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New to This Edition

NEW! Cultural Considerations boxes familiar-
ize you with cultural, ethnic, and religious con-
siderations that may affect care.

NEW! Test Yourself recall exercises throughout

each chapter help you identify areas you have

mastered and areas requiring further review.

UPDATED and redesigned Nursing Process

sections in all chapters on specific disorders

clarify each step in the nursing process.

o NEW! Two Nursing Care Focus subsec-
tions were added to each Nursing Process
section with examples of goals, implemen-
tations, and evaluations of outcomes to help
you understand how the nursing process
can be applied to the care of mental health
clients.

UPDATED! Language reviewed and revised

for inclusive terminology that strengthens your

clinical communication.

REVISED and IMPROVED Case Studies:

o NEW! Each case study now includes a-pic-
ture of the client to help you immers@your-
self in the scenario and focus on client care.

o UPDATED! Case Studies have been added
so all chapters have a minimum ,of two per
chapter.

STREAMLINED Appendices, including two

NEW Appendices:

o Sample Patient Healths Questionnaire-9
(PHQ-9)

o Sample Abnormal-Involuntary Movement
Scale (AIMS)

UPDATED! Key Terms in each chapter with a

REVISED Glossary in the back of the book for

a quick review of.all Key Terms and definitions

included in the.text.

UPDATED/Student Worksheet in every chap-

ter with new and revised questions to test your

understanding.

NEW! Chapter 17 has been heavily revised and

renamed from “Sexual Disorders” to “Mental

Health Issues Related to Gender Identity and

Sexuality,” broadening the focus to discuss

mental health concerns of people with a range

of sexual and gender identities. Content in
this chapter has been updated with the latest

terminology, discussion of historical social dis-
crimination, and a tool to helpnurses self-assess
beliefs that may influence care.

A Note From the Author

I am excited to present the fifth edition of this
textbook. Itis my mission to continue to update and
streamline the basic principles and foundations of
mental health nursing for the LPN/LVN student.
As mental health is a component of the whole
client, it is.essential for every nurse to have a
basic understanding of the essential information
presentéd;in this text to provide holistic nursing
care to(@ variety of clients in a variety of settings.
Awareness has been made to keep the focus of the
text/on the nursing model of care. It is my intent
that the fifth edition of this textbook will continue
to help students better understand mental health
and its presence and impact in the nursing care of
all clients.

LPN/LVN student nurses do not always have
the opportunity for in-depth inpatient psychiatric
unit experience, but they will encounter mental
health concerns and issues in a variety of health
care settings as both students and graduates. To
help supplement their learning experience, case
studies are included in every chapter to help the
student tie the content to potential situations they
may encounter. I have attempted to discuss differ-
ent practice settings and functional roles of the
LPN/LVN.

This book presents mental health and ill-
ness by first establishing the essential ground-
work related to this subject. Unit I presents an
overview of mental health concepts including
cultural, ethnic, and religious influences. A basic
understanding of how mental health is viewed and
approached is essential for caring for clients from
multicultural and diverse backgrounds. Factors
that affect mental health are also discussed in this
unit. Stress, anxiety, grief, and loss are discussed
along with variations of human responses to
these factors. The delivery of mental health care,
including historical views, is presented. The sec-
tion on outpatient and community mental health
details information on services offered in various
settings. The various practice settings for mental

v
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health care are included to provide an all-encom-
passing picture of how mental health is a com-
mon encounter for the nurse in every health care
setting. Legal and ethical considerations, includ-
ing client rights and nursing accountability, are
addressed. The unit concludes with an overview
of various theories of personality and psychologi-
cal development to help provide a foundation for
understanding human behavior.

In Unit II, the treatment process is discussed,
beginning with an introduction to the treatment
team, holistic and different approaches to treat-
ment, and the client’s role. The various types of psy-
chotherapy are presented along with an overview
of psychotropic medications used in the treatment
of mental illness. The importance of establishing
a therapeutic relationship between the nurse and
the client is described. Difficult client situations,
including the impact of anger, violence, bullying,
and abuse are discussed. The subjects of crisis and
suicide prevention are presented including client
risk factors, exhibited behaviors, nursing interven-
tions, and nursing care.

