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To The Instructor


The role of the health care provider continues to become more challenging as our health care system is compromised by increasing federal cuts, lack of trained personnel, and the dictates of health maintenance organizations (HMOs) and behavioral health maintenance organizations (BHMOs). We nurses and our patients are from increasingly diverse cultural and religious backgrounds, bringing with us a wide spectrum of beliefs and practices. An in-depth consideration and understanding of cultural, religious/spiritual, and social practices is paramount in the administration of appropriate and effective nursing care and is emphasized throughout this text.


We are living in an age of fast-paced research in neurobiology, genetics, and psychopharmacology, as well as research to find the most effective evidence-based approaches for patients and their families. Legal issues and ethical dilemmas faced by the health care system are magnified accordingly. Given these myriad challenges, knowing how best to teach our students and serve our patients can seem overwhelming. With contributions from several knowledgeable and experienced nurse educators, our goal is to bring to you the most current and comprehensive trends and evidence-based practices in psychiatric mental health nursing.








Content new to this edition


The following topics are at the forefront of nursing practice and psychiatric-mental health care and are considered in detail in this seventh edition:




• Clinical disorders that are consistent with the DSM-5 are presented along with corresponding nursing care.


• New and recombined DSM-5 disorders are presented, including hoarding disorder, disruptive mood dysregulation disorder, premenstrual dysphoric disorder, binge eating disorder, and autism spectrum disorder.


• Quality and Safety Education for Nurses (QSEN) content—patient-centered care, teamwork and collaboration, evidence-based practice, quality improvement, safety, and informatics—are integrated naturally in the application of the nursing process.


• The social influence of mental health care and the importance of legislation are stressed throughout and are highlighted in Health Policy boxes.


• A complete update has been made on the biological basis for understanding psychiatric disorders and treatments (Chapter 3).


• Settings for psychiatric care are presented along a continuum of acuity and take into account the changing needs of individuals seeking and/or requiring psychiatric services (Chapter 4).


• Trauma, stressor-related, and dissociative disorders are given increased attention in a separate chapter to reflect the increasing recognition of these problems (Chapter 16).


• Screenings and severity ratings are introduced in Chapter 1 and included throughout most clinical chapters


• Chapter 19 provides an in-depth look at both normal sleep and also the cross-cutting problem of altered sleep that accompanies and/or exacerbates psychiatric disorders.


• A separate chapter focuses on impulse control disorders (Chapter 20).


• The terms substance abuse with substance dependence have been consolidated into the single problem of substance use disorder (Chapter 22)





Refer to the To the Student section of this introduction on pages xv-xvi for examples of thoroughly updated familiar features with a fresh perspective, including Evidence-Based Practice boxes, Considering Culture boxes, Health Policy boxes, Key Points to Remember, Assessment Guidelines, and Vignettes, among others.














Organization of the text


Chapters are grouped in units to emphasize the clinical perspective and facilitate location of information. The order of the clinical chapters approximates those found in the DSM-5. All clinical chapters are organized in a clear, logical, and consistent format with the nursing process as the strong, visible framework. The basic outline for clinical chapters is:




• Clinical Picture: Identifies disorders that fall under the umbrella of the general chapter name. This section presents an overview of the disorder(s) and includes strong source material.


• Epidemiology: Helps the student to understand the extent of the problem and characteristics of those who would more likely be affected. This section provides information related to prevalence, lifetime incidence, age of onset, and gender differences.


• Comorbidity: Describes the most common conditions that are associated with the psychiatric disorder. Knowing that comorbid disorders are often part of the clinical picture of specific disorders helps students as well as clinicians understand how to better assess and treat their patients.


• Etiology: Provides current views of causation along with formerly held theories. It is based on the biopsychosocial triad and includes biological, psychological, and environmental factors.


• Assessment:




• General Assessment: Appropriate assessment for a specific disorder, including assessment tools and rating scales. The rating scales included help to highlight important areas in the assessment of a variety of behaviors or mental conditions. Because many of the answers are subjective in nature, experienced clinicians use these tools as a guide when planning care, in addition to their knowledge of their patients.


• Self-Assessment: Discusses the nurse’s thoughts and feelings that may need to be addressed to enhance self-growth and provide the best possible and most appropriate care to the patient.


• Assessment Guidelines: Provides a summary of specific areas to assess by disorder.





• Diagnosis: NANDA International–approved nursing diagnoses are used in all nursing process sections.


• Outcomes Identification: NIC classifications for interventions and NOC classifications for outcomes are introduced in Chapter 8 and used throughout the text when appropriate.


• Planning


• Implementation: Interventions follow the Standards of Practice and Professional Performance set by Psychiatric-Mental Health Nursing: Scope and Standards of Practice (2007), developed collaboratively by the American Nurses Association, American Psychiatric Nurses Association, and International Society of Psychiatric–Mental Health Nurses. These standards are incorporated throughout the chapters and are listed on the inside back cover for easy reference.


• Evaluation


















Teaching and learning resources



For instructors





Instructor Resources on Evolve, available at http://evolve. elsevier.com/Varcarolis, provide a wealth of material to help you make your psychiatric nursing instruction a success. In addition to all of the Student Resources, the following are provided for Faculty:




• TEACH for Nurses Lesson Plans, based on textbook chapter Learning Objectives, serve as ready-made, modifiable lesson plans and a complete roadmap to link all parts of the educational package. These concise and straightforward lesson plans can be modified or combined to meet your particular scheduling and teaching needs.


• PowerPoint Presentations are organized by chapter, with approximately 750 slides for in-class lectures. These are detailed and include customizable text and image lecture slides to enhance learning in the classroom or in Web-based course modules. If you share them with students, they can use the note feature to help them with your lectures.


• Audience Response Questions for i>clicker and other systems are provided with two to five multiple-answer questions per chapter to stimulate class discussion and assess student understanding of key concepts.


• The Test Bank has more than 1800 test items, complete with the correct answer, rationale, cognitive level of each question, corresponding step of the nursing process, appropriate NCLEX Client Needs label, and text page reference(s).


• A DSM-5 Webinar explaining the changes in structure and disorders is available for reference.











For students


Student Resources on Evolve, available at http://evolve.elsevier.com/Varcarolis, provide a wealth of valuable learning resources. The Evolve Resources page near the front of the book gives login instructions and a description of each resource.




• The Answer Key to Chapter Review Questions provides answers and rationales for the Chapter Review questions at the end of each chapter.


• The Answer Key to Critical Thinking Guidelines provides possible outcomes for the Critical Thinking questions at the end of each chapter.


• Case Studies and Nursing Care Plans provide detailed case studies and care plans for specific psychiatric disorders to supplement those found in the textbook.


• NCLEX® Review Questions, provided for each chapter, will help you prepare for course examinations and for your RN licensure examination.


• Pre-Tests and Post-Tests provide interactive self-assessments for each chapter of the textbook, including instant scoring and feedback at the click of a button.





We are grateful to educators who send suggestions and provide feedback and hope this seventh edition continues to help students learn and appreciate the scope of psychiatric mental health nursing practice.


Peggy Halter


























To The Student


Psychiatric mental health nursing challenges us to understand the complexities of human behavior. In the chapters that follow, you will learn about people with psychiatric disorders and how to provide them with quality nursing care. As you read, keep in mind these special features.








Reading and review tools


❶ Key Terms and Concepts and ❷ Objectives introduce the chapter topics and provide a concise overview of the material discussed.


Key Points to Remember listed at the end of each chapter reinforce essential information.


Critical Thinking activities at the end of each chapter are scenario-based critical thinking problems for practice in applying what you have learned. Answer Guidelines can be found on the Evolve website.


Multiple-choice Chapter Review questions at the end of each chapter help you review the chapter material and study for exams. Answers with rationales and textbook page references are located on the Evolve website.














Additional learning resources


Your ❸ Evolve Resources at http://evolve.elsevier.com/Varcarolis offer more helpful study aids, such as additional Case Studies and Nursing Care Plans.














Chapter features


❹ Vignettes describe the unique circumstances surrounding individual patients with psychiatric disorders.


❺ Self-Assessment sections discuss a nurse’s thoughts and feelings that may need to be addressed to enhance self-growth and provide the best possible and most appropriate care to the patient.


❻ Assessment Guidelines in the clinical chapters provide summary points for patient assessment.


❼ Evidence-Based Practice boxes demonstrate how current research findings affect psychiatric mental health nursing practice and standards of care.


❽ Guidelines for Communication boxes provide tips for communicating therapeutically with patients and their families.


Considering Culture boxes reinforce the importance of providing culturally competent care.


Drug Treatment tables present the latest information on medications used to treat psychiatric disorders.


❾ Patient and Family Teaching boxes underscore the nurse’s role in helping patients and families understand psychiatric disorders, treatments, complications, and medication side effects, among other important issues.


Case Studies and Nursing Care Plans present individualized histories of patients with specific psychiatric disorders following the steps of the nursing process. Interventions with rationales and evaluation statements are presented for each patient goal.
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UNIT I


FOUNDATIONS IN THEORY




Outline




INTERACTIVE REVIEW—UNIT I


Chapter 1: Mental health and mental illness


Chapter 2: Relevant theories and therapies for nursing practice


Chapter 3: Biological basis for understanding psychiatric disorders and treatments
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CHAPTER 1


Mental health and mental illness


Margaret Jordan Halter




Objectives





1. Describe the continuum of mental health and mental illness.


2. Explore the role of resilience in the prevention of and recovery from mental illness and consider resilience in response to stress.


3. Identify how culture influences the view of mental illnesses and behaviors associated with them.


4. Discuss the nature/nurture origins of psychiatric disorders.


5. Summarize the social influences of mental health care in the United States.


6. Explain how epidemiological studies can improve medical and nursing care.


7. Identify how the Diagnostic and Statistical Manual, fifth edition (DSM-5) is used for diagnosing psychiatric conditions.


8. Describe the specialty of psychiatric mental health nursing and list three phenomena of concern.


9. Compare and contrast a DSM-5 medical diagnosis with a nursing diagnosis.


10. Discuss future challenges and opportunities for mental health care in the United States.


11. Describe direct and indirect advocacy opportunities for psychiatric mental health nurses.











Key terms and concepts


advanced practice registered nurse–psychiatric mental health (APRN-PMH)


basic level registered nurse


clinical epidemiology


comorbid condition


cultural competence


Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5)


diathesis-stress model


electronic health care


epidemiology


incidence


mental health


mental health continuum


mental illness


Nursing Interventions Classification (NIC)


Nursing Outcomes Classification (NOC)


phenomena of concern


prevalence


psychiatric mental health nursing


psychiatry’s definition of mental health


recovery


registered nurse–psychiatric mental health (RN-PMH)


resilience


stigma
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Visit the Evolve website for a pretest on the content in this chapter: http://evolve.elsevier.com/Varcarolis
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If you are a fan of vintage films, you may have witnessed a scene similar to this: A doctor, wearing a lab coat and an expression of deep concern, enters a hospital waiting room and delivers the bad news to an obviously distraught gentleman who is seated there. The doctor says “I’m afraid your wife has suffered a nervous breakdown,” and from that point on, the woman’s condition is only vaguely described. The husband dutifully visits her at a gated asylum, where the staff regard him with sad expressions. He may find his wife confined to her bed, or standing by the window and staring vacantly into the middle distance, or sitting motionless in the hospital garden. The viewer can only speculate about the nature of the problem but may assume she has had an emotional collapse.








Continuum of mental health and mental illness


We have come a long way in acknowledging psychiatric disorders and increasing our understanding of them since the days of “nervous breakdowns.” In fact, the World Health Organization (WHO) (2010) maintains that a person cannot be considered healthy without taking into account mental health as well as physical health.


The WHO defines mental health as a state of well-being in which each individual is able to realize his or her own potential, cope with the normal stresses of life, work productively, and make a contribution to the community. Mental health provides people with the capacity for rational thinking, communication skills, learning, emotional growth, resilience, and self-esteem (U.S. Department of Health and Human Services [USDHHS], 1999). Some of the attributes of mentally healthy people are presented in Figure 1-1.
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FIG 1-1  Some attributes of mental health.





 


Psychiatry’s definition of mental health evolves over time. It is a definition shaped by the prevailing culture and societal values, and it reflects changes in cultural norms, society’s expectations, political climates, and even reimbursement criteria by third-party payers. In the past, the term mental illness was applied to behaviors considered “strange” and “different”—behaviors that occurred infrequently and deviated from an established norm. Such criteria are inadequate because they suggest that mental health is based on conformity, and if such definitions were used, nonconformists and independent thinkers like Abraham Lincoln, Mahatma Gandhi, and Socrates would be judged mentally ill. Although the sacrifices of a Mother Teresa or the dedication of Martin Luther King Jr. are uncommon, virtually none of us would consider these much-admired behaviors to be signs of mental illness.


Mental illness refers to all mental disorders with definable diagnoses. These disorders are manifested in significant dysfunction that may be related to developmental, biological, or psychological disturbances in mental functioning. (APA, 2013). The cognition may be impaired—as in Alzheimer’s disease; emotions may be affected—as in major depression; and behavioral alterations may be apparent—as in schizophrenia; or the patient may display some combination of the three. Behavior that deviates from socially accepted norms does not indicate a mental illness unless there is significant disturbance in mental functioning.


You may be wondering if there is some middle ground between mental health and mental illness. After all, it is a rare person who does not have doubts as to his or her sanity at one time or another. The answer is that there is a definite middle ground; in fact, mental health and mental illness can be conceptualized as points along a mental health continuum (Figure 1-2).
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FIG 1-2  Mental Health–Mental Illness Continuum. (From University of Michigan, “Understanding U.” [2007]. What is mental health? Retrieved from http://www.hr.umich.edu/mhealthy/programs/mental_emotional/understandingu/learn/mental_health.html.)








Well-being is characterized by adequate to high-level functioning in response to routine stress and resultant anxiety or distress. Nearly all of us experience emotional problems or concerns or occasions when we are not at our best. We may feel lousy temporarily, but signs and symptoms are not of sufficient duration or intensity to warrant a psychiatric diagnosis. We may spend a day or two in a gray cloud of self-doubt and recrimination over a failed exam, a sleepless night filled with worry and obsession about normally trivial concerns, or months of genuine sadness and mourning after the death of a loved one. During those times, we are fully or vaguely aware that we are not functioning optimally; however, time, exercise, a balanced diet, rest, interaction with others, mental reframing, or even early intervention and treatment may alleviate these problems or concerns. It is not until we experience marked distress or suffer from impairment or inability to function in our everyday lives that the line is crossed into mental illness.


People who have experienced mental illness can testify to the existence of changes in functioning. The following comments of a 40-year-old woman illustrate the continuum between illness and health as her condition ranged from (1) deep depression to (2) mania to (3) health:




1. It was horror and hell. I was at the bottom of the deepest and darkest pit there ever was. I was worthless and unforgivable. I was as good as—no, worse than—dead.


2. I was incredibly alive. I could sense and feel everything. I was sure I could do anything, accomplish any task, create whatever I wanted, if only other people wouldn’t get in my way.


3. Yes, I am sometimes sad and sometimes happy and excited, but nothing as extreme as before. I am much calmer. I realize now that, when I was manic, it was a pressure-cooker feeling. When I am happy now, or loving, it is more peaceful and real. I have to admit that I sometimes miss the intensity—the sense of power and creativity—of those manic times. I never miss anything about the depressed times, but of course the power and the creativity never bore fruit. Now I do get things done, some of the time, like most people. And people treat me much better now. I guess I must seem more real to them. I certainly seem more real to me (Altrocchi, 1980).











Contributing factors


Many factors can affect the severity and progression of a mental illness as well as the mental health of a person who does not have a mental illness (Figure 1-3). If possible, these influences need to be evaluated and factored into an individual’s plan of care. In fact, the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5), a 1.5-inch-thick manual that classifies 157 separate disorders, states that there is evidence suggesting that the symptoms and causes of a number of disorders are influenced by cultural and ethnic factors (APA, 2013). The DSM-5 is discussed in further detail later in this chapter.
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FIG 1-3  Influences that can have an impact on an individual’s mental health.














Resilience


Researchers, clinicians, and consumers are all interested in actively facilitating mental health and reducing mental illness. A characteristic of mental health, increasingly being promoted and essential to the recovery process, is resilience. Resilience is closely associated with the process of adapting and helps people facing tragedies, loss, trauma, and severe stress. It is the ability and capacity for people to secure the resources they need to support their well-being, such as children of poverty and abuse seeking out trusted adults who provide them with the psychological and physical resources that allow them to excel. This social support actually brings about chemical changes in the body through the release of oxytocin, which mutes the destructive stress-related chemicals (Southwick & Charney, 2012).


Disasters, such as the attack on the World Trade towers in 2001 and the devastation of Hurricane Sandy in 2012, in which people pulled together to help one another and carried on despite horrendous loss, illustrate resilience. Being resilient does not mean being unaffected by stressors; it means recognizing the feelings, readily dealing with them, and learning from the experience rather than falling victim to negative emotions.


Accessing and developing this trait assists people in bouncing back from painful experiences and difficult events; it is characterized by optimism, a sense of mastery, and competence (Southwick & Charney, 2012). It is not an unusual quality; it is possessed by regular, everyday people and can be enhanced in almost everyone. One of the most important qualities is the ability to identify the problems and challenges, accepting those things that cannot be changed and then focusing on what can be overcome.


Research demonstrates that early experiences in mastering difficult or stressful situations enhance the prefrontal cortex’s resiliency in coping with difficult situations later. According to Amat and colleagues (2006), when rats were exposed to uncontrollable stresses, their brains turned off mood-regulating cells, and they developed a syndrome much like major depression. Rats that were first given the chance to control a stressful situation were better able to respond to subsequent stress for up to a week following the success. In fact, when the successful rats were faced with uncontrollable stress, their brain cells responded as if they were in control.


People who are resilient are effective at regulating their emotions and not falling victim to negative, self-defeating thoughts. You can get an idea of how good you are at regulating your emotions by taking the Resilience Factor Test in Box 1-1.





BOX 1-1   


THE RESILIENCE FACTOR TEST


Use the following scale to rate each item listed below:


1 = Not true of me


2 = Sometimes true


3 = Moderately true


4 = Usually true


5 = Very true




1. Even if I plan ahead for a discussion with my spouse, my boss, or my child, I still find myself acting emotionally.


2. I am unable to harness positive emotions to help me focus on a task.


3. I can control the way I feel when adversity strikes.


4. I get carried away by my feelings.


5. I am good at identifying what I am thinking and how it affects my mood.


6. If someone does something that upsets me, I am able to wait until an appropriate time when I have calmed down to discuss it.


7. My emotions affect my ability to focus on what I need to get done at home, school, or work.


8. When I discuss a hot topic with a colleague or family member, I am able to keep my emotions in check.















	ADD YOUR SCORE ON THE FOLLOWING ITEMS:

	ADD YOUR SCORE ON THE FOLLOWING ITEMS:










	3 _____

	1 _____






	5 _____

	2 _____






	6 _____

	4 _____






	8 _____

	7 _____






	Positive total = _____

	Negative total = _____






	Positive total minus negative total = _____
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A score higher than 13 is rated as above average in emotional regulation.


A score between 6 and 13 is inconclusive.


A score lower than 6 is rated as below average in emotional regulation.


If your emotional regulation is below average, you may need to master some calming skills. Here are a few tips:




• When anxiety strikes, your breathing may become shallow and quick. You can help control the anxiety by controlling your breathing. Inhale slowly through your nose, breathing deeply from your belly, not your chest.


• Stress will make your body tight and stiff. Again, you can counter the effects of stress on the body and brain if you relax your muscles.


• Try positive imagery; create an image that is relaxing, such as visualizing yourself on a secluded beach.


• Resilience is within your reach.





From The resilience factor: 7 essential skills for overcoming life"s obstacles by Karen Reivich, PhD and Andrew Shatte, PhD. Copyright © 2002 by Karen Reivich and Andrew Shatte. Used by permission of Broadway Books, a division of Random House, Inc. Any third party use of this material, outside of this publication, is prohibited. Interested parties must apply directly to Random House, Inc. for permission.

















Culture


There is no standard measure for mental health, in part because it is culturally defined and is based on interpretations of effective functioning according to societal norms (WHO, 2007). One approach in differentiating mental health from mental illness is to consider what a particular culture regards as acceptable or unacceptable. In this view, the mentally ill are those who violate social norms and thus threaten (or make anxious) those observing them. For example, traditional Japanese may consider suicide to be an act of honor, and Middle Eastern “suicide bombers” are considered holy warriors or martyrs. Contrast these viewpoints with Western culture, where people who attempt or complete suicides are nearly always considered mentally ill.


Throughout history, people have interpreted health or sickness according to their own current views. A striking example of how cultural change influences the interpretation of mental illness is an old definition of hysteria. According to Webster’s Dictionary (Porter, 1913), hysteria was “A nervous affection, occurring almost exclusively in women, in which the emotional and reflex excitability is exaggerated, and the will power correspondingly diminished, so that the patient loses control over the emotions, becomes the victim of imaginary sensations, and often falls into paroxysm or fits.” Treatment for this condition, thought to be the result of sexual deprivation, often involved sexual outlets for afflicted women. According to some authors, this diagnosis fell into disuse as women’s rights improved, the family atmosphere became less restrictive, and societal tolerance of sexual practices increased.


Cultures differ in not only their views regarding mental illness but also the types of behavior categorized as mental illness. Culture-bound syndromes seem to occur in specific sociocultural contexts and are easily recognized by people in those cultures (Stern et al., 2010). For example, one syndrome recognized in parts of Southeast Asia is running amok, in which a person (usually a male) runs around engaging in almost indiscriminate violent behavior. Pibloktoq, an uncontrollable desire to tear off one’s clothing and expose oneself to severe winter weather, is a recognized psychological disorder in parts of Greenland, Alaska, and the Arctic regions of Canada. In the United States, anorexia nervosa (see Chapter 18) is recognized as a psychobiological disorder that entails voluntary starvation. The disorder is well known in Europe, North America, and Australia but unheard of in many other parts of the world.


What is to be made of the fact that certain disorders occur in some cultures but are absent in others? One interpretation is that the conditions necessary for causing a particular disorder occur in some places but are absent in other places. Another interpretation is that people learn certain kinds of abnormal behavior by imitation; however, the fact that some disorders may be culturally determined does not prove that all mental illnesses are so determined. The best evidence suggests that schizophrenia (see Chapter 12) and bipolar disorders (see Chapter 13) are found throughout the world. The symptom patterns of schizophrenia have been observed in Western culture and among indigenous Greenlanders and West African villagers.





















Perceptions of mental health and mental illness



Mental illness versus physical illness





People commonly make a distinction between mental illnesses and physical illnesses. It is an odd distinction, considering that mental refers to the brain, the most complex and sophisticated part of the body, the organ responsible for the higher thought processes that set us apart from other creatures. Surely the workings of the brain—the synaptic connections, the areas of functioning, the spinal innervations and connections—are physical. One problem with this distinction is that it implies that psychiatric disorders are “all in the head” and therefore under personal control and indistinguishable from a choice to indulge in bad behavior. Although some physical disorders, such as a broken arm from skiing or lung cancer from smoking, are blamed on the victim, the majority of physical illnesses are considered to be beyond personal responsibility.


Perhaps the origin of this distinction between mental and physical illness lies in the religious and philosophical tradition of explaining the unexplainable by assigning a mystical or spiritual origin to cognitive processes and emotional activities. Despite many advances in understanding, mental illnesses continue to be viewed differently from illnesses that originate in other parts of the body.


Consider that people with epilepsy were once thought to be possessed by demons, under the attack of gods, or cursed; they were subjected to horrible “cures” and treatments. Today, most people would say that epilepsy is a disorder of the mind and not under personal control because we can see epilepsy on brain scans as areas of overactivity and excitability. There are no specific biological tests to diagnose most psychiatric disorders—no cranium culture for depression and no MRI for obsessive-compulsive disorder (OCD); however, researchers are convinced that the root of most mental disorders lies in intercellular abnormalities, and we can now see clear signs of altered brain function in several mental disorders, including schizophrenia, OCD, stress disorders, and depression.








Nature versus nurture


For students, one of the most intriguing aspects of learning about mental illnesses is understanding their origins. Although for centuries people believed that extremely unusual behaviors were due to demonic forces, in the late 1800s, the mental health pendulum swung briefly to a biological focus with the “germ theory of diseases.” Germ theory explained mental illness in the same way other illnesses were being described—that is, they were caused by a specific agent in the environment (Morgan, McKenzie, & Fearon, 2008). This theory was abandoned rather quickly since clinicians and researchers could not identify single causative factors for mental illnesses; there was no “mania germ” that could be viewed under a microscope and subsequently treated.


Although ineffective biological treatments for mental illness continued to be explored, psychological theories dominated and focused on the science of the mind and behavior over the next half century. These theories explained the origin of mental illness as faulty psychological processes that could be corrected by increasing personal insight and understanding. For example, a patient experiencing depression and apathy might be assisted to explore feelings left over from childhood, when overly protective parents harshly discouraged his attempts at independence.


This psychological focus was challenged in 1952 when chlorpromazine (Thorazine) was found to have a calming effect on agitated, out-of-control patients. Imagine what this must have been like for clinicians who had resorted to every biological treatment imaginable, including wet wraps, insulin shock therapy, and psychosurgery (in which holes were drilled in the head of a patient and probes inserted in the brain) in a futile attempt to change behavior. Many began to believe that if psychiatric problems respond to medications that alter intercellular components, a disruption of intercellular components must already be present. At this point, the pendulum made steady and sure progress toward a biological explanation of psychiatric problems and disorders.


Currently, the diathesis-stress model—in which diathesis represents biological predisposition and stress represents environmental stress or trauma—is the most accepted explanation for mental illness. This nature-plus-nurture argument asserts that most psychiatric disorders result from a combination of genetic vulnerability and negative environmental stressors. While one person may develop major depression largely as the result of an inherited and biological vulnerability that alters brain chemistry, another person with little vulnerability may develop depression from changes in brain chemistry caused by the insults of a stressful environment.





















Social influences on mental health care



Consumer movement and mental health recovery





In the latter part of the 20th century, tremendous energy was expended on putting the notion of equality into widespread practice in the United States. Treating people fairly and extinguishing labels became a cultural focus. In regard to mental illness, decades of institutionalization had created political and social concerns that gave rise to a mental health movement similar to women’s rights movements, civil rights movements, disabilities rights movements, and gay rights movements. Groups of people with mental illnesses—or mental health consumers—began to advocate for their rights and the rights of others with mental illness and to fight stigma, discrimination, and forced treatment.


In 1979, people with mental illnesses and their families formed a nationwide advocacy group, the National Alliance on Mental Illness (NAMI). In the 1980s, individuals in the consumer movement organized by NAMI began to resist the traditional arrangement of mental health care providers who dictated care and treatment without input from the patient. This “paternalistic” relationship was not just demoralizing; it also implied that patients were not competent to make their own decisions. Consumers rebelled and demanded increased involvement in decisions concerning their treatment.


The consumer movement also promoted the notion of recovery, a new and an old idea in mental health. On one hand, it represents a concept that has been around a long time: that some people—even those with the most serious illnesses, such as schizophrenia—recover. One such recovery was depicted in the movie “A Beautiful Mind,” wherein a brilliant mathematician, John Nash, seems to have emerged from a continuous cycle of devastating psychotic relapses to a state of stabilization and recovery (Howard, 2001). On the other hand, a newer conceptualization of recovery evolved into a consumer-focused process “in which people are able to live, work, learn, and participate fully in their communities” (U.S. Department of Health and Human Services, 2003).


According to the Substance Abuse and Mental Health Services Administration (SAMHSA) (2011), recovery is defined as “a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential.” The focus is on the consumer and what he or she can do. An example of recovery follows:





VIGNETTE


Jeff was diagnosed with schizophrenia when he began to hear voices as a college student. He dropped out of school and had a series of hospitalizations, outpatient treatments, and ultimately nonadherence to the plan of care. He was put on Social Security Disability and never worked again after he lost his part-time job at a factory. For 20 years, Jeff has been told what medication to take, where to live, and what to do.


At the community health center where he receives services he met Linda, who was involved with a recovery support group. She told him about it and gave him a pamphlet with a list of the 10 guiding principles of recovery, which were:




Self-directed: Consumers lead, control, exercise choice over, and determine their own path of recovery.


Individual- and person-centered: Recovery is based on unique strengths and resiliencies, as well as needs, preferences, experiences (including past trauma), and cultural backgrounds.


Empowering: Consumers have the authority to choose from a range of options, participate in all decisions that will affect their lives, and be educated and supported in so doing.


Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit, and community.


Nonlinear: Recovery is based on continual growth, occasional setbacks, and learning from experience.


Strengths-based: Recovery is focused on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals.


Peer-supported: Consumers encourage and engage each other in recovery and provide a sense of belonging, supportive relationships, valued roles, and community.


Respect: Community, systems, and societal acceptance and appreciation of consumers—including protecting their rights and eliminating discrimination and stigma—are crucial in achieving recovery.


Responsibility: Consumers have a personal responsibility for their own self-care and recovery, for understanding and giving meaning to their experiences, and for identifying coping strategies and healing processes to promote their own wellness.


Hope: Recovery provides the essential motivating message of a better future: that people can and do overcome the barriers and obstacles that confront them. Hope is the catalyst of the recovery process.





Jeff’s involvement in a recovery support group has changed his view of himself, and he has taken the lead role in his own recovery: “See, nobody knows your body better than you do, and some, maybe some mental health providers or doctors, think, ‘Hey, I am the professional, and you’re the person seeing me. I know what’s best for you.’ But technically, it isn’t true. They only provide you with the tools to get better. They can’t crawl inside you and see how you are.”


After 20 years, Jeff asked for and received newer, more effective medications. He has moved into his own apartment and returned to college with a focus on information technology. He has his high and low days but maintains goals, hope, and a purpose for his life. Jeff attends regular recovery support groups, has taken up bicycling, and is purchasing a condominium along with his new wife.














Decade of the brain


In 1990, President George H.W. Bush designated the last decade of the 1900s as the Decade of the Brain. The overriding goal of this designation was to make legislators and the public aware of the advances that had been made in neuroscience and brain research. This U.S. initiative stimulated a worldwide growth of scientific research. Among the advances and progress made during the Decade of the Brain were the following:




• Understanding the genetic basis of embryonic and fetal neural development


• Mapping genes involved in neurological illnesses, including mutations associated with Parkinson’s disease, Alzheimer’s disease, and epilepsy


• Discovering that the brain uses a relatively small number of neurotransmitters but has a vast assortment of neurotransmitter receptors


• Uncovering the role of cytokines (proteins involved in the immune response) in such brain disorders as depression


• Refining neuroimaging techniques, such as positron emission tomography (PET) scans, magnetic resonance imaging (MRI), magnetoencephalography, and event-related electroencephalography (EEG), has improved our understanding of normal brain functioning as well as areas of difference in pathological states


• Bringing together computer modeling and laboratory research, which resulted in the new discipline of computational neuroscience.

















Surgeon general’s report on mental health


The first Surgeon General’s report on the topic of mental health was published in 1999 (USDHHS, 1999). This landmark document was based on an extensive review of the scientific literature in consultation with mental health providers and consumers. The two most important messages from this report were that (1) mental health is fundamental to overall health, and (2) there are effective treatments for mental health. The report is reader-friendly and a good introduction to mental health and illness. You can review the report at http://www.surgeongeneral.gov/library/mentalhealth/home.html.














Human genome project


The Human Genome Project was a 13-year project that lasted from 1990–2003 and was completed on the 50th anniversary of the discovery of the DNA double helix. The project has strengthened biological and genetic explanations for psychiatric conditions (Cohen, 2000). The goals of the project (U.S. Department of Energy, 2008) were to do the following:




• Identify the approximately 20,000 to 25,000 genes in human DNA.


• Determine the sequences of the 3 billion chemical base pairs that make up human DNA.


• Store this information in databases.


• Improve tools for data analysis.


• Address the ethical, legal, and social issues that may arise from the project.





Although researchers have begun to identify strong genetic links to mental illness (as you will see in the chapters on clinical disorders), it will be some time before we understand the exact nature of genetic influences on mental illness. What we do know is that most psychiatric disorders are the result of multiple mutated or defective genes, each of which in combination may contribute to the disorder.














President’s new freedom commission on mental health


In 2003, the President’s New Freedom Commission on Mental Health chaired by Michael F. Hogan, the director of Ohio’s Department of Mental Health, released its recommendations for mental health care in America. This was the first commission since First Lady Rosalyn Carter’s (wife of President Jimmy Carter) in 1978. The report noted that the system of delivering mental health care in America was “in a shambles.” It called for a streamlined system with a less fragmented delivery of care. It advocated early diagnosis and treatment, a new expectation for principles of recovery, and increased assistance in helping people find housing and work. Box 1-2 describes the goals necessary for such a transformation of mental health care in the United States.





BOX 1-2   


GOALS FOR A TRANSFORMED MENTAL HEALTH SYSTEM IN THE UNITED STATES





Goal 1


Americans understand that mental health is essential to overall health.








Goal 2


Mental health care is consumer- and family-driven.








Goal 3


Disparities in mental health services are eliminated.








Goal 4


Early mental health screening, assessment, and referral to services are common practice.








Goal 5


Excellent mental health care is delivered, and research is accelerated.








Goal 6


Technology is used to access mental health care and information.





Data from U.S. Department of Health and Human Services, President’s New Freedom Commission on Mental Health. (2003). Achieving the promise: Transforming mental health care in America. USDHHS Publication No. SMA-03–3832. Retrieved from http://www.mentalhealthcommission.gov/reports/finalreport/fullreport-02.htm.

















Institute of medicine


The “Improving the Quality of Health Care for Mental and Substance-Use Conditions: Quality Chasm Series” was released in 2005 by the Institute of Medicine (IOM). It highlighted effective treatments for mental illness and addressed the huge gap between the best care and the worst. It focused on such issues as the problem of coerced (forced) treatment, a system that treats mental health issues separately from physical health problems, and lack of quality control. The report encouraged health care workers to focus on safe, effective, patient-centered, timely, efficient, and equitable care.


Another important and related publication issued by the Institute of Medicine in 2011 is “The Future of Nursing: Focus on Education.” This report contends that the old way of training nurses is not adequate for the 21st century’s complex requirements. It calls for highly educated nurses who are prepared to care for an aging and diverse population with an increasing incidence of chronic disease. They recommended that nurses be trained in leadership, health policy, system improvement, research, and teamwork.


Recommendations from both documents were addressed by a group called Quality and Safety Education for Nurses (QSEN; pronounced Q-sen) and were funded by the Robert Wood Johnson Foundation. They have developed a structure to support the education of future nurses who possess the knowledge, skills, and attitudes to continuously improve the safety and quality of healthcare. Consider this tragic story:








Betsy Lehman was a health reporter for the Boston Globe and was married to a cancer researcher. She herself was diagnosed with cancer and was mistakenly prescribed an extremely high and wrong dose of an anti-cancer drug. Ms. Lehman sensed something was wrong and appealed to the health care providers, who did not respond. The day before she died, she begged others to help because the professionals were not listening (Robert Wood Johnson, 2011).





How could her death have been prevented? Consider the key areas of care promoted by QSEN and how they could have prevented Ms. Lehman’s death:




1. Patient-centered care: Care should be given in an atmosphere of respect and responsiveness, and the patient’s values (rather than our own), preferences, and needs should guide care.


2. Teamwork and collaboration: Nurses and interprofessional teams need to maintain open communication, respect, and shared decision making.


3. Evidence-based practice: Optimal health care is the result of integrating the best current evidence while considering the patient/family values and preferences.


4. Quality improvement: Nurses should be involved in monitoring the outcomes of the care that they give. They should also be care designers and test changes that will result in quality improvement.


5. Safety: The care provided should not add further injury (e.g., nosocomial infections). Harm to patients and providers is minimized through both system effectiveness and individual performance.


6. Informatics: Information and technology is used to communicate, manage knowledge, mitigate error, and support decision making.

















Legislation and funding mental health


Imagine insurance companies singling out a group of disorders such as cardiac disease. Imagine people with cardiac disease being assigned higher co-pays and specifying the number of times patients could be reimbursed for treatment for the entire course of their lives. People would be outraged by such discrimination. Yet this is exactly what has happened with psychiatric disorders.


Here are the problems: Some insurance companies did not cover mental health care at all, identified yearly or lifetime limits on mental health coverage, limited the number of hospital days or outpatient treatment sessions, or assigned higher co-payments or deductibles for those in need of psychiatric services. While this saved money for insurers, costs were shifted to taxpayers, and many people gave up and suffered needlessly. Advocates fought to remedy reimbursement inequities for years. In response to this problem, the Mental Health Parity Act of 1996 was signed into law. Parity simply refers to equivalence, and this legislation required insurers that provide mental health coverage to offer annual and lifetime benefits at the same level provided for medical/surgical coverage. Unfortunately, by the year 2000, the Government Accounting Office found that although 86% of health plans complied with the 1996 law, 87% of those plans actually imposed new limits on mental health coverage.


The Wellstone-Domenici Parity Act built on the 1996 legislation. It was enacted into law on October 3, 2008, for group health plans with more than 50 employees. While mental health and addictions coverage was still not mandated under any plan, the new law required that any plan providing mental health coverage must do so in the same manner as medical/surgical coverage. Equal coverage includes deductibles, copayments, coinsurance, and out-of-pocket expenses as well as treatment limitations (e.g., frequency of treatment and number/frequency of visits).


This parity legislation happened right before the passage of the Patient Protection and Affordable Care Act of 2010 (ACA). The ACA has been described as the most significant health care legislation since the creation of Medicare and Medicaid in 1965. A huge and comprehensive law, the ACA has several major goals. First, it provides coverage for most Americans who are uninsured through a combination of expanded Medicaid eligibility (for the very poor), creation of Health Insurance Exchanges in the states (to serve as a broker to help uninsured consumers choose among various plans), and the so-called “insurance mandate,” a requirement that people without coverage obtain it.


A second goal of the ACA is to improve the quality of health care by moving away from payment based on the number of services provided and instead rewarding providers for care that keeps people healthy These reforms resonate with nurses who are experts in health promotion and in holistic care, which considers the significance of mental health as a component of overall health. ACA provided for $30 million to train 600 nurse practitioners to provide comprehensive primary care.


Wellness-oriented care was also emphasized by the ACA’s support for primary care practices in Patient Centered Medical/Health Homes. It also promoted nurse practitioner-led clinics by providing $15 million for 10 nurse-managed health clinics. Such programs will place a greater emphasis on mental health care integrated into primary care, and these approaches lean heavily on psychiatric nurses as part of the primary care team.


























Epidemiology of mental disorders


Epidemiology, as it applies to psychiatric mental health, is the quantitative study of the distribution of mental disorders in human populations. Once the distribution of mental disorders has been determined quantitatively, epidemiologists can identify high-risk groups and high-risk factors associated with illness onset, duration, and recurrence. The further study of risk factors for mental illness may then lead to important clues about the etiology of various mental disorders.


Annually an estimated 26.2% of Americans aged 18 and older—about one in four adults—suffer from a diagnosable mental disorder (Kessler et al., 2005). When this percentage is applied to the 2012 U.S. Census residential population estimate, the figure translates into 82 million people. In addition, neuropsychiatric disorders are the leading category of disease, with twice the disability as the next category, cardiovascular diseases. More than a third of this disability is due to depression. Many individuals have more than one mental disorder at a time; this co-occurrence is known as having a comorbid condition.


Two different but related words used in epidemiology are incidence and prevalence. Incidence refers to the number of new cases of mental disorders in a healthy population within a given period of time—for example, the number of Atlanta adolescents who were newly diagnosed with major depression between 2000 and 2001. This is usually annual. Prevalence describes the total number of cases, new and existing, in a given population during a specific period of time, regardless of when they became ill (e.g., the number of adolescents who screen positive for major depression in New York City schools between 2000 and 2010).


A disease with a short duration, such as the common cold, tends to have a high incidence (many new cases in a given year), and a low prevalence (not many people suffering from a cold at any given time). Conversely, a chronic disease such as diabetes will have a low incidence because the person will be dropped from the list of new cases after the first year (or whatever time increment is being used).


Lifetime risk data, or the risk that one will develop a disease in the course of a lifetime, will be higher than both incidence and prevalence. According to Kessler, Berglund, and colleagues (2005), 46.4% of all Americans will meet criteria for a psychiatric disorder in a lifetime. Table 1-1 shows the prevalence of some psychiatric disorders in the United States.




TABLE 1-1   


TWELVE-MONTH PREVALENCE OF PSYCHIATRIC DISORDERS IN THE UNITED STATES










	DISORDER

	PREVALENCE OVER 12 MONTHS (%)

	12 MONTH % RECEIVING TREATMENT

	COMMENTS










	Schizophrenia 

	1.1

	45.8

	Affects men and women equally






	Major depressive disorder

	6.7

	51.7

	Leading cause of disability in United States and established economies worldwide
Nearly twice as many women (6.5%) as men (3.3%) suffer from major depressive disorder every year






	Bipolar disorder

	2.6

	48.8

	Affects men and women equally






	Generalized anxiety disorder

	3.1

	43.2

	Can begin across life cycle; risk is highest between childhood and middle age






	Panic disorder

	2.7

	59.1

	Typically develops in adolescence or early adulthood
About 1 in 3 people with panic disorder develop agoraphobia






	Obsessive-compulsive disorder

	1

	No data

	First symptoms begin in childhood or adolescence






	Posttraumatic stress disorder (PTSD)

	3.5

	49.9

	Can develop at any time
About 30% of Vietnam veterans experienced PTSD after the war; percentage high among first responders to 9/11/01 U.S. terrorist attacks






	Social phobia

	6.8

	40.1

	Typically begins in childhood or adolescence






	Agoraphobia 

	.08

	45.8

	Begins in young adulthood






	Specific phobia

	8.7

	32.4

	Begins in childhood






	Any personality disorder

	9.1

	No data

	Antisocial personality disorder more common in men






	Alzheimer’s disease

	10 (65+)50 (85 years+)

	 

	Rare, inherited forms can strike in the 30s-40s
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Data from National Institute of Mental Health. (2008). Statistics. Retrieved from http://www.nimh.nih.gov/statistics/index.shtml.





