a factor in the clinical relationship. Further, the notion of power differences between the service user and the service provider may also influence perceived trust, preconceptions, and anxiety (Coatsworth-Puspoky et al., 2006; Frank & Gunderson, 1990). In addition, the fit between the challenges of the service user and the type of care is important to consider when building the clinical relationship (Beutler, Machado, & Neufeldt, 1994). Service users who experience anger, anxiety, or delusions may be more guarded, for fear that others will hold these experiences against them. Such symptoms inherently make the clinical relationship a challenge to develop due to the gap in trust and communication.


Service provider factors that influence a clinical relationship include preconceptions and first impressions. Such notions may influence personal attitudes, including professionalism, hopefulness, respect, connection, teamwork, and humanity (Coatsworth-Puspoky et al., 2006; Forchuk et al., 2000; Rydon, 2005). The exercise “Catching Our Own Assumptions” earlier in this section (Table 2.1) may address these assumptions. Commitment, understanding, listening, respectful responses, compassion, problem solving, appropriate exploration, trustworthiness, warmth, acceptance, and genuineness result in service users feeling safer and more secure in their clinical relationships (Forchuk & Reynolds, 2001; Hörberg, Brunt, & Axelsson, 2004).


Other factors such as age of the service user, cultural differences, when the service user began to experience challenges with mental health, and cognitive abilities (which vary depending on the individual, e.g., the ability to express themselves, or that were lost, e.g., sight or hearing loss) can affect the clinical relationship (Forchuk et al., 2000; Rydon, 2005). Such loss, if unaccounted for by the service provider, may make the service user less willing or less able to engage in care. Ideally, the physical environment will suit the needs of any service user who has difficulty with mobility, hearing, vision, or otherwise. The arrangement of where the sessions take place, lighting, and other factors are also considerations. When trust is not present, and there is modest progress, a transfer to another provider may be a consideration, recognizing that the challenge was in the clinical relationship instead of the service user or service provider.



Working Phase


The working phase, according to Peplau (1952, 1997), is the second out of the three phases in the clinical relationship. The working phase involves what we normally picture when we think about a clinical relationship – identifying and working on challenges brought up by the service user, and collaboratively discussing suitable interventions. Patience is required with the information that a service user shares (or lack thereof); trust has to deepen before more complex challenges are revealed. Service providers may be able to demonstrate their commitment and helpfulness to service users through supporting them in challenges that may not, at first, directly relate to the MHCs.






|17|Sabrina was aware that work was currently a challenge for Wally, and that he was hesitant to talk about himself. In the following session that took place a few weeks later, Sabrina talked about previous experiences that she had had with service users who faced challenges in the workplace, as well as how she worked with them to overcome those challenges. Wally had a knack for solving problems and would talk with her about the different options that these service users would have had in their situations. She asked if he had ever had similar experiences, and after a few sessions, Wally began to talk about the difficulties he was having at work. This included his difficulty focusing on and organizing his projects, which was slowing him down and making the amount of unfinished work grow. Sabrina stated that they could think of strategies together so that he could better manage his workload, to which Wally agreed. Looking back at his original impressions about counseling, Wally had thought they would focus on past events that had led to his current feelings. He had no idea that it would have led to something as useful as problem solving his current challenges at work.


Over the weeks, Wally became more and more talkative about his situation, allowing Sabrina to learn more about his thoughts, feelings, and experiences. He mentioned that he was also getting distracted at work because he thought so-called colleagues were constantly watching him. Sabrina was glad that Wally trusted her enough to discuss this personal challenge.








Clinical relationships, like all relationships, require boundaries so that the focus is clearly and consistently on the service user’s needs. This involves maintaining boundaries when it comes to roles, time, money, place, space, gifts, services, language, clothing, self-disclosure, and physical contact (Gutheil & Gabbard, 1993). Boundaries are the responsibility of the service provider and are to be in the best interest of the service user to prevent mismanagement of power imbalances. Policies, guidelines, and standards across different health care professions regulate and maintain such boundaries. When service providers use their role in the clinical relationship to meet their own needs rather than those of the service user, this may be a transgression of boundaries. Signs of boundary transgression include the sharing of unnecessary personal information, sexual behavior, and more.






Sabrina had developed a positive clinical relationship with Wally, but there were times where she felt like she had to be careful to uphold professional boundaries. For instance, when scheduling a meeting was a challenge, he had suggested that they meet for coffee with Liz in the evening. He would also offer tokens of appreciation such as treats when he came for appointments. In both instances, she clearly stated that meeting outside of the defined hours of her work and accepting gifts were not appropriate given the nature of their clinical relationship. She clarified that Liz was welcome to attend appointments as long as he wanted her to do so. When he insisted that she keep the gifts and that he had no use for them, she thanked him and told him that she would leave them in the main area to share with other service users and service providers. Keeping such professional boundaries ensured that Sabrina was meeting Wally’s needs, rather than her own.









|18|Resolution Phase


The third and final phase, the resolution phase of Peplau’s phases of clinical relationships (1952, 1997), is from the time of discussion of the last topic or challenge through to when the term service user no longer applies to the individual accessing support. Here, it is important to identify resources that the service user can access to maintain wellness, gain further self-awareness of symptoms of the MHCs and their management, and build lasting supports in the community.






Since they had tackled his experiences of paranoia and discussed reality checking, Sabrina knew that they were coming closer to the end of the clinical relationship. During this time, she talked with Wally about recognizing the symptoms that could signal signs of relapse – distancing himself from his friends and fiancée, difficulties with focus and organization at work, increased levels of stress, a lack of self-care, and an increase in mistrustful thoughts. She discussed the different organizations that were available to provide support if he wanted future assistance. She offered to connect him with these places before the end of their clinical relationship so that he knew exactly where he could go if in need. They also reviewed routines that he could keep to maintain his own well-being, which included exercising regularly, eating well, avoiding illicit drugs and alcohol, reality testing with those close to him, and getting enough sleep. Table 2.3 includes a list of Wally’s wellness strategies and warning signs (for a blank copy of the handout, see Appendix 3).
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