Unit IIT looks at the fundamental nursing
roles in mental health nursing. This unit begins
with a discussion of therapeutic communica-
tion. Techniques that facilitate communication
and interactions with the mental health client,
as well as what can hinder them, are discussed.-A.
detailed discussion of the nursing process, includ-
ing specifics to mental health nursing, is provided.
Application of the nursing process in reldtion to
mental health is included as part of the chapter
case studies.

Unit IV deals with specific mentabhealth dis-
orders. The different disorders are-discussed in
terms of symptoms exhibited, tisk’ factors, pop-
ulations seen in, and treatments.for the disorder.
Medications, including actién and therapeutic
use, are incorporated into_the discussion of treat-
ment. Current research and references are used
to substantiate the infornration presented and are
also included in the end-of-chapter bibliography.
Nursing care of thevelient with a mental illness
specific to the chapter topic is described in the
Nursing Process section.

Unit V examines disorders that have diag-
nostic criteria or are influenced by age. The first
chapter imthe unit is on disorders specific to the
child and.adolescent, and those that are commonly
first diaghosed in childhood or adolescence. The
final ¢hapter addresses issues and types of mental
disorders seen in older adults.

To help supplement the content, there.are
several features throughout every chapter to-aid
the LPN/LVN student’s understanding. Open-
ing each chapter are chapter objectives, which are
written concisely and purposefully to guide learn-
ing outcomes. They are also intended to provide
an outline for the student as they réad the chap-
ter. Key terms are boldfaced in the/manuscript to
provide easy access to their meahing. In addition,
the key terms are listed in the-glossary for easy
reference. Enhanced featurgs for content under-
standing are presented multiple times through-
out every chapter in the form of specialty call-out
boxes. Thought-proveking questions are pre-
sented to encourage eritical thinking in the “Mind
Jogger” boxes. Important information is summa-
rized or added in-“Just the Facts” boxes. A new
feature has beenradded, the “Test Yourself” box,
which helps t6_break up the chapter and provides
an opportunity for students to quiz themselves on
the information presented. Boxes and tables are
located throughout the chapter to give the stu-
dent a'summary of information in an easily viewed
and, compressed format. A minimum of two case
studiés are integrated into each chapter to provide
opportunities for reflection and content appli-
cation. Last, another new feature, the “Cultural
Considerations” box, has been added at the end of
each chapter to provide multicultural information
related to a topic in the chapter.

Each chapter is followed by a study guide, or
worksheet, with various methods of appraising
the student’s recall of the content presented. This
component is designed for the student to practice
deductive thinking and reasoning. Questions are
written so that the answers are easily discernible
after reading the chapter. Terminology and key
terms are reinforced through completion and
matching exercises. Multiple-choice questions are
written using an NCLEX item-writing format to
help prepare the LPN/LVN student for entry-
level testing. Included are questions that ask the
student to select all answers that are applicable. An
answer key is provided for all worksheets at the
end of the textbook. A supporting bibliography
for content is provided at the end of each chapter
that includes internet addresses to references as
applicable.

Building Clinical Judgment Skills

Nursing students are required to obtain nurs-
ing knowledge and apply foundational nursing



processes to practice effective clinical judgment.
Being able to apply clinical judgment in practice
is critical for patient safety and optimizing out-
comes. The content provided in this text includes
features such as Case Studies; Nursing Process
Sections; and Mind Jogger, Test Yourself, and Just
the Facts boxes that strengthen students’ clinical
judgment skills by giving them opportunities to
apply knowledge and practice critical thinking.
In addition, accompanying products CoursePoint
and Lippincott NCLEX-PN PassPoint provide
an adaptive experience that allows students to
build confidence by answering questions like those
found on the Next Generation NCLEX (NGN)

examination.

Inclusive Language

A note about the language used in this book:
Wolters Kluwer recognizes that people have a
diverse range of identities, and we are commit-
ted to using inclusive and nonbiased language in
our content. In line with the principles of nurs-
ing, we strive not to define people by their diag-
noses, but to recognize their personhood first
and foremost, using as much as possible the lan-
guage diverse groups use to define themselves,
and including only information that is relevant
to nursing care.

We strive to better address the unique per-
spectives, complex challenges, and lived expe-
riences of diverse populations(traditionally
underrepresented in health literature. When
describing or referencing populations discussed
in research studies, we will adheére to the identi-
ties presented in those studies;to maintain fidelity
to the evidence presented.by the study investi-
gators. We follow best practices of language set
forth by the Publication"Manual of the American
Psychological Association; 7th edition but acknowl-
edge that languagé_ evolves rapidly, and we will
update the language used in future editions of
this book as necessary.