Originally, epidemiology meant the study of epidemics. Clinical epidemiology is a broad field that examines health and illness at the population level. Studies use traditional epidemiological methods and are conducted in groups usually defined by the illness or symptoms or by the diagnostic procedures or treatments given for the illness or symptoms. Clinical epidemiology includes the following:




• Studies of the natural history, or what happens if there is no treatment and the problem is left to run its course, of an illness


• Studies of diagnostic screening tests


• Observational and experimental studies of interventions used to treat people with the illness or symptoms





Results of epidemiological studies are routinely included in the DSM-5 to describe the frequency of mental disorders. Analysis of such studies can reveal the frequency with which psychological symptoms appear together with physical illness. For example, epidemiological studies demonstrate that depression is a significant risk factor for death in people with cardiovascular disease and premature death in people with breast cancer.








Classification of mental disorders


Nursing care, as opposed to medical care, is care based on responses to illness. Nurses do not treat major depression per se; they treat the problems associated with depression, such as insomnia or hopelessness and provide effective nursing care using the nursing process as a guide. If human beings have biological, psychological, social, and spiritual components and needs, then holistic nursing allows nurses to assess and plan for the whole individual. Nurses, physicians, and other health care providers are part of a multidisciplinary team that, when well-coordinated, can provide optimal care for the biological, psychological, social, and spiritual needs of patients.


To carry out their diverse professional responsibilities, educators, clinicians, and researchers need clear and accurate guidelines for identifying and categorizing mental illness. For clinicians in particular, such guidelines help in planning and evaluating their patients’ treatment. A necessary element for categorization is agreement regarding which behaviors constitute a mental illness. At present, there are two major classification systems used in the United States: the Diagnostic and Statistical Manual, fifth edition (DSM-5) and the International Classification of Disease, Ninth Revision, Clinical Modification (ICD-9-CM) (WHO, 2007). Both are important in terms of planning for patient care and determining reimbursement for services rendered, and this text will discuss both. More attention will be devoted to the DSM-5 because it is the dominant mode of understanding and diagnosing mental illness in the United States and the framework for describing psychiatric disorders in this text.








The dsm-5


The Diagnostic and Statistical Manual (DSM) is a publication of the American Psychiatric Association (APA). It is the official guideline for diagnosing psychiatric disorders. First published in 1952, the 2013 edition describes criteria for 157 disorders. The development of the DSM-5 was influenced by clinical field trials conducted by psychiatrists, advanced practice psychiatric-mental health nurses, psychologists, licensed clinical social workers, licensed counselors, and licensed marriage and family therapists. It identifies disorders based on criteria in clin ical settings such as inpatient, outpatient, partial hospitalization, consultation-liaison, clinics, private practice, primary care, and community populations. The DSM also serves as a tool for collecting epidemiological statistics about the diagnosis of psychiatric disorders.


A common misconception is that a classification of mental disorders classifies people, when the DSM actually classifies disorders. For this reason, the DSM and this textbook avoid the use of expressions such as “a schizophrenic” or “an alcoholic.” Viewing the person as a person and not an illness requires more accurate terms such as “an individual with schizophrenia” or “my patient has major depression.”


Since the third edition of the DSM appeared in 1980, the criteria for classification of mental disorders have been sufficiently detailed for clinical, teaching, and research purposes. As an example, Box 1-3 shows the specific criteria provided in the most current edition, DSM-5, for the diagnosis of generalized anxiety disorder. Box 1-4 contains a tool to rate the severity of symptoms in this disorder.





BOX 1-3   


DSM-5 CRITERIA FOR GENERALIZED ANXIETY DISORDER







A Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number of events or activities (such as work or school performance).


B The individual finds it difficult to control the worry.


C The anxiety and worry are associated with three (or more) of the following six symptoms (with at least some symptoms having been present for more days than not for the past 6 months): (Note: Only one item is required in children.)




1. Restlessness or feeling keyed up or on edge


2. Being easily fatigued.


3. Difficulty concentrating or mind going blank.


4. Irritability.


5. Muscle tension


6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep).





D The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.


E The disturbance is not attributable to the physiological effects of a substance (e.g., a drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism).


F The disturbance is not better explained by another mental disorder (e.g., anxiety or worry about having panic attacks in panic disorder, negative evaluation in social anxiety disorder [social phobia], contamination or other obsessions in obsessive-compulsive disorder, separation from attachment figures in separation anxiety disorder, reminders of traumatic events in posttraumatic stress disorder, gaining weight in anorexia nervosa, physical complaints in somatic symptom disorder, perceived appearance flaws in body dysmorphic disorder, having a serious illness in illness anxiety disorder, or the content of delusional beliefs in schizophrenia or delusional disorder).





From American Psychiatric Association. (2013). Diagnostic and statistical manual of disorders (5th ed.). Washington, DC: Author.








BOX 1-4   


PROMIS TOOL FOR ANXIETY (SHORT FORM)


Please respond to each question or statement by marking one box per row. In the past 7 days ....












	 

	 

	NEVER

	RARELY

	SOMETIMES

	OFTEN

	ALWAYS










	EDANX01 
1

	I felt fearful ...................................................

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX40 
2

	I found it hard to focus on anything other than my anxiety .........................................

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX41 
3

	My worries overwhelmed me ......................

	c1

	c
2

	c
3

	c
4

	c
5






	EDANX53 
4

	I felt uneasy ..................................................

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX46 
5

	I felt nervous .................................................

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX07 
6

	I felt like I needed help for my anxiety ........

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX05 
7

	I felt anxious .................................................

	c
1

	c
2

	c
3

	c
4

	c
5






	EDANX54 
8

	I felt tense ....................................................

	1

	c
2

	c
3

	c
4

	c
5
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National Institutes of Health. (2012). PROMIS item bank v1.0—Emotional distress—Anxiety—Short form 8a. Retrieved from https://www. assessmentcenter.net/PromisForms.aspx.























The dsm-5 organizational structure


The DSM-5 (APA, 2013) organizes diagnoses for psychiatric disorders on a developmental hierarchy. This hierarchy means that disorders that are usually seen in infancy, childhood, and adolescence are listed in the first chapter, Neurodevelopmental Disorders, and disorders that occur later in life, such as the Neurocognitive Disorders, are further down on the list. Also, within each chapter specific disorders are listed based on when they typically occur, from youngest to oldest. Diagnostic groups that are related to one another have been closely situated. Examples of this strategic placement include Schizophrenia Spectrum Disorders next to Bipolar Related Disorders and Feeding and Eating Disorders next to Elimination Disorders.




1. Neurodevelopmental Disorders


2. Schizophrenia Spectrum Disorders


3. Bipolar and Related Disorders


4. Depressive Disorders


5. Anxiety Disorders


6. Obsessive-Compulsive Disorders


7. Trauma and Stressor-Related Disorders


8. Dissociative Disorders


9. Somatic Symptom Disorders


10. Feeding and Eating Disorders


11. Elimination Disorders


12. Sleep-Wake Disorders


13. Sexual Dysfunctions


14. Gender Dysphoria


15. Disruptive, Impulse Control, and Conduct Disorders


16. Substance Related and Addictive Disorders


17. Neurocognitive Disorders


18. Personality Disorders


19. Paraphilic Disorders


20. Other Disorders






The previous version, the DSM-IV-TR, included a five-axis system whereby Axis I was the psychiatric diagnosis, Axis II was reserved for personality disorders, Axis III identified general medical conditions, Axis IV was environmental stressors, and Axis V provided a tool that measured global functioning with a specific number from 0 to 100. The latest version collapses the first three categories into a single axis. Environmental stressors and concerns are addressed by specific codes. The APA recommends a tool such as the 36-item World Health Organization Disability Assessment Schedule (WHODAS) to measure global functioning; it is available at http://www.who.int/classifications/icf/whodasii/en/.








The icd-9-cm


In an increasingly global society, it is important to view the United States’ diagnosis and treatment of mental illness as part of a bigger picture. An international standard for diagnostic classification for all diseases is the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) (WHO, 2011). The United States has adapted this resource to its system with a “clinical modification,” hence its title of ICD-9-CM. Clinical descriptions of mental and behavioral disorders are divided into two broad classifications with subclassifications:




Psychosis




Organic psychotic conditions


Other psychoses





Neurotic disorders, personality disorders, and other nonpsychotic disorders




Neurotic disorders


Personality disorders


Psychosexual disorders


Psychoactive disorders


Other adult onset disorders


Mental disorders diagnosed in childhood








The United States Centers for Medicare and Medicaid Services mandated a switch to the newer version of this system, the ICD-10, effective October 2014. This version contains 68,000 codes as compared to the 13,000 in the ICD-9. Efforts were made by the American Psychiatric Association to make the DSM-5 correspond more closely with this system. Clinical descriptions of mental and behavior disorders are divided into 11 disease classifications:




1. Organic—including symptomatic—mental disorders


2. Mental and behavioral disorders due to psychoactive substance use


3. Schizophrenia, schizotypal, and delusional disorders


4. Mood (affective) disorders


5. Neurotic, stress-related, and somatoform disorders


6. Behavioral syndromes associated with physiological disturbances and physical factors


7. Disorders of adult personality and behavior


8. Mental retardation


9. Disorders of psychological development


10. Behavioral and emotional disorders with onset usually occurring in childhood and adolescence


11. Unspecified mental disorder





























Psychiatric mental health nursing


In all clinical settings, nurses work with people who are going through crises, including physical, psychological, mental, and spiritual distress. You will encounter patients who are experiencing feelings of hopelessness, helplessness, anxiety, anger, low self-esteem, or confusion. You will meet people who are withdrawn, suspicious, elated, depressed, hostile, manipulative, suicidal, intoxicated, or withdrawing from a substance. Most of you have already come across people who are going through difficult times in their lives. While you may have handled these situations well, there may have been times when you wished you had additional skills and knowledge. Basic psychosocial nursing concepts will become central to your practice of nursing and increase your competency as a practitioner in all clinical settings. Whatever setting you choose to work in, you will have the opportunity to improve the lives of people who are experiencing mental illness as an additional challenge to their health care needs.


Your experience in the psychiatric nursing rotation will greatly increase your insight into the experiences of others and may help you gain insight into yourself. This part of your nursing education will provide essential information about psychiatric disorders and the opportunity to learn new skills for dealing with a variety of challenging behaviors. The remaining sections of this chapter present a brief overview of what psychiatric nurses do, their scope of practice, and the challenges and evolving roles for the future health care environment.








What is psychiatric mental health nursing?


Psychiatric mental health nursing, a core mental health profession, employs a purposeful use of self as its art and a wide range of nursing, psychosocial, and neurobiological theories and research evidence as its science (American Nurses Association [ANA], 2007). Psychiatric mental health nurses work with people throughout the life span: children, adolescents, adults, and the elderly. Psychiatric mental health nurses assist healthy people who are in crisis or who are experiencing life problems as well as those with long-term mental illness. Their patients may include people with dual diagnoses (a mental disorder and a coexisting substance disorder), homeless persons and families, forensic patients (people in jail), individuals who have survived abusive situations, and people in crisis. Psychiatric mental health nurses work with individuals, couples, families, and groups in every nursing setting. They work with patients in hospitals, in their homes, in halfway houses, in shelters, in clinics, in storefronts, on the street—virtually everywhere.


The Psychiatric-Mental Health Nursing: Scope and Standards of Practice defines the specific activities of the psychiatric mental health nurse. This publication—jointly written in 2007 by the American Nurses Association (ANA), the American Psychiatric Nurses Association (APNA), and the International Society of Psychiatric-Mental Health Nurses (ISPN)—defines the focus of psychiatric mental health nursing as “promoting mental health through the assessment, diagnosis, and treatment of human responses to mental health problems and psychiatric disorders” (p. 14). The psychiatric mental health nurse uses the same nursing process you have already learned to assess and diagnose patients’ illnesses, identify outcomes, and plan, implement, and evaluate nursing care. Box 1-5 describes phenomena of concern for psychiatric mental health nurses.





BOX 1-5   


PHENOMENA OF CONCERN FOR PSYCHIATRIC-MENTAL HEALTH NURSES


Phenomena of concern for psychiatric-mental health nurses include:




• Promotion of optimal mental and physical health and well-being and prevention of mental illness.


• Impaired ability to function related to psychiatric, emotional, and physiological distress.


• Alterations in thinking, perceiving, and communicating due to psychiatric disorders or mental health problems.


• Behaviors and mental states that indicate potential danger to self or others.


• Emotional stress related to illness, pain, disability, and loss.


• Symptom management, side effects, or toxicities associated with self-administered drugs, psychopharmacological intervention, and other treatment modalities.


• The barriers to treatment efficacy and recovery posed by alcohol and substance abuse and dependence.


• Self-concept and body image changes, developmental issues, life process changes, and end-of-life issues.


• Physical symptoms that occur along with altered psychological status.


• Psychological symptoms that occur along with altered physiological status.


• Interpersonal, organizational, sociocultural, spiritual, or environmental circumstances or events that have an effect on the mental and emotional well-being of the individual and family or community.


• Elements of recovery, including the ability to maintain housing, employment, and social support, that help individuals re-engage in seeking meaningful lives.


• Societal factors such as violence, poverty, and substance abuse.





From American Psychiatric Nurses Association, International Society of Psychiatric-Mental Health Nurses, & American Nurses Association. (2007). Psychiatric-mental health nursing: Scope and standards of practice. Silver Spring, MD: NurseBooks.org.

















Classification of nursing diagnoses, outcomes, and interventions


To provide the most appropriate and scientifically sound care, the psychiatric mental health nurse uses standardized classification systems developed by professional nursing groups. The Nursing Diagnoses: Definitions and Classification 2012-2014 of the North American Nursing Diagnosis Association International (NANDA-I) (Herdman, 2012) provides 216 standardized diagnoses, more than 40% of which are related to psychosocial/psychiatric nursing care. These diagnoses provide a common language to aid in the selection of nursing interventions and ultimately lead to outcome achievement.








Dsm-5 and nanda-i–approved nursing diagnoses


Psychiatric mental health nursing includes the diagnosis and treatment of human responses to actual or potential mental health problems. A nursing diagnosis “is a clinical judgment about individual, family, or community responses to actual or potential health problems and life processes” (Herdman, 2012, p. 515). While the DSM-5 is used to diagnose a psychiatric disorder, a well-defined nursing diagnosis provides the framework for identifying appropriate nursing interventions for dealing with the patient’s reaction to the disorder. Those reactions might include confusion, low self-esteem, impaired ability to function in job or family situations, and so on.


The last page of this text (opposite the inside back cover) lists NANDA-I–approved nursing diagnoses, and the individual clinical chapters (11 through 24) offer suggestions for potential nursing diagnoses for the behaviors and phenomena often encountered in association with specific disorders. A more thorough discussion of nursing diagnoses in psychosocial nursing can be found in Chapter 7.














Nursing outcomes classification (NOC)


The Nursing Outcomes Classification (NOC) is a comprehensive source of standardized outcomes, definitions of these outcomes, and measuring scales that help to determine the outcome of nursing interventions (Moorhead et al., 2013). Outcomes are organized into seven domains: functional health, physiologic health, psychosocial health, health knowledge and behavior, perceived health, family health, and community health. The psychosocial health domain includes four classes: psychological well-being, psychosocial adaptation, self-control, and social interaction.














Nursing interventions classification (NIC)


The Nursing Interventions Classification (NIC) is another tool used to standardize, define, and measure nursing care. Bulechek, Butcher, Dochterman, and Wagner (2013) define a nursing intervention as “any treatment, based upon clinical judgment and knowledge, that a nurse performs to enhance patient/client outcomes” (p. xxi), including direct and indirect care through a series of nursing activities. There are seven domains: basic physiological, complex physiological, behavioral, safety, family, health system, and community. Two domains relate specifically to psychiatric nursing: behavioral, including communication, coping, and education, and safety, covering crisis and risk management.




















Levels of psychiatric mental health clinical nursing practice


Psychiatric mental health nurses are registered nurses educated in nursing and licensed to practice in their individual states. Psychiatric nurses are qualified to practice at two levels, basic and advanced, depending on educational preparation. Table 1-2 describes basic and advanced psychiatric nursing interventions.




TABLE 1-2   


BASIC LEVEL AND ADVANCED PRACTICE PSYCHIATRIC MENTAL HEALTH NURSING INTERVENTIONS










	BASIC LEVEL INTERVENTION

	DESCRIPTION










	Coordination of care

	Coordinates implementation of the nursing care plan and documents coordination of care.






	Health teaching and health maintenance

	Individualized anticipatory guidance to prevent or reduce mental illness or enhance mental health (e.g., community screenings, parenting classes, stress management)






	Milieu therapy

	Provides, structures, and maintains a safe and therapeutic environment in collaboration with patients, families, and other health care clinicians






	Pharmacological, biological, and integrative therapies

	Applies current knowledge to assessing patient’s response to medication, provides medication teaching, and communicates observations to other members of the health care team






	ADVANCED PRACTICE INTERVENTION

	DESCRIPTION






	All of the above plus:






	Medication prescription and treatment

	Prescription of psychotropic medications, with appropriate use of diagnostic tests; hospital admitting privileges






	Psychotherapy

	Individual, couple, group, or family therapy, using evidence-based therapeutic frameworks and the nurse-patient relationship






	Consultation

	Sharing of clinical expertise with nurses or those in other disciplines to enhance their treatment of patients or address systems issues
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Data from American Psychiatric Nurses Association, International Society of Psychiatric-Mental Health Nurses, & American Nurses Association. (2007). Psychiatric-mental health nursing: Scope and standards of practice. Silver Spring, MD: NurseBooks.org.











Basic level


Basic level registered nurses are professionals who have completed a nursing program, passed the state licensure examination, and are qualified to work in most any general or specialty area. The registered nurse–psychiatric mental health (RN-PMH) is a nursing graduate who possesses a diploma, an associate degree, or a baccalaureate degree and chooses to work in the specialty of psychiatric mental health nursing. At the basic level, nurses work in various supervised settings and perform multiple roles such as staff nurse, case manager, home care nurse, and so on.


After 2 years of full-time work as a registered nurse, 2000 clinical hours in a psychiatric setting, and 30 hours of continuing education in psychiatric nursing, a baccalaureate-prepared nurse may take a certification examination administered by the American Nurses Credentialing Center (the credentialing arm of the American Nurses Association) to demonstrate clinical competence in psychiatric mental health nursing. After passing the examination, a board-certified credential is added to the RN title resulting in RN-BC. Certification gives nurses a sense of mastery and accomplishment, identifies them as competent clinicians, and satisfies a requirement for reimbursement by employers in some states.














Advanced practice


The psychiatric clinical nurse specialist was one of the first advanced practice roles to be developed in the United States in the 1950s. These nurse specialists were trained to provide individual therapy and group therapy in state psychiatric hospitals and to provide training for other staff. Eventually they, along with psychiatric nurse practitioners who were introduced in the mid-1960s, gained diagnostic privileges, prescriptive authority, and permission to engage in psychotherapy.


Currently, the advanced practice registered nurse–psychiatric mental health (APRN-PMH) is a licensed registered nurse with a Master of Science in Nursing (MSN) or Doctor of Nursing Practice (DNP) in psychiatric nursing. This DNP is not to be confused with a doctoral degree in nursing (PhD), which is a research degree, whereas the DNP is a practice doctorate that prepares advanced practice nurses. The APRN-PMH may function autonomously depending on the state and is eligible for specialty privileges. Some advanced practice nurses continue their education to the doctoral (PhD) level.


Unlike other specialty areas, there is no significant difference between a psychiatric nurse practitioner (NP) and a clinical nurse specialist (CNS) as long as the CNS has achieved prescriptive authority. Certification is required and is obtained through the American Nurses Credentialing Center. Four examinations are currently available, including two for psychiatric NPs and two for CNSs:




1. Psychiatric–Mental Health Nurse Practitioner (across the life span)–Board Certified (PMHNP-BC)


2. Adult Psychiatric & Mental Health Nurse Practitioner (PMHNP-BC)*


3. Adult Psychiatric & Mental Health Clinical Nurse Specialist (PMHCNS-BC)*


4. Child/Adolescent Psychiatric & Mental Health Clinical Nurse Specialist (PMHCNS-BC)*





























Future challenges and roles for psychiatric mental health nurses


Significant trends that will affect the future of psychiatric nursing in the United States include educational challenges, an aging population, increasing cultural diversity, and expanding technology.








Educational challenges


Psychiatric mental health nurses at both the basic and advanced practice level continue to be in demand. As with any specialty area in hospital settings, psychiatric nurses are caring for more acutely ill patients. In the 1980s, it was common for patients who were depressed and suicidal to have insurance coverage for about 2 weeks. Now patients are lucky to be covered for 3 days, if they are covered at all. This means that nurses need to be more skilled and be prepared to discharge patients for whom the benefit of their care will not always be evident.


Challenges in educating students who possess the skills to eventually become psychiatric mental health nurses are related to this level of acute care and also to dwindling inpatient populations. Clinical rotations in general medical centers are becoming less available, and faculty are fortunate to secure rotations in state psychiatric hospitals and veterans administration facilities. Community psychiatric settings also provide students with valuable experience, but the logistics of placing and supervising students in multiple sites has required creativity on the part of nursing educators. Some schools have established integrated rotations that allow students to work outside the psychiatric setting with patients who have mental health issues—for example, caring for a depressed person on an orthopedic floor.


Nurse-led health homes and clinics are becoming increasingly common. Community nursing centers that can secure funding serve low-income and uninsured people. In this model, psychiatric mental health nurses work with primary care nurses to provide comprehensive care, usually funded by scarce grants from academic centers. These centers use a nontraditional approach of combining primary care and health promotion interventions. Advanced practice psychiatric nurses have also been extremely successful in setting up private practices where they provide both psychotherapy and medication management.














An aging population


As the number of older adults grows, the prevalence of Alzheimer’s disease and other dementias requiring skilled nursing care in inpatient settings is likely to increase. Healthier older adults will need more services at home, in retirement communities, or in assisted living facilities. For more information on the needs of older adults, refer to Chapters 23, 28, and 30.














Cultural diversity


Cultural diversity is steadily increasing in the United States. The United States Census Bureau (2012) notes that for the first time in our history a majority (50.4%) of children less than 1 year of age were minorities as of July 1, 2011. Percentages of Hispanics (who may be of any race) are projected to nearly double in numbers during those years, from 16% of the population to over 30%. Psychiatric mental health nurses will need to increase their cultural competence; that is, their sensitivity to different cultural views regarding health, illness, and response to treatment.














Science, technology, and electronic health care


Genetic mapping from the Human Genome Project has resulted in a steady stream of research discoveries concerning genetic markers implicated in a variety of psychiatric illnesses. This information could be helpful in identifying at-risk individuals and in targeting medications specific to certain genetic variants and profiles; however, the legal and ethical implications of responsibly using this technology are staggering. For example:




• Would you want to know you were at risk for a psychiatric illness such as bipolar disorder?


• Who should have access to this information—your primary care provider, insurer, future spouse, a lawyer in a child-custody battle?


• Who will regulate genetic testing centers to protect privacy and prevent 21st-century problems such as identity theft and fraud?





Despite these concerns, the next decade holds great promise in the diagnosis and treatment of psychiatric disorders, and nurses will be central as educators and caregivers. Scientific advances through research and technology are certain to shape psychiatric mental health nursing practice. Magnetic resonance imaging research, in addition to comparing healthy people to people diagnosed with mental illness, is now focusing on development of preclinical profiles of children and adolescents. The hope of this type of research is to identify people at risk for developing mental illness, which allows earlier interventions to try to decrease impairment.


Electronic health care services provided from a distance are gaining wide acceptance. In the early days of the Internet, consumers were cautioned against the questionable wisdom of seeking advice through an unregulated medium; however, the Internet has transformed the way we approach health care needs and allows people to be their own advocates.


The APA (2008) promotes telepsychiatry through audio and visual media as an effective way to reach underserved populations and those who are homebound. This allows for assessment and diagnosis, medication management, and even group therapy. Psychiatric nurses may become more active in developing websites for mental health education, screening, or support, especially to reach geographically isolated areas. Many health agencies hire nurses to staff help lines or hotlines, and as the provision of these cost-effective services increase, so will the need for bilingual resources.




















Advocacy and legislative involvement


The role of the psychiatric mental health nurse as patient advocate continues to evolve. Through direct care and indirect action nurses advocate for the psychiatric patient. As a patient advocate, the nurse reports incidents of abuse or neglect to the appropriate authorities for immediate action. The nurse also upholds patient confidentiality, which has become more of a challenge as the use of electronic medical records increases. Another form of nursing advocacy is supporting the patient’s right to make decisions regarding treatment. Within managed care, situations in which the patient disagrees with the treatment approved continue to arise.


On an indirect level, the nurse may choose to be active in consumer mental health groups (such as NAMI) and state and local mental health associations to reduce the stigma of mental illness and to support consumers of mental health care. The nurse can also be vigilant about reviewing local and national legislation affecting health care to identify potential detrimental effects on the mentally ill. Especially during times of fiscal crisis, lawmakers are inclined to decrease or eliminate funding for vulnerable populations who do not have a strong political voice.


The American Psychiatric Nurses Association (2008) is investing increased energy into monitoring legislative, regulatory, and policy matters affecting psychiatric nursing and mental health in order to positively affect the care of people with psychiatric disorders. As the 24-hours-a-day, 7-days-a-week caregivers and members of the largest group of health care professionals, nurses are in the enviable position of being expert advocates for individuals with mental illness and having the potential to exert tremendous influence on legislation.


When commissions and task forces are developed, however, nurses are not usually the first group to be considered to provide input and expertise for national, state, and local decision makers. In fact, nursing presence is often absent at the policymaking table. Consider the President’s New Freedom Commission for Mental Health (2003), which included psychiatrists (medical doctors), psychologists (PhDs), academics, and policymakers—but no nurses. It is difficult to understand how the largest contingent of mental health care providers in the United States could be excluded from a group that would determine the future of mental health care.


It is in the best interest of consumers of mental health care that all members of the collaborative health care team, including nurses, be involved in decisions and legislation that will affect their care. Current political issues that need monitoring and support include mental health parity, discriminatory media portrayal, standardized language and practices, and advanced practice issues, such as prescriptive authority over Schedule II drugs and government and insurance reimbursement for nursing care.














Key points to remember







• Mental health and illness are not either/or propositions but endpoints on a continuum.


• The study of epidemiology can help identify high-risk groups and behaviors. In turn, this can lead to a better understanding of the causes of some disorders. Prevalence rates help us identify the proportion of a population experiencing a specific mental disorder at a given time.


• Recognizing that mental disorders are biologically based with environmental mediation, it is easier to see how they can be classified as medical disorders.


• The DSM-5 provides criteria for psychiatric disorders and a basis for the development of comprehensive and appropriate interventions.


• Culture influences behavior, and symptoms may reflect a person’s cultural patterns or beliefs. Symptoms must be understood in terms of a person’s cultural background.


• Psychiatric mental health nurses work with a broad population of patients in diverse settings to promote optimal mental health.


• Standardized nursing classification systems (NANDA-I, NOC, NIC) are used to form and communicate patient problems, outcomes, and interventions specific to nursing care.


• Psychiatric mental health nurses function at a basic or advanced level of practice with clearly defined roles.


• Due to social, cultural, scientific, and political factors, the future holds many challenges and possibilities for the psychiatric mental health nurse.

















Critical thinking







1. Brian, a college sophomore with a grade-point average of 3.4, is brought to the emergency department after a suicide attempt. He has been extremely depressed since the death of his girlfriend 5 months previously when the car he was driving crashed. His parents are devastated, and they believe that taking one’s own life prevents a person from going to heaven.


Brian has epilepsy and has had more seizures since the auto accident. He says he should be punished for his carelessness and does not care what happens to him. He has stopped going to classes and no longer shows up for his part-time job of tutoring young children in reading.




a. What might be a possible DSM-5 (medical) diagnosis?


b. What are some factors that you should assess regarding aspects of Brian’s overall health and other influences that can affect mental health?


c. If an antidepressant medication could help Brian’s depression, explain why this alone would not meet his multiple needs. What issues do you think have to be addressed if Brian is to receive a holistic approach to care?


d. Formulate two potential nursing diagnoses for Brian.


e. Would Brian’s parents’ religious beliefs factor into your plan of care? If so, how?





2. In a small group, share experiences you have had with others from unfamiliar cultural, ethnic, religious, or racial backgrounds, and identify two positive learning experiences from these encounters.


3. Would you feel comfortable referring a family member to a mental health clinician? What factors influence your feelings?


4. How could basic and advanced practice psychiatric mental health nurses work together to provide the highest quality of care?


5. Would you consider joining a professional group or advocacy group that promotes mental health? Why or why not?

















Chapter review







1. Which statement about mental illness is true?




a. Mental illness is a matter of individual nonconformity with societal norms.


b. Mental illness is present when individual irrational and illogical behavior occurs.


c. Mental illness changes with culture, time in history, political systems, and the groups defining it.


d. Mental illness is evaluated solely by considering individual control over behavior and appraisal of reality.





2. A nursing student new to psychiatric mental health nursing asks a peer what resources he can use to figure out which symptoms are present in a specific psychiatric disorder. The best answer would be:




a. Nursing Interventions Classification (NIC)


b. Nursing Outcomes Classification (NOC)


c. NANDA-I nursing diagnoses


d. DSM-5





3. Epidemiological studies contribute to improvements in care for individuals with mental disorders by:




a. Providing information about effective nursing techniques.


b. Identifying risk factors that contribute to the development of a disorder.


c. Identifying who in the general population will develop a specific disorder.


d. Identifying which individuals will respond favorably to a specific treatment.





4. Which statement best describes a major difference between a DSM-5 diagnosis and a nursing diagnosis?




a. There is no functional difference between the two; both serve to identify a human deviance.


b. The DSM-5 diagnosis disregards culture, whereas the nursing diagnosis takes culture into account.


c. The DSM-5 is associated with present symptoms, whereas a nursing diagnosis considers past, present, and potential responses to actual mental health problems.


d. The DSM-5 diagnosis impacts the choice of medical treatment, whereas the nursing diagnosis offers a framework for identifying multidisciplinary interventions.





5. The intervention that can be practiced by an advanced practice registered nurse in psychiatric mental health but cannot be practiced by a basic level registered nurse is:




a. Advocacy


b. Psychotherapy


c. Coordination of care


d. Community-based care














Answers to chapter review


1. c; 2. d; 3. c; 4. c; 5. b.
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Interactive review—foundations of psychiatric mental health nursing
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Interactive review—unit i
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CHAPTER 2


Relevant theories and therapies for nursing practice


Margaret Jordan Halter




Objectives





1. Evaluate the premises behind the various therapeutic models discussed in this chapter.


2. Describe the evolution of therapies for psychiatric disorders.


3. Identify ways each theorist contributes to the nurse’s ability to assess a patient’s behaviors.


4. Provide responses to the following based on clinical experience:


a. An example of how a patient’s irrational beliefs influenced behavior.


b. An example of countertransference in your relationship with a patient.


c. An example of the use of behavior modification with a patient.




5. Identify Peplau’s framework for the nurse-patient relationship.


6. Choose the therapeutic model that would be most useful for a particular patient or patient problem.











Key terms and concepts


automatic thoughts


behavior therapy


biofeedback


classical conditioning


cognitive-behavioral therapy (CBT)


cognitive distortions


conditioning


conscious


countertransference


defense mechanisms


ego


extinction


id


interpersonal psychotherapy


milieu therapy


negative reinforcement


operant conditioning


positive reinforcement


preconscious


psychodynamic therapy


punishment


reinforcement


superego


systematic desensitization


transference


unconscious
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Every professional discipline, from math and science to philosophy and psychology, bases its work and beliefs on theories. Most of these theories can best be described as explanations, hypotheses, or hunches, rather than testable facts. For students, the word theory may conjure up some dry, conceptual images, vaguely recalling the physicists’ theory of relativity or the geologists’ plate tectonics. Compared to most other theories, however, psychological theories are filled with familiar concepts since terms from psychological theories have filtered their way into parts of mainstream thinking and speech. Advertisements use the behaviorist ploy of linking a gorgeous, seductive woman to the family-style utilitarian minivan. And who has not attributed language mistakes to subconscious motivation? As the fictional king greets his queen: “Good morning, my beheaded .... I mean my beloved!” we comprehend the Freudian slip.


Dealing with other people is one of the most universally anxiety-provoking activities, and psychological theories provide plausible explanations for perplexing behavior. Maybe the guy at the front desk who never greets you in the morning does not really despise you; maybe he has an inferiority complex because his mother was cold and his father was absent from the home. In much the same way, patient stories are complex and always unique. It is useful to have a broad base of knowledge about personality development, human needs, the ingredients of mental health, contributing factors to mental illness, and the importance of relationships.


This chapter will provide you with snapshots of some of the most influential psychological theories. It will also provide an overview of the treatment, or therapy, they inspired and the contributions they have made to the practice of psychiatric mental health nursing. The theoretical journey begins with a look at Sigmund Freud, often referred to as the “father of psychoanalysis, and it moves on to Erik Erikson and Harry Stack Sullivan, who initially were devotees of Freud but later found Freudian theory lacking and took a divergent path. The chapter then focuses on the theory of the “mother of psychiatric nursing,” Hildegard Peplau. Abraham Maslow, a representative theorist from the humanistic approach to psychiatry, follows her work. Ivan Pavlov, John B. Watson, and B. F. Skinner represent the behaviorist approach. The final leg of this trip explores two dominant approaches to treating psychiatric illness: cognitive-behavioral therapy and biological therapies. Each of these theoretical approaches and therapies is evaluated for relevance to psychiatric mental health nursing. Let’s begin our expedition!









Psychoanalytic theories and therapies



Sigmund freud’s psychoanalytic theory





Sigmund Freud (1856-1939), an Austrian neurologist, revolutionized thinking about mental health disorders with his groundbreaking theory of personality structure, levels of awareness, anxiety, the role of defense mechanisms, and the stages of psychosexual development. Originally, he was searching for biological treatments for psychological disturbances and even experimented with using cocaine as medication. He soon abandoned the physiological approach and focused on psychological treatments. Freud came to believe that the vast majority of mental disorders were due to unresolved issues that originated in childhood. He arrived at this conclusion through his experiences treating people with hysteria, individuals who were suffering physical symptoms despite the absence of an apparent physiological cause.


As part his treatment, Freud initially used hypnosis, but this provided mixed therapeutic results. He then changed his approach to talk therapy, known as the cathartic method. Today, we refer to catharsis as “getting things off our chests.” Talk therapy evolved to include “free association,” which requires full and honest disclosure of thoughts and feelings as they come to mind. Dream analysis became an essential part of his therapy since Freud believed that urges and impulses of the unconscious mind were symbolically played out in dreams. Freud (1961, 1969) concluded that talking about difficult emotional issues had the potential to heal the wounds causing mental illness. Viewing the success of these therapeutic approaches led Freud to construct his psychoanalytic theory.








Levels of awareness


Through the use of talk therapy and free association, Freud came to the conclusion that there were three levels of psychological awareness in operation. He offered a topographic theory of how the mind functions, a description of the landscape of the mind. He used the image of an iceberg to describe these levels of awareness (Figure 2-1).
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FIG 2-1  The mind as an iceberg.














Conscious.


Freud described the conscious part of the mind as the tip of the iceberg. It contains all the material a person is aware of at any one time, including perceptions, memories, thoughts, fantasies, and feelings.














Preconscious.


Just below the surface of awareness is the preconscious, which contains material that can be retrieved rather easily through conscious effort.














Unconscious.


The unconscious includes all repressed memories, passions, and unacceptable urges lying deep below the surface. It is believed that the memories and emotions associated with trauma are often “placed” in the unconscious because the individual finds it too painful to deal with them. The unconscious exerts a powerful yet unseen effect on the conscious thoughts and feelings of the individual. The individual is usually unable to retrieve unconscious material without the assistance of a trained therapist; however, with this assistance, unconscious material can be brought into conscious awareness.




















Personality structure


Freud (1960) delineated three major and distinct but interactive systems of the personality: the id, the ego, and the superego.








Id.


At birth we are all id. The id is the source of all drives, instincts, reflexes, needs, genetic inheritance, and capacity to respond, as well as all the wishes that motivate us. The id cannot tolerate frustration and seeks to discharge tension and return to a more comfortable level of energy. The id lacks the ability to problem solve; it is not logical and operates according to the pleasure principle. The only needs that count are its own. A hungry, screaming infant is the perfect example of id.














Ego.


Within the first few years of life as the child begins to interact with others, the ego develops. The ego is the problem solver and reality tester. It is able to differentiate subjective experiences, memory images, and objective reality and attempts to negotiate with the outside world. The ego follows the reality principle, which says to the id, “You have to delay gratification for right now,” and then sets a course of action. For example, a hungry man feels tension arising from the id that wants to be fed. His ego allows him not only to think about his hunger but to plan where he can eat and to seek that destination. This process is known as reality testing because the individual is factoring in reality to implement a plan to decrease tension.














Superego.


The superego, the last portion of the personality to develop, represents the moral component of personality. The superego consists of the conscience (all the “should nots” internalized from parents) and the ego ideal (all the “shoulds” internalized from parents). The superego represents the ideal rather than the real; it seeks perfection, as opposed to seeking pleasure or engaging reason.


In a mature and well-adjusted individual, the three systems of the personality—the id, the ego, and the superego—work together as a team under the administrative leadership of the ego. If the id is too powerful, the person will lack control over impulses; if the superego is too powerful, the person may be self-critical and suffer from feelings of inferiority.




















Defense mechanisms and anxiety


Freud (1969) believed that anxiety is an inevitable part of living. The environment in which we live presents dangers and insecurities, threats and satisfactions. It can produce pain and increase tension or produce pleasure and decrease tension. The ego develops defenses, or defense mechanisms, to ward off anxiety by preventing conscious awareness of threatening feelings.


Defense mechanisms share two common features: (1) they all (except suppression) operate on an unconscious level and (2) they deny, falsify, or distort reality to make it less threatening. Although we cannot survive without defense mechanisms, it is possible for our defense mechanisms to distort reality to such a degree that we experience difficulty with healthy adjustment and personal growth. Chapter 12 offers further discussions of defense mechanisms.














Psychosexual stages of development


Freud believed that human development proceeds through five stages from infancy to adulthood. His main focus, however, was on events that occur during the first 5 years of life. From Freud’s perspective, experiences during the early stages determined an individual’s lifetime adjustment patterns and personality traits. In fact, Freud thought that personality was formed by the time the child entered school and that subsequent growth consisted of elaborating on this basic structure. Freud’s psychosexual stages of development are presented in Table 2-1.




TABLE 2-1   


FREUD’S PSYCHOSEXUAL STAGES OF DEVELOPMENT










	STAGE (AGE)

	SOURCE OF SATISFACTION

	PRIMARY CONFLICT

	TASKS

	DESIRED OUTCOMES

	OTHER POSSIBLE PERSONALITY TRAITS










	Oral (0-1 yr)

	Mouth (sucking, biting, chewing)

	Weaning

	Mastery of gratification of oral needs; beginning of ego development (4-5 mo)

	Development of trust in the environment, with the realization that needs can be met

	Fixation at the oral stage is associated with passivity, gullibility, and dependence; the use of sarcasm; may develop orally focused habits (e.g., smoking, nail-biting).






	Anal (1-3 yr)

	Anal region (expulsion and retention of feces)

	Toilet training

	Beginning of development of a sense of control over instinctual drives; ability to delay immediate gratification to gain a future goal

	Control over impulses

	Fixation at the anal stage is associated with anal retentiveness (stinginess, rigid thought patterns, obsessive-compulsive disorder) or anal-expulsive character (messiness, destructiveness, cruelty).






	Phallic (oedipal) (3-6 yr)

	Genitals (masturbation)

	Oedipus and Electra

	Sexual identity with parent of same sex; beginning of superego development 

	Identification with parent of the same sex

	Fixation may result in reckless, self-assured, and narcissistic, person. Lack of resolution may result in inability to love and difficulties with sexual identity.






	Latency (6-12 yr)

	—

	—

	Growth of ego functions (social, intellectual, mechanical) and the ability to care about and relate to others outside the home (peers of the same sex)

	The development of skills needed to cope with the environment

	Fixations can result in difficulty identifying with others and in developing social skills, leading to a sense of inadequacy and inferiority.






	Genital (12 yr and beyond)

	Genitals (sexual intercourse)

	—

	Development of satisfying sexual and emotional relationship; emancipation from parents—planning of life goals and development of a sense of personal identity

	The ability to be creative and find pleasure in love and work

	Inability to negotiate this stage may derail emotional and financial independence, may impair personal identity and future goals, and disrupt ability to form satisfying intimate relationships.
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Data from Gleitman, H. (1981). Psychology. New York, NY: W. W. Norton.

















Implications for psychiatric mental health nursing


Freud’s theory has relevance to psychiatric mental health nursing practice at many junctures. First, the theory offers a comprehensive explanation of complex human processes and suggests that the formation of a patient’s personality is strongly influenced by childhood experiences. Freud’s theory of the unconscious mind is particularly valuable as a baseline for considering the complexity of human behavior. By considering conscious and unconscious influences, a nurse can identify and begin to think about the root causes of patient suffering. Freud emphasized the importance of individual talk sessions characterized by attentive listening, with a focus on underlying themes as an important tool of healing in psychiatric care.














Classical psychoanalysis


Classical psychoanalysis, as developed by Sigmund Freud, is seldom used today. Freud’s premise that all mental illness is caused by early intrapsychic conflict is no longer widely thought to be valid, and such therapy requires an unrealistically lengthy period of treatment (i.e., three to five times a week for nearly six years), making it prohibitively expensive and not insured for most. There are two concepts from classic psychoanalysis that are important for nurses to know: transference and countertransference (Freud, 1969).


Transference refers to feelings that the patient has toward health care workers that were originally held toward significant others in his or her life. When transference occurs, these feelings become available for exploration with the patient. Such exploration helps the patient to better understand certain feelings and behaviors. Countertransference refers to unconscious feelings that the health care worker has toward the patient. For instance, if the patient reminds you of someone you do not like, you may unconsciously react as if the patient were that individual. Countertransference underscores the importance of maintaining self-awareness and seeking supervisory guidance as therapeutic relationships progress. Chapter 10 talks more about countertransference and the nurse-patient relationship.














Psychodynamic therapy


Psychodynamic therapy follows the psychoanalytic model by using many of the tools of psychoanalysis, such as free association, dream analysis, transference, and countertransference; however, the therapist has increased involvement and interacts with the patient more freely than in traditional psychoanalysis. The therapy is oriented more to the here and now and makes less of an attempt to reconstruct the developmental origins of conflicts (Dewan, Steenbarger, & Greenberg, 2011). Psychodynamic therapy tends to last longer than other common therapeutic modalities and may extend for more than 20 sessions, which insurance companies often reject.


The best candidates for psychodynamic therapy are relatively healthy and well-functioning individuals, sometimes referred to as the “worried well,” who have a clearly circumscribed area of difficulty and are intelligent, psychologically minded, and well motivated for change. Patients with psychosis, severe depression, borderline personality disorders, and severe character disorders are not appropriate candidates for this type of treatment. Supportive therapies, which are within the scope of practice of the basic level psychiatric nurse, are useful for these patients. A variety of supportive therapies are described in chapters concerning specific disorders (Chapters 11 to 24).


At the start of treatment, the patient and therapist agree on what the focus will be and concentrate their work on that focus. Sessions are held weekly, and the total number of sessions to be held is determined at the outset of therapy. There is a rapid, back-and-forth pattern between patient and therapist, with both participating actively. The therapist intervenes constantly to keep the therapy on track, either by redirecting the patient’s attention or by interpreting deviations from the focus to the patient.


Brief therapies share the following common elements:




• The central focus is established early, usually during the first session or two.


• Clear expectations are established for time-limited therapy with improvement demonstrated within a small number of sessions.


• Goals are concrete, and there is one major focus on improving the patient’s worst symptoms, improving coping skills, and helping the patient understand what is going on in his or her life.


• Interpretations are directed toward present-life circumstances and patient behavior rather than toward the historical significance of feelings.


• There is a general understanding that psychotherapy does not cure but that it can help troubled individuals learn to better deal with life’s inevitable stressors.

















Erik erikson’s ego theory


Erik Erikson (1902-1994), an American psychoanalyst, was also a follower of Freud; however, Erikson (1963) believed that Freudian theory was restrictive and negative in its approach. He also stressed that an individual’s development is influenced by more than the limited mother-child-father triangle and that culture and society exert significant influence on personality. According to Erikson, personality was not set in stone at age 5, as Freud suggested, but continued to develop throughout the life span.


Erikson described development as occurring in eight predetermined and consecutive life stages (psychosocial crises), each of which consists of two possible outcomes (e.g., industry vs. inferiority). The successful or unsuccessful completion of each stage will affect the individual’s progression to the next (Table 2-2). For example, Erikson’s crisis of industry versus inferiority occurs from the ages of 7 to 12. During this stage, the child’s task is to gain a sense of personal abilities and competence and to expand relationships beyond the immediate family to include peers. The attainment of this task (industry) brings with it the virtue of confidence. The child who fails to navigate this stage successfully is unable to master age-appropriate tasks, cannot make a connection with peers, and will feel like a failure (inferiority).




TABLE 2-2   


ERIKSON’S EIGHT STAGES OF DEVELOPMENT










	APPROXIMATE AGE

	DEVELOPMENTAL TASK

	PSYCHOSOCIAL CRISIS

	SUCCESSFUL RESOLUTION OF CRISIS

	UNSUCCESSFUL RESOLUTION OF CRISIS










	Infancy (0-11/2 yr)

	Forming attachment to mother, which lays foundations for later trust in others 

	Trust vs. mistrust 

	Sound basis for relating to other people; trust in people; faith and hope about environment and future
“If he’s late in picking me up, there must be a good reason.”

	General difficulties relating to people effectively; suspicion; trust-fear conflict; fear of future
“I can’t trust anyone; no one has ever been there when I needed them.”






	Early childhood (11/2-3 yr)

	Gaining some basic control of self and environment (e.g., toilet training, exploration)

	Autonomy vs. shame and doubt 

	Sense of self-control and adequacy; will power
“I’m sure that with the proper diet and exercise program, I can achieve my target weight.”

	Independence/fear conflict; severe feelings of self-doubt
“I could never lose the weight they want me to, so why even try?”






	Preschool (3-6 yr)

	Becoming purposeful and directive 

	Initiative vs. guilt 

	Ability to initiate one’s own activities; sense of purpose
“I like to help mommy set the table for dinner.”

	Aggression/fear conflict; sense of inadequacy or guilt
“I wanted the candy, so I took it.”






	School age (6-12 yr)

	Developing social, physical, and school skills

	Industry vs. inferiority

	Competence; ability to work
“I’m getting really good at swimming since I’ve been taking lessons.”

	Sense of inferiority; difficulty learning and working
“I can’t read as well as the others in my class; I’m just dumb.”






	Adolescence (12-20 yr)

	Making transition from childhood to adulthood; developing sense of identity 

	Identity vs. role confusion 

	Sense of personal identity; fidelity
“I’m going to go to college to be an engineer; I hope to get married before I am 30.”

	Confusion about who one is; weak sense of self
“I belong to the gang because without them, I’m nothing.”






	Early adulthood (20-35 yr)

	Establishing intimate bonds of love and friendship

	Intimacy vs. isolation

	Ability to love deeply and commit oneself
“My husband has been my best friend for 25 years.”

	Emotional isolation; egocentricity
“There’s no one out there for me.”






	Middle adulthood (35-65 yr)

	Fulfilling life goals that involve family, career, and society; developing concerns that embrace future generations

	Generativity vs. self-absorption 

	Ability to give and to care for others
“I’m joining the political action committee to help people get the health care they need.”

	Self-absorption; inability to grow as a person
“After I work all day, I just want to watch television and don’t want to be around people.”






	Later years (65 yr to death)

	Looking back over one’s life and accepting its meaning

	Integrity vs. despair

	Sense of integrity and fulfillment; willingness to face death; wisdom
“I’ve led a happy, productive life, and I still have plenty to give.”

	Dissatisfaction with life; denial of or despair over prospect of death
“What a waste my life has been; I’m going to die alone.”
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Data from Erikson, E. H. (1963). Childhood and society. New York, NY: W. W. Norton; Altrocchi, J. (1980). Abnormal psychology (p. 196). New York, NY: Harcourt Brace Jovanovich.











Implications for psychiatric mental health nursing


Erikson’s developmental model is an essential component of patient assessment. Analysis of behavior patterns using Erikson’s framework can identify age-appropriate or arrested development of normal interpersonal skills. A developmental framework helps the nurse know what types of interventions are most likely to be effective. For example, children in Erikson’s initiative-versus-guilt stage of development respond best if they actively participate and ask questions. Older adults respond to a life-review strategy that focuses on the integrity of their life as a tapestry of experience. In the therapeutic encounter, individual responsibility and the capacity for improving one’s functioning are addressed. Treatment approaches and interventions can be tailored to the patient’s developmental level.



























Interpersonal theories and therapies



Harry stack sullivan’s interpersonal theory





Harry Stack Sullivan (1892-1949), an American-born psychiatrist, initially approached patients from a Freudian framework, but he became frustrated by dealing with what he considered unseen and private mental processes within the individual. He turned his attention to interpersonal processes that could be observed in a social framework. Sullivan (1953) defined personality as behavior that can be observed within interpersonal relationships. This premise led to the development of his interpersonal theory.


According to Sullivan, the purpose of all behavior is to get needs met through interpersonal interactions and to decrease or avoid anxiety. He defined anxiety as any painful feeling or emotion that arises from social insecurity or prevents biological needs from being satisfied. Sullivan coined the term security operations to describe measures the individual employs to reduce anxiety and enhance security. Collectively, all of the security operations an individual uses to defend against anxiety and ensure self-esteem make up the self-system.


There are many parallels between Sullivan’s notion of security operations and Freud’s concept of defense mechanisms. Both are processes of which we are unaware, and both are ways in which we reduce anxiety. Freud’s defense mechanism of repression, however, is an intrapsychic activity, whereas Sullivan’s security operations are interpersonal relationship activities that can be observed.








Implications for psychiatric mental health nursing


Sullivan’s theory is the foundation for Hildegard Peplau’s nursing theory of interpersonal relationships examined later in this chapter. Sullivan believed that therapy should educate patients and assist them in gaining personal insight. Sullivan first used the term participant observer, which underscores that professional helpers cannot be isolated from the therapeutic situation if they are to be effective. Sullivan would insist that the nurse interact with the patient as an authentic human being. Mutuality, respect for the patient, unconditional acceptance, and empathy, which are considered essential aspects of modern therapeutic relationships, were important aspects of Sullivan’s theory of interpersonal therapy.


Sullivan also demonstrated that a psychotherapeutic environment characterized by an accepting atmosphere that provided numerous opportunities for practicing interpersonal skills and developing relationships is an invaluable treatment tool. Group psychotherapy, family therapy, and educational and skill training programs, as well as unstructured periods, can be incorporated into the design of a psychotherapeutic environment to facilitate healthy interactions. This method is used today in virtually all residential and day hospital settings.














Interpersonal psychotherapy


Interpersonal psychotherapy is an effective short-term therapy derived from the school of psychiatry that originated with Adolph Meyer and Harry Stack Sullivan. The assumption is that psychiatric disorders are influenced by interpersonal interactions and the social context. The goal of interpersonal psychotherapy is to reduce or eliminate psychiatric symptoms (particularly depression) by improving interpersonal functioning and satisfaction with social relationships (Dewan, Steenbarger, & Greenberger, 2011). Interpersonal psychotherapy has proved successful in the treatment of depression. Treatment is predicated on the notion that disturbances in important interpersonal relationships (or a deficit in one’s capacity to form those relationships) can play a role in initiating or maintaining clinical depression. In interpersonal psychotherapy, the therapist identifies the nature of the problem to be resolved and then selects strategies consistent with that problem area. Four types of problem areas have been identified (Hollon & Engelhardt, 1997):




1. Grief: Complicated bereavement following the death or loss of a loved one


2. Role disputes: Conflicts with a significant other


3. Role transition: Problematic change in life status or social or vocational role


4. Interpersonal deficit: An inability to initiate or sustain close relationships

















Hildegard peplau’s theory of interpersonal relationships in nursing


Hildegard Peplau (1909-1999) (Figure 2-2), influenced by the work of Sullivan and learning theory, developed the first systematic theoretical framework for psychiatric nursing in her groundbreaking book Interpersonal Relations in Nursing (1952). Peplau not only established the foundation for the professional practice of psychiatric nursing but also continued to enrich psychiatric nursing theory and work for the advancement of nursing practice throughout her career.
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FIG 2-2  Hildegard Peplau.








Peplau was the first nurse to identify psychiatric mental health nursing both as an essential element of general nursing and as a specialty area that embraces specific governing principles. She was also the first nurse theorist to describe the nurse-patient relationship as the foundation of nursing practice (Forchuk, 1991). In shifting the focus from what nurses do to patients to what nurses do with patients, Peplau (1989) engineered a major paradigm shift from a model focused on medical treatments to an interpersonal relational model of nursing practice.


She viewed nursing as an educative instrument designed to help individuals and communities use their capacities in living more productively (Peplau, 1987). Her theory is mainly concerned with the processes by which the nurse helps patients make positive changes in their health care status and well-being. She believed that illness offered a unique opportunity for experiential learning, personal growth, and improved coping strategies and that psychiatric nurses play a unique role in facilitating this growth (Peplau, 1982a, 1982b).


Peplau identified stages of the nurse-patient relationship (Chapter 9) and also used the technique of process recording to help her students hone their communication and relationship skills (see Table 10-4). The skills of the psychiatric nurse include observation, interpretation, and intervention. The nurse observes and listens to the patient, developing impressions about the meaning of the patient’s situation. By employing this process, the nurse is able to view the patient as a unique individual. The nurse’s inferences are then validated with the patient for accuracy.


Peplau proposed an approach in which nurses are both participants and observers in therapeutic conversations. She believed it was essential for nurses to observe the behavior not only of the patient but also of themselves. This self-awareness on the part of the nurse is essential in keeping the focus on the patient and in keeping the social and personal needs of the nurse out of the nurse-patient conversation.


Peplau spent a lifetime illuminating the science and art of professional nursing practice, and her work has had a profound effect on the nursing profession, nursing science, and the clinical practice of psychiatric nursing (Haber, 2000). The art component of nursing consists of the care, compassion, and advocacy nurses provide to enhance patient comfort and well-being. The science component of nursing involves the application of knowledge to understand a broad range of human problems and psychosocial phenomena, intervening to relieve patients’ suffering and promote growth (Haber, 2000). In her works, Peplau (1995) constantly reminds nurses to “care for the person as well as the illness” and to “think exclusively of patients as persons.”








Implications for psychiatric mental health nursing


Perhaps Peplau’s most universal contribution to the everyday practice of psychiatric mental health nursing is her application of Sullivan’s theory of anxiety to nursing practice. She described the effects of different levels of anxiety (mild, moderate, severe, and panic) on perception and learning. She promoted interventions to lower anxiety, with the aim of improving patients’ abilities to think and function at more satisfactory levels. More on the application of Peplau’s theory of anxiety and interventions is presented in Chapter 12.


Table 2-3 lists additional nursing theorists and summarizes their major contributions and the impact of these contributions on psychiatric mental health nursing.




TABLE 2-3   


ADDITIONAL THEORISTS WHOSE CONTRIBUTIONS INFLUENCE PSYCHIATRIC MENTAL HEALTH NURSING










	THEORIST

	SCHOOL OF THOUGHT

	MAJOR CONTRIBUTIONS

	RELEVANCE TO PSYCHIATRIC MENTAL HEALTH NURSING










	Carl Rogers 

	Humanism 

	Developed a person-centered model of psychotherapy.
Emphasized the concepts of:
Congruence—authenticity of the therapist in dealings with the patient.
Unconditional acceptance and positive regard—climate in the therapeutic relationship that facilitates change.
Empathetic understanding—therapist’s ability to apprehend the feelings and experiences of the patient as if these things were happening to the therapist.

	Encourages nurses to view each patient as unique.
Emphasizes attitudes of unconditional positive regard, empathetic understanding, and genuineness that are essential to the nurse-patient relationship. Example: The nurse asks the patient, “What can I do to help you regain control over your anxiety?"






	Jean Piaget 

	Cognitive development 

	Identified stages of cognitive development, including sensorimotor (0-2 yr); preoperational (2-7 yr); concrete operational (7-11 yr); and formal operational (11 yr-adulthood). These describe how cognitive development proceeds from reflex activity to application of logical solutions to all types of problems.

	Provides a broad base for cognitive interventions, especially with patients with negative self-views. Example: The nurse shows an 8-year-old all the equipment needed to start an IV when discussing the fact that he will need one prior to surgery.






	Lawrence Kohlberg 

	Moral development 

	Posited a six-stage theory of moral development. 

	Provides nurses with a framework for evaluating moral decisions.






	Albert Ellis 

	Existentialism 

	Developed approach of rational emotive behavioral therapy that is active and cognitively oriented; confrontation used to force patients to assume responsibility for behavior; patients are encouraged to accept themselves as they are and are taught to take risks and try out new behaviors.

	Encourages nurses to focus on “here-and-now” issues and to help the patient live fully in the present and look forward to the future. Example: The nurse encourages the patient to vacation with her family even though she will be wheelchair-bound until her leg fracture heals






	Albert Bandura 

	Social learning theory 

	Responsible for concepts of modeling and self-efficacy: person’s belief or expectation that he or she has the capacity to effect a desired outcome through his or her own efforts. 

	Includes cognitive functioning with environmental factors, which provides nurses with a comprehensive view of how people learn. Example: The nurse helps the teenage patient identify three negative outcomes of tobacco use






	Viktor Frankl 

	Existentialism

	Developed “logotherapy,” a form of support offered to help people find their sense of self-respect. Logotherapy is a future-oriented therapy focused on one’s need to find meaning and value in living as one’s most important life task.

	Focuses nurse beyond mere behaviors to understanding the meaning of these behaviors to the patient’s sense of life meaning. Example: The nurse listens attentively as the patient describes what it’s been like since her daughter died.
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Data from Bandura, A. (1977). Social learning theory. Englewood Cliffs, NJ: Prentice-Hall; Bernard, M. E., & Wolfe, J. L. (Eds.). (1993). The RET resource book for practitioners. New York, NY: Institute for Rational-Emotive Therapy; Ellis, A. (1989). Inside rational emotive therapy. San Diego, CA: Academic Press; Frankl, V. (1969). The will to meaning. Cleveland, OH: New American Library; Kohlberg, L. (1986). A current statement on some theoretical issues. In S. Modgil & C. Modgil (Eds.), Lawrence Kohlberg. Philadelphia, PA: Palmer; Rogers, C. R. (1961). On becoming a person. Boston, MA: Houghton Mifflin.





























Behavior theories and therapies


Behavior theories also developed as a protest response to Freud’s assumption that a person’s destiny was carved in stone at a very early age. Behaviorists have no concern with inner conflicts but argue that personality simply consists of learned behaviors. Consequently, personality becomes synonymous with behavior—if behavior changes, so does the personality.


The development of behavior models began in the 19th century as a result of Ivan Pavlov’s laboratory work with dogs. It continued into the 20th century with John B. Watson’s application of these models to shape behavior and B. F. Skinner’s research on rat behavior. These behavior theorists developed systematic learning principles that could be applied to humans. Behavior models emphasize the ways in which observable behavior responses are learned and can be modified in a particular environment. Pavlov’s, Watson’s, and Skinner’s models focus on the belief that behavior can be influenced through a process referred to as conditioning. Conditioning involves pairing a behavior with a condition that reinforces or diminishes the behavior’s occurrence.








Ivan pavlov’s classical conditioning theory


Ivan Pavlov (1849-1936) was a Russian physiologist. He won a Nobel Prize for his outstanding contributions to the physiology of digestion, which he studied through his well-known experiments with dogs. In incidental observation of the dogs, Pavlov noticed that the dogs were able to anticipate when food would be forthcoming and would begin to salivate even before actually tasting the meat. Pavlov labeled this process psychic secretion. He hypothesized that the psychic component was a learned association between two events: the presence of the experimental apparatus and the serving of meat.


Pavlov formalized his observations of behaviors in dogs in a theory of classical conditioning. Pavlov (1928) found that when a neutral stimulus (a bell) was repeatedly paired with another stimulus (food that triggered salivation), eventually the sound of the bell alone could elicit salivation in the dogs. An example of this response in humans would be an individual who became very ill as a child after eating spoiled coleslaw at a picnic and later in life feels nauseated whenever he smells coleslaw. It is important to recognize that classical conditioned responses are involuntary—not under conscious personal control—and are not spontaneous choices.














John B. watson’s behaviorism theory


John B. Watson (1878-1958) was an American psychologist who rejected the unconscious motivation of psychoanalysis as being too subjective. He developed the school of thought referred to as behaviorism, which he believed was more objective or measurable. Watson contended that personality traits and responses—adaptive and maladaptive—were socially learned through classical conditioning. In a famous (but terrible) experiment, Watson stood behind Little Albert, a 9-month-old who liked animals, and made a loud noise with a hammer every time the infant reached for a white rat. After this experiment, Little Albert became terrified at the sight of white fur or hair, even in the absence of a loud noise. Watson concluded that controlling the environment could mold behavior and that anyone could be trained to be anything, from a beggar man to a merchant.














B.F. skinner’s operant conditioning theory


B.F. Skinner (1904-1990) represented the second wave of behavioral theorists. Skinner (1987) researched operant conditioning, in which voluntary behaviors are learned through consequences, and behavioral responses are elicited through reinforcement, which causes a behavior to occur more frequently. A consequence can be a positive reinforcement, such as receiving a reward (getting a 3.8 GPA after studying hard all semester), or a negative reinforcement, such as the removal of an objectionable or aversive stimulus (walking freely through a park once the vicious dog is picked up by the dogcatcher).


Other techniques can cause behaviors to occur less frequently. One technique is an unpleasant consequence, or punishment. Driving too fast may result in a speeding ticket, which—in mature and healthy individuals—decreases the chances that speeding will occur. Absence of reinforcement, or extinction, also decreases behavior by withholding a reward that has become habitual. If a person tells a joke and no one laughs, for example, the person is less apt to tell jokes because his joke-telling behavior is not being reinforced. Teachers employ this strategy in the classroom when they ignore acting-out behavior that had previously been rewarded by more attention.


Figure 2-3 illustrates the differences between classical conditioning (in which an involuntary reaction is caused by a stimulus) and operant conditioning (in which voluntary behavior is learned through reinforcement).
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FIG 2-3  Classical versus operant conditioning. (From Carson, V. B. [2000]. Mental health nursing: The nurse-patient journey [2nd ed., p. 121]. Philadelphia, PA: Saunders.)














Implications for psychiatric mental health nursing


Skinner’s behavioral model provides a concrete method for modifying or replacing behaviors. Behavior management and modification programs based on his principles have proven to be successful in altering targeted behaviors. Programmed learning and token economies represent extensions of Skinner’s thoughts on learning. Behavioral methods are particularly effective with children, adolescents, and individuals with many forms of chronic mental illness.




















Behavior therapy


Behavior therapy is based on the assumption that changes in maladaptive behavior can occur without insight into the underlying cause. This approach works best when it is directed at specific problems and the goals are well defined. Behavior therapy is effective in treating people with phobias, alcoholism, schizophrenia, and many other conditions. Four types of behavior therapy are discussed here: modeling, operant conditioning, systematic desensitization, and aversion therapy.








Modeling


In modeling, the therapist provides a role model for specific identified behaviors, and the patient learns through imitation. The therapist may do the modeling, provide another person to model the behaviors, or present a video for the purpose. Bandura, Blahard, and Ritter (1969) were able to help people reduce their phobias about nonpoisonous snakes by having them first view close-ups of filmed encounters between people and snakes that resulted in successful outcomes and then view live encounters between people and snakes that also had successful outcomes. In a similar fashion, some behavior therapists use role-playing in the consulting room. They demonstrate patterns of behavior that might prove more effective than those usually engaged in and then have the patients practice these new behaviors. For example, a student who does not know how to ask a professor for an extension on a term paper would watch the therapist portray a potentially effective way of making the request. The clinician would then help the student practice the new skill in a similar role-playing situation.














Operant conditioning


Operant conditioning is the basis for behavior modification and uses positive reinforcement to increase desired behaviors. For example, when desired goals are achieved or behaviors are performed, patients might be rewarded with tokens. These tokens can be exchanged for food, small luxuries, or privileges. This reward system is known as a token economy.


Operant conditioning has been useful in improving the verbal behaviors of mute, autistic, and developmentally disabled children. In patients with severe and persistent mental illness, behavior modification has helped increase levels of self-care, social behavior, group participation, and more. You may find this a useful technique as you proceed through your clinical rotations.


A familiar case in point of positive reinforcement is the mother who takes her preschooler along to the grocery store, and the child starts acting out, demanding candy, nagging, crying, and yelling. Here are examples of three ways the child’s behavior can be reinforced:












	ACTION

	RESULT










	



1. The mother gives the child the candy.






	The child continues to use this behavior. This is positive reinforcement of negative behavior.






	



2. The mother scolds the child.






	Acting out may continue, because the child gets what he really wants—attention. This positively rewards negative behavior.






	



3. The mother ignores the acting out but gives attention to the child when he is acting appropriately.






	The child gets a positive reward for appropriate behavior.
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Systematic desensitization


Systematic desensitization is another form of behavior modification therapy that involves the development of behavior tasks customized to the patient’s specific fears; these tasks are presented to the patient while using learned relaxation techniques. The process involves four steps:




1. The patient’s fear is broken down into its components by exploring the particular stimulus cues to which the patient reacts. For example, certain situations may precipitate a phobic reaction, whereas others do not. Crowds at parties may be problematic, whereas similar numbers of people in other settings do not cause the same distress.


2. The patient is incrementally exposed to the fear. For example, a patient who has a fear of flying is introduced to short periods of visual presentations of flying—first with still pictures, then with videos, and finally in a busy airport. The situations are confronted while the patient is in a relaxed state. Gradually, over a period of time, exposure is increased until anxiety about or fear of the object or situation has ceased.


3. The patient is instructed in how to design a hierarchy of fears. For fear of flying, a patient might develop a set of statements representing the stages of a flight, order the statements from the most fearful to the least fearful, and use relaxation techniques to reach a state of relaxation as they progress through the list.


4. The patient practices these techniques every day.

















Aversion therapy


Today, aversion therapy (which is akin to punishment) is used widely to treat behaviors such as alcoholism, sexual deviation, shoplifting, hallucinations, violent and aggressive behavior, and self-mutilation. Aversion therapy is sometimes the treatment of choice when other less drastic measures have failed to produce the desired effects. The following are three paradigms for using aversive techniques:




1. Pairing of a maladaptive behavior with a noxious stimulus (e.g., pairing the sight and smell of alcohol with electric shock), so that anxiety or fear becomes associated with the once-pleasurable stimulus


2. Punishment (e.g., punishment applied after the patient has had an alcoholic drink)


3. Avoidance training (e.g., patient avoids punishment by pushing a glass of alcohol away within a certain time limit)





Simple examples of extinguishing undesirable behavior through aversion therapy include painting foul-tasting substances on the fingernails of nail biters or the thumbs of thumb suckers. Other examples of aversive stimuli are chemicals that induce nausea and vomiting, noxious odors, unpleasant verbal stimuli (e.g., descriptions of disturbing scenes), costs or fines in a token economy, and denial of positive reinforcement (e.g., isolation).


Before initiating any aversive protocol, the therapist, treatment team, or society must answer the following questions:




• Is this therapy in the best interest of the patient?


• Does its use violate the patient’s rights?


• Is it in the best interest of society?





If aversion therapy is chosen as the most appropriate treatment, ongoing supervision, support, and evaluation of those administering it must occur.














Biofeedback


Biofeedback is also a form of behavior therapy and is successfully used today, especially for controlling the body’s physiological response to stress and anxiety. Biofeedback is discussed in detail in Chapter 12.


























Cognitive theories and therapies


While behaviorists focused on increasing, decreasing, or eliminating measurable behaviors, little attention was paid to the thoughts, or cognitions, that were involved in these behaviors. Rather than thinking of people as passive recipients of environmental conditioning, cognitive theorists proposed that there is a dynamic interplay between individuals and the environment. These theorists believe that thoughts come before feelings and actions, and thoughts about the world and our place in it are based on our own unique perspectives, which may or may not be based on reality. Two of the most influential theorists and their therapies are presented here.








Rational-emotive behavior therapy


Rational-Emotive Behavior Therapy (REBT) was developed by Albert Ellis (1913-2007) in 1955. The aim of REBT is to eradicate core irrational beliefs by helping people recognize thoughts that are not accurate, sensible, or useful. These thoughts tend to take the form of shoulds (e.g., “I should always be polite”), oughts (e.g., “I ought to consistently win my tennis games”), and musts (e.g., “I must be thin”). Ellis described negative thinking as a simple A-B-C process. A stands for the activating event, B stands for beliefs about the event, and C stands for emotional consequence as a result of the event.















	A

	→

	B

	→

	C






	Activating

	 

	Beliefs

	 

	Emotional






	Event

	 

	 

	 

	Consequence
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Perception influences all thoughts, which in turn influence our behaviors. It often boils down to the simple notion of perceiving the glass as half full or half empty. For example, imagine you have just received an invitation to a birthday party (activating event). You think, “I hate parties. Now I have to hang out with people who don’t like me, instead of watching my favorite television shows. They probably just invited me to get a gift” (beliefs). You will probably be miserable (emotional consequence) if you go. On the other hand, you may think, “I love parties! This will be a great chance to meet new people, and it will be fun to shop for the perfect gift” (beliefs). You could have a delightful time (emotional consequence).


Although Ellis (Figure 2-4) admits that the role of past experiences is instrumental in current beliefs, the focus of rational-emotive behavior therapy is on present attitudes, painful feelings, and dysfunctional behaviors. If our beliefs are negative and self-deprecating, we are more susceptible to depression and anxiety. Ellis noted that while we cannot change the past, we can change the way we are now. He was pragmatic in his approach to mental illness and colorful in his therapeutic advice. “It’s too [darn] bad you panic, but you don’t die from it! Get them over the panic about panic, you may find the panic disappears” (Ellis, 2000).
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FIG 2-4  Aaron Beck and Albert Ellis. (Courtesy of Fenichel, 2000.)




















Cognitive-behavioral therapy


Aaron T. Beck (see Figure 2-4), another adherent of Sigmund Freud’s tenets, was originally trained in psychoanalysis but is regarded as a Neo-Freudian. When he attempted to study depression from a psychoanalytic perspective, he became convinced that people with depression generally had stereotypical patterns of negative and self-critical thinking that seemed to distort their ability to think and process information. Cognitive-behavioral therapy (CBT) is based on both cognitive psychology and behavioral theory. It is a commonly employed, effective, and well-researched therapeutic tool.


Beck’s method (Beck, 1979), the basis for CBT, is an active, directive, time-limited, structured approach used to treat a variety of psychiatric disorders (e.g., depression, anxiety, phobias, and pain problems). It is based on the underlying theoretical principle that feelings and behaviors are largely determined by the way people think about the world and their place in it (Beck, 1967, 1976). Their cognitions (verbal or pictorial events in their streams of consciousness) are based on attitudes or assumptions developed from previous experiences. These cognitions may be fairly accurate, or they may be distorted.


According to Beck, people have schemas, or unique assumptions about themselves, others, and the world in general. For example, if a person has the schema “The only person I can trust is myself,” he or she will have expectations that everyone else has questionable motives, will lie, and will eventually hurt him or her. Other negative schemas include incompetence, abandonment, evilness, and vulnerability. People are typically not aware of such cognitive biases, but recognizing them as beliefs and attitudes based on distortions and misconceptions will help make it apparent when dysfunctional schemas underlie our thinking.


Rapid, unthinking responses based on schemas are known as automatic thoughts. These responses are particularly intense and frequent in psychiatric disorders such as depression and anxiety. Often automatic thoughts, or cognitive distortions, are irrational and lead to false assumptions and misinterpretations. For example, if a person interprets all experiences in terms of whether he or she is competent and adequate, thinking may be dominated by the cognitive distortion, “Unless I do everything perfectly, I’m a failure.” Consequently, the person reacts to situations in terms of adequacy, even when these situations are unrelated to whether he or she is personally competent. Table 2-4 describes common cognitive distortions.




TABLE 2-4   


SELECTED NURSING THEORISTS, THEIR MAJOR CONTRIBUTIONS, AND THEIR IMPACT ON PSYCHIATRIC MENTAL HEALTH NURSING








	NURSING THEORIST

	FOCUS OF THEORY

	CONTRIBUTION TO PSYCHIATRIC MENTAL HEALTH NURSING










	Patricia Benner

	“Caring” as foundation for nursing

	Benner encourages nurses to provide caring and comforting interventions. She emphasizes the importance of the nurse-patient relationship and the importance of teaching and coaching the patient and bearing witness to suffering as the patient deals with illness.






	Dorothea Orem

	Goal of self-care as integral to the practice of nursing

	Orem emphasizes the role of the nurse in promoting self-care activities of the patient; this has relevance to the seriously and persistently mentally ill patient.






	Sister Callista Roy

	Continual need for people to adapt physically, psychologically, and socially

	Roy emphasizes the role of nursing in assisting patients to adapt so that they can cope more effectively with changes.






	Betty Neuman

	Impact of internal and external stressors on the equilibrium of the system

	Neuman emphasizes the role of nursing in assisting patients to discover and use stress-reducing strategies.






	Joyce Travelbee

	Meaning in the nurse-patient relationship and the importance of communication

	Travelbee emphasizes the role of nursing in affirming the suffering of the patient and in being able to alleviate that suffering through communication skills used appropriately through the stages of the nurse-patient relationship.









Data from Benner, P., & Wrubel, J. (1989). The primacy of caring: Stress and coping in health and illness. Menlo Park, CA: Addison-Wesley; Leddy, S., & Pepper, J. M. (1993). Conceptual bases of professional nursing (3rd ed., pp. 174-175). Philadelphia, PA: Lippincott; Neuman, B., & Young, R. (1972). A model for teaching total-person approach to patient problems. Nursing Research, 21, 264-269; Orem, D. E. (1995). Nursing: Concepts of practice (5th ed.). New York, NY: McGraw-Hill; Roy, C., & Andrews, H. A. (1991). The Roy adaptation model: The definitive statement. Norwalk, CT: Appleton & Lange; Travelbee, J. (1961). Intervention in psychiatric nursing. Philadelphia, PA: F. A. Davis.





The therapeutic techniques of the cognitive therapist are designed to identify, reality test, and correct distorted conceptualizations and the dysfunctional beliefs underlying them. In other words, the cognitive therapist helps patients change the way they think and thereby reduce symptoms. Patients are taught to challenge their own negative thinking and substitute it with positive, rational thoughts. They are taught to recognize when thinking is based on distortions and misconceptions. Homework assignments play an important role in CBT. A particularly useful technique is the use of a four-column format to record the precipitating event or situation, the resulting automatic thought, the proceeding feeling(s) and behavior(s), and finally, a challenge to the negative thoughts, based on rational evidence and thinking. The following is an example of the type of analysis done by a patient receiving CBT.


A 24-year-old nurse recently discharged from the hospital for severe depression presented this record (Beck, 1979):












	EVENT

	FEELING

	COGNITIONS

	OTHER POSSIBLE INTERPRETATIONS










	While at a party, Cory asked me, “How is it going?” a few days after I was discharged from the hospital.

	Anxious

	Cory thinks I am crazy. I must really look bad for him to be concerned.

	He really cares about me. He noticed that I look better than before I went into the hospital and wants to know if I feel better too.
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Table 2-5 compares and contrasts psychodynamic, interpersonal, cognitive-behavioral, and behavioral therapies.




TABLE 2-5   


COMMON COGNITIVE DISTORTIONS










	DISTORTION

	DEFINITION

	EXAMPLE










	All-or-nothing thinking

	Thinking in black and white, reducing complex outcomes into absolutes

	Although Lindsey earned the second highest score in the state’s cheerleading competition, she consistently referred to herself as “a loser.”






	Overgeneralization

	Using a bad outcome (or a few bad outcomes) as evidence that nothing will ever go right again

	Andrew had a minor traffic accident. He is reluctant to drive and says, “I shouldn’t be allowed on the road.”






	Labeling

	A form of generalization in which a characteristic or event becomes definitive and results in an overly harsh label for self or others

	“Because I failed the advanced statistics exam, I am a failure. I might as well give up. I may as well quit and look for an easier major.”






	Mental filter

	Focusing on a negative detail or bad event and allowing it to taint everything else

	Anne’s boss evaluated her work as exemplary and gave her a few suggestions for improvement. She obsessed about the suggestions and ignored the rest.






	Disqualifying the positive

	Maintaining a negative view by rejecting information that supports a positive view as being irrelevant, inaccurate, or accidental

	“I’ve just been offered the job I thought I always wanted. There must have been no other applicants.”






	Jumping to conclusions

	Making a negative interpretation despite the fact that there is little or no supporting evidence

	“My fiancé, Juan, didn’t call me for 3 hours, which just proves he doesn’t love me anymore.”






	



a. Mind-reading






	Inferring negative thoughts, responses, and motives of others

	Isabel is giving a presentation and a man in the audience is sleeping. She panics, “I must be boring.”






	



b. Fortune-telling error






	Anticipating that things will turn out badly as an established fact

	“I’ll ask her out, but I know she won’t have a good time.”






	Magnification or minimization

	Exaggerating the importance of something (such as a personal failure or the success of others) or reducing the importance of something (such as a personal success or the failure of others)

	“I’m alone on a Saturday night because no one likes me. When other people are alone, it’s because they want to be.”






	



a. Catastrophizing






	Catastrophizing is an extreme form of magnification in which the very worst is assumed to be a probable outcome.

	“If I don’t make a good impression on the boss at the company picnic, she will fire me.”






	Emotional reasoning

	Drawing a conclusion based on an emotional state

	“I’m nervous about the exam. I must not be prepared. If I were, I wouldn’t be afraid.”






	“Should” and “must” statements

	Rigid self-directives that presume an unrealistic amount of control over external events

	Renee believes that a patient with diabetes has high blood sugar today because she’s not a very good nurse and that her patients should always get better.






	Personalization

	Assuming responsibility for an external event or situation that was likely outside personal control.

	“I’m sorry your party wasn’t more fun. It’s probably because I was there.”
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Modified from Burns, D.D. (1989). The feeling good handbook. New York, NY: William Morrow.











Implications for psychiatric mental health nursing


Recognizing the interplay between events, negative thinking, and negative responses can be beneficial from both a patient-care standpoint and a personal one. As a supportive therapeutic measure, helping the patient identify negative thought patterns is a worthwhile intervention. Workbooks are available to aid in the process of identifying cognitive distortions.


The cognitive approach can also help nurses understand their own responses to a variety of difficult situations. One example might be the anxiety that some students feel regarding the psychiatric nursing clinical rotation. Students may overgeneralize (“All psychiatric patients are dangerous.”) or personalize (“My patient doesn’t seem to be better; I’m probably not doing him any good.”) the situation. The key to effectively using this approach in clinical situations is to challenge the negative thoughts not based on facts and then replace them with more realistic appraisals.


























Humanistic theories


In the 1950s, humanistic theories arose as a protest against both the behavioral and psychoanalytic schools, which were thought to be pessimistic, deterministic, and dehumanizing. Humanistic theories focus on human potential and free will to choose life patterns that are supportive of personal growth. Humanistic frameworks emphasize a person’s capacity for self-actualization. This approach focuses on understanding the patient’s perspective as she or he subjectively experiences it. There are a number of humanistic theorists, and this text will explore Abraham Maslow and his theory of self-actualization.








Abraham maslow’s humanistic psychology theory


Abraham Maslow (1908-1970), considered the father of humanistic psychology, introduced the concept of a “self-actualized personality” associated with high productivity and enjoyment of life (Maslow, 1963, 1968). He criticized psychology for focusing too intently on humanity’s frailties and not enough on its strengths. Maslow contended that the focus of psychology must go beyond experiences of hate, pain, misery, guilt, and conflict to include love, compassion, happiness, exhilaration, and well-being.








Hierarchy of needs


Maslow conceptualized human motivation as a hierarchy of dynamic processes or needs that are critical for the development of all humans. Central to his theory is the assumption that humans are active rather than passive participants in life, striving for self-actualization. Maslow (1968) focused on human need fulfillment, which he categorized into six incremental stages, beginning with physiological survival needs and ending with self-transcendent needs (Figure 2-5). The hierarchy of needs is conceptualized as a pyramid, with the strongest, most fundamental needs placed on the lower levels. The higher levels—the more distinctly human needs—occupy the top sections of the pyramid. When lower-level needs are met, higher needs are able to emerge.
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FIG 2-5  Maslow’s hierarchy of needs. (Adapted from Maslow, A. H. [1972]. The farther reaches of human nature. New York, NY: Viking.)










• Physiological needs: The most basic needs are the physiological drives—needing food, oxygen, water, sleep, sex, and a constant body temperature. If all needs were deprived, this level would take priority over the rest.


• Safety needs: Once physiological needs are met, safety needs emerge. They include security; protection; freedom from fear, anxiety, and chaos; and the need for law, order, and limits. Adults in a stable society usually feel safe, but they may feel threatened by debt, job insecurity, or lack of insurance. It is during times of crisis, such as war, disasters, assaults, and social breakdown, when safety needs take precedence. Children, who are more vulnerable and dependent, respond far more readily and intensely to safety threats.


• Belonging and love needs: People have a need for intimate relationships, love, affection, and belonging and will seek to overcome feelings of loneliness and alienation. Maslow stresses the importance of having a family and a home and being part of identifiable groups.


• Esteem needs: People need to have a high self-regard and have it reflected to them from others. If self-esteem needs are met, they feel confident, valued, and valuable. When self-esteem is compromised, they feel inferior, worthless, and helpless.


• Self-actualization: Human beings are preset to strive to be everything they are capable of becoming. Maslow said, “What a man can be, he must be.” What people are capable of becoming is highly individual—an artist must paint, a writer must write, and a healer must heal. The drive to satisfy this need is felt as a sort of restlessness, a sense that something is missing. It is up to each person to choose a path that will bring about inner peace and fulfillment.






Although Maslow’s early work included only five levels of needs, he later took into account two additional factors: (1) cognitive needs (the desire to know and understand) and (2) aesthetic needs (Maslow, 1970). He describes the acquisition of knowledge (our first priority) and the need to understand (our second priority) as being hard-wired and essential; he identified the aesthetic need for beauty and symmetry as universal. How else, after all, do we explain the impulse to straighten a crooked picture?


Maslow based his theory on the results of clinical investigations of people who represented self-actualized individuals who moved in the direction of achieving and reaching their highest potentials. Among those Maslow chose to investigate were historical figures such as Abraham Lincoln, Thomas Jefferson, Harriet Tubman, Walt Whitman, Ludwig van Beethoven, William James, and Franklin D. Roosevelt, as well as others such as Albert Einstein, Eleanor Roosevelt, and Albert Schweitzer, who were living at the time they were studied. This investigation led Maslow (1963, 1970) to identify some basic personality characteristics that distinguish self-actualizing people from those who might be called “ordinary” (Box 2-1).





BOX 2-1   


SOME CHARACTERISTICS OF SELF ACTUALIZED PERSONS







• Accurate perception of reality. Not defensive in their perceptions of the world.


• Acceptance of themselves, others, and nature.


• Spontaneity, simplicity, and naturalness. Self-actualized individuals (SAs) do not live programmed lives.


• Problem-centered rather than self-centered orientation. Possibly the most important characteristic. SAs have a sense of a mission to which they dedicate their lives.


• Pleasure in being alone and in ability to reflect on events.


• Active social interest.


• Freshness of appreciation. SAs don’t take life for granted.


• Mystical or peak experiences. A peak experience is a moment of intense ecstasy, similar to a religious or mystical experience, during which the self is transcended.


• SAs may become so involved in what they are doing that they lose all sense of time and awareness of self (flow experience).


• Lighthearted sense of humor that indicates “we’re in it together” and lacks sarcasm or hostility.


• Fairness and respect for people of different races, ethnicities, religions, and political views.


• Creativity, especially in managing their lives.


• Resistance to conformity (enculturation). SAs are autonomous, independent, and self-sufficient.





From Maslow, A. H. (1970). Motivation and personality. New York, NY: Harper & Row.

















Implications for psychiatric mental health nursing


The value of Maslow’s model in nursing practice is twofold. First, an emphasis on human potential and the patient’s strengths is key to successful nurse-patient relationships. Second, the model helps establish what is most important in the sequencing of nursing actions in the nurse-patient relationship. For example, to collect any but the most essential information when a patient is struggling with drug withdrawal is inappropriate. Following Maslow’s model as a way of prioritizing actions, the nurse meets the patient’s physiological need for stable vital signs and pain relief before collecting general information for a nursing database.



























Biological theories and therapies



The advent of psychopharmacology





In 1950, a French drug firm synthesized chlorpromazine—a powerful antipsychotic medication—and psychiatry experienced a revolution. The advent of psychopharmacology presented a direct challenge to psychodynamic approaches to mental illness. The dramatic experience of observing patients freed from the bondage of psychosis and mania by powerful drugs such as chlorpromazine and lithium left witnesses convinced of the critical role of the brain in psychiatric illness. When President George H.W. Bush declared the 1990s the Decade of the Brain, vast amounts of research monies and effort were directed at study of the structure and functions of the brain.


Since the discovery of chlorpromazine, many other medications have proven effective in controlling psychosis, mania, depression, and anxiety. These medications greatly reduce the need for hospitalization and dramatically improve the lives of people suffering from serious psychiatric difficulties. Today, psychoactive medications exert differential effects on different neurotransmitters and help restore brain function, allowing patients with mental illness to continue living productive lives with greater satisfaction and far less emotional pain.








The biological model


A biological model of mental illness focuses on neurological, chemical, biological, and genetic issues and seeks to understand how the body and brain interact to create emotions, memories, and perceptual experiences. A biological perspective views abnormal behavior as part of a disease process or a defect and seeks to stop or alter it. The biological model locates the illness or disease in the body—usually in the limbic system of the brain and the synapse receptor sites of the central nervous system—and targets the site of the illness using physical interventions such as drugs, diet, or surgery.


The recognition that psychiatric illnesses are as physical in origin as diabetes and coronary heart disease serves to decrease the stigma surrounding them. Just as someone with diabetes or heart disease cannot be held responsible for their illness, patients with schizophrenia or bipolar affective disorder are no more to blame.








Implications for psychiatric mental health nursing


Historically, psychiatric mental health nurses always have attended to the physical needs of psychiatric patients. Nurses administer medications; monitor sleep, activity, nutrition, hydration, elimination, and other functions; and prepare patients for somatic therapies, such as electroconvulsive therapy. They have continued to do so with the advancement of the biological model, which has not altered the basic nursing strategies: focusing on the qualities of a therapeutic relationship, understanding the patient’s perspective, and communicating in a way that facilitates the patient’s recovery.


One of the risks in adopting a biological model to the exclusion of all other theoretical perspectives is that such a theory ignores the myriad other influences, including social, environmental, cultural, economic, spiritual, and educational factors that play a role in the development and treatment of mental illness.



























Additional therapies



Milieu therapy





In 1948, Bruno Bettelheim coined the term milieu therapy to describe his use of the total environment to treat disturbed children. Bettelheim created a comfortable, secure environment (or milieu) in which psychotic children were helped to form a new world. Staff members were trained to provide 24-hour support and understanding for each child on an individual basis. In 1953, Maxwell Jones in Great Britain wrote the book The Therapeutic Community. This book both laid the groundwork for the milieu therapy movement in the United States and defined the nurse’s role in this therapy.


Milieu is sometimes a difficult concept to grasp. It is an all-inclusive term that recognizes the people (the patients and staff), the setting, the structure, and the emotional climate as all-important to healing. Milieu therapy takes naturally occurring events in the environment and uses them as rich learning opportunities for patients. There are certain basic characteristics of milieu therapy, regardless of whether the setting involves treatment of psychotic children, patients in a psychiatric hospital, drug abusers in a residential treatment center, or psychiatric patients in a day hospital. Milieu therapy, or a therapeutic community, has as its locus a living, learning, or working environment. Such therapy may be based on any number of therapeutic modalities, from structured behavior therapy to spontaneous, humanistic-oriented approaches.








Implications for psychiatric mental health nursing


Milieu therapy is a basic intervention in nursing practice. Nurses are constantly involved in the assessment and provision of safe and effective milieus for their patients. Common examples include providing a safe environment for the suicidal patient or a patient with a cognitive disorder (e.g., Alzheimer’s disease), referring abused women to safe houses, and advocating for children suspected of being abused in their home environments.




















Conclusion


In this chapter you were introduced to some of the historically significant theories and therapies, therapies that are widely used today, and the theoretical implications for nursing care. Table 2-6 lists additional theorists whose contributions influence psychiatric mental health nursing.




TABLE 2-6   


COMPARISON OF PSYCHOANALYTIC, INTERPERSONAL, COGNITIVE-BEHAVIORAL, AND BEHAVIORAL THERAPIES










	 

	PSYCHODYNAMIC THERAPY

	INTERPERSONAL THERAPY

	COGNITIVE-BEHAVIORAL THERAPY

	BEHAVIOR THERAPY










	Treatment focus

	Unresolved past relationships and core conflicts

	Current interpersonal relationships and social supports

	Thoughts and cognitions

	Learned maladaptive behavior






	Therapist role

	Significant other
Transference object

	Problem solver

	Active, directive, challenging

	Active, directive teacher






	Primary disorders treated

	Anxiety
Depression
Personality disorders

	Depression

	Depression
Anxiety/panic
Eating disorders

	Posttraumatic stress disorder
Obsessive compulsive disorder
Panic disorder






	Length of therapy

	20 + sessions

	Short term (12-20 sessions)

	Short term (5-20 sessions)

	Varies, typically fewer than 10 sessions






	Technique

	Therapeutic alliance
Free association
Understanding transference
Challenging defense mechanisms

	Facilitate new patterns of communication and expectations for relationships

	Evaluating thoughts and behaviors
Modifying dysfunctional thoughts and behaviors

	Relaxation
Thought stopping
Self-reassurance
Seeking social support
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Data from Dewan, M. J., Steenbarger, B. N., & Greenberg, R. P. (2011). Brief psychotherapies. In R. E. Hales, S. C. Yudofsky, & G. O. Gabbard (Eds.), Essentials of psychiatry (3rd ed., pp. 525-539). Arlington, VA: American Psychiatric Publishing.





There are literally hundreds of therapies in use today. The Substance Abuse and Mental Health Services Administration (SAMHSA) maintains a National Registry of Evidence-based Practices and Programs. New therapies are entered into the database all the time. Examples of therapies that were added in 2012 include College Drinkers Check-Up, Dynamic Deconstructive Psychotherapy, and Mindfulness Based Stress Reduction. The registry can be accessed at http://www.nrepp.samhsa.gov/ViewAll.aspx


You will be introduced to other therapeutic approaches later in the book. Crisis intervention (Chapter 25) is an approach you will find useful, not only in psychiatric mental health nursing but also in other nursing specialties. Group therapy (Chapter 33) and family interventions (Chapter 34), which are appropriate for the basic level practitioner, will also be discussed.














Key points to remember







• Sigmund Freud advanced the first theory of personality development.


• Freud articulated levels of awareness (unconscious, preconscious, conscious) and demonstrated the influence of our unconscious behavior on everyday life, as evidenced by the use of defense mechanisms.


• Freud identified three psychological processes of personality (id, ego, superego) and described how they operate and develop.


• Freud articulated one of the first modern developmental theories of personality, based on five psychosexual stages.


• Various psychoanalytic therapies have been used over the years. Currently, a short-term, time-limited version of psychotherapy is common.


• Erik Erikson expanded on Freud’s developmental stages to include middle age through old age. Erikson called his stages psychosocial stages and emphasized the social aspect of personality development.


• Harry Stack Sullivan proposed the interpersonal theory of personality development, which focuses on interpersonal processes that can be observed in a social framework.


• Hildegard Peplau, a nursing theorist, developed an interpersonal theoretical framework that has become the foundation of psychiatric mental health nursing practice.


• Abraham Maslow, the founder of humanistic psychology, offered the theory of self-actualization and human motivation that is basic to all nursing education today.


• Cognitive-behavioral therapy is the most commonly used, accepted, and empirically validated psychotherapeutic approach.


• A biological model of mental illness and treatment dominates care for psychiatric disorders.


• Milieu therapy is a philosophy of care in which all parts of the environment are considered to be therapeutic opportunities for growth and healing. The milieu includes the people (patients and staff), setting, structure, and emotional climate.

















Critical thinking







1. Consider how the theorists and theories discussed in this chapter have had an impact on your practice of nursing:




a. How do Freud’s concepts of the conscious, preconscious, and unconscious affect your understanding of patients’ behaviors?


b. Do you believe Erikson’s psychosocial stages represent a sound basis for identifying disruptions in stages of development in your patients? Support your position with a clinical example.


c. What are the implications of Sullivan’s focus on the importance of interpersonal relationships for your interactions with patients?


d. Peplau believed that nurses must exercise self-awareness within the nurse-patient relationship. Describe situations in your student experience in which this self-awareness played a vital role in your relationships with patients.


e. Identify someone you believe to be self-actualized. What characteristics does this person have that support your assessment? How do you make use of Maslow’s hierarchy of needs in your nursing practice?


f. What do you think about the behaviorist point of view that to change behaviors is to change personality?





2. Which of the therapies described in this chapter do you think can be the most helpful to you in your nursing practice? What are your reasons for this choice?

















Chapter review







1. Which contribution to modern psychiatric mental health nursing practice was made by Freud?




a. The theory of personality structure and levels of awareness


b. The concept of a “self-actualized personality”


c. The thesis that culture and society exert significant influence on personality


d. Provision of a developmental model that includes the entire life span





2. The theory of interpersonal relationships developed by Hildegard Peplau is based on the foundation provided by which early theorist?




a. Freud


b. Piaget


c. Sullivan


d. Maslow





3. The concepts at the heart of Sullivan’s theory of personality are:




a. needs and anxiety.


b. basic needs and meta-needs.


c. schemas, assimilation, and accommodation.


d. developmental tasks and psychosocial crises.





4. The premise that an individual’s behavior and affect are largely determined by his or her attitudes and assumptions about the world underlies:




a. modeling.


b. milieu therapy.


c. cognitive-behavioral therapy.


d. psychoanalytic psychotherapy.





5. Providing a safe environment for patients with impaired cognition, planning unit activities to stimulate thinking, and including patients and staff in unit meetings are all part of:




a. milieu therapy.


b. cognitive-behavioral therapy.


c. behavior therapy.


d. interpersonal psychotherapy.














Answers to chapter review


1. a; 2. c; 3. a; 4. c; 5. a.
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CHAPTER 3


Biological basis for understanding psychiatric disorders and treatments


Mary A. Gutierrez, Jerika T. Lam and Mary Ann Schaepper




Objectives





1. Discuss major functions of the brain and how psychotropic drugs can alter these functions.


2. Identify how specific brain functions are altered in certain mental disorders (e.g., depression, anxiety, schizophrenia).


3. Describe how a neurotransmitter functions as a chemical messenger.


4. Describe how the use of imaging techniques can be helpful for understanding mental illness.


5. Develop a teaching plan that includes side effects from dopamine blockage (e.g., antipsychotic drugs) such as motor abnormalities.


6. Describe the result of blockage of the muscarinic receptors and the α1 receptors by the standard neuroleptic drugs.


7. Identify the main neurotransmitters that are affected by the following psychotropic drugs and their subgroups:


Antianxiety and hypnotic drugs


Antidepressant drugs


Mood stabilizers


Antipsychotic drugs


Psychostimulants


Anticholinesterase inhibitors




8. Identify special dietary and drug restrictions in a teaching plan for a patient taking a monoamine oxidase inhibitor.


9. Identify specific cautions you might incorporate into your medication teaching plan with regard to the following:


Herbal treatments


Genetic pharmacology (i.e., variations in effects and therapeutic actions of medications among different ethnic groups)













Key terms and concepts


antagonists


antianxiety (anxiolytic) drugs


anticholinesterase inhibitors


atypical antipsychotics


circadian rhythms


conventional antipsychotics


hypnotic


limbic system


lithium


monoamine oxidase inhibitors (MAOIs)


mood stabilizers


neurons


neurotransmitter


pharmacodynamics


pharmacokinetics


receptors


reticular activating system (RAS)


reuptake


selective serotonin reuptake inhibitors (SSRIs)


synapse


therapeutic index


tricyclic antidepressants (TCAs)
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Although the origin of a psychiatric illness may be related to a number of factors, such as genetics, neurodevelopmental factors, drugs, infection, and bad experiences, there is ultimately a physiological alteration in brain function that accounts for the disturbances in the patient’s behavior and mental experiences. These physiological alterations are the targets of the psychotropic (Greek for psyche, or mind, + trepein, to turn) drugs used to treat mental disease. From a holistic point of view, mental disorders have psychobiological components that support the efficacy of treating these disorders both pharmacologically and with appropriate psychotherapy, or “talk” therapy that provides social and psychological support and actually alters brain function (Karlsson, 2011).


The treatment of mental illness with psychotropic drugs extends back more than half a century, yet a full understanding of how these drugs improve the symptoms of these illnesses continues to elude investigators. Early biological theories associated a single neurotransmitter with a specific disorder. The dopamine theory of schizophrenia and the monoamine theory of depression are now viewed as overly simplistic because a large number of other neurotransmitters, hormones, and co-regulators are now thought to play important and complex roles. The focus of research on neurotransmitters is now on how they are released from presynaptic cells and then act on postsynaptic cells and on how psychotropic drugs interact with these substances to make changes in brain functioning.


Recent discoveries have influenced the direction of research and treatment. While scientists have long known about basic receptors for neurotransmitters, many subtypes of receptors for the various neurotransmitters have been discovered in recent years.


The overall purpose of this chapter is to relate psychiatric disturbances and the psychotropic drugs used to treat them to normal brain structure and function. First, this chapter looks at the normal functions of the brain and how these functions are carried out from an anatomical and physiological perspective. Then, it reviews current theories of the psychobiological basis of various types of emotional and physiological dysfunctions. Finally, the chapter reviews the major drugs used to treat mental disorders, explains how they work, and identifies how both the beneficial and the problematic effects of psychiatric drugs relate to their interaction with various neurotransmitter-receptor systems.


Despite new information about the complex brain functions and neurotransmitters, there is still much to be clarified in understanding the complex ways in which the brain carries out its normal functions, is altered during disease, and is improved upon by pharmacological intervention. After reading this chapter, you should have a neurobiological framework into which you can place existing, as well as future, information about mental illnesses and their treatments. Additional, detailed information regarding adverse and toxic effects, dosage, nursing implications, and teaching tools is presented in the appropriate clinical chapters (Chapters 11-24).









Structure and function of the brain



Functions and activities of the brain





Regulating behavior and carrying out mental processes are important, but far from the only, responsibilities of the brain. Box 3-1 summarizes some of the major functions and activities of the brain. Because all of these brain functions are carried out by similar mechanisms (interactions of neurons) often in similar locations, it is not surprising that mental disturbances are often associated with alterations in other brain functions and that the drugs used to treat mental disturbances can also interfere with other activities of the brain.





BOX 3-1      FUNCTIONS OF THE BRAIN







• Monitor changes in the external world.


• Monitor the composition of body fluids.


• Regulate the contractions of the skeletal muscles.


• Regulate the internal organs.


• Initiate and regulate the basic drives: hunger, thirst, sex, aggressive self-protection.


• Mediate conscious sensation.


• Store and retrieve memories.


• Regulate mood (affect) and emotions.


• Think and perform intellectual functions.


• Regulate the sleep cycle.


• Produce and interpret language.


• Process visual and auditory data.














Maintenance of homeostasis


The brain serves as the coordinator and director of the body’s response to both internal and external changes. Appropriate responses require a constant monitoring of the environment, interpretation and integration of the incoming information, and control over the appropriate organs of response. The goal of these responses is to maintain homeostasis and thus to maintain life.


Information about the external world is relayed from various sense organs to the brain by the peripheral nerves. This information, which is at first received as a gross sensation, such as light, sound, or touch, must ultimately be interpreted as a key, a train whistle, or a hand on the back, respectively. Interestingly, a component of major psychiatric disturbance (e.g., schizophrenia) is an alteration of sensory experience; thus, the patient may experience a sensation that does not originate in the external world. For example, people with schizophrenia may hear voices talking to them (i.e., auditory hallucination).


The brain not only monitors the external world but also keeps a close watch on the internal functions; thus, the brain continuously receives information about blood pressure, body temperature, blood gases, and the chemical composition of the body fluids so that it can direct the appropriate responses required to maintain homeostasis.


To respond to external changes, the brain has control over the skeletal muscles. This control involves the ability to initiate contraction (i.e., to contract the biceps and flex the arm) but also to fine-tune and coordinate contraction so that a person can, for example, guide the fingers to the correct keys on a piano. Unfortunately, both psychiatric disease and the treatment of psychiatric disease with psychotropic drugs are often associated with disturbance of movement.


It is important to remember that the skeletal muscles controlled by the brain include the diaphragm, which is essential for breathing, and the muscles of the throat, tongue, and mouth, which are essential for speech; thus, drugs that affect brain function can stimulate or depress respiration or lead to slurred speech.


Adjustments to changes within the body require that the brain exert control over the various internal organs. For example, if blood pressure drops, the brain must direct the heart to pump more blood and the smooth muscles of the arterioles to constrict. This increase in cardiac output and vasoconstriction allows the body to return blood pressure to its normal level.














Regulation of the autonomic nervous system and hormones


The autonomic nervous system and the endocrine system serve as the communication links between the brain and the cardiac muscle, smooth muscle, and glands of which the internal organs are composed (Figure 3-1). If the brain needs to stimulate the heart, it must activate the sympathetic nerves to the sinoatrial node and the ventricular myocardium. If the brain needs to bring about vasoconstriction, it must activate the sympathetic nerves to the smooth muscles of the arterioles.
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FIG 3-1  The autonomic nervous system has two divisions: the sympathetic and parasympathetic. The sympathetic division is dominant in stress situations, such as those involving fear and anger (known as the fight-or-flight response).








The linkage between the brain and the internal organs that allows for the maintenance of homeostasis may also serve to translate mental disturbances, such as anxiety, into alterations of internal function. For example, anxiety can activate the sympathetic nervous system, leading to symptoms such as increased heart rate and blood pressure, shortness of breath, and sweating.


The brain also exerts influence over the internal organs by regulating hormonal secretions of the pituitary gland, which in turn regulates other glands. A specific area of the brain, the hypothalamus, secretes hormones called releasing factors. These hormones act on the pituitary gland to stimulate or inhibit the synthesis and release of pituitary hormones. Once in the general circulation they influence various internal activities. An example of this linkage is the release of gonadotropin-releasing hormone by the hypothalamus at the time of puberty. This hormone stimulates the release of two gonadotropins—follicle-stimulating hormone and luteinizing hormone—by the pituitary gland, which consequently activates the ovaries or testes. This linkage may explain why anxiety or depression in some women may lead to disturbances of the menstrual cycle.


The relationship between the brain, the pituitary gland, and the adrenal glands is particularly important in normal and abnormal mental function. Specifically, the hypothalamus secretes corticotropin-releasing hormone (CRH), which stimulates the pituitary to release corticotropin, which in turn stimulates the cortex of each adrenal gland to secrete the hormone cortisol. This system is activated as part of the normal response to a variety of mental and physical stresses. Among many other actions, all three hormones—CRH, corticotropin, and cortisol—influence the functions of the nerve cells of the brain. There is considerable evidence that this system is overactive in anxiety and that the normal negative feedback mechanism that is supposed to bring the hormone levels back down does not respond properly.














Control of biological drives and behavior


To understand the neurobiological basis of mental disease and its treatment, it is helpful to distinguish between the various types of brain activity that serve as the basis of mental experience and behavior. An understanding of these activities shows where to look for disturbed function and what to hope for in treatment. The brain, for example, is responsible for the basic drives, such as sex and hunger, that play a strong role in molding behavior. Disturbances of these drives (e.g., overeating or undereating, loss of sexual interest) can be an indication of an underlying psychiatric disorder such as depression.








Cycle of sleep and wakefulness.


The entire cycle of sleep and wakefulness, as well as the intensity of alertness while the person is awake, is regulated and coordinated by various regions of the brain. Although we do not fully understand the true homeostatic function of sleep, we know that it is essential for both physiological and psychological well-being. Assessment of sleep patterns is part of what is required to determine a psychiatric diagnosis.


Unfortunately, many of the drugs used to treat psychiatric problems interfere with the normal regulation of sleep and alertness. Drugs with a sedative-hypnotic effect can blunt the degree to which a person feels alert and focused and can cause drowsiness. The sedative-hypnotic effect requires caution in using these drugs while engaging in activities that require a great deal of attention, such as driving a car or operating machinery. One way of minimizing the danger is to take drugs at night just before bedtime.














Circadian rhythms.


The cycle of sleep and wakefulness is only one aspect of circadian rhythms, the fluctuation of various physiological and behavioral parameters over a 24-hour cycle. Other variations include changes in body temperature, secretion of hormones such as corticotropin and cortisol, and secretion of neurotransmitters such as norepinephrine and serotonin. Both norepinephrine and serotonin are thought to be involved in mood; thus, daily fluctuations of mood may be partially related to circadian variations in these neurotransmitters. There is evidence that the circadian rhythm of neurotransmitter secretion is altered in psychiatric disorders, particularly in those that involve mood.




















Conscious mental activity


All aspects of conscious mental experience and sense of self originate from the neurophysiological activity of the brain. Conscious mental activity can be a basic, meandering stream of consciousness that can flow from thoughts of future responsibilities, memories, fantasies, and so on. Conscious mental activity can also be much more complex when it is applied to problem solving and the interpretation of the external world. Both the basic stream of consciousness and the complex problem solving and environment interpretation can become distorted in psychiatric illness. A person with schizophrenia may have chaotic and incoherent speech and thought patterns (e.g., a jumble of unrelated words known as word salad and unconnected phrases and topics known as looseness of association) and delusional interpretations of personal interactions, such as beliefs about people or events that are not supported by data or reality.














Memory


An extremely important component of mental activity is memory, the ability to retain and recall past experiences. From both an anatomical and a physiological perspective, there is thought to be a major difference in the processing of short- and long-term memory. This can be seen dramatically in some forms of cognitive mental disorders such as dementia, in which a person has no recall of the events of the previous few minutes but may have vivid recall of events that occurred decades earlier.














Social skills


An important, and often neglected, aspect of brain functioning involves the social skills that make interpersonal relationships possible. In almost all types of mental illness, from mild anxiety to severe schizophrenia, difficulties in interpersonal relationships are important parts of the disorder, and improvements in these relationships are important gauges of progress. The connection between brain activity and social behavior is an area of intense research and is thought to be a combination of genetic makeup combined with individual experience. There is evidence that positive reward-based experiential learning and negative avoidance learning may involve different areas of the brain.














Cellular composition of the brain


The brain is composed of approximately 100 billion neurons, nerve cells that conduct electrical impulses, as well as other types of cells that surround the neurons. Most functions of the brain, from regulation of blood pressure to the conscious sense of self, are thought to result from the actions of individual neurons and the interconnections between them. Although neurons come in a great variety of shapes and sizes, all carry out the same three types of physiological actions: (1) respond to stimuli, (2) conduct electrical impulses, and (3) release chemicals called neurotransmitters.


An essential feature of neurons is their ability to conduct an electrical impulse from one end of the cell to the other. This electrical impulse consists of a change in membrane permeability that first allows the inward flow of sodium ions and then the outward flow of potassium ions. The inward flow of sodium ions changes the polarity of the membrane from positive on the outside to positive on the inside. Movement of potassium ions out of the cell returns the positive charge to the outside of the cell. Because these electrical charges are self-propagating, a change at one end of the cell is conducted along the membrane until it reaches the other end (Figure 3-2). The functional significance of this propagation is that the electrical impulse serves as a means of communication between one part of the body and another.
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FIG 3-2  Activities of neurons. Conduction along a neuron involves the inward movement of sodium ions (Na+) followed by the outward movement of potassium ions (K+). When the current reaches the end of the cell, a neurotransmitter is released. The neurotransmitter crosses the synapse and attaches to a receptor on the postsynaptic cell. The attachment of neurotransmitter to receptor either stimulates or inhibits the postsynaptic cell.








Once an electrical impulse reaches the end of a neuron, a neurotransmitter is released. A neurotransmitter is a chemical substance that functions as a neuromessenger. Neurotransmitters are released from the axon terminal at the presynaptic neuron on excitation. This neurotransmitter then diffuses across a space, or synapse, to an adjacent postsynaptic neuron, where it attaches to receptors on the neuron’s surface. It is this interaction from one neuron to another, by way of a neurotransmitter and receptor, that allows the activity of one neuron to influence the activity of other neurons. Depending on the chemical structure of the neurotransmitter and the specific type of receptor to which it attaches, the postsynaptic cell will be rendered either more or less likely to initiate an electrical impulse. It is the interaction between neurotransmitter and receptor that is a major target of the drugs used to treat psychiatric disease. Table 3-1 lists important neurotransmitters and the types of receptors to which they attach. Also listed are the mental disorders associated with an increase or decrease in these neurotransmitters.




TABLE 3-1   


TRANSMITTERS AND RECEPTORS










	TRANSMITTERS

	RECEPTORS

	EFFECTS/COMMENTS

	ASSOCIATION WITH MENTAL HEALTH










	Monoamines






	Dopamine (DA)

	D1, D2, D3, D4, D5


	



• Involved in fine muscle movement


• Involved in integration of emotions and thoughts


• Involved in decision making


• Stimulates hypothalamus to release hormones (sex, thyroid, adrenal)






	



Decrease:




• Parkinson’s disease


• Depression










Increase:




• Schizophrenia


• Mania














	Norepinephrine (NE) (noradrenaline)

	α1, α2, β1, β2


	



• Level in brain affects mood


• Attention and arousal


• Stimulates sympathetic branch of autonomic nervous system for “fight or flight” in response to stress






	



Decrease:




• Depression










Increase:




• Mania


• Anxiety states


• Schizophrenia














	Serotonin (5-HT)

	5-HT1, 5-HT2, 5-HT3, 5-HT4


	



• Plays a role in sleep regulation, hunger, mood states, and pain perception


• Hormonal activity


• Plays a role in aggression and sexual behavior






	



Decrease:




• Depression










Increase:




• Anxiety states














	Histamine

	H1, H2


	



• Involved in alertness


• Involved in inflammatory response


• Stimulates gastric secretion






	



Decrease:




• Sedation


• Weight gain














	Amino Acids






	γ-aminobutyric acid (GABA)

	GABAA, GABAB


	



• Plays a role in inhibition; reduces aggression, excitation, and anxiety


• May play a role in pain perception


• Has anticonvulsant and muscle-relaxing properties


• May impair cognition and psychomotor functioning






	 



Decrease:




• Anxiety disorders


• Schizophrenia


• Mania


• Huntington’s disease










Increase:




• Reduction of anxiety














	Glutamate

	NMDA, AMPA

	



• Is excitatory


• AMPA plays a role in learning and memory






	



Decrease (NMDA):




• Psychosis










Increase (NMDA):




• Prolonged increased state can be neurotoxic


• Neurodegeneration in Alzheimer’s disease










Increase (AMPA):




• Improvement of cognitive performance in behavioral tasks














	Cholinergics






	Acetylcholine (ACh)

	Nicotinic, muscarinic (M1, M2, M3)

	



• Plays a role in learning, memory


• Regulates mood: mania, sexual aggression


• Affects sexual and aggressive behavior


• Stimulates parasympathetic nervous system






	



Decrease:




• Alzheimer’s disease


• Huntington’s disease


• Parkinson’s disease










Increase:




• Depression














	Peptides (Neuromodulators)






	Substance P (SP)

	SP

	



• Centrally active SP antagonist has antidepressant and anti-anxiety effects in depression


• Promotes and reinforces memory


• Enhances sensitivity to pain receptors to activate






	



• Involved in regulation of mood and anxiety


• Role in pain management











	Somatostatin (SRIF)

	SRIF

	Altered levels associated with cognitive disease

	



Decrease:




Alzheimer’s disease


Decreased levels of SRIF found in spinal fluid of some depressed patients










Increase:




Huntington’s disease














	Neurotensin (NT)

	NT

	Endogenous antipsychotic-like properties

	Decreased levels found in spinal fluid of patients with schizophrenia
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AMPA, α-Amino-3-hydroxy-5-methyl-4-isoxazolepropionic acid; NMDA, N-methyl-d-aspartate.





After attaching to a receptor and exerting its influence on the postsynaptic cell, the neurotransmitter separates from the receptor and is destroyed. The process of neurotransmitter destruction is described in Box 3-2. There are two basic mechanisms by which neurotransmitters are destroyed. Some neurotransmitters (e.g., acetylcholine) are destroyed by specific enzymes at the postsynaptic cell. The enzyme that destroys acetylcholine is called acetylcholinesterase (most enzymes start with the name of the neurotransmitter they destroy and end with the suffix –ase). Other neurotransmitters (e.g., norepinephrine) are taken back into the presynaptic cell from which they were originally released by a process called cellular reuptake and are either reused or destroyed by intracellular enzymes. In the case of the monoamine neurotransmitters (e.g., norepinephrine, dopamine, serotonin), the destructive enzyme is called monoamine oxidase (MAO).





BOX 3-2      DESTRUCTION OF NEUROTRANSMITTERS


A full explanation of the various ways in which psychotropic drugs alter neuronal activity requires a brief review of the manner in which neurotransmitters are destroyed after attaching to the receptors. To avoid continuous and prolonged action on the postsynaptic cell, the neurotransmitter is released shortly after attaching to the postsynaptic receptor. Once released, the neurotransmitter is destroyed in one of two ways.


One way is the immediate inactivation of the neurotransmitter at the postsynaptic membrane. An example of this method of destruction is the action of the enzyme acetylcholinesterase on the neurotransmitter acetylcholine. Acetylcholinesterase is present at the postsynaptic membrane and destroys acetylcholine shortly after it attaches to nicotinic or muscarinic receptors on the postsynaptic cell.
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A second method of neurotransmitter inactivation is a little more complex. After interacting with the postsynaptic receptor, the neurotransmitter is released and taken back into the presynaptic cell, the cell from which it was released. This process, referred to as the reuptake of neurotransmitter, is a common target for drug action. Once inside the presynaptic cell, the neurotransmitter is either recycled or inactivated by an enzyme within the cell. The monoamine neurotransmitters norepinephrine, dopamine, and serotonin are all inactivated in this manner by the enzyme monoamine oxidase.
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Looking at this second method, you might naturally ask what prevents the enzyme from destroying the neurotransmitter before its release. The answer is that before release the neurotransmitter is stored within a membrane and is protected. After release and reuptake, the neurotransmitter is either destroyed by the enzyme or reenters the membrane to be used again.





Some neurotransmitters regulate concentration at the postsynaptic receptors by exerting their own feedback inhibition of their own release. This is accomplished by the attachment of neurotransmitters to presynaptic receptors at the synapse, which act to inhibit the further release of neurotransmitters.


A neuron may release a specific neurotransmitter that stimulates or inhibits a postsynaptic membrane receptor. Negative feedback on a presynaptic receptor should maintain a normal balance of neurotransmitters; however, researchers have also found that neurons may release more than one chemical at the same time. Larger molecules, neuropeptides, may bring about long-term changes in the postsynaptic cells by joining neurotransmitters such as norepinephrine or acetylcholine. The result of these changes is an alteration of basic cell functions or genetic expression and may lead to modifications of cell shape and responsiveness to stimuli. Ultimately, this means that the action of one neuron on another affects not only the immediate response of that neuron but also its sensitivity to future influence. The long-term implications of this for neural development, normal and abnormal mental health, and the treatment of psychiatric disease are being investigated.


Communication in nerve cells goes from presynaptic to postsynaptic; however, researchers have found that the communication between neurons at a synapse does not just go in one direction. Influencing the growth, shape, and activity of presynaptic cells are protein and simple gases, such as carbon monoxide and nitrous oxide, called neurotrophic factors. These factors are thought to be particularly important during the development of the fetal brain, guiding the growing brain to form the proper neuronal connections. It is apparent that the brain retains anatomical plasticity throughout life and that internal and external influences can alter the synaptic network of the brain. Altered genetic expression or environmental trauma can change these factors and result in negative and positive consequences on mental function and psychiatric disease.


Other chemicals, such as steroid hormones, brought to the neurons by the blood can influence the development and responsiveness of neurons. Estrogen, testosterone, and cortisol can bind to neurons, where they can cause short- and long-term changes in neuronal activity. A clear example of this is evident in the psychosis that can result from the hypersecretion of cortisol in Cushing’s disease or from the use of prednisone in high doses to treat chronic inflammatory disease.















Organization of the brain



Brainstem





The central core of the brainstem regulates the internal organs and is responsible for such vital functions as the regulation of blood gases and the maintenance of blood pressure. The hypothalamus, a small area in the ventral superior portion of the brainstem, plays a vital role in such basic drives as hunger, thirst, and sex. It also serves as a crucial psychosomatic link between higher brain activities, such as thought and emotion, and the functioning of the internal organs. The brainstem also serves as an initial processing center for sensory information that is then sent on to the cerebral cortex. Through projections of the reticular activating system (RAS), the brainstem regulates the entire cycle of sleep and wakefulness and the ability of the cerebrum to carry out conscious mental activity.


Other ascending pathways, referred to as mesolimbic and mesocortical pathways, seem to play a strong role in modulating the emotional value of sensory material. These pathways project to those areas of the cerebrum collectively known as the limbic system, which plays a crucial role in emotional status and psychological function. They use norepinephrine, serotonin, and dopamine as their neurotransmitters. Much attention has been paid to the role of these pathways in normal and abnormal mental activity. For example, it is thought that the release of dopamine from the ventral tegmental pathway plays a role in psychological reward and drug addiction. The neurotransmitters released by these neurons are major targets of the drugs used to treat psychiatric disease.








Cerebellum


Located behind the brainstem, the cerebellum (Figure 3-3) is primarily involved in the regulation of skeletal muscle coordination and contraction and the maintenance of equilibrium. It plays a crucial role in coordinating contractions so that movement is accomplished in a smooth and directed manner.
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FIG 3-3  The functions of the brainstem and cerebellum.




















Cerebrum


The human brainstem and cerebellum are similar in both structure and function to these same structures in other mammals. The development of a much larger and more elaborate cerebrum is what distinguishes human beings from the rest of the animal kingdom.


The cerebrum, situated on top of and surrounding the brainstem, is responsible for mental activities and a conscious sense of being. This is responsible for our conscious perception of the external world and our own body, emotional status, memory, and control of skeletal muscles that allow willful direction of movement. The cerebrum is also responsible for language and the ability to communicate.


The cerebrum consists of surface, the cerebral cortex, and deep areas of integrating gray matter that include the basal ganglia, amygdala, and hippocampus. Tracts of white matter link these areas with each other and the rest of the nervous system. The cerebral cortex, which forms the outer layer of the brain, is responsible for conscious sensation and the initiation of movement. Certain areas of the cortex are responsible for specific sensations. For example, the sensation of touch resides in the parietal cortex, sounds are based in the temporal cortex, and vision is housed in the occipital cortex. Likewise, a specific area of the frontal cortex controls the initiation of skeletal muscle contraction. Of course, all areas of the cortex are interconnected so that an appropriate picture of the world can be formed and, if necessary, linked to a proper response (Figure 3-4).
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FIG 3-4  The functions of the cerebral lobes: frontal, parietal, temporal, and occipital.








Both sensory and motor aspects of language reside in specialized areas of the cerebral cortex. Sensory language functions include the ability to read, understand spoken language, and know the names of objects perceived by the senses. Motor functions involve the physical ability to use muscles properly for speech and writing. In both neurological and psychological dysfunction, the use of language may become compromised or distorted. The change in language ability may be a factor in determining a diagnosis.


Underneath the cerebral cortex there are pockets of integrating gray matter deep within the cerebrum. Some of these, the basal ganglia, are involved in the regulation of movement. Others, the amygdala and hippocampus, are involved in emotions, learning, memory, and basic drives. Significantly, there is an overlap of these areas both anatomically and in the types of neurotransmitters employed. One important consequence is that drugs used to treat emotional disturbances may cause movement disorders, and drugs used to treat movement disorders may cause emotional changes.




















Visualizing the brain


A variety of noninvasive imaging techniques are used to visualize brain structure, functions, and metabolic activity. Table 3-2 identifies some common brain imaging techniques and preliminary findings as they relate to psychiatry. There are two types of neuroimaging techniques: structural and functional. Structural imaging techniques (e.g., computed tomography [CT] and magnetic resonance imaging [MRI]) provide overall images of the brain and layers of the brain. Functional imaging techniques (e.g., positron emission tomography [PET] and single photon emission computed tomography [SPECT]) reveal physiological activity in the brain, as described in Table 3-2.




TABLE 3-2   


COMMON BRAIN IMAGING TECHNIQUES










	TECHNIQUE

	DESCRIPTION

	USES

	PSYCHIATRIC RELEVANCE AND PRELIMINARY FINDINGS










	Electrical: Recording Electrical Signals from the Brain






	Electroencephalograph (EEG)

	A recording of electrical signals from the brain made by hooking up electrodes to the subject’s scalp.

	Can show the state a person is in —asleep, awake, anesthetized —because the characteristic patterns of current differ for each of these states.

	Provides support from a wide range of sources that brain abnormalities exist; may lead to further testing.






	Structural: Show Gross Anatomical Details of Brain Structures






	Computerized axial tomography (CT)

	A series of x-ray images is taken of the brain and a computer analysis produces “slices” providing a precise 3D-like reconstruction of each segment. 

	



Can detect:




• Lesions


• Abrasions


• Areas of infarct


• Aneurysm









	



Schizophrenia




• Cortical atrophy


• Third ventricle enlargement


• Cognitive disorders


• Abnormalities














	Magnetic resonance imaging (MRI)

	A magnetic field is applied to the brain. The nuclei of hydrogen atoms absorb and emit radio waves that are analyzed by computer, which provides 3D visualization of the brain’s structure in sectional images.

	



Can detect:




• Brain edema


• Ischemia


• Infection


• Neoplasm


• Trauma









	



Schizophrenia




• Enlarged ventricles


• Reduction in temporal lobe and prefrontal lobe














	Functional: Show Some Activity of the Brain






	Functional magnetic resonance imaging (fMRI)

	Measures brain activity indirectly by changes in blood oxygen in different parts of the brain as subjects participate in various activities. 

	See MRI

	See MRI






	Positron-emission tomography (PET) 

	Radioactive substance (tracer) is injected, travels to the brain, and shows up as bright spots on the scan. Data collected by the detectors are relayed to a computer, which produces images of the activity and 3D visualization of the CNS. 

	



Can detect:




• Oxygen utilization


• Glucose metabolism


• Blood flow


• Neurotransmitter-receptor interaction









	



Schizophrenia




• Increased D2, D3 receptors in caudate nucleus


• Abnormalities in limbic system


• Mood disorder


• Abnormalities in temporal lobes


• Adult ADHD


• Decreased utilization of glucose














	Single photon emission computed tomography (SPECT) 

	Similar to PET but uses radionuclides that emit γ-radiation (photons). Measures various aspects of brain functioning and provides images of multiple layers of the CNS (as does PET).

	



Can detect:




• Circulation of cerebrospinal fluid


• Similar functions to PET









	See PET
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ADHD, Attention deficit hyperactivity disorder; CNS, central nervous system; 3D, three-dimensional.





PET scans are particularly useful in identifying physiological and biochemical changes as they occur in living tissue. Usually, a radioactive “tag” is used to trace compounds such as glucose in the brain. Glucose use is related to functional activity in certain areas of the brain. For example, in unmedicated patients with schizophrenia, PET scans may show a decreased use of glucose in the frontal lobes. Figure 3-5 shows lower brain activity in the frontal lobe of a twin diagnosed with schizophrenia than in the twin who does not share the diagnosis. The area affected in the frontal cortex of the twin with schizophrenia is an area associated with reasoning skills, which are greatly impaired in people with schizophrenia. Scans such as these suggest a location in the frontal cortex as the site of functional impairment in people with schizophrenia.
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FIG 3-5  Positron emission tomographic (PET) scans of blood flow in identical twins, one of whom has schizophrenia, illustrate that individuals with this illness have reduced brain activity in the frontal lobes when asked to perform a reasoning task that requires activation of this area. Patients with schizophrenia also perform poorly on the task. This suggests a site of functional impairments in schizophrenia (From Karen Berman, MD, courtesy of National Institute of Mental Health, Clinical Brain Disorders Branch.)








In people with obsessive-compulsive disorder (OCD), PET scans show that brain metabolism is increased in certain areas of the frontal cortex. Figure 3-6 shows increased brain metabolism in an individual with OCD compared with someone who does not have OCD, suggesting altered brain function in people with OCD.
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FIG 3-6  Positron emission tomographic (PET) scans show increased brain metabolism (brighter colors), particularly in the frontal cortex, in a patient with obsessive-compulsive disorder (OCD), compared with a control. This suggests altered brain function in OCD. (From Lewis Baxter, MD, University of Alabama, courtesy of National Institute of Mental Health.)








PET scans of individuals with depression show decreased brain activity in the prefrontal cortex. Figure 3-7 shows the results of a PET scan taken after a form of radioactively tagged glucose was used as a tracer to visualize brain activity. The patient with depression shows reduced brain activity compared with someone who does not have depression. Figure 3-8 shows three views of a PET scan of the brain of a patient with Alzheimer’s disease.
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FIG 3-7  Positron emission tomographic (PET) scans of a patient with depression (right) and a person without depression (left) reveal reduced brain activity (darker colors) in depression, especially in the prefrontal cortex. A form of radioactively tagged glucose was used as a tracer to visualize levels of brain activity. (From Mark George, MD, courtesy of National Institute of Mental Health, Biological Psychiatry Branch.)
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FIG 3-8  Positron emission tomographic (PET) scan of a patient with Alzheimer’s disease demonstrates a classic pattern for areas of hypometabolism in the temporal and parietal regions of the brain. Areas of reduced metabolism (dark blue and black regions) are very noticeable in the sagittal and coronal views. (Courtesy of PET Imaging Center, Department of Radiology, University of Iowa Hospitals and Clinics, Iowa City.)








Modern imaging techniques have become important tools in assessing molecular changes in mental disease and marking the receptor sites of drug action. From a psychiatric perspective, it is important to understand where in the brain the various components of psychological activity take place and what types of neurotransmitters and receptors underlie this activity physiologically. Our understanding of both of these questions is far from complete; however, it is thought that the limbic system—a group of structures that includes parts of the frontal cortex, the basal ganglia, and the brainstem—is a major locus of psychological activity.


Within these areas, the monoamine neurotransmitters (norepinephrine, dopamine, and serotonin), the amino acid neurotransmitters (glutamate and γ-aminobutyric acid [GABA]), and the neuropeptides (corticotropin releasing hormone [CRH] and endorphin), as well as acetylcholine, play a major role. Alterations in these areas are thought to form the basis of psychiatric disease and are the target for pharmacological treatment.














Disturbances of mental function


Most origins of mental dysfunction are unknown, but known causes are drugs (e.g., lysergic acid diethylamide [LSD]), long-term use of high daily doses of prednisone, excess levels of hormones (e.g., thyroxine, cortisol), infection (e.g., encephalitis, acquired immunodeficiency syndrome [AIDS]), and physical trauma. Even when the cause is known, the link between the causative factor and the mental dysfunction is far from understood.


There is often a genetic predisposition for psychiatric disorders. The incidence of both thought and mood disorders are higher in relatives of people with these diseases than in the general population. Identical twins provide a measure of how strongly inheritance is implicated through a concept known as concordance rate. Concordance refers to how often one twin will be affected by the same illness as the other twin; there is a strong concordance among identical twins even when they are raised apart. A 100% concordance rate would mean that if one twin has a disorder, the other one would also have it, which would be the case for strictly inherited disorders. For schizophrenia, the concordance rate is 50%, meaning that inheritance is half of the equation and that other factors are involved.


Researchers ultimately want to be able to understand mental dysfunction in terms of altered activity of neurons in specific areas of the brain; the hope is that such an understanding will lead to better treatments and possible prevention of mental disorders. Current interest is focused on certain neurotransmitters and their receptors, particularly in the limbic system, which links the frontal cortex, basal ganglia, and upper brainstem. As mentioned earlier, the neurotransmitters that have been most consistently linked to mental activity are norepinephrine, dopamine, serotonin, GABA, and glutamate.


Although the underlying physiology is complex, it is thought that a deficiency of norepinephrine or serotonin, or both, may serve as the biological basis of depression. Figure 3-9 shows that an insufficient degree of transmission may be due to a deficient release of neurotransmitters by the presynaptic cell or to a loss of the ability of postsynaptic receptors to respond to the neurotransmitters. Changes in neurotransmitter release and receptor response can be both a cause and a consequence of intracellular changes in the neurons involved. Thought disorders such as schizophrenia are associated physiologically with excess transmission of the neurotransmitter dopamine, among other changes. As illustrated in Figure 3-10, this may be due to either an excess release of neurotransmitter or an increase in receptor responsiveness.
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FIG 3-9  Normal transmission of neurotransmitters (A). Deficiency in transmission may be due to deficient release of neurotransmitter, as shown in B, or to a reduction in receptors, as shown in C.
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FIG 3-10  Causes of excess transmission of neurotransmitters. Excess transmission may be due to excess release of neurotransmitter, as shown in B, or to excess responsiveness of receptors, as shown in C.








Glutamate may have a direct influence on the activity of dopamine-releasing cells. A recent study showed preliminary in vivo evidence of the relationship between hippocampal glutamatergic and striatal dopaminergic function being abnormal in people at high risk of psychosis (Stone, 2010).


The neurotransmitter γ-aminobutyric acid (GABA) seems to play a role in modulating neuronal excitability and anxiety. Not surprisingly, many antianxiety (anxiolytic) drugs act by increasing the effectiveness of this neurotransmitter. This is accomplished primarily by increasing receptor responsiveness.


It is important to keep in mind that the various areas of the brain are interconnected structurally and functionally by a vast network of neurons. This network serves to integrate the many and varied activities of the brain. A limited number of neurotransmitters are used in the brain, and thus a particular neurotransmitter is often used by different neurons to carry out quite different activities. For example, dopamine is used by neurons involved in not only thought processes but also the regulation of movement. As a result, alterations in neurotransmitter activity, due to a mental disturbance or to the drugs used to treat the disturbance, can affect more than one area of brain activity. Alterations in mental status, whether arising from disease or from medication, are often accompanied by changes in basic drives, sleep patterns, body movement, and autonomic functions.




















Mechanisms of action of psychotropic drugs


When studying drugs, it is important to keep in mind the concepts of pharmacodynamics and pharmacokinetics. Pharmacodynamics refers to the biochemical and physiological effects of drugs on the body, which include the mechanisms of drug action and its effect. The term pharmacokinetics refers to the actions of the person on the drug. How is the drug absorbed into the blood? How is it transformed in the liver? How is it distributed in the body? How is it excreted by the kidney? Pharmacokinetics determines the blood level of a drug and is used to guide the dosage schedule. It is also used to determine the type and amount of drug used in cases of liver and kidney disease.


The processes of pharmacokinetics and pharmacodynamics play an extensive role in how genetic factors give rise to inter-individual and cross-ethnic variations in drug response. The Considering Culture box discusses how the area of pharmacogenetics may influence the way health care providers tailor their prescriptions for patients.





[image: image]CONSIDERING CULTURE


Pharmacogenetics


Pharmacogenetics explains how genetic variation leads to altered drug responses in different individuals and ethnic groups. Variation of drug metabolism via the CYP450 enzymes leads to significant differences in psychotropic drug concentrations. People who metabolize drugs poorly will experience more adverse drug reactions; people who metabolize drugs extensively may have less of a therapeutic response to treatment.


Three CYP450 enzymes are responsible for metabolizing all the currently available selective serotonin reuptake inhibitors (SSRIs) such as Prozac. Poor metabolism of one of these enzymes, CYP450 2D6, occurs in about 15% of Caucasians. Poor metabolism of another of these enzymes, CYP450 2C19, occurs in about 20% of Asian subgroups.


Although an immense amount of progress has been made to unravel the complex pharmacogenetics that influence a patient"s treatment responses, considerable scientific and clinical work remains to be completed. There are still challenges to achieving the goals of personalized treatments in psychiatry. For patients with treatment failure or excessive adverse drug reactions, there are FDA-approved CYP450 genotyping tests available to determine if patients are poor, extensive, or rapid metabolizers.


Zandi, P.P., & Judy, J.T. (2010). The promise and reality of pharmacogenetics in psychiatry. The Psychiatric Clinics of North America, 33, 181-224.








Many drugs are transformed by the liver into active metabolites—chemicals that also have pharmacological actions. This knowledge is used by researchers in designing new drugs that make use of the body’s own mechanisms to activate a chemical for pharmacological use.


An ideal psychiatric drug would relieve the mental disturbance of the patient without inducing additional cerebral (mental) or somatic (physical) effects. Unfortunately, in psychopharmacology—as in most areas of pharmacology—there are no drugs that are both fully effective and free of undesired side effects. Researchers work toward developing medications that target the symptoms while producing no or few side effects.


Because all activities of the brain involve actions of neurons, neurotransmitters, and receptors, these are the targets of pharmacological intervention. Most psychotropic drugs act by either increasing or decreasing the activity of certain neurotransmitter-receptor systems. It is generally agreed that different neurotransmitter-receptor systems are dysfunctional in persons with different psychiatric conditions. These differences offer more specific targets for drug action. In fact, much of what is known about the relationship between specific neurotransmitters and specific disturbances has been derived from knowledge of the pharmacology of the drugs used to treat these conditions. For example, most agents that were effective in reducing the delusions and hallucinations of schizophrenia blocked the D2 receptors for dopamine. It was concluded that delusions and hallucinations result from overactivity of dopamine at these receptors.








Antianxiety and hypnotic drugs


Gamma-aminobutyric acid (GABA) is the major inhibitory (calming) neurotransmitter in the central nervous system (CNS). There are three major types of GABA receptors: GABAA, GABAB, and GABAC receptors. The various subtypes of GABAA receptors are the targets of benzodiazepines (BZDs), barbiturates, and alcohol. While the role of GABAC receptors is not defined, the GABAB receptors coupled to calcium and/or potassium channels are associated with pain, memory, mood, and other CNS functions. Drugs that enhance GABAA receptors exert a sedative-hypnotic action on brain function. The most commonly used anti-anxiety agents are the benzodiazepines.








Benzodiazepines


Benzodiazepines (BZDs) potentiate, or promote the activity of GABA by binding to a specific receptor on the GABAA receptor complex. This binding results in an increased frequency of chloride channel opening causing membrane hyperpolarization, which inhibits cellular excitation. If cellular excitation is decreased, the result is a calming effect. Figure 3-11 shows that BZDs, such as diazepam (Valium), clonazepam (Klonopin), and alprazolam (Xanax), bind to GABAA receptors with different alpha subunits. Alpha-2 subunits may be the most important for decreasing anxiety.
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FIG 3-11  Action of the benzodiazepines. Drugs in this group attach to receptors adjacent to the receptors for the neurotransmitter γ--aminobutyric acid (GABA). Drug attachment to these receptors results in a strengthening of the inhibitory effects of GABA. In the absence of GABA there is no inhibitory effect of benzodiazepines.








Since BZDs are nonselective for GABAA receptors with different alpha subunits, all can cause sedation at higher therapeutic doses. There are five BZDs approved by the U.S. Food and Drug Administration (FDA) for treatment of insomnia with a predominantly hypnotic (sleep-inducing) effect : flurazepam (Dalmane), temazepam (Restoril), triazolam (Halcion), estazolam (Prosom), and quazepam (Doral). Other BZDs, such as lorazepam (Ativan) and alprazolam (Xanax), reduce anxiety without being as soporific (sleep producing) at lower therapeutic doses.


The fact that the benzodiazepines potentiate the ability of GABA to inhibit neurons probably accounts for their efficacy as anticonvulsants and for their ability to reduce the neuronal overexcitement of alcohol withdrawal. When used alone, even at high dosages, these drugs rarely inhibit the brain to the degree that respiratory depression, coma, and death result. However, when combined with other CNS depressants, such as alcohol, opiates, or tricyclic antidepressants, the inhibitory actions of the benzodiazepines can lead to life-threatening CNS depression.


Any drug that inhibits electrical activity in the brain can interfere with motor ability, attention, and judgment. A patient taking BZDs must be cautioned about engaging in activities that could be dangerous if reflexes and attention are impaired, including specialized activities, such as working in construction, and more common activities, such as driving a car. In older adults, the use of BZDs may contribute to falls and broken bones. Ataxia is a common side effect secondary to the abundance of GABA receptors in the cerebellum.














Short-acting sedative-hypnotic sleep agents


A newer class of hypnotics, termed the “Z-drugs,” includes zolpidem (Ambien), zaleplon (Sonata), and eszopiclone (Lunesta). They have sedative effects without the anti-anxiety, anticonvulsant, or muscle relaxant effects of BZDs, and they demonstrate selectivity for GABAA receptors containing alpha-1 subunits. The drugs’ affinity to α-1 subunits has the potential for amnestic and ataxic side effects, and the onset of action is faster than that of most BZDs. It is important to inform patients taking non-benzodiazepine hypnotic agents about the quick onset and to take them when they are ready to go to sleep.


Most of these drugs have short half-lives, which determine the duration of action. Eszopiclone has the longest duration of action (an average of 7-8 hours of sleep per therapeutic dose), while the other two are much shorter. Eszopiclone also has a unique side effect of an unpleasant taste upon awakening. Although tolerance and dependence are reportedly less than with BZDs, all of the BZDs and Z-hypnotics are categorized as schedule C-IV by the U.S. Drug Enforcement Administration (DEA).














Melatonin receptor agonists


Melatonin is a hormone that is only excreted at night as part of the normal circadian rhythm. Ramelteon (Rozerem) is a melatonin (MT) receptor agonist and acts much the same way as endogenous (i.e., naturally occurring) melatonin. It has a high selectivity and potency at the MT1 receptor site—which is thought to regulate sleepiness—and at the MT2 receptor site—which is thought to regulate circadian rhythms. This is one of two hypnotic medications approved for the treatment of insomnia that is not classified as a scheduled substance, or one having abuse potential, by the DEA. Side effects include headache and dizziness. Long-term use of ramelteon above therapeutic doses can lead to increased prolactin and associated side effects (e.g., sexual dysfunction).














Doxepin


Doxepin (Silenor) is the low-dose formulation (3 mg and 6 mg tablets) of the antidepressant doxepin. Silenor is labeled for the treatment of insomnia characterized by difficulty in maintaining sleep (Patel, 2011). Mechanism of action for its sedative effect is most likely from histamine-1 blockade. Patients with severe urinary retention or on MAOIs should avoid this medication. The use of other CNS depressants and sedating antihistamines should also be avoided. Silenor was mainly studied in the geriatric population, where it showed an improvement in total sleep duration with no significant decrease in time of sleep onset.














Buspirone


Buspirone (BuSpar) is a drug that reduces anxiety without having strong sedative-hypnotic properties. Because this agent does not leave the patient sleepy or sluggish, it is often much better tolerated than the benzodiazepines. It is not a CNS depressant and, thus, does not have as great a danger of interaction with other CNS depressants, such as alcohol. Also, there is not the potential for addiction that exists with benzodiazepines.


Although the mechanism of action of buspirone is not clearly understood, one possibility is illustrated in Figure 3-12. Buspirone seems to act as a partial serotonin agonist at the 5-HT1A and 5-HT2 receptors; it also has a moderate affinity for D2 receptors, and effects include dizziness and insomnia.
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FIG 3-12  Action of buspirone. A proposed mechanism of action of buspirone is that it blocks feedback inhibition by serotonin. This leads to increased release of serotonin by the presynaptic cell. 5-HT1, Serotonin.








Refer to Chapter 15 on anxiety disorders for a discussion of the adverse reactions, dosages, nursing implications, and patient and family teaching for the anti-anxiety drugs. Refer to Chapter 19 on sleep disorders for a more detailed discussion on medication to promote sleep.














Treating anxiety disorders with antidepressants


The symptoms, neurotransmitters, and circuits associated with anxiety disorders overlap extensively with those of depressive disorders (refer to Chapters 14 and 15), and many antidepressants have proven to be effective treatments for anxiety disorders. Selective serotonin reuptake inhibitors (SSRIs) are often used to treat obsessive-compulsive disorder (OCD), social anxiety disorder (SAD), generalized anxiety disorder (GAD), and panic disorder (PD). Venlafaxine (Effexor XR), is used to treat GAD, SAD, and PD. Duloxetine (Cymbalta) has FDA approval for GAD.




















Antidepressant drugs


Our understanding of the neurophysiological basis of mood disorders is far from complete; however, a great deal of evidence seems to indicate that the neurotransmitters norepinephrine and serotonin play a major role in regulating mood. It is thought that a transmission deficiency of one or both of these monoamines within the limbic system underlies depression. One piece of evidence is that all of the drugs that show efficacy in the treatment of depression increase the synaptic level of one or both of these neurotransmitters. Figure 3-13 identifies the side effects of specific neurotransmitters being blocked or activated. Figure 3-14 illustrates the normal release, reuptake, and destruction of the monoamine neurotransmitters. A grasp of this underlying physiology is essential for understanding the mechanisms by which the antidepressant drugs are thought to act.
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FIG 3-13  Possible effects of receptor binding of the antidepressant medications.
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FIG 3-14  Normal release, reuptake, and destruction of the monoamine neurotransmitters.








Three hypotheses of antidepressants’ mechanism of action:




1. The monoamine hypothesis of depression suggests that there is a deficiency in one or more of the three neurotransmitters: serotonin, norepinephrine, or dopamine. The theory is that increasing these neurotransmitters alleviates depression.


2. The monoamine receptor hypothesis of depression suggests that low levels of neurotransmitters cause postsynaptic receptors to be up-regulated (increased in sensitivity or number). Increasing neurotransmitters by antidepressants results in down-regulation (desensitization) of key neurotransmitter receptors (Stahl, 2008). Delayed length of time for down-regulation may answer the question of why it takes so long for antidepressants to work, especially if they rapidly increase neurotransmitters.


3. Another hypothesis for the mechanism of antidepressant drugs is that with prolonged use they increase production of neurotrophic factors.These factors regulate the survival of neurons and enhance the sprouting of axons to form new synaptic connections (Stahl, 2008).











Tricyclic antidepressants


Tricyclic antidepressants (TCAs) and heterocyclic antidepressants were widely used prior to the development of SSRIs. They are no longer first-line medications since they have more side effects, take longer to reach an optimal dose, and are far more lethal in overdose. The tricyclic antidepressants are thought to act primarily by blocking the reuptake of norepinephrine for the secondary amines (e.g., nortriptyline [Pamelor]) and both norepinephrine and serotonin for the tertiary amines (e.g., amitriptyline [Elavil], imipramine [Tofranil]). As shown in Figure 3-15, this blockage prevents norepinephrine from coming into contact with its degrading enzyme, MAO, and thus increases the level of norepinephrine at the synapse. Similarly, the tertiary tricyclic antidepressants block the reuptake and destruction of serotonin and increase the synaptic level of this neurotransmitter. Visit the Evolve website for a more thorough discussion of how tricyclic antidepressants work.
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FIG 3-15  How the tricyclic antidepressants block the reuptake of norepinephrine.








To varying degrees, many of the tricyclic drugs also block the muscarinic receptors that normally bind acetylcholine. As discussed in the previous section, this blockage leads to typical anticholinergic effects, such as blurred vision, dry mouth, tachycardia, urinary retention, and constipation. These adverse effects can be troubling to patients and limit their adherence to the regimen.


Depending on the individual drug, these agents can also block H1 receptors in the brain. Blockage of these receptors by any drug causes sedation and drowsiness, an unwelcome symptom in daily use (see Figure 3-13). Persons taking tricyclic antidepressants often have adherence issues because of their adverse reactions. Tricyclic antidepressant overdose can be fatal secondary to cardiac conduction disturbances from excessive sodium channel blockade.














Selective serotonin reuptake inhibitors


As the name implies, the selective serotonin reuptake inhibitors (SSRIs), such as fluoxetine (Prozac), sertraline (Zoloft), paroxetine (Paxil), citalopram (Celexa), escitalopram (Lexapro), and fluvoxamine (Luvox), preferentially block the reuptake and the degradation of serotonin, but they each have different effects on neurotransmitters.


Fluoxetine is a 5-HT2C antagonist, which can lead to the anorexic and antibulimic effects of fluoxetine at higher doses. Both sertraline and fluvoxamine have σ-1 receptor binding property. Sigma-1 action is not well understood but may contribute to antianxiety and antipsychotic actions.


Paroxetine is the most anticholinergic among the SSRIs due to its muscarinic-1 antagonist property. Although it is less anticholinergic than the tricyclic antidepressants, paroxetine may not be the best choice for patients with contraindications with anticholinergic agents (e.g., narrow angle glaucoma). Citalopram has R- and S-enantiomers. At lower doses, the R-isomer may inhibit the increased 5-HT effects of the S-isomer leading to inconsistent efficacy. Escitalopram has the S-enantiomer only without the R-enantiomer, which explains its more predictable efficacy at lower doses (Stahl, 2008).


SSRIs, as a group, have less ability to block the muscarinic and histamine1 (H1) receptors than do the tricyclic antidepressants. As a result of their more selective action, they seem to show comparable efficacy without eliciting the anticholinergic and sedating side effects that limit patient compliance. However, SSRIs have other side effects resulting from stimulation of different 5-HT receptors. Stimulation of the 5-HT2A and 5-HT2C receptors in the spinal cord may inhibit the spinal reflexes of orgasm, while stimulation of the 5-HT2A receptors in the mesocortical area may decrease dopamine activity in this area, leading to apathy and low libido. Stimulation of the 5-HT3 receptors in the hypothalamus or brainstem may cause nausea or vomiting, while gastrointestional (GI) side effects are secondary to the 5-HT3 and/or 5-HT4 receptors in the GI tract (Stahl, 2008) (Figure 3-16). Visit the Evolve website for a more detailed explanation of how the SSRIs work.
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FIG 3-16  How the selective serotonin reuptake inhibitors (SSRIs) work.




















Serotonin-norepinephrine reuptake inhibitors


Serotonin-norepinephrine reuptake inhibitors (SNRIs) medications increase both serotonin and norepinephrine. Venlafaxine (Effexor) is more of a serotonergic agent at lower therapeutic doses, and norepinephrine reuptake blockade occurs at higher doses, leading to the dual SNRI action. Hypertension may be induced in about 5% of patients is a dose-dependent effect based on norepinephrine reuptake blockade. Doses higher than 150 mg/day can increase diastolic blood pressure about 7-10 mm Hg.


Desvenlafaxine (Pristiq) is a metabolite of venlafaxine. When normal metabolizers take venlafaxine, the majority of the benefit comes from venlafaxine being metabolized into desvenlafaxine. Therefore, the mechanism of actions and effects of the two antidepressants are very similar.


Duloxetine (Cymbalta) is an SNRI indicated for both depression and GAD as well as diabetic peripheral neuropathy and fibromyalgia. Like the tricyclic antidepressants, many of the SNRIs also have therapeutic effects on neuropathic pain. The common underlying mechanism of neuropathic pain is nerve injury or dysfunction. The mechanism by which tricyclic antidepressants and SNRIs reduce neuropathic pain is activating the descending norepinephrine and 5-HT pathways to the spinal cord, thereby limiting pain signals ascending to the brain.














Serotonin-norepinephrine disinhibitors


The class of drugs described as serotonin-norepinephrine disinhibitors (SNDIs) is represented by only one drug, mirtazapine (Remeron), which increases norepinephrine and serotonin transmission by antagonizing (blocking) presynaptic alpha-2 noradrenergic receptors. Mirtazapine offers both antianxiety and antidepressant effects with minimal sexual dysfunction and improved sleep. This antidepressant is particularly suited for the patient with nausea because it is an antiemetic. The most common side effects are sedation and weight gain secondary to potent H1 blockade and 5-HT2C blockade (Stahl, 2008).














Monoamine oxidase inhibitors


Monoamine oxidase inhibitors (MAOIs) are a group of antidepressant drugs that illustrate the principle that drugs can have a desired and beneficial effect in the brain while at the same time having possibly dangerous effects elsewhere in the body. To understand the action of these drugs, keep in mind the following definitions:




• Monoamines: a type of organic compound; includes the neurotransmitters norepinephrine, epinephrine, dopamine, serotonin, and many different food substances and drugs


• Monoamine oxidase (MAO): an enzyme that destroys monoamines


• Monoamine oxidase inhibitors (MAOIs): drugs that prevent the destruction of monoamines by inhibiting the action of MAO





Monoamine neurotransmitters, as well as any monoamine food substance or drugs, are degraded (destroyed) by the enzyme MAO, which is located in neurons and in the liver. Antidepressant drugs such as isocarboxazid (Marplan), phenelzine (Nardil), selegiline (EMSAM), and tranylcypromine (Parnate), are MAOIs. They act by inhibiting the enzyme and interfering with the destruction of the monoamine neurotransmitters, thereby leaving more of them available. This in turn increases the synaptic level of the neurotransmitters and makes possible the antidepressant effects of these drugs (Figure 3-17). Visit the Evolve website for a more comprehensive explanation of how MAOIs work.
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FIG 3-17  Blocking of monoamine oxidase (MAO) by inhibiting agents (MAOIs), which prevents the breakdown of monoamine by MAO.








The problem with inhibiting MAO is that this enzyme is also used by the liver to degrade monoamine substances that enter the body through food. One monoamine, tyramine, is present in many food substances, such as aged cheeses, pickled or smoked fish, and wine. If the liver cannot break down the tyramine from these substances, it can produce significant vasoconstriction resulting in an elevation in blood pressure and the threat of hypertension.


In addition to food, a substantial number of drugs, such as other antidepressants and sympathomimetic drugs, are chemically monoamines. Dosages of these drugs are affected by the rate at which MAO destroys them in the liver. In a patient taking drugs to inhibit MAO, the blood level of monoamine drugs can reach high levels and cause serious toxicity. Thus, MAOIs are contraindicated with concurrent use of any other antidepressants and sympathomimetic drugs. Concurrent use with some over-the-counter products with sympathomimetic properties (e.g., oral decongestants) should be avoided.


Because of the dangers that result from inhibition of hepatic MAO, patients taking MAOIs must be given a list of foods and drugs that need to be avoided. Chapter 14 discusses the treatment of depression and contains a list of foods to avoid and foods to be taken in moderation, along with nursing measures and instructions for patient education.














Other antidepressants


Bupropion (Wellbutrin) is an antidepressant that is also used for smoking cessation (Zyban). It seems to act as a norepinephrine-dopamine reuptake inhibitor and also inhibits nicotinic acetylcholine receptors to reduce the addictive action of nicotine. With no 5HT activities, it does not cause sexual side effects. Side effects include insomnia, tremor, anorexia, and weight loss. It is contraindicated in patients with a seizure disorder, in patients with a current or prior diagnosis of bulimia or anorexia nervosa, and in patients undergoing abrupt discontinuation of alcohol or sedatives (including benzodiazepines) due to the potential of seizures.


Vilazodone (Viibryd) is a newer antidepressant, approved by the FDA in January 2011. The mechanism of action includes enhancing the release of serotonin by inhibiting the serotonin transporter (similar to SSRIs) and by stimulating serotonin (5-HT1A) receptors via partial agonism (similar to the anxiolytic medication buspirone). With this dual activity, vilazodone is considered to be a serotonin partial agonist–reuptake inhibitor (SPARI). Commonly observed adverse reactions during clinical trials included diarrhea, nausea, insomnia, and vomiting. This antidepressant should be taken with food for better bioavailability, and nighttime doses should be avoided due to insomnia.


Antidepressants that can cause insomnia should be noted since patients may have drug-induced insomnia. Medications prescribed BID dosing are often interpreted by patients as taking the medication in the morning and at night, which can cause insomnia (e.g., bupropion BID). When the prescription is for QD administration (e.g.., vilazodone QD), without specifying taking it at morning or night, patients may choose the administration time that is most convenient for them without knowing the possible drug-induced insomnia.


Trazodone was not used for antidepressant treatment for many years, but was often given, along with another agent, for the treatment of insomnia, as sedation is one of the common side effects. In 2010 a trademarked version, Oleptro, was FDA-approved as an extended-release drug indicated for the use of major depressive disorder in adults. Its antidepressant effects are due to its action as a 5-HT reuptake inhibitor and 5-HT2A/2C antagonist. The common side effects are sedation and orthostatic hypotension. Its sedative effect is from potent H1 blockade, and orthostasis is from α-1 blockade.





















Mood stabilizers



Lithium





Although the efficacy of lithium (Eskalith, Lithobid) as a mood stabilizer in patients with bipolar (manic-depressive) disorder has been established for many years, its mechanism of action is still far from understood. As a positively charged ion, similar in structure to sodium and potassium, lithium may well act by affecting electrical conductivity in neurons.


As discussed earlier, an electrical impulse consists of the inward, depolarizing flow of sodium followed by an outward, repolarizing flow of potassium. These electrical charges are propagated along the neuron so that, if they are initiated at one end of the neuron, they will pass to the other end. Once they reach the end of a neuron, a neurotransmitter is released.


It may be that an overexcitement of neurons in the brain underlies bipolar disorder and that lithium interacts in some complex way with sodium and potassium at the cell membrane to stabilize electrical activity. Also, lithium may reduce excitatory neurotransmitter glutamate and exert an antimanic effect. The other mechanisms by which lithium work to regulate mood include the noncompetitive inhibition of the enzyme inositol monophosphatase. Inhibition of 5-HT autoreceptors by lithium is more related to lithium’s antidepressant effects rather than its antimanic effects.


While we do not know exactly how lithium works, we are certain that its influence on electrical conductivity results in adverse effects and toxicity. By altering electrical conductivity, lithium represents a potential threat to all body functions that are regulated by electrical currents. Foremost among these functions is cardiac contraction; lithium can induce, although not commonly, sinus bradycardia. Extreme alteration of cerebral conductivity with overdose can lead to convulsions. Alteration in nerve and muscle conduction can commonly lead to tremor at therapeutic doses or more extreme motor dysfunction with overdose.


Sodium and potassium play a strong role in regulating fluid balance, and the distribution of fluid in various body compartments explains the disturbances in fluid balance that can be caused by lithium. These include polyuria (the output of large volumes of urine) and edema (the accumulation of fluid in the interstitial space). Long-term use of lithium can cause hypothyroidism in some patients, which is secondary to interfering with the iodine molecules affecting the formation and conversion to its active form (T3) thyroid hormone. In addition, hyponatremia can increase the risk of lithium toxicity because increased renal reabsorption of sodium leads to increased reabsorption of lithium as well.


Primarily because of its effects on electrical conductivity, lithium has a low therapeutic index. The therapeutic index represents the ratio of the lethal dose to the effective dose, and is a measure of overall drug safety in regards to the possibility of overdose or toxicity. A low therapeutic index means that the blood level of a drug that can cause death is not far above the blood level required for drug effectiveness. Blood level of lithium needs to be monitored on a regular basis to be sure that the drug is not accumulating and rising to dangerous levels. Table 3-3 lists some of the adverse effects of lithium. Chapter 13 considers lithium treatment in more depth and discusses specific dosage-related adverse and toxic effects, nursing implications, and the patient teaching plan.




TABLE 3-3   


ADVERSE EFFECTS OF LITHIUM








	SYSTEM

	ADVERSE EFFECTS










	Nervous and muscular

	Tremor, ataxia, confusion, convulsions






	Digestive

	Nausea, vomiting, diarrhea






	Cardiac

	Arrhythmias






	Fluid and electrolyte

	Polyuria, polydipsia, edema






	Endocrine

	Goiter and hypothyroidism
























Anticonvulsant drugs


Valproate (available as divalproex sodium [Depakote] and valproic acid [Depakene]), carbamazepine (Tegretol), and lamotrigine (Lamictal) have demonstrated efficacy in the treatment of bipolar disorders (APA, 2008). Their anticonvulsant properties derive from the alteration of electrical conductivity in membranes; in particular, they reduce the firing rate of very-high-frequency neurons in the brain. It is possible that this membrane-stabilizing effect accounts for the ability of these drugs to reduce the mood swings that occur in patients with bipolar disorders. Other proposed mechanisms as mood stabilizers are glutamate antagonists and GABA agonist.








Valproate


Valproate (Depakote and Depakene) is structurally different from other anticonvulsants and psychiatric drugs that show efficacy in the treatment of bipolar disorder. Divalproex is recommended for mixed episodes and has been found useful for rapid cycling. Common side effects include tremor, weight gain, and sedation. Occasional serious side effects are thrombocytopenia, pancreatitis, hepatic failure, and birth defects. Baseline levels are measured for liver function indicators and complete blood count (CBC) before an individual is started on this medication, and measurements are repeated periodically. In addition, the therapeutic blood level of the drug is monitored.














Carbamazepine


Carbamazepine (Tegretol) is useful in preventing mania during episodes of acute mania. It reduces the firing rate of overexcited neurons by reducing the activity of sodium channels. Common side effects include anticholinergic side effects (e.g., dry mouth, constipation, urinary retention, blurred vision), orthostasis, sedation, and ataxia. A rash may occur in about 10% of patients during the first 20 weeks of treatment. This potentially serious side effect should be reported immediately to the care provide because it could progress to a life-threatening exfoliative dermatitis or Stevens-Johnson syndrome (Martinez, Marangell, & Martinez, 2011). Recommended baseline laboratory work includes liver function tests, CBC, electrocardiogram, and electrolyte levels. Blood levels are monitored to avoid toxicity (> 12 mcg/mL), but there are no established therapeutic blood levels for carbamazepine in the treatment of bipolar disorder.














Lamotrigine


Lamotrigine (Lamictal) is approved by the FDA for maintenance therapy of bipolar disorder, but it is not effective in acute mania. Lamotrigine works well in treating the depression of bipolar disorder with less incidence of switching the patient into mania than antidepressants. It modulates the release of glutamate and aspartate. Patients should promptly report any rashes, which could be a sign of life-threatening Stevens-Johnson syndrome. This can be minimized by slow titration to therapeutic doses.














Other anticonvulsants


Other anticonvulsants used as mood stabilizers are gabapentin (Neurontin), topiramate (Topamax), and oxcarbazepine (Trileptal). None of them has FDA approval as a mood stabilizer, and studies to support their use as primary treatments for bipolar disorder are lacking. Antipsychotic medications and antianxiety medications, such as clonazepam (Klonopin) are used for their calming effects during mania. Refer to Chapter 13 for a more detailed discussion of these medications.





















Antipsychotic drugs



First-generation antipsychotics





The first generation of antipsychotic drugs is also referred to as conventional antipsychotics, typical antipsychotics, and standard antipsychotics. These drugs are strong antagonists (blocking the action) of the D2 receptors for dopamine. By binding to these receptors and blocking the attachment of dopamine, they reduce dopaminergic transmission. It has been postulated that an overactivity of the dopamine system in certain areas of the mesolimbic system may be responsible for at least some of the symptoms of schizophrenia; thus, blockage of dopamine may reduce these symptoms. This is thought to be particularly true of the “positive” symptoms of schizophrenia, such as delusions (e.g., paranoid and grandiose ideas) and hallucinations (e.g., hearing or seeing things not present in reality). Refer to Chapter 12 for a more detailed discussion of schizophrenia and its symptoms.


These drugs are also antagonists—to varying degrees—of the muscarinic receptors for acetylcholine, α1 receptors for norepinephrine, and histamine1 (H1) receptors for histamine. Although it is unclear if this antagonism plays a role in the beneficial effects of the drugs, it is certain that antagonism is responsible for some of their major side effects (refer to Chapter 12).


Figure 3-18 illustrates the proposed mechanism of action of the first generation antipsychotics, which include the phenothiazines, thioxanthenes, butyrophenones, and pharmacologically related agents. As summarized in Figure 3-19, many of the untoward side effects of these drugs can be understood as a logical extension of their receptor-blocking activity. Because dopamine (D2) in the basal ganglia plays a major role in the regulation of movement, it is not surprising that dopamine blockage can lead to motor abnormalities (extrapyramidal side effects), such as parkinsonism, akinesia, akathisia, dyskinesia, and tardive dyskinesia.
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FIG 3-18  How the first generation antipsychotics block dopamine receptors.
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FIG 3-19  Adverse effects of receptor blockage of antipsychotic agents. (From Varcarolis, E. [2004]. Manual of psychiatric nursing care plans [2nd ed.]. St. Louis, MO: Elsevier.)








Nurses and physicians often monitor patients for evidence of involuntary movements after administration of the first generation antipsychotic agents. One popular scale is called the Abnormal Involuntary Movement Scale (AIMS). Refer to Chapter 12 for an example AIMS and a discussion of the clinical use of antipsychotic drugs, side effects, specific nursing interventions, and patient teaching strategies.


An important physiological function of dopamine is that it acts as the hypothalamic factor that inhibits the release of prolactin from the anterior pituitary gland; thus, blockage of dopamine transmission can lead to increased pituitary secretion of prolactin. In women, this hyperprolactinemia can result in amenorrhea (absence of the menses) or galactorrhea (breast milk flow), and in men, it can lead to gynecomastia (development of the male mammary glands).


Acetylcholine is the neurotransmitter released by the post-ganglionic neurons of the parasympathetic nervous system. Through its attachment to muscarinic receptors on internal organs, it serves to help regulate internal function. Blockage of the muscarinic receptors by phenothiazines and a wide variety of other psychiatric drugs can lead to a constellation of untoward effects, which are predictable based on knowledge of the normal physiology of the parasympathetic nervous system. These side effects usually involve blurred vision, dry mouth, constipation, and urinary hesitancy. These drugs can also impair memory since acetylcholine is important for memory function.


In addition to blocking dopamine and muscarinic receptors, many of the first-generation antipsychotic drugs act as antagonists at the α1 receptors for norepinephrine. These receptors are found on smooth muscle cells that contract in response to norepinephrine from sympathetic nerves. For example, the ability of sympathetic nerves to constrict blood vessels is dependent on the attachment of norepinephrine to α1 receptors; thus, blockage of these receptors can bring about vasodilatation and a consequent drop in blood pressure. Vasoconstriction mediated by the sympathetic nervous system is essential for maintaining normal blood pressure when the body is in the upright position; blockage of the α1 receptors can lead to orthostatic hypotension.


The α1 receptors are also found on the vas deferens and are responsible for the propulsive contractions leading to ejaculation. Blockage of these receptors can lead to a failure to ejaculate. Potent α1 antagonists with little anticholinergic effects, such as trazodone, can lead to priapism, a painful prolonged erection that is caused by the inability for detumesence (subsidence of erection).


Finally, many of these first generation antipsychotic agents, as well as a variety of other psychiatric drugs, block the H1 receptors for histamine. The two most significant side effects of blocking these receptors are sedation and substantial weight gain. The sedation may be beneficial in severely agitated patients. Nonadherence to the medication regimen is a significant issue because of these troublesome side effects, and the second generation antipsychotic agents have consequently become the drugs of choice.








Second-generation antipsychotics


The second generation of antipsychotic drugs is also known as atypical antipsychotics, which produce fewer extrapyramidal side effects (EPS) and target both the negative and positive symptoms of schizophrenia (Chapter 12). These newer agents are often chosen as first-line treatments over the first-generation antipsychotics described above because of their lower risk of EPS. Most of the available second-generation antipsychotics, however, can increase the risk of metabolic syndrome with increased weight, blood glucose, and triglycerides. The simultaneous blockade of receptors 5-HT2C and H1 is associated with weight gain from increased appetite stimulation via the hypothalamic eating centers. Strong antimuscarinic properties at the M3 receptor on the pancreatic beta cells can cause insulin resistance leading to hyperglycemia. The receptor responsible for elevated triglycerides is currently unknown (Stahl, 2008). Clozapine and olanzapine have the highest risk of causing metabolic syndrome while aripiprazole and ziprasidone have the lowest risk.


The second generation antipsychotics are predominantly D2 (dopamine) and 5-HT2A (serotonin) antagonists (blockers). The blockade at the mesolimbic dopamine pathway decreases psychosis, similar to the mechanism by which the first-generation antipsychotics work. Decreasing D2 can decrease psychosis but cause adverse effects elsewhere. Decreased D2 in the nigrostriatal area can cause the movement side effects of EPS; decreased D2 in the mesocortical area can worsen cognitive and negative symptoms of schizophrenia; decreased D2 in the tuberoinfundibular area can increase the hormone prolactin leading to gynecomastia, galactorrhea, amenorrhea, and low libido (Stahl, 2008).








Clozapine.


Clozapine (Clozaril) is an antipsychotic drug that is relatively free of the motor side effects of the phenothiazines and other second-generation antipsychotics. It is thought that clozapine preferentially blocks the dopamine 1 and 2 receptors in the mesolimbic system rather than those in the nigrostriatal area. This allows it to exert an antipsychotic action without leading to difficulties with EPS; however, it can cause a potentially fatal side effect in up to 0.8% of patients (McEvoy et al., 2006). Clozapine has the potential to suppress bone marrow and induce agranulocytosis. Any deficiency in white blood cells renders a person prone to serious infection; therefore, regular measurement of white blood cell count is required. Typically, the count is measured weekly for the first 6 months, every other week for the next 6 months, and every month thereafter.


Clozapine has the potential for inducing convulsions, a dose-related side effect, in 3.5% of patients. Caution should be used with other drugs that can increase the concentration of clozapine. There is also a potential for myocarditis that should be monitored, but the most common side effects of clozapine are drowsiness and sedation (39%), hypersalivation (31%) caused by its muscarinic M4 receptor activation, weight gain (31%), reflex tachycardia (25%) caused by M2 blockade, constipation (14%) caused by M1 blockade, and dizziness (19%) caused by α1 blockade (Clozapine prescribing information, 2008).














Risperidone.


Risperidone (Risperdal) has a low potential for inducing agranulocytosis or convulsions. However, high therapeutic dosages (more than 6 mg/day) may lead to motor difficulties. As a potent D2 antagonist, it has the highest risk of EPS among the second-generation antipsychotics and may increase prolactin, which may lead to sexual dysfunction. Because risperidone blocks α1 and H1 receptors, it can cause orthostatic hypotension and sedation. Keep in mind that orthostatic hypotension can lead to falls, which are a serious problem among older adults. Weight gain, sedation, and sexual dysfunction are adverse effects that may affect adherence to the medication regimen and should be discussed with patients. Risperdal Consta is an injectable form of the drug that is administered every 2 weeks, providing an alternative to the depot form of first-generation antipsychotics. A rare but serious side effect is an increased risk of cerebrovascular accidents in older adults with dementia who are being treated for agitation.














Quetiapine.


Quetiapine (Seroquel) has a broad receptor-binding profile. Its strong blockage of H1 receptors accounts for the high sedation. The combination of H1 and 5-HT2C blockage leads to the weight gain associated with use of this drug and also to a moderate risk for metabolic syndrome. It causes moderate blockage of α1 receptors and associated orthostasis. Quetiapine has a low risk for EPS or prolactin elevation from low D2 binding due to rapid dissociation at D2 receptors.














Other second-generation antipsychotics







• Olanzapine is similar to clozapine in chemical structure. It is an antagonist of 5-HT2, D2, H1, α1, and muscarinic receptors. Side effects include sedation, weight gain, hyperglycemia with new-onset type II diabetes, and higher risk for metabolic syndrome. Olanzapine is also available in a long-acting intramuscular agent under the trade name of Zyprexa Relprevv).


• Ziprasidone is a serotonin-norepinephrine reuptake inhibitor that also binds to multiple receptors: 5-HT2, D2, α1, and H1D. The serotonin-norepinephrine reuptake inhibition and the binding to H1D explain its potential antidepressant effects. The main side effects are dizziness and moderate sedation. Ziprasidone is contraindicated in patients with a known history of QT interval prolongation, recent acute myocardial infarction, or uncompensated heart failure.


• Aripiprazole is a unique second-generation antipsychotic known as a dopamine system stabilizer. It is a partial agonist at the D2 receptor. In areas of the brain with excess dopamine, it lowers the dopamine level by acting as a receptor antagonist; however, in regions with low dopamine, it stimulates receptors to raise the dopamine level. Aripiprazole lacks H1 and 5-HT2C properties, which explains its lack of sedation and weight gain. Side effects include insomnia and akathisia.


• Paliperidone is the major active metabolite of risperidone. It has similar side effects such as EPS and prolactin elevation. Other than the D2 and 5-HT2A antagonistic properties as an antipsychotic, paliperidone is also an antagonist at α-1 receptors and H1 receptors, which explains the side effects of orthostasis and sedation. The Osmotic Release Oral System (OROS) provides consistent 24-hour release of medication, leading to minimal peaks and troughs in plasma concentrations.


• Iloperidone (Fanapt), lurasidone (Latuda), and asenapine (Saphris) are the most recently approved second-generation antipsychotics in the United States.


• Iloperidone’s therapeutic effects are also from the combination of D2 and 5HT2A blockade. Iloperidone possesses minimal binding affinity for histamine-1 receptors and has minimal affinity for cholinergic muscarinic receptors. The most common adverse effects are dizziness, dry mouth, somnolence, and dyspepsia. There was a significant increase in the mean QTc interval although no deaths or serious arrhythmias were noted in the clinical trials. Limitations to use of this medication include the risk of orthostatic hypotension and QT prolongation (Holmes, 2012)


• Lurasidone has high affinity for D2 and 5-HT2A receptors in addition to other serotonergic receptors such as 5-HT1A. It also has high affinity for noradrenaline receptors. It is recommended that lurasidone be administered with food to increase its bioavailability. Adverse effects include akathisia, nausea, sedation, and somnolence. Parkinsonism and agitation were also frequently reported in clinical trials (Holmes, 2012).


• Asenapine has similar pharmacological properties to the tetracyclic antidepressant mirtazapine. Asenapine has high affinity for serotonergic (such as 5HT2A and 5HT2C), noradrenergic, and dopaminergic receptors (D3 and D4). There is minimal muscarinic receptor activity. Bioavailability of asenapine is reduced from 35% with sublingual administration to less than 2% with oral administration. Avoidance of food and water for 10 minutes following sublingual administration should be noted (Holmes, 2012). Adverse effects include akathisia, oral hypoesthesia (decreased oral sensitivity), and somnolence.























Third-generation antipsychotic


Aripiprazole (Abilify) is a unique antipsychotic known as a dopamine system stabilizer. It is a partial agonist at the D2 receptor. In areas of the brain with excess dopamine, it lowers the dopamine level by acting as a receptor antagonist; however, in regions with low dopamine, it stimulates receptors to raise the dopamine level. Aripiprazole lacks H1 and 5-HT2C properties, which explains its lack of sedation and weight gain. Side effects include insomnia and akathisia.


Chapter 12 discusses the first-generation and second-generation antipsychotic drugs in detail, including the indications for use, adverse reactions, nursing implications, and patient and family teaching.




















Drug treatment for attention deficit hyperactivity disorder


Children and adults with attention deficit hyperactivity disorder (ADHD) show symptoms of short attention span, impulsivity, and overactivity. Paradoxically, psychostimulant drugs are the mainstay of treatment for this condition in children and increasingly in adults. Both methylphenidates (Ritalin and Daytrana, a transdermal system) and dextroamphetamines (Adderall and Vyvanse) are helpful in these conditions. They are sympathomimetic amines and have been shown to function as direct and indirect agonists at adrenergic receptor sites. Psychostimulants act directly at the postsynaptic receptor by mimicking the effects of norepinephrine or dopamine, blocking the reuptake of norepinephrine and dopamine into the presynaptic neuron, and increasing the release of these monoamines into the extraneuronal space. How this translates into clinical efficacy is far from understood, but it is thought that the monoamines may inhibit an overactive part of the limbic system.


Among many concerns with the use of psychostimulant drugs are side effects of agitation, exacerbation of psychotic thought processes, hypertension, and growth suppression, as well as their potential for abuse. The FDA has approved three non-stimulants for the treatment of ADHD: atomoxetine (Strattera), guanfacine (Intuniv), and clonidine (Kapvay). Atomoxetine is a norepinephrine reuptake inhibitor approved for use in children 6 years and older. Common side effects include decreased appetite and weight loss, fatigue, and dizziness. It is contraindicated for patients with severe cardiovascular disease due to its potential to increase blood pressure and heart rate.


Guanfacine and clonidine are centrally acting alpha2 adrenergic agonists that have traditionally been used for hypertension. The FDA approved forms for ADHD are used in children ages 6 to 17. Both should be increased slowly and should not be discontinued abruptly. Guanfacine’s most common side effects include sleepiness, trouble sleeping, low blood pressure, nausea, stomach pain, and dizziness. The drug’s effectiveness with teenagers is questionable, and it probably works best in pre-teens. Clonidine extended-release tablets can be used alone or in addition to other ADHD drugs. Common side effects include fatigue, irritability, throat pain, insomnia, nightmares, emotional disorder, constipation, increased body temperature, dry mouth, and ear pain.














Drug treatment for alzheimer’s disease


The insidious and progressive loss of memory and other higher brain functions brought about by Alzheimer’s disease is a great individual, family, and social tragedy. Because the disease seems to involve progressive structural degeneration of the brain, there are two major pharmacological directions in its treatment. The first is to attempt to prevent or slow the structural degeneration. Although actively pursued, this approach has been unsuccessful so far. The second is to attempt to maintain normal brain function for as long as possible.


Much of the memory loss in this disease has been attributed to insufficient acetylcholine, a neurotransmitter essential for learning, memory, and mood and behavior regulation. One class of drugs for Alzheimer"s disease, acetylcholinesterase inhibitors, shows some efficacy in slowing the rate of memory loss and even improving memory. They work by inactivating the enzyme that breaks down acetylcholine, acetylcholinesterase, leading to less destruction of acetylcholine and, therefore, a higher concentration at the synapse. Four of the FDA-approved drugs for treatment of Alzheimer’s disease are acetylcholinesterase inhibitors: tacrine (Cognex), donepezil (Aricept), galantamine (Razadyne, formerly named Reminyl), and rivastigmine (Exelon). Tacrine is no longer used extensively because of the risk of hepatic toxicity. These drugs are used for mild to moderate Alzheimer’s and become less effective as the brain produces less acetylcholine.


Glutamate, an abundant excitatory neurotransmitter, plays an important role in memory function; however, too much glutamate is thought to be destructive to neurons. A fifth agent approved by the FDA for treatment of Alzheimer’s disease is memantine, or Namenda and Namenda XR (an extended-release option), named for the receptor it blocks from glutamate, N-methyl-D-aspartate (NMDA). Normally, when glutamate binds to NMDA receptors, calcium flows freely and is essential to cell communication; however, pathological gray tangles of amyloid protein that build up in Alzheimer’s brains, or amyloid plaques, are associated with excess glutamate. This excess glutamate results in excess calcium, which becomes toxic to surrounding brain cells. Memantine fills some of the NMDA receptor sites, reduces glutamate binding and calcium excess, and lessens damage. Memantine was shown to be effective in the treatment of moderate to severe Alzheimer’s disease. Since memantine has a very different mechanism of action than the acetylcholinesterase inhibitors, they can be taken at the same time.


Refer to Chapter 23 for a more detailed discussion of these drugs as well as their nursing considerations and patient and family teaching.














Herbal treatments


The growing interest in medicinal herbs is driven by a variety of factors. Many people believe that herbal treatments are safer because they are “natural” or that they may have fewer side effects than more costly traditional medications.


Herbal treatments have been researched in order to understand their mechanisms of action and have also been used in clinical trials to determine their safety and efficacy. This is especially true of St. John’s wort. Many medicinal herbs have been found to be nontherapeutic and some even deadly if taken over long periods of time or in combination with other chemical substances and prescription drugs. The risk of bleeding may be increased in patients taking ginkgo biloba and warfarin, and kava may increase the risk of hepatotoxicity.


Among the major concerns of health care professionals are the potential long-term effects (e.g., nerve, kidney, and liver damage) of some herbal agents and the possibility of adverse chemical reactions when herbal agents are taken in conjunction with other substances, including conventional medications.


St. John’s wort can have serious interactions with a number of conventional medications. Taking St. John’s wort with other serotonergic agents (e.g., SSRIs, triptans) can cause serotonin syndrome. It may also reduce the effectiveness of other medications by increasing their rate of metabolism and reducing blood levels of these medications. St. John’s wort is a cytochrome P450 (CYP450) 3A4 enzyme inducer. Patients taking CYP450 3A4 metabolized medications (e.g., oral contraceptives, most statin drugs, and some psychotropic medications) concurrently with St. John’s wort may experience increased metabolism and subtherapeutic drug levels (Smith & Mischoulon, 2010).


Another key concern regarding the use of alternative herbs and nutrients is the quality of herbal supplements on the market. Many brands are of poor quality, have dosing inconsistencies, or are of questionable purity or stability. This is partly because herbal preparations are sold as dietary supplements rather than drugs; thus, they avoid regulation under the FDA’s Federal Food, Drug, and Cosmetic Act. Health care professionals, and especially nurses, need to stay current using unbiased sources of product information in order to pass this information on to patients taking alternative agents. Independent evaluation of many brands with updates can be found at www.consumerlab.com. Recalls and warnings to stop use of certain brands are available at www.fda.gov/medwatch.


It is important that nurses explore the patient’s use of herbal supplements in a nonjudgmental manner by asking, “What over-the-counter medications or herbs do you take to help your symptoms? Do they help? How much are you taking? How long have you been taking them?” Individuals taking medications or other supplements need to be aware of drug-substance interactions and product safety. Such discussion should be part of the initial and ongoing interviews with patients. Chapter 35 covers complementary and integrative therapies in more detail.




















Key points to remember







• All actions of the brain—sensory, motor, and intellectual—are carried out physiologically through the interactions of nerve cells. These interactions involve impulse conduction, neurotransmitter release, and receptor response. Alterations in these basic processes can lead to mental disturbances and physical manifestations.


• In particular, it seems that excess activity of dopamine is involved in the thought disturbances of schizophrenia, and deficiencies of norepinephrine, serotonin, or both underlie depression and anxiety. Insufficient activity of GABA also plays a role in anxiety.


• Pharmacological treatment of mental disturbances is directed at the suspected neurotransmitter-receptor problem. Thus, antipsychotic drugs decrease dopamine, antidepressant drugs increase synaptic levels of norepinephrine and/or serotonin, and antianxiety drugs increase the effectiveness of GABA or increase 5-HT and/or norepinephrine.


• Because the immediate target activity of a drug can result in many downstream alterations in neuronal activity, drugs with a variety of chemical actions may show efficacy in treating the same clinical condition. Newer drugs with novel mechanisms of action are thus being used in the treatment of schizophrenia, depression, and anxiety.


• Unfortunately, agents used to treat mental disease can cause various undesired effects. Prominent among these are sedation or excitement, motor disturbances, muscarinic blockage, α antagonism, sexual dysfunction, and weight gain. There is a continuing effort to develop new drugs that are effective, safe, and well-tolerated.

















Critical thinking







1. Knowing that no matter where you practice nursing, many individuals under your care will be taking one psychotropic drug or another, how important is it for you to understand normal brain structure and function as they relate to mental disturbances and psychotropic drugs? Include the following in your answer:




a. How nurses can use the knowledge about how normal brain function (control of peripheral nerves, skeletal muscles, the autonomic nervous system, hormones, and circadian rhythms) can be affected by either psychotropic drugs or psychiatric illness


b. How brain imaging can help in understanding and treating people with mental disorders


c. How your understanding of neurotransmitters may affect your ability to assess your patients’ responses to specific medications





2. What specific information would you include in medication teaching based on your understanding of symptoms that may occur when the following neurotransmitters are altered?




a. Dopamine D2 (as with use of antipsychotic drugs)


b. Blockage of muscarinic receptors (as with use of phenothiazines and other drugs)


c. α1 receptors (as with use of phenothiazines and other drugs)


d. Histamine (as with use of phenothiazines and other drugs)


e. MAO (as with use of an MAOI)


f. GABA (as with use of benzodiazepines )


g. Serotonin (as with the use of SSRIs and other drugs)


h. Norepinephrine (as with the use of SNRIs)




















Chapter review







1. A nurse administering a benzodiazepine should understand that the therapeutic effect of benzodiazepines results from potentiating the neurotransmitter:




a. GABA


b. dopamine


c. serotonin


d. acetylcholine


e. a and c





2. Venlafaxine (Effexor) exerts its antidepressant effect by selectively blocking the reuptake of:




a. GABA.


b. dopamine


c. serotonin


d. norepinephrine


e. c and d





3. The nurse administers each of the following drugs to various patients. The patient who should be most carefully assessed for fluid and electrolyte imbalance is the one receiving:




a. lithium


b. clozapine


c. diazepam


d. amitriptyline





4. Which drug group calls for nursing assessment for development of abnormal movement disorders among individuals who take therapeutic dosages?




a. SSRIs


b. Antipsychotics


c. Benzodiazepines


d. Tricyclic antidepressants





5. Blockage of dopamine transmission can lead to increased pituitary secretions of prolactin. In women, this hyperprolactinemia can result in:




a. dry mouth


b. amenorrhea


c. increased production of testosterone


d. blurred vision














Answers to chapter review


1. a; 2. e; 3. a; 4. b; 5. b.
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CHAPTER 4


Settings for psychiatric care


Monica J. Halter, Christine Tebaldi and Avni Cirpili




Objectives





1. Compare the process of obtaining care for physical problems with obtaining care for psychiatric problems.


2. Analyze the continuum of psychiatric care and the variety of care options available.


3. Describe the role of the primary care provider and the psychiatric specialist in treating psychiatric disorders.


4. Explain the purpose of patient-centered medical homes and implications for holistically treating individuals with psychiatric disorders.


5. Evaluate the role of community mental centers in the provision of community-based care.


6. Identify the conditions that must be met for reimbursement of psychiatric home care.


7. Discuss other community-based care providers including assertive community treatment (ACT) teams, partial hospitalization programs, and alternate delivery of care methods such as telepsychiatry.


8. Describe the nursing process as it pertains to outpatient settings.


9. List the standard admission criteria for inpatient hospitalization.


10. Discuss the purpose of identifying the rights of hospitalized psychiatric patients.


11. Explain how the multidisciplinary treatment team collaborates to plan and implement care for the hospitalized patient.


12. Discuss the process for preparing patients to return to the community for ongoing care and for promoting the continuation of treatment.











Key terms and concepts


admission criteria


assertive community treatment (ACT)


clinical pathway


codes


community mental health centers


continuum of psychiatric mental health care


decompensation


elopement


least restrictive environment


milieu


patient-centered medical (health) home


prevention


psychiatric case management


psychosocial rehabilitation


stabilization


stigma


triage
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Obtaining traditional health care is pretty straightforward, and diagnoses tend to be based on objective measurements. For example, if you wake up with a sore throat, you know what to do and pretty much how things will progress. If you feel bad enough, you may go to see your primary care provider (PCP), be examined, and maybe get a throat culture to diagnose the problem. If the cause is bacterial, you will probably be prescribed an antibiotic. If you do not improve within a certain period of time, your PCP may order more tests or recommend that you visit an ear, nose, and throat specialist.


Compared to obtaining treatment for physical disorders, entry into the mental health care system for the treatment of psychiatric problems can be a mystery. Challenges in accessing and navigating this care system exist for several reasons. One reason is that the experience of others is unlikely to provide much of a benefit since having a psychiatric illness is often hidden. This is usually the result of embarrassment or concern of the stigma, or sense of responsibility, shame, and being flawed that is associated with these disorders. While you may know that when your grandmother had heart disease, she saw a cardiac specialist and had heart surgery, you probably will not know that she was also treated for depression by a psychiatrist after the surgery.


Seeking treatment for mental health problems is also complicated by the very nature of mental illness. At the most extreme, disorders with a psychotic component may disorganize thoughts and impede a person’s ability to recognize the need for care or to follow logical paths in seeking care. Even major depression, a common psychiatric disorder, may interfere with motivation to seek care because the illness carries feelings of apathy, hopelessness, and anergia (lack of energy).


Mental health symptoms are also confused with other problems. For example, anxiety disorders often manifest in somatic (physical) symptoms such as a racing heart, sweaty palms, and dizziness, which could together be mistaken for cardiac problems. Ruling out physical causes is essential since diagnosing psychiatric illness is largely based on symptoms and not on objective measurements such as electrocardiograms (ECGs) and blood tests. Although necessary, the process of ruling out other illnesses often adds to treatment delays for mental illnesses.


The purpose of this chapter is to provide an overview of this system, to briefly examine the evolution of mental health care, and to explore different venues by which people receive treatment for mental health problems. Treatment options are roughly presented in order of acuteness, beginning with those in the least restrictive environment, or the setting that provides the necessary care allowing the greatest personal freedom. This chapter also explores funding sources for mental health care. Box 4-1 introduces the idea of influencing health care through advocacy initiatives.





BOX 4-1      POLICY AND POLITICS OF THE PROVISION OF PSYCHIATRIC CARE


Mental health advocates develop policies in order to create an ideal image of what we should be striving for in our health care delivery system. Organizations such as the World Health Organization (WHO) work hard at strategically planning policies that help direct the government’s goals for health care. Improvements in mental health policy across the world are needed and impact how people with mental illness are treated. Policies can address various issues including availability and accessibility of care, discrimination, and basic human rights (WHO, 2012).


Grass-roots organizations, such as WHO, National Alliance on Mental Illness (NAMI), and American Nurses Association (ANA), along with groups specific to each state advocate for better mental healthcare. These organizations are able to share information with legislators about special interest issues. Nurses are encouraged to contact their legislators and work collaboratively on bills that may positively impact patient care and the profession of psychiatric mental health nursing. This is a special advocacy role for a nurse to engage in and provides a way to be involved in policymaking.











Continuum of psychiatric mental health care


What if you, your friend, or a family member needed psychiatric treatment or care? What would you do or recommend? Figure 4-1 presents a continuum of psychiatric mental health care that may help you to make a decision. Movement along the continuum is fluid and can go in either direction. For example, patients discharged from acute hospital care or a 24-hour supervised crisis stabilization unit (most acute level), may need intensive services to maintain their initial gains or to “step down” in care. Failure to follow up in outpatient treatment increases the likelihood of rehospitalization and other adverse outcomes. Patients may pass through the continuum of treatment in the reverse direction; that is, if symptoms do not improve, a lower-intensity service may refer the patient to a higher level of care in an attempt to prevent total decompensation (deterioration of mental health) and hospitalization.
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FIG 4-1  The continuum of psychiatric mental health treatment.








The section that follows discusses care settings from least restrictive to most intensive. The notion of least restrictive interventions and settings is the foundational concept surrounding the care continuum. Ideally, the care setting will change to best address a patient’s individual needs at any given moment, “meeting the patient where they are.”















Outpatient psychiatric mental health care



Primary care providers





Individuals with depression may notice that they don’t really want to talk on the phone with friends, they’ve let their bedroom deteriorate to the point of being condemnable, nothing seems to be fun, their weight has crept up, and the ability to sleep is abysmal. These persons may wonder if they’re seriously sick and may decide to see a primary care provider. In fact, psychiatric illness is often first detected during a primary care visit even though it is not usually the main reason the patient had scheduled the appointment.


In the example above, it is likely that these persons would make an appointment with complaints of fatigue or insomnia. Also, conditions such as cardiovascular disease, diabetes, menopause, and chronic pain are complicated by psychiatric conditions such as depression and anxiety and therefore warrant frequent psychiatric assessment. Ideally, primary care providers treat the patient as a whole and not just for specific conditions. Primary care providers recognize that psychiatric illness can be manifested by physical symptoms and also realize that psychiatric disorders can intensify preexisting conditions.


Registered nurses in primary care can maximize their effectiveness by using therapeutic communication, conducting thorough assessments, and providing essential teaching. Using therapeutic communication, such as listening, can help patients feel comfortable talking about their psychiatric symptoms so that they can be relayed to the primary care provider and therefore receive appropriate treatment. Assessing the patient’s physical health concerns provides an opportunity to explore any mental health symptoms that the patient has not mentioned or maybe even recognized. Since many psychiatric disorders are discovered in the primary care setting, it is an ideal time to screen and provide teaching about mental health and any psychiatric medications patients receive. This teaching can make the difference between success and failure for medication continuation.


Once the problem is identified, patients may be apprehensive about starting new medications and understanding them. Most importantly, if they know that many side effects are short-term, they may put up with them rather than discontinuing the medication prematurely. Proper education on why they are taking a medication, how it works, and the possible side effects (which ones are short-term and which ones are more serious) will likely make it easier for them to agree to continued treatment. It is also important to teach patients about their mental illness and its trajectory so that they can keep their provider informed of any changes in symptoms, whether they are getting better or worse.


The vignette in the next column demonstrates how a registered nurse working in a primary care setting can assist in the assessment and education of a patient with a psychiatric illness.





VIGNETTE


Jayden Miller is a registered nurse at a primary care office where he works with a nurse practitioner. He greets his next patient, Mr. Newton, whom he has known for years and with whom he has established a solid rapport. He notices that even though Mr. Newton is pleasant, his affect is dull, and his voice is soft. He responds with vague, short answers, and has had poor eye contact, which is not usually how he acts. Mr. Newton reports that within the past year he has experienced increased fatigue, no enjoyment of anything, a chronic body ache, and has been craving carbohydrates uncontrollably.


After documenting his findings Jayden leans forward slightly on his stool and states in a caring tone, “Mr. Newton, I’ve known you for a while, and the change in your behavior has me concerned. Is there anything going on in your life that you’d like to talk about?” Mr. Newton hesitates but then tells Jayden that he was demoted at work last year and that he hasn’t felt right since then.


The nurse practitioner assesses Mr. Newton and diagnoses him with major depressive disorder after ruling out possible medical conditions. He is prescribed fluoxetine (Prozac) 20 mg daily, educated about his diagnosis and new medication and provided with written material to take home. He is also given a list of referrals for therapy and support groups. After the visit, Jayden documents the education and Mr. Newton’s response.














Specialty psychiatric care providers


Although some primary care providers feel comfortable in treating common psychiatric illnesses such as uncomplicated depression, they may feel less comfortable when depression becomes suicidal or disorders are more severe. For more efficient, comprehensive psychiatric care, patients are directed to a specialized care provider. This is someone whose practice focuses solely on psychiatric care, such as an advanced practice psychiatric nurse (nurse practitioner or clinical nurse specialist), psychiatrist, psychologist, social worker, and a variety of licensed therapists.


Specialized care providers can provide numerous services, such as prescribing medications, practicing individual psychotherapy (“talk” therapy), and leading group therapy. This type of provider is ideal for people looking for treatment specifically for their problem because these providers can have sub specialties they treat as well. An example of that would be a provider who specializes in working with war veterans with post traumatic stress disorder.


How does someone find one of these providers? One of the first steps is to inquire with a local care organization such as a primary care office, hospital, clinic, or therapy practice. Other ways include networking with peers, seeking help through support organizations, or contacting one’s insurance company for a list of covered providers.














Patient-centered medical homes


The Affordable Care Act (Health Affairs, 2010) outlines the concepts of patient-centered medical (health) homes and suggests the co-location of primary and specialty care in community-based mental health settings. The integration of primary care and behavioral health care is a common-sense approach that eliminates much of the stigma of seeking specialty care for psychiatric disorders.


Comprehensive and holistic care addresses mental and physical needs, supports acute and chronic illness interventions, and emphasizes prevention and wellness. This care requires a diverse team, including advanced practice nurses, physicians, physician assistants, nurses, social workers, pharmacists, nutritionists, care coordinators, and educators. Typically this team is in the same physical location; however, in some areas, especially rural areas, a virtual team linked electronically may serve the same purpose.


Patient-centered care in the health home refers to a whole-person orientation. It is an atmosphere of respect for the individual and family’s unique culture, preferences, and values. It supports individual choices about how active a person is in organizing and managing his or her own health care. Central to patient-centered care is that patients and families are core members in developing a plan of care. The underlying values of the medical home include clear communication among patients and families, the home itself, and members of the health care system.


Outside services such as specialty care, home health care, hospitalization, and community services are coordinated through the patient-centered health homes. Coordination becomes especially important when changes are being made in care sites, such as when patients are discharged from the hospital.


Accessibility to service is central to this model. Imagine a system with shorter waiting time for urgent care, expanded clinical hours, and 24/7 telephone or electronic access to real people on the care team. The use of health information technology is also an essential aspect of this care (Meyers et al., 2010). Electronic health records will undoubtedly help these centers of care fully reach their potential.


Quality and quality improvement are key goals for patient-centered medical homes. This is accomplished through the use of evidence-based practice and clinical tools to guide decision making. Measuring patient experiences and patient satisfaction provides information by which improvements can be made. Publicly sharing the information gained from these quality improvement activities demonstrates a transparent commitment to quality.














Community mental health centers


Community mental health centers were created in the 1960s and have since become the mainstay for those who have no access to private mental health care (Drake & Latimer, 2012). The range of services available at such centers varies, but generally they provide emergency services, adult services, and children’s services. Common treatments include medication administration, individual therapy, psychoeducational and therapy groups, family therapy, and dual-diagnosis (mental health and substance abuse) treatment. A clinic may also be aligned with a psychosocial rehabilitation program that offers a structured day program, vocational services, and residential services. Some community mental health centers have an associated intensive psychiatric case management service to assist patients in finding housing or obtaining entitlements.


Community mental health centers also utilize multidisciplinary teams. The psychiatric mental health nurse may carry a caseload of 60 patients, each of whom is seen one to four times a month. The basic level nurse is often supervised by an advanced practice registered nurse (APRN). Patients are referred to the clinic for long-term follow-up by inpatient units or other providers of outpatient care at higher intensity levels. Patients may attend the clinic for years or be discharged when they improve and reach desired goals.


The following vignette illustrates part of a typical day for a nurse in a community mental health center.





VIGNETTE


Allen Morton is a registered nurse at a community mental health center. He is on the adult team and carries a caseload of patients diagnosed with chronic mental illness. An advanced practice registered nurse supervises him. His responsibilities include responding to crisis calls, seeing patients for regular assessment, administering medications, leading psychoeducation groups, and participating in staff meetings.


Today Allen’s first patient is Mr. Enright, a 35-year-old man diagnosed with schizophrenia who has been in treatment at the clinic for 10 years. During their 30-minute counseling session, Allen assesses Mr. Enright for any exacerbation of psychotic symptoms (he has a history of grandiose delusions), eating and sleep habits, and social functioning in the psychosocial rehabilitation program that he attends 5 days a week, and today he presents as stable. Allen gives Mr. Enright his long-acting injectable (LAI) antipsychotic medication and schedules a return appointment for a month from now, reminding him of his psychiatrist appointment the following week.


Allen also leads a co-leads a medication group along with a social worker. This group consists of seven patients with chronic schizophrenia who have been attending biweekly group sessions for the past 5 years. Today, as Allen leads the group discussion, he asks the group to explain relapse prevention to a new member. He teaches significant elements, including adherence with the medication regimen and healthy habits. As group members give examples from their own experiences, he assesses each patient’s mental status. At the end of the meeting, he gives members appointment cards for the next group session.




















Psychiatric home care


Psychiatric home care was defined by Medicare regulations in 1979 as requiring four elements: (1) homebound status of the patient, (2) presence of a psychiatric diagnosis, (3) need for the skills of a psychiatric registered nurse, and (4) development of a plan of care under orders of a physician. Other payers besides Medicare also authorize home care services, but most follow Medicare’s guidelines.


Homebound refers to the patient’s inability to leave home independently to access community mental health care because of physical or mental conditions. Patients are referred to psychiatric home care following an acute inpatient episode—either psychiatric or somatic—or to prevent hospitalization. The psychiatric mental health nurse visits the patient one to three times per week for approximately 1 to 2 months. Although this is the ideal situation, some home care responsibilities are managed by caseworkers while the nurse’s focus is more on the initial setup of treatment and medication adherence. By going to the patient’s home, the nurse is better able to address the concerns of access to services and adherence with treatment. With the growing number of older adults being treated in the community for psychiatric and medical issues, the role of psychiatric home care is becoming even more important.


Family members or significant others are closely involved in most cases of psychiatric home care. Because many patients are older than 65, there are usually concurrent somatic illnesses to assess and monitor. The nurse acts as a case manager, coordinating all specialists (e.g., physical therapist, occupational therapist, and home health aide) involved in the patient’s care, and is often supervised by an APRN team leader who is always available by telephone.


Boundaries become important in the home setting. Walking into a person’s home creates a different set of dynamics than those commonly seen in a clinical setting. It may be important for the nurse to begin a visit informally by chatting about patient family events or accepting refreshments offered. Continuity of care in this type of situation can increase the level of comfort and has been shown to decrease levels of depression and anxiety (D’Errico & Lewis, 2010). There is great significance to the therapeutic use of self in such circumstances to establish a level of comfort for the patient and family; however, nurses must be aware of the boundaries between a professional relationship and a personal one. (See the vignette at the top of the next column.)





VIGNETTE


Emma Castillo is a registered nurse employed by a home care agency in a large rural county. She visits patients living in a radius of 50 miles from her home and has daily telephone contact with her supervisor. She stops by the office weekly to drop off paperwork and attends a team meeting once a month. The team includes her team leader, other field nurses, a team psychiatrist consultant, and a social worker. Emma chooses to make her visits from 8:00 am until 3:30 pm and then completes her documentation at home.


Emma spends an hour with Mr. Johnson, a 66-year-old man with a diagnosis of major depression after a stroke. His primary care physician referred him because of suicidal ideation. Emma has met with Mr. Johnson and his wife 3 times a week for the past 2 weeks. He denies suicidal ideation, plan, or intent and has been adherent to his antidepressant regimen. Today, she teaches the couple about stress-management techniques. Case-management responsibilities for Mr. Johnson include supervision of the home health aide, who helps him with hygiene, and coordination with the physical and occupational therapists who also treat him.




















Assertive community treatment


Assertive community treatment (ACT) is an intensive type of case management developed in the 1970s in response to the oftentimes hard to engage, community-living needs of people with serious, persistent psychiatric symptoms and patterns of repeated hospitalization for services such as emergency room and inpatient care (Wright-Berryman, McGuire, & Salyers, 2011). Patients are referred to ACT teams by inpatient or outpatient providers because of a pattern of repeated hospitalizations with severe symptoms, along with an inability to participate in traditional treatment. ACT teams work intensively with patients in their homes or in agencies, hospitals, and clinics—whatever settings patients find themselves in. Creative problem solving and interventions are hallmarks of care provided by mobile teams. The ACT concept takes into account that people need support and resources after 5:00 pm; teams are on call 24 hours a day.


ACT teams are multidisciplinary and typically composed of psychiatric mental health registered nurses, social workers, psychologists, advanced practice registered nurses (APRNs), and psychiatrists. One of these professionals (often the registered nurse) serves as the case manager and may have a caseload of patients who require visits three to five times per week; the case manager is usually supervised by an APRN or psychiatrist. Length of treatment may extend to years, until the patient is ready to accept transfer to a more structured site for care.


The following vignette illustrates a typical day for a psychiatric mental health registered nurse on an ACT team.





VIGNETTE


Maria Rodriguez is a nurse who works on an ACT team at a large inner-city, university-based medical center. She had five years of inpatient experience before joining the ACT team, and she works with two social workers, two psychiatrists, and a mental health worker. She is supervised by an APRN.


One of her two-hour home visits is to Ms. Abbott, a 53-year-old single woman with a diagnosis of schizoaffective disorder and hypertension. She lives alone in a senior citizen building and has no contact with family. The ACT team is now the payee for her Social Security check. Today, Maria will take Ms. Abbott to pay her bills and to her primary care provider. Ms. Abbott greets Maria warmly at the door, wearing excessive makeup and inappropriate summer clothing. With gentle encouragement, she agrees to wear warmer clothes. She gets irritable when Maria points out that she has not taken her morning medications. Observing the change in behavior and medication non adherence, Maria plans to return the following day to complete a follow-up assessment. By monitoring closely, she hopes to avoid a full decompensation that would require more intensive intervention.




















Partial hospitalization programs


Partial hospitalization programs (PHPs) offer intensive, short-term treatment similar to inpatient care, except that the patient is able to return home each day. Typically, programs offer 5-6 hours per day utilizing individual and group psychotherapy treatment. The primary goals are symptom improvement, safety, education on clinical conditions, and medications and coping strategies. Referrals come from inpatient or outpatient providers. This level of care is designed to divert from an inpatient admission or a ‘step-down’. The average length of stay is approximately 1 to 2 weeks, depending on the program, and the multidisciplinary team consists of at least a psychiatrist, registered nurse, and social worker.


Similar programs, called day treatment programs, are held at clinics or other community settings and focus less on therapy and more on social skill development, behavioral regulation, and community living. They serve all age groups and their aim is to reduce the number of hospitalizations by promoting self-awareness. Returning home each day allows the person to test out new skills and gradually reenter family and society.














Other outpatient venues for psychiatric care


Mobile mental health units have been developed in some service areas. In a growing number of communities, mental health programs are collaborating with other health or community services to provide integrated approaches to treatment. A prime example of this is the growth of dual-diagnosis programming at both mental health and substance abuse clinics.


Telephone crisis counseling, telephone outreach, and the Internet are being used to enhance access to mental health services. Although face-to-face interaction is still preferred, the new forms of treatment through technology, such as telepsychiatry, have shown immense patient satisfaction and no evidence of complications (Garcia-Lizana & Munoz-Mayorga, 2010). Access and overall health outcomes are expected to improve as models of care that include telehealth and other innovative practices advance.




















Prevention in community care


A distinct concept in the health care literature is that of treatment based on a public health model that takes a community approach to prevention. Primary, secondary, and tertiary prevention are levels at which interventions are directed. Primary prevention occurs before any problem is manifested and seeks to reduce the incidence, or rate of new cases. There is evidence (Brenner et al., 2010) that primary prevention may prevent or delay the onset of symptoms in genetically or otherwise vulnerable individuals. Although controversial, there is support for pharmacotherapy combined with cognitive-behavioral therapy for people at high risk for psychotic disorders such as schizophrenia. Coping strategies and psychosocial support for vulnerable young people are effective interventions in preventing mood and anxiety disorders.


Secondary prevention is also aimed at reducing the prevalence, or number of new and old cases at any point in time, of psychiatric disorders. Early identification of problems, screening, and prompt and effective treatment are hallmarks of this level. According to the Institute of Medicine (Katz & Ali, 2009), this level of prevention is the secondary defense against disease. While it does not stop the actual disorder from beginning, it may delay or avert progression to the symptomatic stage.


Tertiary prevention is the treatment of disease with a focus on preventing the progression to a severe course, disability, or even death. Tertiary prevention encompasses the term "rehabilitation," which aims to preserve or restore functional ability. In the case of treating major depression, the aim is to avoid loss of employment, reduce disruption of family processes, and prevent suicide.














Outpatient and community psychiatric mental health care


Psychiatric mental health nursing in the outpatient or community setting requires strong problem-solving and clinical skills, cultural competence, flexibility, solid knowledge of community resources, and comfort in functioning more autonomously than acute care nurses. Patients need assistance with problems related to individual psychiatric symptoms, family and support systems, and basic living needs, such as housing and financial support. Community treatment hinges on enhancing patient strengths in the daily environment, making individually tailored psychiatric care imperative. Treatment in the community permits patients and their support systems to learn new ways of coping with symptoms or situational difficulties. The result can be one of empowerment and self-management for patients.


Psychiatric mental health nurses may be the answer to transforming an illness-driven and dependency-oriented system into a system that emphasizes recovery and empowerment. Nurses are adept at understanding the system and coordinating care. They “can work between and within systems, connecting services and acting as an important safety net in the event of service gaps”(American Psychiatric Nurses Association [APNA] et al., 2007).


Over the past 30 years—with advances in psychopharmacological and psychosocial interventions—psychiatric care in the community has become more sophisticated, with a continuum of care that provides more settings and options for people with mental illness. The role of the outpatient or community psychiatric mental health registered nurse has grown to include service provision in a variety of these treatment settings, and nursing roles have developed outside traditional treatment sites.


For example, psychiatric needs are well known in the criminal justice system and the homeless population. Individuals suffering from a serious mental illness tend to cycle through the correctional systems and generally comprise more than 50% of the incarcerated population (Dumont et al., 2012). The nurse’s role is not only to provide care to individuals as they leave the criminal justice system and re-enter the community, but also to educate police officers and justice staff in how to work with individuals entering the criminal system.


The percentage of homeless persons with serious mental illness has been estimated to be more than 26%, and it is speculated that the lack of mental health agencies has led to a greater number of homeless young adults (U.S. Department of Housing and Urban Development, 2011). The challenge to psychiatric mental health nurses is in making contact with these individuals who are outside the system but desperately in need of treatment.








Biopsychosocial assessment


Assessment of the biopsychosocial needs and capacities of patients living in the community requires expansion of the general psychiatric mental health nursing assessment (refer to Chapter 7). To be able to plan and implement effective treatment, the nurse must also develop a comprehensive understanding of the patient’s ability to cope with the demands of living in the community.


Key elements of this assessment are strongly related to the probability that the patient will experience successful outcomes. Problems in any of these areas require immediate attention because they can seriously impair the success of other treatment goals:




• Housing adequacy and stability: If a patient faces daily fears of homelessness, it is not possible to focus on other treatment issues.


• Income and source of income: A patient must have a basic income—whether from an entitlement, a relative, or other sources—to obtain necessary medication and meet daily needs for food and clothing.


• Family and support system: The presence of a family member, friend, or neighbor supports the patient’s recovery and, with the patient’s consent, gives the nurse a contact person.


• Substance abuse history and current use: Often hidden or minimized during hospitalization, substance abuse can be a destructive force, undermining medication effectiveness and interfering with community acceptance and procurement of housing.


• Physical well-being: Factors that increase health risks and decrease life span for individuals with mental illnesses include decreased physical activity, smoking, medication side effects, and lack of routine health exams.





Individual cultural characteristics are also very important to assess. For example, working with a patient who speaks a different language from the nurse requires the nurse to consider the implications of language and cultural background. The use of a translator or cultural consultant from the agency or from the family is essential when the nurse and patient speak different languages (refer to Chapter 5).








Treatment goals and interventions


Treatment goals and interventions are patient-centered and are therefore negotiated rather than imposed on the patient. To meet a broad range of needs, community psychiatric mental health nurses must approach interventions with flexibility and resourcefulness. The complexity of navigating the mental health and social service funding systems is often overwhelming to patients. Not unexpectedly, patient outcomes with regard to mental status and functional level have been found to be more positive and were achieved with greater cost effectiveness when the community psychiatric mental health nurse integrates case management into the professional role.


Differences in characteristics, treatment outcomes, and interventions between inpatient and community settings are outlined in Table 4-1. Note that all of these interventions fall within the practice domain of the basic level registered nurse.




TABLE 4-1   


CHARACTERISTICS, TREATMENT OUTCOMES, AND INTERVENTIONS BY SETTING










	OUTPATIENT/COMMUNITY MENTAL HEALTH SETTING

	INPATIENT SETTING










	Characteristics






	Intermittent supervision

	24-hour supervision






	Independent living environment with self-care, safety risks

	Therapeutic milieu with hospital/staff supported healing environment






	Treatment Outcomes






	Stable or improved level of functioning in community

	Stabilization of symptoms and return to community






	Interventions






	Establish long-term therapeutic relationship.

	Develop short-term therapeutic relationship.






	Develop comprehensive plan of care with patient and support system, with attention to sociocultural needs and maintenance of community living

	Develop comprehensive plan of care, with attention to sociocultural needs of patient and focus on reintegration into the community






	Encourage adherence with medication regimen.

	Administer medication.






	Teach and support adequate nutrition and self-care with referrals as needed.

	Monitor nutrition and self-care with assistance as needed.






	Assist patient in self-assessment, with referrals for health needs in community as needed.

	Provide health assessment and intervention as needed.






	Use creative strategies to refer patient to positive social activities.

	Offer structured socialization activities.






	Communicate regularly with family/support system to assess and improve level of functioning.

	Plan for discharge with family/significant other with regard to housing and follow-up treatment.
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Case management


The role of the community psychiatric mental health nurse includes coordinating mental health, physical health, spiritual health, social service, educational service, and vocational realms of care for the mental health patient. The reality of community practice today is that few patients seeking treatment have uncomplicated symptoms of a single mental illness. The severity of illness has increased, and it is often accompanied by substance abuse, poverty, and stress. Repeated studies show that people with mental illnesses also have a higher risk for medical disorders than the general population (Robson & Gray, 2007).


The community psychiatric mental health nurse is in an excellent position to assist the team in bridging the gap between the psychiatric and physical needs of the patient. The nurse meets not only with the mental health treatment team but also with the patient’s primary care team, serving as the liaison between the two. Integrating a nurse case manager to assist patients with primary care needs facilitates greater success with follow-up and adherence with appointments.














Promoting continuation of treatment


A significant number of patients treated in the community have problems continuing treatment and following through with prescribed treatments plans, particularly in taking medication. Formerly, these problems were called noncompliance, but this word is considered by many to be objectionable since it implies a medical “paternalism” (i.e., the patient is treated as a child who needs to be told what to do). Deegan and Drake (2006) contend that there are actually two experts involved in the care of people with mental illnesses. One is the health care professional—who has advanced skills and training in psychiatric disorders—and the other is the consumer of care, who has intimate knowledge of the disorder and its response to treatment. Shared decision making is the key to improving treatment adherence and success.


Patient-centered care is essential to shared decision making. A patient must be knowledgeable about the illness and treatment options. Research demonstrates that persons with mental illness want more than watered-down and simplistic information. (Imagine a pamphlet titled “Your Mental Illness and You.”) To fully participate in the treatment plan, patients need current, evidence-based information about their illness and treatment options (Tanenbaum, 2008).


A successful life in the community is more likely when medications are taken as prescribed. Nurses are in a position to help the patient manage medication, recognize side effects, and be aware of interactions among drugs prescribed for physical illness and mental illness. Patient-family education and behavioral strategies, in the context of a therapeutic relationship with the clinician, promote adherence with the medication regimen.














Nursing education


A baccalaureate degree is preferred in more autonomous community settings and will become increasingly in demand as the trend away from hospital-based acute care settings continues; however, educators believe that non-baccalaureate prepared nurses should be trained to meet the challenges of providing community care. Clinical experiences in community settings are valuable for all nursing students; they increase cultural sensitivity, teaching skills, and an appreciation for strong multidisciplinary teams.


Table 4-2 describes the educational preparation for a variety of outpatient and community roles.




TABLE 4-2   


ROLES RELEVANT TO EDUCATIONAL PREPARATION IN OUTPATIENT AND COMMUNITY SETTINGS








	ROLE

	BASIC PRACTICE (DIPLOMA, AD, BS)

	ADVANCED PRACTICE (MS, DNP, PHD)










	Practice

	Provide nursing care; assist with medication management as prescribed, under direct supervision

	Nurse practitioner or clinical nurse specialist; manage consumer care and prescribe or recommend interventions independently






	Consultation

	Consult with staff about care planning and work with nurse practitioner or physician to promote health and mental health care; collaborate with staff from other agencies

	Consultant to staff about plan of care, to consumer and family about options for care; collaborate with community agencies about service coordination and planning processes






	Administration

	Take leadership role within mental health treatment team

	Administrative or contract consultant role within mental health agencies or mental health authority






	Research and education

	Participate in research at agency or mental health authority; serve as preceptor to undergraduate nursing students

	Role as educator or researcher within agency or mental health authority
























Teamwork and collaboration


The concept of using multidisciplinary treatment teams originated with the Community Mental Health Centers Act of 1963. Psychiatric nursing practice was identified as one of the core mental health disciplines, along with psychiatry, social work, and psychology. This recognition permitted the allocation of resources to educate psychiatric nurses and emphasized their unique contributions to the team.


In inter professional team meetings, the individual and discipline-specific expertise of each member is recognized. Generally, the composition of the team reflects the availability of fiscal and professional resources in the area. The community psychiatric team may include psychiatrists, nurses, social workers, psychologists, dual-diagnosis specialists, and mental health workers. Recognition of the ability of nurses to have an equal voice in team treatment planning with other professionals was novel at the time the team approach was implemented in the 1960s. This level of professional performance was later used as a model for other nursing specialties.


The nurse is able to integrate a strong nursing identity into the team perspective. At the basic or advanced practice level, the community psychiatric mental health nurse is in a critical position to link the biopsychosocial and spiritual components relevant to mental health care. The nurse also communicates in a manner that the patient, significant others, and other members of the team can understand. In particular, the management and administration of psychotropic medications have become significant tasks the community nurse is expected to perform.














Emergency care and crisis stabilization


Patients and families seeking emergency care range from the worried well to those with acute symptoms. The primary goal in emergency services is to perform triage and stabilization. In reality, emergency department care often provides a bridge from the community to more intensive psychiatric services. Individuals may seek emergency care voluntarily; however, there are times when family, friends, treatment providers, schools, emergency medical personnel, or even law enforcement may suggest or require an individual to undergo emergency evaluation. When emergency evaluation and stabilization are needed, psychiatric clinicians, including psychiatric mental health nurses, will determine the correct interventions and level of care required. Refer to Chapter 6 for a more detailed discussion about involuntary treatment.


Emergency psychiatric care varies across the nation due to differences in state mental health system designs, access to care, and workforce. Despite these differences, emergency psychiatric care can be categorized into three major models:




1. Comprehensive Emergency Service Model, which is often affiliated with a full-service emergency department (ED) in a hospital or medical center setting. Typically, there is dedicated clinical space with specialty staffing. Psychiatric mental health nurses, psychiatric technicians/mental health specialists, social workers, mental health counselors, and psychiatrists generally make up the multidisciplinary workforce. The concepts of triage and stabilization are incorporated into the individualized care plan for each patient. Psychiatric mental health staffs manage the full scope of patient care, including medication reconciliation, physical care needs and safety checks.


2. Hospital-Based Consultant Model utilizes the concepts of the Comprehensive Model by incorporating triage and stabilization; however, there is generally not dedicated clinical space or comprehensive separate staffing. Psychiatric clinical staff members are assigned to a specific hospital and are on-site or on-call, serving as part of the medical ED/hospital staff. Psychiatric clinicians manage emergency psychiatric evaluations as requested. Clinicians complete a “level of care” assessment, attempt to stabilize patients, and arrange for discharge or transfer. The ED/hospital staff maintains responsibility for all immediate care needs.


3. Mobile Crisis Team Model is considered stabilization “in the field.” While the teams vary in design, psychiatric mental health nurses, social workers, and counselors, in collaboration with a psychiatrist and/or an advanced practice nurse, often make up the care team. Clinicians are available to respond to where the crisis is and will conduct psychiatric evaluations in the community with a goal to assess and stabilize without a full ED visit. In some states, these teams complete evaluations in medical ED settings. Clinicians serve in a consultative function and facilitate patient access to necessary treatment.

















Crisis stabilization/observation units


Care models that prioritize rapid stabilization and short length of stay have become more prevalent in medical and psychiatric settings. Overnight short-term observation, often 1–3 days, are designed for individuals who have symptoms that are expected to remit in 72 hours or less or have a psychosocial stressor that can be addressed in that timeframe, maximizing their stability and allowing them to rapidly return to a community treatment setting.


At all levels of clinical care, contingencies are created for the management of behavioral crises. Planning ahead for the possibility of clinical destabilization can mitigate the effects of the crisis and maximize safety. The psychiatric mental health nurse is an integral part of the team working with patients, families, and systems to develop individualized crisis plans. Working with providers across the continuum of care, such as community-based treatment providers, pre-hospital care/Emergency Medical Service (EMS), and acute service providers can yield an effective crisis plan.




















Inpatient psychiatric mental health care


Inpatient psychiatric care has undergone significant changes over the past quarter century. During the 1980s, inpatient stays were at their peak as private and non-federal general hospital psychiatric units proliferated. However, by the mid-1990s, the number of patient days, psychiatric beds, and psychiatric facilities were dipping sharply. This decline was caused by improvements brought about by managed care, tougher limitations of covered days by insurance plans, and alternatives to inpatient care such as partial hospitalization programs and residential facilities. Lengths of stay decreased from weeks to days.


Hospitalization remains an option for the treatment of patients with mental disorders and emotional crises. In fact, 1.6 million patients were treated in hospitals in 2009 with a mental illness listed as their primary diagnosis (Centers for Disease Control and Prevention [CDC], 2012). The top five mental health diagnoses treated are mood disorders, substance-related disorders, delirium/dementia, anxiety disorders, and schizophrenia. Admission is commonly reserved for those people who are suicidal, homicidal, or extremely disabled and in need of short-term, acute care (Simon & Shuman, 2008).


Most inpatient treatment today takes place in general hospitals or private psychiatric hospitals. There are also state psychiatric hospitals that exist for longer-term care and for specialty populations, such as the most seriously mentally ill and forensic patients referred for evaluation or treatment by the court system. According to the National Association of Psychiatric Health Systems, in 2010 there were 2,257 inpatient psychiatric facilities within the United States (Dobson et al., 2010).


Ideally, treatment plans consist of individualized recovery-focused care. While there are a variety of inpatient models throughout the nation, one can expect similarities such as clinical management by an interprofessional treatment team in collaboration with patient and family. Rapid stabilization and reintegration to the community is a priority treatment goal from any inpatient setting. When intermediate or long-term treatment is required, treatment often occurs in a state hospital setting and stabilization goals may transition to more supportive treatment, health promotion, and generalized life skills education.








Entry to acute inpatient care


Some patients are admitted directly to inpatient care based on a psychiatrist or primary care provider referral; however, the majority of patients receiving inpatient acute psychiatric care are admitted through an emergency department. Of the 12 million emergency department visits in the United States, nearly 13% are due to mental health and/or substance abuse conditions (as cited in Agency for Healthcare Research and Quality, 2010).


The average wait (commonly referred to as “boarding”) in the emergency room for a patient in need of hospitalization can be lengthy and in some instances the delay can be days. Nurses that work on psychiatric units recognize the admission process can be stressful and consider any unique or increased support needs when developing the individualized care plan. A recommended wait time of less than six hours was made and even with the scrutiny that it has gotten and the push for more efficient care, few improvements have been made to our nation’s hospitals (Horwitz, Green, & Bradley, 2010).


An emergency department physician and a psychiatric clinician (e.g., registered nurse, advanced practice registered nurse, social worker, or licensed counselor or psychiatrist) generally evaluate the patient to determine the correct level of care. The admission criteria to a hospital begin with the premise that the person is suffering from a mental illness, and there is evidence of one or more of the following:




1. Imminent danger of harming self


2. Imminent danger of harming others


3. Unable to care for basic needs and/or gross impairment of judgment, placing an individual at imminent risk based on inability to protect oneself





If symptoms meet the admission criteria, they are then given the option of being admitted on a voluntary basis, which means that they agree with the need for treatment and hospitalization. If patients do not wish to be hospitalized, but psychiatric mental health professionals feel that admission is necessary, they can be admitted against their wishes, commonly known as an involuntary admission. Involuntarily admitted patients still have rights and can petition the court for release. If the admission is contested, the treating psychiatrist—or in some states the advanced practice registered nurse—are required to present the case to the court, supporting hospitalization as necessary for the safety of the patient or others and explaining how the patient will benefit from treatment. The court then decides whether or not to continue hospitalization (refer to Chapter 6 for legal issues related to involuntary hospitalization).


The type of admission—voluntary vs. involuntary—is commonly referred to as legal status. Regardless of the legal status, a patient maintains his or her rights related to refusal of medication administration. Additionally, if the last resorts of medication restraint, mechanical restraint, or seclusion are used, the specific parameters of being imminently dangerous to self or others are outlined by regulatory agencies such as the Joint Commission or the Centers for Medicaid/Medicare.





VIGNETTE


Mr. Reese is a 22-year-old male who was brought to the emergency room by police after expressing thoughts of suicide. He is restless and irritable. When approached, he becomes very agitated and threatening to the nurses and physicians, stating that he wants to leave and does not understand why he needs to be here. He states that his mother and brother, who are only trying to have him admitted so they can take his money, tricked him. He is exhibiting poor judgment, insight, and impulse control. He stopped taking his antipsychotic medication 3 weeks ago because of side effects.


The psychiatric nurse in the ED approaches Mr. Reese in a non-threatening manner. She calmly asks him if he’d be more comfortable sitting while they speak with one another. Mr. Reese chooses to sit on the gurney and the nurse sits in a chair near the door. Mr. Reese already appears calmer after accepting a cold drink and nods as the nurse observes that he seems anxious. When asked if any medication ever helps him with feeling anxious, he responds that he has taken lorazepam (Ativan) before and it helps. The ED team writes an order for the medication and the psychiatric nurse provides Mr. Reese with education about the medication.




















Rights of the hospitalized patient


Patients admitted to any psychiatric unit retain rights as citizens, which vary from state to state, and are entitled to certain privileges. Laws and regulatory standards require that patients’ rights be explained in a timely fashion after an individual has been admitted to the hospital, and that the treatment team must always be aware of these rights. Any infringement by the team during the patient’s hospitalization—such as a failure to protect patient safety—must be documented, and actions must be justifiable. All mental health facilities provide a written statement of patients’ rights, often with copies of applicable state laws attached. Box 4-2 provides a sample list of patients’ rights, and Chapter 6 offers a more detailed discussion of this issue.





BOX 4-2      TYPICAL ITEMS INCLUDED IN HOSPITAL STATEMENTS OF PATIENTS’ RIGHTS







• Right to be treated with dignity


• Right to be involved in treatment planning and decisions


• Right to refuse treatment, including medications


• Right to request to leave the hospital, even against medical advice


• Right to be protected against harming oneself or others


• Right to a timely evaluation in the event of involuntary hospitalization


• Right to legal counsel


• Right to vote


• Right to communicate privately by telephone and in person


• Right to informed consent


• Right to confidentiality regarding one’s disorder and treatment


• Right to choose or refuse visitors


• Right to be informed of research and to refuse to participate


• Right to the least restrictive means of treatment


• Right to send and receive mail and to be present during any inspection of packages received


• Right to keep personal belongings unless they are dangerous


• Right to lodge a complaint through a plainly publicized procedure


• Right to participate in religious worship











VIGNETTE


Ally Brennan is assigned as Mr. Reese’s primary nurse, and Lisa Taylor is his evening shift nurse. Ally met with the treatment team to plan Mr. Reese’s care during the hospitalization. The APRN’s diagnosis was major depressive disorder with psychotic features. The priority issues the team identified, based on reports of the past 2 days and nursing assessments, were safety, paranoia, non-adherence with medications, and hypertension. Ally identified that the nursing diagnoses were risk for self-directed violence, disturbed thought processes, nonadherence, and deficient knowledge. Along with the treatment team, Ally identified the nursing education groups that Mr. Reese should participate in and recommended that suicide-precaution monitoring should be maintained due to Mr. Reese’s level of risk and inability to maintain safety.


























Working as a team in inpatient care


Psychiatric mental health nurses are core members of a team of professionals and nonprofessionals who work together to provide care (Box 4-3). The team (including the patient) generally formulates a full treatment plan. The nurse’s role in this process is often to lead the planning meeting. This nursing leadership reflects the holistic nature of nursing, as well as the fact that nursing is the discipline that is represented on the unit at all times. Nurses are in a unique position to contribute valuable information, such as continuous assessment findings, the patient’s adjustment to the unit, and any health concerns, psycho educational needs, and deficits in self-care the patient may have. Additionally, nurses have an integral function to facilitate a patient’s achievement of therapeutic goals by offering education and support in an individual or group format.





BOX 4-3      MEMBERS OF THE MULTIDISCIPLINARY TREATMENT TEAM


Psychiatric mental health registered nurses: Licensed registered nurses whose focus is on mental health and mental illness and who may or may not be certified in psychiatric mental health nursing. The registered nurse is typically the only 24-hours-a-day, 7-days-a-week, professional working in acute care. Among the responsibilities of the registered nurse are diagnosing and treating responses to psychiatric disorders, coordinating care, counseling, giving medication and evaluating responses, and providing education.


Psychiatric mental health advanced practice registered nurses: Licensed registered nurses who are prepared at the master’s or doctoral level and hold specialty certification as either clinical nurse specialists or nurse practitioners. These nurses are qualified for clinical functions such as diagnosing psychiatric conditions, prescribing psychotropic medications and integrative therapy, and conducting psychotherapy; they are involved in case management, consulting, education, and research.


Psychiatrists: Depending on their specialty of preparation, psychiatrists may provide in-depth psychotherapy or medication therapy or head a team of mental health providers functioning as a private service based in the community. As physicians, psychiatrists may be employed by the hospital or may hold practice privileges in the facility. Because they have the legal power to prescribe and to write orders, psychiatrists often function as the leaders of the teams managing the care of patients individually assigned to them.


Psychologists: In keeping with their master’s or doctoral degree preparation, psychologists conduct psychological testing, provide consultation for the team, and offer direct services such as specialized individual, family, or marital therapies.


Social workers: Basic level social workers help the patient prepare a support system that will promote mental health on discharge from the hospital. This includes contacts with day treatment centers, employers, sources of financial aid, and landlords. Licensed clinical social workers undergo training in individual, family, and group therapies, and often are primary care providers.


Counselors: Counselors prepared in disciplines such as psychology, rehabilitation counseling, and addiction counseling may augment the treatment plan by co-leading groups, providing basic supportive counseling, or assisting in psychoeducational and recreational activities.


Occupational, recreational, art, music, and dance therapists: Based on their specialist preparation, these therapists assist patients in gaining skills that help them cope more effectively, gain or retain employment, use leisure time to the benefit of their mental health, and express themselves in healthy ways.


Medical advanced practice nurses, medical doctors, and physician assistants: Medical professionals provide diagnoses and treatments on a consultation basis. Occasionally, a medical professional who is trained as an addiction specialist may play a more direct role on a unit that offers treatment for addictive disease.


Mental health workers (mental health specialists / psychiatric technicians): Mental health workers, including nursing assistants, function under the direction and supervision of registered nurses. They provide assistance to patients in meeting basic needs and also help the community to remain supportive, safe, and healthy.


Pharmacists: In view of the intricacies of prescribing, coordinating, and administering combinations of psychotropic and other medications, the consulting pharmacist can offer a valuable safeguard. Physicians and nurses collaborate with the pharmacist regarding new medications, which are proliferating at a steady rate.





Ultimately, the treatment plan will be the guideline for the patient’s care during the hospital stay. It is based on goals for the hospitalization and defines how achievement of the goals will be measured. Input from the patient and family (if available and desirable) is critical in formulating goals. Incorporating the patient’s feedback in developing the treatment plan goals increases the likelihood of the success of the outcomes.


Members of each discipline are responsible for gathering data and participating in the planning of care. Newly admitted patients may find multiple professionals asking them similar questions to be extremely stressful or threatening. The urgency of the need for data should be weighed against the patient’s ability to tolerate assessment. Often, assessments made by the intake worker and the nurse provide the basis for care. In most settings, the psychiatrist or advanced practice nurse evaluates the patient and provides orders within a limited time frame. Medical problems are usually referred to a primary care physician or specialist, who assesses the patient and consults with the unit physicians.


To provide standardization in treatment and improve outcomes, inpatient units use clinical pathways. They are document-based tools that provide suggestions and time frames for managing specific medical conditions (Kinsman et al., 2010). These tools provide an essential link between evidence-based knowledge and clinical practice. The treatment plan is revised if the patient’s progress differs from the expected outcomes. Clinical pathways result in decreased costs, length of stay, and complications.








Therapeutic milieu


Milieu is a word of French origin (mi “middle” + lieu “place”) and refers to surroundings and physical environment. In a therapeutic context, it refers to the overall environment and interactions of the environment. Peplau (1989) referred to this as the therapeutic milieu. A well-managed milieu offers patients a sense of security and promotes healing. Structured aspects of the milieu include activities, unit rules, reality orientation practices, and unit environment.


In addition to the structured components of the milieu, Peplau described less tangible factors of the milieu, such as the interactions that occur among patients and staff, patients and patients, patients and visitors, and so forth. This is quite different from medical units where patients rarely interact with other patients. On psychiatric units, patients are in constant contact with their peers and staff. These interactions can help patients engage and increase the sense of social competence and worth


The therapeutic milieu can serve as a real-life training ground for practicing communication and coping skills to prepare for a return to the community. Even events that seemingly distract from the program of therapies can be turned into valuable learning opportunities for the members of the milieu. Psychiatric mental health nurses can support the milieu and intervene when necessary. They usually develop an uncanny ability to assess the mood of the unit (e.g., calm, anxious, disengaged, or tense) and predict environmental risk. Nurses observe the dynamics of interactions, reinforce adaptive social skills, and redirect patients during negative interactions. Reports from shift to shift provide information on the emotional climate and level of tension on the unit.


A number of measures are used to reduce barriers between patients and staff; these measures include a staff station in the center of the unit and accessible common areas. Many units also have incorporated the concepts of sensory integration into the environment. Some units have a specific room with sensory stimulation tools such as music, soothing fragrances, and weighted blankets, which help patients maximize their health and address symptoms they may be experiencing.








Managing behavioral crises


Behavioral crises can lead to patient violence toward self or others and usually, but not always, escalate through fairly predictable stages. Staff in most mental health facilities practice crisis prevention and management techniques. Many general and psychiatric hospitals have special teams made up of nurses, psychiatric technicians, and other professionals who respond to psychiatric emergencies called codes. Each member of the team takes part in the team effort to defuse a crisis in its early stages. If preventive measures fail and imminent risk of harm to self or others persists, each member of the team participates in a rapid, organized plan to safely manage the situation. The nurse is most often this team’s leader, not only organizing the plan but also timing the intervention and managing the concurrent use of prn medications.


Seclusion, restraint, and medication over one’s objection are actions of last resort, and the trend is to reduce or completely eliminate these practices whenever safely possible. The nurse can initiate such an intervention in the absence of a physician in most states but must secure a physician’s order for restraint or seclusion within a specified time. The nurse also advocates for patients by ensuring that their legal rights are preserved, no matter how difficult their behavior may be for the staff to manage. Refer to Chapters 6 and 27 for further discussions and protocols for use of restraints and seclusion. The concept of "Trauma Informed Care" is a guiding principle for clinical interventions and unit philosophy and is addressed more comprehensively in Chapter 16.


Crises on the unit are upsetting and threatening to other patients as well. A designated staff member usually addresses their concerns and feelings. This person removes other patients from the area of crisis and helps them express their fears. Patients may be concerned for their own safety or the welfare of the patient involved in the crisis. They may fear that they too might experience such a loss of control.














Safety


A safe environment is an essential component of any inpatient setting. Protecting the patient is essential, but equally important is the safety of the staff and other patients. Safety needs are identified, and individualized interventions begin, on admission. Staff members check all personal property and clothing to prevent any potentially harmful items (e.g., medication, alcohol, or sharp objects) from being taken onto the unit. Some patients are at greater risk of suicide than others, and psychiatric mental health nurses are skillful in evaluating this risk through questions and observations.


The Joint Commission, an agency that accredits hospitals, developed National Patient Safety Goals (2012) specific to specialty areas within hospitals to promote patient safety. Table 4-3 lists safety goals specific to behavioral health care. Centers for Medicare and Medicaid Services (CMS) have also put more emphasis on patient safety and have identified several preventable hospital-acquired injuries for which they will not provide reimbursement. For example, they will not compensate health care organizations when a patient falls and fractures a hip; the rationale for not paying is that nearly all falls are preventable. It is likely that other health insurance providers will also begin to limit payment for preventable injuries under the regulatory concept of pay for performance.




TABLE 4-3   


DIAGNOSES, WITH SAMPLE OUTCOMES AND INTERVENTIONS FOR PATIENTS DURING ADMISSION TO THE ACUTE CARE HOSPITAL








	NURSING DIAGNOSES (NANDA INTERNATIONAL)

	NURSING OUTCOMES CLASSIFICATION (NOC)

	NURSING INTERVENTIONS CLASSIFICATION (NIC)










	
Risk for other-directed violence: At risk for behaviors in which an individual demonstrates that he or she can be physically, emotionally, and/or sexually harmful to others

	
Aggression Self-Control: Self-restraint of assaultive, combative, or destructive behaviors toward others

	
Anger Control Assistance: Facilitation of the expression of anger in an adaptive, nonviolent manner






	
Risk for self-directed violence: At risk for behaviors in which an individual demonstrates that he or she can be physically, emotionally, and/or sexually harmful to self

	
Suicide Self-Restraint: Personal actions to refrain from gestures and attempts at killing self

	
Behavior Management: Self-Harm: Assisting the patient to decrease or eliminate self-mutilating or self-abusive behaviors






	
Disturbed sensory perception (auditory): Change in the amount or patterning of incoming stimuli accompanied by a diminished, exaggerated, distorted, or impaired response to such stimuli

	
Communication: Receptive: Reception and interpretation of verbal and/or nonverbal messages

	
Hallucination Management: Promoting the safety, comfort, and reality orientation of a patient experiencing hallucinations









Data from North American Nursing Diagnosis Association. (2012). NANDA nursing diagnoses: Definitions and classification 2012-14. Philadelphia, PA: Author. Moorhead, S., Johnson, M., Maas, M., & Swanson, E. (Eds.). (2013). Nursing outcomes classification (NOC) (5th ed.). St. Louis, MO: Mosby. Bulechek, G. M., Butcher, H. K., Dochterman, J. M., & Wagner, C. (Eds.). (2013). Nursing interventions classification (NIC) (6th ed.). St. Louis, MO: Mosby.





Tracking patients’ whereabouts and activities is done periodically or continuously, depending upon patients’ risk for harming themselves or others. For actively suicidal patients, one-to-one observation is essential since even checking on a patient every 15 minutes may not prevent a suicide that takes only several minutes.


Visitors are another potential safety hazard. Although visitors can contribute to patients’ healing through socialization, acceptance, and familiarity, visits may be overwhelming or distressing. Also, visitors may unwittingly or purposefully provide patients with unsafe items; unit staff should inspect bags and packages. Sometimes the unsafe items take the form of comfort foods from home or a favorite restaurant and should be monitored because they may be incompatible with diets or medications.


Intimate relationships between patients are discouraged or expressly prohibited. There are risks for sexually transmitted diseases, pregnancy, and emotional distress at a time when patients are vulnerable and may lack the capacity for consent.


Aggression and violence may also occur as a result of living in close quarters with reduced outlets to manage frustration. Psychiatric staff should have specialized training that promotes healthy, safe, and appropriate interactions. Most units are locked since some patients are hospitalized involuntarily, and elopement (escape) must be prevented in a way that avoids an atmosphere of imprisonment.




















Unit design to promote safety


The goal in designing psychiatric units is to provide a therapeutic and aesthetically pleasing environment while balancing the need for safety. Patients on inpatient psychiatric units are considered at risk for suicide. People who are considering suicide think about it for a long time and become extremely creative (Hunt & Sine, 2009). The Internet provides a disturbingly rich resource for methods; hangings from wardrobe doors have recently become popular due to advice obtained online.


In fact, the most frequent method of inpatient suicide is hanging, and about 75% of all hangings occur in the bathroom, bedroom, or closet. The bathroom is a choice location since most persons respect personal privacy there and it is locked (Knoll, 2012). Plumbing fixtures pose a serious risk, and almost any article of clothing can be tied to them. While we tend to think of hanging in the standard sense, patients frequently kneel or sit to complete this type of suicide.


Closets may be equipped with “break-bars” designed to hold a minimal amount of weight. Windows are locked and are made of safety glass, and safety mirrors are typically used. Showers may have non–weight-bearing showerheads. Beds are often platforms rather than mechanical hospital beds that can be dangerous because of their crushing potential or looping hazards. Standard hospital beds may be indicated, depending on patient physical health needs, but they are extremely dangerous and should be used with great caution.


Hunt and Sine (2009) recommend other important design elements on inpatient psychiatric units:




• Patient room doors should open out instead of in to prevent patients from barricading themselves in their rooms.


• Continuous hinges should be used on doors rather than three butt hinges to prevent hanging risk.


• Furniture should be anchored in place with the exception of a desk chair.


• Drapes should be mounted on a track that is firmly anchored to the ceiling rather than curtain rods.


• Mini blinds that are contained within window glass provide significantly more safety than those whose mountings are accessible.


• Bathroom towel bars should be eliminated in favor of breakable towel hooks.


• Steel boxes can be installed around plumbing.


• Mirrors should be polished stainless steel and not glass.

















Inpatient psychiatric nursing care


Being admitted to a hospital is anxiety-provoking for anyone, and anxiety can be severe for patients admitted to a psychiatric unit. Especially for the first-time patient, admission often summons preconceptions about psychiatric hospitals and the negative stigma associated with them. Patients may experience shame, and families may be reluctant to be forthcoming with pertinent information. Psychiatric mental health nurses can be most effective when they are sensitive to both the patient and family during the traumatizing effect of being hospitalized. In this initial encounter with the patient, psychiatric mental health nurses must try to provide reassurance and hope.








Assessment


The goal of the admission assessment is to gather information that will enable the treatment team to accurately develop a plan of care, ensure that safety needs are identified and addressed, identify the learning needs of the patient so that the appropriate information can be provided, and initiate a therapeutic relationship between the nurse and the patient. Chapter 7 presents a more detailed discussion of how to perform an admission assessment as well as a mental status examination. Table 4-4 illustrates common nursing diagnoses, sample nursing interventions, and sample nursing outcomes to guide the nurse in evidence-based practice during a patient’s admission for acute psychiatric care.




TABLE 4-4   


NATIONAL PATIENT SAFETY GOALS IN BEHAVIORAL HEALTH CARE








	GOAL

	PROCESS 

	EXAMPLE










	Identify patients correctly

	Use at least two identifiers when providing care, treatment, or services.

	Use the patient’s name and date of birth for identification before drawing blood.






	Use medicines safely

	Maintain and communicate accurate medication information for the individual served.

	Find out what medications the patient is taking and compare them to newly ordered medications.






	Prevent infection

	Use the hand cleaning guidelines from either the Centers for Disease Control (CDC) or the World Health Organization.

	Wet hands first; apply an amount of product recommended by the manufacturer to hands, and rub hands together for at least 15 seconds, covering all surfaces of the hands and fingers. Rinse with water and dry thoroughly with a disposable towel. Use towel to turn off the faucet (CDC, 2002).






	Identify patient safety risk

	Determine which clients are most likely to try to commit suicide

	Routinely administer a screening tool such as the Beck Scale for Suicidal Ideation, a 21-item tool that takes 5-10 minutes to complete.









From the Joint Commission (2012). Behavioral health care national safety goals. Retrieved from http://www.jointcommission.org/assets/1/6/2012_NPSG_BHC.pdf; Centers for Disease Control. (2002). Guideline for hand hygiene in health-care settings. Retrieved from http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5116a1.htm; Pearson. (2012). Beck scale for suicidal ideation. Retrieved from http://www.pearsonassessments.com/HAIWEB/Cultures/en-us/Productdetail.htm?Pid=015-8018-443&Mode5summary.





Psychiatric nurses are in an excellent position to assess not only mental health but also physical health. A staggering number of individuals suffer from combinations of medical and psychiatric illness, and these conditions impact one another. For example, depressive symptoms may impair a patient’s ability to cope with the added stress of a medical illness and negatively affect follow-up treatment recommendations. Conditions such as multiple sclerosis are often accompanied by depressive symptoms or even an actual diagnosis of major depressive disorder.














Treatment goals and interventions


As in outpatient care, treatment goals and interventions are patient-centered and are developed collaboratively. Crisis stabilization, safety, and a focus on rapid discharge are the critical components of an acute inpatient stay. Inpatient care tends to be brief, and individuals are able to continue their recovery in their homes and communities, with community-based treatment and supports.


Interventions serve to support patients as they move toward stabilization. A general overview of inpatient interventions provided by psychiatric nurses is provided in the following paragraphs.














Therapeutic groups


Psychiatric mental health nurses conduct specific, structured activities involving the therapeutic community, special groups, or families on most mental health units. Examples of these activities include morning goal-setting meetings and evening goal-review meetings. Daily community meetings may be held or scheduled at other times of the week. At these meetings, new patients are greeted, and departing patients are given farewells; ideas for unit activities are discussed; community problems or successes are considered; and other business of the therapeutic community is conducted.


Nurses also offer psychoeducational groups for patients and families on topics such as stress management, coping skills, grieving, medication management, and communication skills. Group therapy is a specialized therapy led by a mental health practitioner with advanced training. This therapy addresses communication and sharing, helps patients explore life problems and decrease their isolation and anxiety, and engages patients in the recovery process. Chapter 33 presents a more detailed discussion of therapeutic groups led by nurses.














Documentation


Documentation of patient progress is the responsibility of registered nurses and the entire mental health team. Although communication among team members and coordination of services are the primary goals when choosing a system for charting, practitioners in the inpatient setting must also consider professional standards, legal issues, requirements for reimbursement by insurers, and accreditation by regulatory agencies. Information must also be in a format that is retrievable for quality assurance monitoring, utilization management, peer review, and research. For nursing, the nursing process step of documentation is a guiding concern and is reflected in the different reporting formats commonly found in psychiatric hospitals. Chapter 7 gives an overview of documentation.














Medication management


The safe administration of medications and the monitoring of their effects is a 24-hour responsibility for the nurse, who is expected to have detailed knowledge of psychoactive medications and the interactions and psychological side effects of other medications. The staff nurse is in a central position to monitor the patient’s acceptance of the medication regimen, the presence or absence of side effects, and changes in the patient’s behaviors. For example, a nurse may note that the patient is excessively sedated, communicate this observation, and receive an order for a decrease in the dosage of an antipsychotic medication.


Evaluating the need for medications that are prescribed on an as-needed (prn) basis is a skill that is developed by psychiatric mental health nurses. These evaluations are based on a combination of factors: the patient’s wishes, the team’s plan, attempts to use alternative methods of coping, and the nurse’s judgments regarding timing and the patient’s behavior. Documentation for administering each prn medication must include the rationale for its use.


Medication adherence is a common problem for persons taking psychotropic drugs, often because of side effects. Educating patients on how to recognize, report, and manage potential side effects can help empower patients and increase treatment success. This approach encourages the patient to seek out the nurse when it is time for medications to be administered and fosters responsibility and involvement in the treatment process.














Medical emergencies


Mental health units, whether situated in a general hospital or independent facilities, must be able to stabilize the condition of a patient who experiences a medical crisis. Mental health or addictive disease units that manage detoxification (i.e., withdrawal from alcohol or other drugs) must anticipate several common medical crises associated with that process. Mental health units therefore store crash carts containing the emergency medications used to treat shock and cardiorespiratory arrest. Psychiatric nurses maintain their cardiopulmonary resuscitation skills and the ability to use basic emergency equipment. To be effective and practice at a high level of competency, nurses attend in-service sessions and workshops designed to teach and maintain skills.














Preparation for discharge to the community


Discharge planning begins on admission and is continuously modified as required by the patient’s condition until the time of discharge. Typically, patients are discharged when serious symptoms are in control and there is a discharge plan in place. As members of the multidisciplinary team, nurses assist patients and their families to prepare for independent or assisted living in the community. Community-based programs provide patients with psychosocial rehabilitation, which moves the individual beyond stabilization toward recovery and a higher quality of life. This is especially important to the concept and practice of managed behavioral health care, which aims to reduce the length and frequency of hospital stays.


Nurses focus on precipitating factors that led to the crisis and hospital admission. Patients are assisted in learning coping skills and behaviors that will help them avert future crises. Psychoeducational groups, individual exploration of options and supports, and on-the-spot instruction (such as during medication administration) offer the patient numerous learning opportunities. Nurses encourage patients to use their everyday experiences on the unit to practice newly learned behavior.


The treatment plan or clinical pathway chosen for the patient should reflect this discharge planning emphasis as early as the day of admission. The patient is expected to begin to progress toward a resolution of acute symptoms, to assume personal responsibility, and to improve interpersonal functioning. Patients with prolonged mental illness benefit most from a seamless transition to community services. Collaboration with community mental health services and intensive case management programs facilitate this transition. Readiness for community re-entry should include preparation by members of the patient’s support system for their role in enhancing the patient’s mental health.





VIGNETTE


Lisa meets with Mr. Reese and his mother on the day of discharge to review the aftercare arrangements. Lisa reviews the goals that were established by the treatment team and Mr. Reese’s own goal for hospitalization. She summarizes the accomplishments he made during the hospitalization, reinforces medication education, reviews each prescription, highlighting how the medication must be taken each day, and reminds Mr. Reese when and where the aftercare appointment is scheduled. Lisa answers Mr. Reese’s and his mother’s questions.
































Key points to remember







• The continuum of psychiatric treatment includes numerous community treatment alternatives with varying degrees of intensity of care.


• The community psychiatric mental health nurse needs access to resources to address ethical dilemmas encountered in clinical situations.


• Inpatient care has increasingly become more acute and short-term. Private insurers and a variety of governmental sources fund inpatient psychiatric care.


• Inpatient psychiatric mental health nursing requires strong skills in management, communication, and collaboration.


• The nurse plays a leadership role and also functions as a member of the multidisciplinary treatment team.


• The nurse advocates for the patient and ensures that the patient’s rights are protected.


• Monitoring the environment and providing for safety are important components of good inpatient care. Psychiatric mental health nurses are skilled in protecting patients from suicidal impulses and aggressive behavior.


• Basic level nursing interventions include admission, providing a safe environment, psychiatric and physical assessments, milieu management, documentation, medication administration, and preparation for discharge to the community.


• Discharge planning begins on the day of admission and requires input from the treatment team and the community mental health provider.

















Critical thinking







1. You are a nurse working at a local community mental health center. During an assessment of a 45-year-old single, male patient, he reports that he has not been sleeping and that his thoughts seem to be “all tangled up.” Although he does not admit directly to being suicidal, he remarks, “I hope that this helps today because I don’t know how much longer I can go on like this.”




He is disheveled and has been sleeping in homeless shelters. He has little contact with his family and becomes agitated when you suggest that it might be helpful to contact them. He reports a recent hospitalization at the local veterans’ hospital and previous treatment at a dual-diagnosis facility, yet he denies substance abuse. When asked about his physical condition, he says that he has tested positive for hepatitis C and is “supposed to take” multiple medications that he cannot name.


a. List your concerns about this patient in order of priority.


b. Which of these concerns must be addressed before he leaves the clinic today?


c. Do you feel there is an immediate need to consult with any other members of the multidisciplinary team today about this patient?


d. Keeping in mind the concept of patient-centered care, how will you develop trust with the patient to increase his involvement with the treatment plan?





2. Imagine that you were asked for your opinion in regard to your patient’s ability to make everyday decisions for himself. What sort of things would you consider as you weighed out safety versus autonomy and personal rights?


3. If nurses function as equal members of the multidisciplinary mental health team, what differentiates the nurse from the other members of the team?


4. How might the community be affected when patients with serious mental illness live in group homes? How would you feel about having a group home in your neighborhood?

















Chapter review







1. Which of the following factors contribute to the movement of patients out of large state institutions and into community-based mental health treatment? Select all that apply.




a. States desire to save money by moving the patients to the community, where the federal government would pick up more of the cost.


b. The growing availability of generous mental health insurance coverage gave more patients the ability to seek private care in the community.


c. A system of coordinated and accessible community care was developed by forward-thinking communities and offered more effective treatment.


d. The Community Mental Health Centers Act of 1963 required states to develop and offer care in community-based treatment programs.


e. Patient advocates exposed deficiencies of state hospitals and took legal actions, leading to the identification of a right to treatment in the least restrictive setting.


f. New psychotropic medications controlled symptoms more effectively, allowing many patients to live and receive care in less restrictive settings.





2. Levels of prevention strategies prominent in outpatient psychiatric care consist of primary prevention, secondary prevention, and _____________ prevention.


3. Anna, a patient at the community mental health center, tends to stop taking her medications at intervals, usually leading to decompensation. Which of the following interventions would most likely improve her adherence to her medications?




a. Help Anna to understand her illness and share in decisions about her care.


b. Advise Anna that if she stops her medications, her doctor will hospitalize her.


c. Arrange for Anna to receive daily home care so that her use of medications is monitored.


d. Discourage Anna from focusing on side effects and other excuses for stopping her pills.





4. A friend recognizes that his depression has returned and tells you he is suicidal and afraid he will harm himself. He wishes to be hospitalized but does not have health insurance. Which of the following responses best meets his immediate care needs and reflects the options for care a person in his position typically has?




a. Provide emotional support and encourage him to contact his family to see if they can help him arrange and pay for inpatient care.


b. Advise him that hospitals serve all persons regardless of their ability to pay, and immediately contact a Mobile Crisis team or accompany him to the nearest hospital emergency department.


c. Help him apply for Medicaid coverage, arrange for him to be monitored by family and friends, and once Medicaid coverage is in place, take him to an emergency room for evaluation.


d. Assist him in obtaining an outpatient counseling appointment at an area community mental health center, and call him frequently to assure he is safe until his appointment occurs.





5. Which of the following nursing actions is appropriate in maintaining a safe therapeutic inpatient milieu? Select all that apply.




a. Interact frequently with both individuals and groups on the unit.


b. Attempt to introduce patients with similar backgrounds to each other to form social bonds for after discharge.


c. Initiate and support group interactions via therapeutic groups and activities.


d. Provide and encourage opportunities to practice social and other life skills.


e. Collaborate with housekeeping to provide a safe, pleasant environment.


f. Assess patient belongings and the unit for any dangerous items that could be used by patients to hurt themselves or others.





6. The criteria for admission to an in patient psychiatric unit is that the patient:




a. refuses to comply with the treatment team in regard to medication, counseling, living situation, or substance abuse abstinence.


b. is in imminent danger of harming himself or others, or the patient cannot properly care for his basic needs and cannot protect himself from harm.


c. refuses all psychotropic medication.


d. is court-ordered by a judge specializing in mental health.














Answers to chapter review


1. a, c, d, e, f; 2. tertiary; 3. a; 4. d; 5. a, c, d, f; 6. b.
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CHAPTER 5


Cultural implications for psychiatric mental health nursing


Rick Zoucha and Kimberly Gregg




Objectives





1. Explain the importance of culturally relevant care in psychiatric mental health nursing practice.


2. Discuss potential problems in applying Western psychological theory to patients of other cultures.


3. Compare and contrast Western nursing beliefs, values, and practices with the beliefs, values, and practices of patients from diverse cultures.


4. Perform culturally sensitive assessments that include risk factors and barriers to quality mental health care that culturally diverse patients frequently encounter.


5. Develop culturally appropriate nursing care plans for patients of diverse cultures.











Key terms and concepts


acculturation


assimilation


cultural competence


culture


culture-bound syndromes


Eastern tradition


enculturation


ethnicity


ethnocentrism


indigenous culture


minority status


pharmacogenetics


race


refugee


somatization


stereotyping


Western tradition


worldview
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Globally, how a society views mental health and mental illness has a tremendous impact on how care is allocated, whether individuals access mental health care, and how mental health care is funded. The United States has a relatively enlightened view regarding mental health care, yet we tend to consider it from the perspective of the dominant majority. According to Mental Health: Culture, Race, and Ethnicity—a 2001 report issued by the U.S. Surgeon General—cultural, racial, and ethnic minorities in America have not had the same access to quality mental health services as white Americans (U.S. Department of Health and Human Services [USDHHS], 2001). This report identifies culturally inappropriate services as one of the reasons minority groups in the United States do not receive and/or benefit from needed mental health services.


Psychiatric mental health nurses should practice culturally relevant nursing in order to meet the needs of culturally diverse patients. The goal of nursing is to promote health and well-being, and if we are to achieve this goal, mental health providers should strive to provide care that is as congruent as possible with patients’ cultural beliefs, values, and practices—keeping in mind that certain cultural practices (e.g., sweat lodges, sun ceremonies, witchcraft) may be impractical, harmful, or even illegal. This kind of culturally competent care has been given other names: culturally appropriate care, culturally comfortable care, culturally sensitive care, and culturally congruent care. But whatever the name, effective care calls for adapting psychiatric mental health nursing assessments and interventions to each patient’s cultural needs and preferences.


This chapter focuses on culture and how it affects the mental health and care of patients with mental illness. In this chapter you will learn about:




• Culture, race, ethnicity, minority status, and how they are related


• Demographic shifts, which make it essential that mental health nurses know how to provide culturally competent care


• The impact of cultural worldviews on mental health nursing


• Variations in cultural beliefs, values, and practices that affect mental health and care of patients with mental health problems


• Barriers to providing quality mental health services to culturally diverse patients


• Culturally diverse populations at increased risk of developing mental illness


• Techniques for providing culturally competent care to diverse populations











Culture, race, ethnicity, and minority status


The 2001 Surgeon General’s report discussed culture, race, and ethnicity in relation to minority groups (USDHHS, 2001). Although the definitions of these terms distinguish them from one another, they are related.


Minority status is connected more with economic and social standing in society than with cultural identity; however, many cultural, racial, and ethnic minority groups are also economically and socially disadvantaged groups.


Culture comprises the shared beliefs, values, and practices that guide a group’s members in patterned ways of thinking and acting. Culture can also be viewed as a blueprint for guiding actions that impact care, health, and well-being (Leininger & McFarland, 2006). Culture is more than ethnicity and social norms; it includes religious, geographic, socioeconomic, occupational, ability- or disability-related, and sexual orientation–related beliefs and behaviors. Each group has cultural beliefs, values, and practices that guide its members in ways of thinking and acting. Cultural norms help members of the group make sense of the world around them and make decisions about appropriate ways to relate and behave. Because cultural norms prescribe what is “normal” and “abnormal,” culture helps develop concepts of mental health and illness.


Ethnic groups have a common heritage and history (ethnicity). These groups share a worldview, a system for thinking about how the world works and how people should act, especially in relationship to one another. From this worldview, they develop beliefs, values, and practices that guide members of the group in how they should think and act in different situations.


Acknowledging the inadequacy of describing minority groups according to a single biological race, the U.S. Census Bureau used the 2000 census combined race-ethnicity categorization system for the 2010 census. Respondents are first asked whether they are of Hispanic, Latino, or Spanish origin; if not, they are asked to further identify their race. Federally defined racial groups were expanded from six categories in 2000 to fifteen in 2010 (U.S. Census Bureau, 2010). Respondents who do not identify with any of the predefined categories are encouraged to use blank spaces provided to classify their race (Figure 5-1).
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FIG 5-1  Race-ethnicity categorizations that were included in the 2010 U.S. Census. A, Respondents were first asked if they were of Hispanic, Latino, or Spanish origin. B, Respondents were asked to further identify their race.








The purpose of categorizing individuals according to racial-ethnic descriptions is to help the government understand the needs of its citizens. The Surgeon General used data from the 2000 census classification system to identify disparities in mental health care along racial-ethnic lines. Recording these classifications also helps to determine when and how the health care needs of these populations are being met.


Despite the benefits, this convention of classifying groups of people can be confusing, confounding, and offensive. Consider the following:




• Each racial group contains multiple ethnic cultures. There are over 560 Native American and Alaskan tribes and over 40 countries in Asia and the Pacific Islands. The cultural norms of blacks or African Americans whose ancestors were brought to the United States centuries ago as slaves are very different from the norms of those who have recently immigrated from Africa or the Caribbean. Americans of European origin are a diverse group, some of whom have been in the United States for hundreds of years and some of whom are new immigrants.


• The Latino-Hispanic group is a cultural group based on a shared language, but all of its members are also members of a racial group or groups (white, black, and/or Native American) and may include Mexican Americans, Puerto Ricans, and Cuban Americans, just to name a few.


• Persons from the Middle East and the Arabian subcontinent are considered “white” in the classification system.


• Although children of multiracial, multicultural, and multiheritage marriages fall into more than one category, their unique identity is not distinguished and sometimes viewed as invisible.





Categorizing people according to a racial-ethnic system carries inherent problems. In psychiatric mental health nursing, we can assess patients further and make better decisions on their behalf if our focus is on culture rather than race.














Demographic shifts in the united states


In 2043, the United States population is projected for the first time to become a majority-minority nation; that is, no one group will make up the majority (U.S. Census Bureau, 2012). Non-Hispanic whites will continue to remain the largest single group. A comparison of projected population composition in 2012 and 2060 is provided in Table 5-1.




TABLE 5-1   


YEAR 2060 POPULATION PROJECTIONS (PERCENTAGE OF TOTAL POPULATION)*








	 

	2012

	2060










	White, non-Hispanic

	63

	43






	Black, non-Hispanic

	13

	15






	Hispanic (of any race)

	17

	31






	Asian

	5

	8






	All other races

	2

	3









The Hispanic and Asian populations are growing at the fastest rates.


*Population percentages are rounded to the nearest 1%.


Data from U.S. Census Bureau. (2012). Population by race and Hispanic origin: 2012 and 2060. Retrieved from http://www.census.gov/newsroom/releases/img/racehispanic_graph.jpg.





These changing demographics mean that psychiatric nurses will likely be caring for culturally diverse patients. We need to know how to provide culturally relevant care and help reduce the problem of mental health disparities among culturally diverse populations.














Worldviews and psychiatric mental health nursing


Nursing theories, psychological theories, and the understanding of mental health and illness used by nurses in the United States have all grown out of a Western philosophical and scientific framework, which is in turn based on Western cultural ideals, beliefs, and values. Because psychiatric mental health nursing is grounded in Western culture, nurses should consider how their core assumptions about personality development, emotional expression, ego boundaries, and interpersonal relationships affect the nursing care of any patient.


A long history of Western science and European-American norms for mental health has shaped present-day American beliefs and values about people. Our understanding of how a person relates to the world and to other people is based on Greek, Roman, and Judeo-Christian thought. Other Western scientists and philosophers, such as Descartes (credited with the Western concept of body-mind dualism), have contributed to the Western scientific tradition. Nursing knowledge of psychology, development, and mental health and illness is based on this tradition.


However, a vast number of people throughout the world have very different philosophical histories and traditions from those of Western cultures (Table 5-2). The Eastern cultures of Asia are based on the philosophical thought of Chinese and Indian philosophers and the spiritual traditions of Confucianism, Buddhism, and Taoism. Diverse cultures found among Native Americans, African tribes, Australian and New Zealand aborigines, and tribal peoples on other continents frequently include rich cultural traditions based on deep personal connections to the natural world and the tribe.




TABLE 5-2   


WORLDVIEWS










	World cultures have grown out of different worldviews and philosophical traditions. Worldview shapes how cultures perceive reality, the person, and the person in relation to the world and to others. Worldview also shapes perceptions about time, health and illness, and rights and obligations in society. The three worldviews compared here are broad categories and generalizations created to contrast some of the themes found in diverse world cultures. They do not necessarily fit any particular cultural group.






	WESTERN (SCIENCE)

	EASTERN (BALANCE)

	INDIGENOUS (HARMONY)






	Roman, Greek, Judeo-Christian; the Enlightenment; Descartes

	Chinese and Indian philosophers: Buddha, Confucius, Lao-tse

	Deep relationship with nature






	The “real” has form and essence; reality tends to be stable.

	The “real” is a force or energy; reality is always changing.

	The “real” is multidimensional; reality transcends time and space.






	Cartesian dualism: body and mind-spirit.

	Mind-body-spirit unity.

	Mind, body, and spirit are considered so united that there may not be words to indicate them as distinct entities.






	Self is starting point for identity. 

	Family is starting point for identity. 

	Community is starting point for identity—a person is only an entity in relation to others. The self does not exist except in relation to others. There may be no concept of person or personal ownership.






	Time is linear.

	Time is circular, flexible.

	Time is focused on the present.






	Wisdom: preparation for the future.

	Wisdom: acceptance of what is.

	Wisdom: knowledge of nature.






	Disease has a cause (pathogen, toxin, etc.) that creates the effect; disease can be observed and measured.

	Disease is caused by a lack of balance in energy forces (e.g., yin-yang, hot-cold); imbalance between daily routine, diet, and constitutional type (Ayurveda).

	Disease is caused by a lack of personal, interpersonal, environmental, or spiritual harmony; thoughts and words can shape reality; evil spirits exist.






	 Ethics of rights and obligations:
Based on the individual’s right
Value given to:
Right to decide
Right to be informed
Open communication
Truthfulness 

	 Ethics of care:
Based on promoting positive relationships
Value given to:
Sympathy, compassion, fidelity, discernment
Action on behalf of those with whom one has a relationship
Persons in need of health care considered to be vulnerable and to require protection from cruel truth

	 Ethics of community:
Based on needs of the community
Value given to:
Contribution to community
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In the Western tradition, one’s identity is found in one’s individuality, which inspires the valuing of autonomy, independence, and self-reliance. Mind and body are seen as two separate entities, so different practitioners treat disorders of the body and the mind. Disease is considered to have a specific, measurable, and observable cause, and treatment is aimed at eliminating the cause. Time is seen as linear, always moving forward, and waiting for no one. Success in life is obtained by preparing for the future.


Eastern tradition, however, sees the family as the basis for one’s identity, so that family interdependence and group decision making are the norm. Body-mind-spirit are seen as a single entity; there is no sense of separation between a physical illness and a psychological one (Chan et al., 2006). Time is seen as circular and recurring, as in the belief in reincarnation. One is born into an unchangeable fate, with which one has a duty to comply. For the Chinese, disease is caused by fluctuations in opposing forces—the yin-yang energies.


The term indigenous culture refers to those people who have inhabited a country for thousands of years and includes such groups as New Zealand Maoris, Australian aborigines, American natives, and native Hawaiians. These groups place special significance on the place of humans in the natural world and frequently manifest a more dramatic difference from Western views (Cunningham & Stanley, 2003). Frequently, the basis of one’s identity is the tribe. There may be no concept of person; instead, a person is an entity only in relation to others. The holism of body-mind-spirit may be so complete that there may be no adequate words in the language to describe them as separate entities. Disease is frequently seen as a lack of harmony of the individual with others or the environment.


Psychiatric mental health nursing theories and methods are themselves part of a cultural tradition and our nursing care is a culturally derived set of interventions designed to promote the verbalization of feelings, teach individually focused coping skills, and assist patients with behavioral and emotional self-control—all consistent with Western cultural ideals. When nurses understand that many of the concepts and methods found in psychiatric mental health nursing are based on different assumptions than those of our patients, the process of becoming culturally competent begins.














Culture and mental health


Diverse cultures have evolved from the three broad categories of worldview described in the previous section. Cultures developed norms consistent with their worldviews and adapted to their own historical experiences and the influences of the “outside” world. Cultures are not static; they change and adjust, although usually very slowly. Each culture has different patterns of nonverbal communication (Table 5-3), etiquette norms (Box 5-1), beliefs and values that shape the culture (Table 5-4), and beliefs, values, and practices that influence how the culture understands health and illness (Table 5-5). For instance, in American culture, eye contact is a sign of respectful attention, but in many other cultures, it may be considered arrogant and intrusive. In Western culture, emotional expressiveness is valued, but in many other cultures, it may be a sign of immaturity. In American culture, independence and self-reliance are encouraged, and the family interdependence valued by other cultures may be seen as a symbiotic relationship or a pathological enmeshment.





BOX 5-1      NORMS OF ETIQUETTE


People tend to feel offended when their rules for “polite” behavior are violated; however, the rules for polite behavior vary greatly from one culture to another. Unless we are aware of cultural differences in etiquette norms, we could infer rudeness on the part of a patient who is operating from a different set of cultural norms and believes his or her behavior is respectful.


Norms of etiquette that vary across cultures include:




• Whether “promptness” is expected and how important it is to be on time


• How formal one should be in addressing others


• Which people deserve recognition and honor and how respect is shown


• Whether shaking hands and other forms of social touch are appropriate


• Whether or not shoes can be worn in the home


• How much clothing should be worn to be “modest”


• What it means to accept or reject offers of food or drink and other gestures of hospitality


• What importance is given to “small talk” and how long it should continue before “getting down to business”


• Whether communication should be direct and forthright or circuitous and subtle


• What the tone of voice and pace of the conversation should be


• Which topics are considered taboo


• Whether or not the children in the home can be touched and admired










TABLE 5-3   


SELECTED NONVERBAL COMMUNICATION PATTERNS










	People perceive very strong messages from nonverbal communication patterns; however, the same nonverbal communication pattern can mean very different things to different cultures, as this table indicates. This table does not provide an exhaustive list of possible differences.






	NONVERBAL COMMUNICATION PATTERN

	PREDOMINANT PATTERNS IN THE UNITED STATES

	PATTERNS SEEN IN OTHER CULTURES






	Eye contact 

	Eye contact is associated with attentiveness, politeness, respect, honesty, and self-confidence.

	Eye contact is avoided as a sign of rudeness, arrogance, challenge, or sexual interest.






	Personal space 

	
Intimate space: 0-1½ ft
Personal space: 1½-3 ft
In a personal conversation, if a person enters into the intimate space of the other, the person is perceived as aggressive, overbearing, and offensive. If a person stays more distant than expected, the person is perceived as aloof.

	Personal space is significantly closer or more distant than in U.S. culture.
Closer—Middle Eastern, Southern European, and Latin American cultures
Farther—Asian cultures
When closer is the norm, standing very close frequently indicates acceptance of the other.






	Touch 

	Moderate touch indicates personal warmth and conveys caring. 

	Touch norms vary.
Low-touch cultures—Touch may be considered an overt sexual gesture capable of “stealing the spirit” of another or taboo between women and men.
High-touch cultures—People touch one another as frequently as possible (e.g., linking arms when walking or holding a hand or arm when talking).






	Facial expressions and gestures 

	A nod means “yes.”
Smiling and nodding means “I agree.”
Thumbs up means “good job.”
Rolling one’s eyes while another is talking is an insult.

	Raising eyebrows or rolling the head from side to side means “yes.”
Smiling and nodding means “I respect you.”
Thumbs up is an obscene gesture.
Pointing one’s foot at another is an insult.
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TABLE 5-4   


CULTURAL BELIEF AND VALUE SYSTEMS










	This table contrasts cultural beliefs and values that are predominant in the United States with those that are common in various other world cultures. Belief and value systems are best viewed as a continuum. The beliefs and values of cultures, and of the individuals within cultures, fall at various points along the continuum.






	PREDOMINANT CULTURE PATTERNS AND CONCEPTS IN THE UNITED STATES

	PATTERNS AND CONCEPTS IN VARIOUS OTHER CULTURES






	Individualism
Independence, self-reliance
Autonomy, autonomous decision making

	Familism
Interdependence of family
Interconnectedness
Family decision making






	Egalitarianis: Everyone has an equal voice and deserves equal opportunities.

	Social hierarchy: Some deserve more honor or power than others because of their age, gender, occupation, or role in the family; family hierarchies can be patriarchal or matriarchal.






	Youth
Physical beauty

	Age
Wisdom






	Competition
Achievement
Materialistic orientation
Possessions

	Cooperation
Relationships
Metaphysical orientation
Spirituality, nature, relationships






	Reason and logic
Doing and activity

	Meditation and intuition
Being and receptivity






	Mastery over nature
Latest technology

	Harmony with nature
Natural, traditional ways






	Master of one’s fate: ”I am the master of my destiny.”
Optimism
Internal locus of control: Life events and circumstances are the result of one’s actions.

	Fate is one’s master: ”Fate is responsible for my destiny.”
Fatalism
External locus of control: Life events and circumstances are beyond one’s own control and rest in the hands of fate, chance, other people, or God.






	Future orientation: ”He who prepares for tomorrow will be successful.”
Punctuality (“clock time”): ”Time waits for no one.” “Time flies.” “Time is money.”
Being on time is a sign of courtesy and responsibility. 

	Present orientation: ”Live for today and let tomorrow take care of itself.”
Past orientation: Tradition
“People time”: Time is flexible, indefinite; “Time starts when the group gathers.” “Time walks. El tiempo anda.”
Being on time can be a sign of compulsiveness and disregard for the people one was with before the appointment time.














[image: image]





Copyright © 2000, 2004 by Mary Curry Narayan.







TABLE 5-5   


CULTURAL BELIEFS AND VALUES ABOUT HEALTH AND ILLNESS
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Ca Rogers | Humanism | Developed a personcentered model of psychotherapy. Encourages nurses to view each patent 2 unique.
Emphasized the conceps of Emphasizes attudes of uncondiional posiive regard,
Congruence —auheniciy of the therapistn dealings with the patient. | empathetic understanding, and gentineness that are essential
Uncondtional acceptance and positive regard—climate in the 1o the nurse-patent relaionship. Example: The nurse asks the
therapeutic relaionship tht bcilates change. patent, “What can do (o help you regain conirol over youe
Empuihetic understanding —therapists abily to apprehen the feelings|  aniety?
and experiences of the patent as i hese things were happening (0 the
herapist

Jean Piaget | Cognitve Kenified stages of cogtive development,incluling sersorimotor (0-2 | Provides abroad base for coritive interventons, especially

development|  y); preoperational (27 yr); concrete operationl (711 yr); and formal | with patenis with negatve selviews. Exampie: The nurse

operational (11 yraxduithood). These descibe how cogritive shows anyear-ld al the equipment needed fo sartan IV
development proceeds from reflex actvty o applicaton of logical when discussing the facthat he wil need oe prior o
Solutions fo all types of problems. surgery.

Lawence | Moral Posited a sivstage theory of moral develo pment: Provides nurses with  frameswork for evaluating moral

Kohlberg | development| decisions.

AlbertEllis | Existentslism | Developed approach of ational emotive behavioraltherapy that s active | Encourages nurses fo focus on “here-andinow” issues and
and cognitively oriented: confrontaion sed o force patiris to help the patent lve flly in the present and ook forward o
assume responsibilty for behavior; patients are encouragedfo accept | the future. Exampi: The nurse encourages the patient to
themselves as they are and e faught o take risks and ry ot rew vacation with her family even though she willbe wheelchaie-
behaviors bound unil her leg fracture heals

Albert Social leaming. | Resporsible for concepts of modeling and selfeficacy: person's beliefor| Includes cogritive functioning with environmentl bctors,

Bandura | theory expectation that he or she has the capacity fo effect a desired outome [ - which provides nurses with a comprebersive view of how
through his or her own effrts. people leam. Examyie: The nurse helps the teerage patient
ideniy three negative ovicomes of tobacco use

Viktor Frankl| Existenioism | Developed “logotherapy,” a form of support ofered t help people find

their sense of selfrespect Logotherapy is a future-orienied therapy
focused on one's need fo find meaning and value in living as one's
most imporant lfe task.

Focuses nurse beyond mere behaviors o understanding the
meaning of these behaviors to the patent’s serse of e
meaning. Exanple: The nurse listens atentively as the patient

describes whit s been like since ber daughier died.
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PSYCHIATRIC

Structurak: Show Gross.

because the characteistic patiems of
curment iffr or each of these stes.

RELEVANCE AND
I TECHNIQUE DESCRIPTION UsEs s o
FINDINGS
Electricak Recording.
Electrical Signals from
the Brain
Electroenceptolograph | A recording of lectrical signals from the bran mack by hooking up | Can shorw the state a persan s in — Provides support fom a wide.
(EEG) electrodes to the subject’s scalp. asleep, awake, nesthetized — fange of sources that brain

abnomulites exist may.
adto further esting

‘Anatomical Details of
Brain Strctures
Computerized aal A series of xray imuges is taken of the broin and a computer analysis | Candetect Schizophreria
tomography (CT) produces “slces” providing a precise 3Dike recarstruction of * Lesions « Cortical atzophy
eachsegment. « Abrsions « Third venicle
« Areas ofinfarct enlargement
« Ancurysm « Cogitive disorders
« Abnormlities
Magnetic resonance, A magnetic field s applied to the brain. The nuclef of hydrogen atoms | Can detect: Schizophreria
imoging (MR absotb and emit radio waves that e analy zed by computer, which |+ Brain edema « Enlarged veniricles.
provides 3D visulization of the brainfs siue ture in sectioral « kchenia * Reduction in temporal
imoges. « nfection lobe and prefronial
«Neoplasm lobe
*Trauma
Functionak: Show Some
Activityof the Brain
Functional magnetic Measures brain ativity indirectly by changes in blood oxygenin | See MRI See MRI
resonance imaging diffeent parts of the brain as subjects participate in various.
(MRY activiie.
Positronemission Radioactive substance (tacer) is injected, travels o the brain, and Can detect Schizophreria

tomography (PET)

shows up as bright spots on the scan. Data colected by the
detectors are relayed fo a computer, which prodices images of the

«Onygen utilizaion
*Glucose metabolism

*Increased D,, D,
receptors in caudte

actvity and 3D viswlizaion ofhe CNS, «Blood flow nucleus
« Newrotrrsnitierrecepior « Abrormalitesinlmbic
interaction sysiem
« Mood diorder
« Abrormalites in
temporallobes.
« Adult ADHD
« Decreased utlization
of glicose
Single photon emission | Similar o PET but uses raionuclces that enity-radiaion (photors). | Candetect: See PET
computed tomogea Measures various aspects of brin functioning and provides « Cireulton of cerebrospinal id
(SPECT) images of muliple ayers of the CNS (as does PET) « Similarfunctions to PET
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[apPROXIMATE PSYCHOSOCIAL  SUCCESSFUL RESOLUTIONOF  UNSUCCESSFUL RESOLUTION
AGE DEVELOPMENTAL TASK Crists CRrists. OF CRIstS
Inarcy (0-1/, )| Forming atachment & mother, which lays Trust s, mistust | Sound basis fo relating 0 other ‘General diffcultes relaing to
foundations for aer st n others people; st in peopl; ith and people effectively; suspicion;
hope about environmentand futre | rustfear conilct fear of future
“Ifhe's e in icking me up, there | I canftrustanyone; o one has
mustbe a good reason.” everbeen there when I needed
them”
Early childhood | Gaining some basic controlof selfand Autonomy vs. | Sense ofselfcontzol and adequacy; will| Independence/fear contlict severe
/3y9 environment (.3, toiet tning, exploraion) | shame anddoubt | power feelings of selfdoubt

“Tmsure that with the proper diet
and exercise program, Ican achieve
my taget weight”

“Ieould rever lose the weight
they want me (0, S0 why even
2

Preschool (36 y1)

Becoming purposeful and directive

Initatve vs. guilt

Abilty to inioke one’s ovwn activities
sense of purpose
“llike to help mommy setthe tble
for dinner.”

‘Aggressionfiearconfict serse of
inadequcy or it
“Luvaried the candy, so ook t”

School age (612 | Developing social physical andschool skl | sty vs. Competence; ailty o work Serse of nkriorty; dficuly
) inferioriy “Tmgeting really good at learning and working
Swimeing since I've been tking “Learftread s well s the others
lessons.” inmy clas; Pmjust ™
‘Adolescence (12 | Making tasiton fom childvood o adutbood; | Henity ve. toke | Serse of persorwl denty; fdeliy | Confision about who one 5 weak
209 developing serse of denty confsion “Imgoing to go fo college o be an | serse of self
engircer; [hope o get maried “Ibelong to the gang becaise
before Lam30.” without them, Fm nothing.”
Early aduthood | Estabishing infise bords of ove and friendship) Itimocy v, ‘Abiliy 0 love decply and commit | Emotional isolafor; egocentriciy
@35y isolaion oreselt “There’s o ore aut there for
“My husbanc s been my best e
frend for 25 years.”
Middle adithood | Fullling e goals tht nvolve family, carcer, | Generativity vs. | Abilty to give and o care orotbers | Seltabsorpion; inabily t grow
(3565 y1) andsociety; developing cancerns ot sclfabsorption | “Tmjoining the polical action aperson

embrace future generations.

committee to help people get the
health care they need.”

“Atter Twork al day, just want
o watch television and dorft
wart fo be around peaple.”

Later years (65 yr
o death)

Looking back over one's
meaning

and acceptng it

ntegity vs. despuir

‘Serse of ntegrity and fulfillmen;
willingress to fce death; wisdom
“Tve led a happy, prodiuctive life,
and Lstll have plrty o give.”

Dissatisfaction with ie; denial o or
despui over prospectof death
“What a waste my life has beers
Im going to die alone.”
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|OUTP ATIENT/COMMUNITY MENTAL HEALTH SETTING

Characteristics

INPATIENT SETTING

Itermitient supervision

2thour supervision

Inckependert iving environment with selicare, saety tisks.

Treatment Outcomes.

Therapeutic millu with hospial sl supported healing envirorment

Stable or improved level of nctioning in community.

Interventions.

‘Stbilization of sy mptorms and retum o comemurity

Establish long erm therapeutic relaionship,

Develop sharterm therapeuic relaionship.

Develop comprehersive plan of care with paient and support system, with attenton to
socioculural needs and minienance of community living

Develop comprehersive plan of care, with atention o saciocultural needk of
patientand focus on reiniegraton into the community

Encourage adherence with medication regimen.

Administer medication

“Teach and support adequate nutrifion and selfcare with referrals as needed.

Monitor ruition and selfcare with asistance as needed.

Assist patient i selfassessment, with referrals for health needs in community as needed.

Provide health ssessment and infervention as needed.

Use creative sirategies to refe patint to positive social actvites

Offer structured sacializaion activiies.

‘Communicate regulary with family /support system o assess and improve level of
functioning,

Pl fo dscharge with il /significant other with regard 0 housing and fllow-
up treatmen:
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« Anpsychoi ffect ~Bluted ision
“EPS ~Urinary retenion
*Increased potactin ~Consipation
Gynecomastia (men) - Tachycarda
alactorinoa
0 «Sedation
Amenorhea (somen) + Lom
weight gain
~Onhosiasis
~Orthosttc hypotension
~Dizziness
* Antipsychotic effect -
Rl achycarda - Antpeycholio
* Failure to ejaculate. effects
~Weight gain
> yponson
v  Efaculatory
= Sexual dystunction. D
« Priapism ¥

« Lowers seizure threshold.
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PARIETAL LOBE
Sensory and Motor

Receive and identify

sensory information
Concept formation

and abstraction
Proprioception and

body awareness
Reading, mathematics
Right and et rientation

Cerebral cortex
(gray matter)

White matter

FRONTAL LOBE
‘Thought Processes

Formulate or select goals
Plan

Initiate, plan, terminate
actions

Decision making

Insight

Motivation

Socialjudgment

Voluntary motor ability
starts in frontal lobe

TEMPORAL LOBE
‘Auditory

Language comprehension
Stores sounds into memory
(anguage, speech)
Connects with limbic
systom, ‘e emotional
brain’ o allow expression
of emotions (sexual,
rotaintryegt sre{y

/

occl Pmu.

OCCIPITAL LOBE
Vision

Interprets visual images
Visual association
Visual memories
Involved with

language formation
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People perceive very strong messages fomnonverbal communication,
patters; hoswever, the same nonverbal commurication patter can
mean very diferent things to difirent cultures, a this tble indicates.
“This able does not provide an exhaustive st of possible diferences.

NONVERBAL COMMUNICATION PATTERN

'PREDOMINANT PATTERNS IN THE UNITED
STATES

'PATTERNS SEEN IN OTHER
CULTURES

Eye contact Eye contact s associated with tieniveness, poliieness, | Eye contact s avoided as asign of
respect, honesty, and selfconfidence, fudeness, amogance, challenge, o
sexnl interest.
Personal space Intimate uce: 0114 £t Personal space is significantly closer
Personal pace: 1153 f or more distant than in US. cultre.
Ina personul conversation,ifa person enters into the Closer—Middle Eastern, Southem
intimate space of the other, the person s perceived s | European, and Latin American
aggressive, overbearing, and offersive. lfa person cultures
stays more disant than expected, the person is Farther—Asian cultures.
perceived as aloot When closer i the norm, standing
very close frequently indicates
acceptance of the other.
Touch,

Moderae touch indicates personal warmih and conveys
caring,

“Touch norms vary.
Low-touchcultures—Toueh may be
considered an overt sexual gesture
capoble of “stealng the Spiri” of
another or tboo betsween women
andmen,

High-ouch cultures—People touch
one another as frequertly as
possible (g, linking arms when
walking or holding a hand o arm
when talking).

Facial expressions and gestures.

A nod mears “yes.”
‘Seiling and nodding mears “Lagree.”
Thumb up means “goodjob.”
Roling one’s eyes while another s talking i an s,

Raising eyebrows o rolling the head
fromside o side means “yes.”
‘Siling and nodding mears “1
respect you”

Thumbs up s an obscen gestir.
Pointing one’s foot at another s an
insul.






OEBPS/images/B9781455753581000139_f04-01-9781455753581.jpg
Continuum of Psychiatric Mental Health Care

TRANSITIONAL
OUTPATIENT
TREATMENT

MOST
ACUTE
TREATMENT

1T

A 4

A
|

Primary care providers
Specialty care providers
Patient-centered medical/health homes
Community clinics

Psychosocial rehabilitation program (PRP)
Clinical case management

Psychiatric home care

Assertive community treatment (ACT)
Intensive substance abuse program
Partial hospitalization program (PHP)

Emergency department
Crisis stabilization unit
Locked inpatient unit
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[BASIC LEVEL INTERVENTION

DESCRIPTION

Coordinaion of care

‘Coordinses implementation of the nursing care plan and documents coordination of care.

Health teaching and heath mainterance

Individuslized anticipatory guidance to prevent or reduee mental llness or enhance mentl health (e.5., community screenings,
parerting classes, stress managemen)

Miieu therapy

Provides, stretures, and mainfains  safe and therapetic envirorment in colldboration with paients, fmilies, and other healh care
clinicians.

Phamacological biological, and
integrative herapies

‘Applies current knowledge to assessing patien’s response  medicaion, provides medication teaching, and communicates.
observations to other members of the health care feam

'ADVANCED PRACTICE DESCRIPTION

INTERVENTION
‘Allof the above pls:
Medication prescription and eatment._| Prescription of py chotropic medicatons, vith appropriat se of dagostic est; hospial admiting pivileges
Paychoberapy ndivichel, cauple, group, or amily therapy, sing evidence bused herapettic famevworks and the s ptien elaorship
Conslation

‘Sharing of clinical expertse with nurses or those in other disciplines o erhance thei tratment of patiens or adkkess sy stems issues
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Self-
Transcendence

Self-Actualization

Becoming everything
one is capable of

Esteem

‘Self-esteem related to competency, achievement,
and esteem from others.

Love and Belonging Needs
Afiiiation, affectionate relationships, and love

Safety Needs
Security, protection, stability, structure, order, and limits

Physiological Needs
Food, water, oxygen, elimination, rest, and sex






OEBPS/images/B9781455753581000103_f01-02-9781455753581.jpg
Mental Health - Mental lliness Continuum

Health | liness
Well-being ' Emotional problems | Mental
or concerns illness

Occasional stress to mild Mild to moderate Marked
distres: distress.

No impairment Mild or tempor Moderate
impairment

impairment
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DIsTORTION

DEFINITION

EXAMPLE

Allornothing
thinking

“Thinking in black and white, reduxcing complex outcomes into absolutes.

‘Although Lindsey camed the second highest score in the stie’s
cheerleading compettion, she consistently referred o herselfs|
“aloser.”

Overgeneralization

Using a bad outcome (or a few bad ouicomes) as evidence that nothing willever
o rightagain

“Andrew hoda minor trafic aceident, He is reluetant o drive and
says, ‘I shouldn'tbe allowed on the road”

Labeling ‘A formof generalizaion in which a characteristic or event becomes definfive. | “Because | biled the advanced staistics exarm, Lama bl L might
and result inan overly harsh el for selfor others. as well give up. Tmay as well quitand look for an easier mejor.”
Mental i Focusing on anegative detal or bad event and allowing ito int every hing else| Anne's boss evalusted her work s exemplary and gave her afew
suggestions for improvement She obsessed sbout the
suggestions and ignored the rest
Disqualfying the | Maintining a negative view by rejecting information thatsupports apositive | “I've justbeen offered the b I thought Lalways wanted. There.
positive view as being irrelevant inaccura, or accidental musthave been no other applicants.”
Jumping to Making a negative interpretation despie the fact thatthere i lte or 1o ty fancd, Juan, dide't call me for 3 hours, which just proves he
conclusions supporting evidence doesritlove me anymore.”
& Mindreading | Inferring negative thoughs, responses, and mofives o f others abel i giving a presentation and a man in the audience is

sleeping. She ponics, ‘I mustbe boring.”

b. Fortunc-elling

‘Anicipating tht things will tum out badly a5 an established fct

“Tllask her ou, but Lknow she won't have a good time.”

Magnification or
minimization

Exaggerating the importance of something (such as a personal ilure or the
success of others) or reducing the importance of something (suchasa
persoral success or the ilure of others)

“Tmalone onaSaturcay ight because no one likes me. When
other peaple are alone, ifs because they wantfo be.”

. Catastrophizing

‘Catastrophizing is an extreme form of magnification in which the very worstis
assumed o be a probable outcom.

“IfLdon't make a good impression on the boss atthe company.
picnic, she willfire me.”

Emotional reasoning

Drawing a conclusion based on an emotioral ste

“Tmnervous sbout the exam | must not be prepared. I were, |
wouldn'tbe afaid”

“Should” and “must”
stements

Rigid slfdirectives that presume an urealistc amountof control over extemal
evenss

Rence believes that a patient with diabetes hus high blood sugar
today because she's nota very gaod nurse and that her patens
should always getbetier

Personalization

‘Assuming responsibilty for an extermal eventor sitution tha was likely outside

persoral control.

“Tmsony your party wasnftmore fun. IFs probably becarse [was.
there.”
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Pupilary reflex and
eye movement

Major processing station in GEREBELHUM

auditory pathways Cerebellum:
Regulates skeletal muscle

coordination and
contraction

Reflex centers control Maintains equibrium
Balance

Heart rate

Rate and depth of respirations

Coughing, swallowing, sneezing

Maintenance of blood pressure

Vomiting
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“This table contrasts cultural beliefs and values that are predominant i the United States with those that are
commonin various other world cultures. Belief and value sysiems are best viewed as a continuum. The
beliets and values of cultures, and of the individuals within cultures, 6l t various poins along the

continuum

'PREDOMINANT CULTURE PATTERNS AND CONCEPTS IN THE UNITED STATES

'PATTERNS AND CONCEPTS IN VARIOUS OTHER
CULTURES

Incividualism
Independence, selfeliance
Autonomy, autonomovs decision muking

Familism,
Iterdependence of fily
Interconnecedness.
Family decision making

Egalitarianis: Everyone has an equal voice and deserves equal opportunities.

‘Social ierarchy: Some deserve more banor or porwer than
others because of their age, gender, occupation, or role in
the il faily hierarchies can be putiarchal or
motrarchl.

Youh Age
Physical beauty. Wisdom
Competiton Caoperation
Achievement Relatonships.
Materialisic orientation Metaphysical orientation
Possessions Spirtwliy, nature, relaonships
Reason and logic Meditation and intiion

Doing and activity

Being and receptivity

Mastery over e
Latest technology

Harmony with rture
Natural, rdioral way's

Master of one’s fte: “Tam the master of my destiny.”
Optinism.
Intermal locus of control: Life evenis and circumstances are the result of one’s actions.

Fate s one's master: “Fate is responsible for my destiny.”
Fatlism
Exteml locus of control: Life events and circumstances.
are beyond one's own control and rest in the hands of e,
chance, other people, or God.

Future orfentaion: “He who prepares for tomorrow will be successful”
Punctualty (“clock time”): “Time wts for no one.” “Time fies.” “Time is money.”
Being on time is asign of courtesy and resporsibily.

Presert orientation: "Live for today and et tomorrow ke
care of iselt”
Pastorientator: Traditon
“Peaple time"s Time s flexble, indefirte; “Time stars
whenthe group gathers.” “Time walks. E1 fienpo anda.”
Being on fime can be asign of compulsiveness and
disregard for the people one was with before the
appointment fie.
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« Decrease depression

+ Psychomotor actvation .
. O TG 25 « Reduce suicidal behavior
« Hypotension « Antipsycholic effecis
« Weight gain 1 ~Hypotension

« Ejaculatory dysfunction

* Blurred vision * Reduce depression
*Dry moum * Antianxiety effects
« Constipation | = -Gl disturbances
« Sinus tachycardia « Sexual dysfunction
« Urinary retention
i e
* * Tachycardia

5 - i « Erectile/ejaculatory dysfunction

* Dizziness

* Reflex tachycardia

« Memory dysfunction
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NEVER RARELY SOMETIMES OFTEN ALWAYS

EDANNL | Lieltfearul < < < < <

1 1 2 3 4 5
EDANNIO | Liound it hard to focus on any thing other than my ety < < < < <

2 1 2 3 4 5
EDANNEL | My worries overwhelmed me e < < <

3 2 3 4 5
EDANNGS | Lieltuncasy < < < < <

4 1 2 3 4 5
EDANXiG | Lieltnervous B B B B B

5 1 2 3 4 5
EDANND7 | Lieltlike Ineeded help for my amiety B B B B B

6 1 2 3 4 5
EDANNOS | Lieltamvous. B B B B B

7 1 2 3 4 5
EDANXG | Lfelttense 1 B B B B

s 2 3 4 5
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Is Person 1 of Hispanic, Latino, or Spanish origin?

O No, not of Hispanic, Latino, or Spanish origin

O Yes, Mexican, Mexican Am., Chicano

O Yes, Puerto Rican

O Yes, Cuban

O Yes, another Hispanic, Latino, or Spanish origin —
Print origin, for example, Argentinean, Colombian,
Dominican, Nicaraguan, Salvadoran, Spaniard, and so on.
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[ Pre-Test interactive review]
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World cultures have grown out of different worldviews and philosophical traditions. Worldview
shapes how cultures perceive reality, the person, and the person in relation to the world and to
others. Worldview also shapes perceptons about ime, health and ilness, and righis and
obligations insociety. The three worldviews compared here are broad categories and
genenizations created o contrast some of the themes found in diverse world cultures. They do
ot necessarily itany particular cultual group

WESTERN (SCIENCE)

EASTERN (BALANCE)

INDIGENOUS (HARMONY)

Roman, Greek Jakeo-Chistary the Enlghierument; Descares

Chinese and Indian,
philosophers: Buddha,
Confixits, Lao-se

Deep relationship with ature

“The “real” s form and essence; rality tends to be stable.

The “real” s aforce or
energy; ealty s always
changing

“The “real”is mulidimersionsl; eality
transcends time and spoce.

‘Cartesian duslise: body and mindspiric

Mind body <piri ity

Mind, body, and spiitae corsidered
S0 wited tha there may notbe
words to indica them s distict
eniies.

‘Selfis stating point for dertiy.

Family i stating pointfor
idenity.

‘Community is sarting poit for
dentity—a person s only an entiy
in relaion to others. The self does.
notexistexceptin relaion o
others. There may be o concept
of person or persaral ovwnership,

“Time i lincar

“Time i cireula, fexible

“Time i focused on the present.

Wisdom: preparation for the fture

Wisdom acceptance of what

Wisdom: knowledge of ature.

Disease has a cause (pothogen, toxin etc.) that creates the effect; disease can be observed and
measured.

Disease is caused by a lck of|
balance inenergy forces
(e, yinyang, hotcold);
imbalance between daily
routine, dit, and
consitionl type
(Ayurveds).

Disease is caused by alack of
personal interpersonsl,
environmena,or sprual
harmony; thoughts and words can
shape realiy; evil st exist

Ethicsofrghts and obligatons:
Based onthe individuals right
Vale given t:

Right to decide

Right to be informed
Open communication
Touhfulness.

Ethicsofcare
Based on promoting
posiive relatonships.

Sympathy, compassion,
fidelty, discemment
Action on behlf o those
with whomone has a
relaorship.

Persons inneed of health
care considered o be
vilnerable and fo require

protection from el tnth

Ethicsof community:
Based on needs of the commenity
Vale given t:

Contibution fo community
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Treatment focus | Unresolved pust relaiorships | Current interpersonal relaiorships and sacial “Thoughis and coritions. Leamed malacaptive
and core conflics supports behavior

Therapistrole | Sigrificantother Problemsolver ‘Active, directive, challenging ‘Active, directive teacher
Tarsference object
Primary ‘At Depression Depression Postraumetic sress
disorders Depression Aniety/paric disorder
treated. Personality disorders. Eating disorders Obsessive compuisive
disorder
Panic disarder
Lengthof 20 + sessions ‘Short term (1220 sessions) ‘Short term (520 sessions) Varies,typically fewer than.
therapy 10 sessions
Technique ‘Therapetic alliance. Facilitate new patters of communication and Evalusting thoughts and behaviors | Relaation
Free association expectations for relatorships. Modifying dysfunctional Thought stopping
Understanding transference thoughis and behaviors Selfreassurance

Chllenging deferse
mechanisme

Seeking social support
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