A Comprehensive Package for
Teaching and Learning

Ancilfary Package

"To.further facilitate teaching and learning, a care-
fully designed ancillary package has been devel-
oped to assist faculty and students.

Preface vii

Instructor Resources

"Tools to assist you with teaching yourcourse are
available upon adoption of this book‘en thePoint’
at http://thepoint.lww.com/Kinchelog¢5e

* A Test Generator features National Coun-
cil Licensure Exam (NCLEX)-style questions
mapped to chapter learninigiobjectives.

* PowerPoint Presentations provide an easy way
to integrate the textbook with your students’
classroom experience; multiple-choice and true/
false questions are~included to promote class
participation.

* A sample Syllabus is provided to use in your
course.

* An Image Bank lets you use the photographs
and illustrations from this textbook in your
course materials.

* An ebook serves as a handy resource.

Acckss to all Student Resources is provided

sa_that you can understand the student expe-

rience and use these resources in your course
as well.

Student Resources

An exciting set of free learning resources is
available on thePoint” to help students review and
apply vital concepts in mental health nursing.
Multimedia engines have been optimized so
that students can access many of these resources
on mobile devices. Students can access all these
resources at http://thepoint.lww.com/Kinch-
eloeSe using the codes printed in the front

of their textbooks.

® Journal Articles offer access to current
research relevant to each chapter and available
in Wolters Kluwer journals to familiarize stu-
dents with nursing literature.

* Videos reinforce topics from the textbook and
appeal to visual and auditory learners.

A Comprehensive, Digital,
Integrated Course Solution:
Lippincott® CoursePoint

Lippincott® CoursePoint is an integrated, digital
curriculum solution for nursing education that
provides an other-course knowledge and be pre-
pared for practice. The time-tested, easy-to-use
and trusted solution includes engaging learning
tools, case studies, and in-depth reporting to
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meet students where they are in their learning,
combined with the most trusted nursing edu-
cation content on the market to help prepare
students for practice. This easy-to-use digital
learning solution of Lippincott® CoursePoint, com-
bined with unmatched support, gives instructors
and students everything they need for course and
curriculum success!
Lippincott® CoursePoint includes:

* Engaging course content provides a variety of
learning tools to engage students of all learning

styles.

¢ Adaptive and personalized learning helps .stu*

dents learn the critical thinking and clinical
judgment skills needed to help them bécome
practice-ready nurses.

Unparalleled reporting provides .in-depth
dashboards with several data paints to track
student progress and help identify strengths
and weaknesses.

Unmatched support includes training coaches,
product trainers, and nursing-education consul-
tants to help educators and students implement
CoursePoint with ease.
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Defining Mental Health and
Mental lliness

We exist in a society composed of many differ-
ent types of people. Although genetics provides a
blueprint for the physical body, the human mind
is unique in that it contains a combination of
thoughts, perceptions, memories, emotions, will,
and reasoning. Each of these is developed as the
individual grows, thinks, feels, and reacts to the
world around them. The individual interprets, and
interacts with, their own thoughts in a private way,
with the ability to communicate them to others
as they choose. The well-being of this aspect of
the body may be referred to as the state, or health,
of the mind. While the terms “mental health” and
“mental illness” sound similar, they are actually two
different concepts.

Mental Health

Many large bodies (e.g., Centers for Disease Con-
trol and Prevention, World Health Organization,
American Psychiatric Association, and National
Alliance on Mental Illness) have defined men-
tal health. While their definitions vary slightly,
mental health involves the components of
emotional, psychological, and social well-being;
the balance between the individual’s cognitiyve;
behavioral, and emotional states; and the individ-
ual’s ability to handle stress and adversity, relate
to others, emote (express) their feelings) and
make healthy choices.

There are many factors that influence an
individual’s mental health. These include socio-
economic, biologic, and environmental factors. In
addition, mental health is affected by the individ-
ual’s ability to realize their own‘abilities; to work
productively (examples of work can include, but
are not limited to, attending/school, holding a job,
or tending a family); conttibute to their commu-
nity or family; and to enjoy life. It is important to
understand that mental health is not characterized
by the absence of a-mental illness.

Mental healdrimpacts the way an individual
sees their surroundings, how they think, and the
decisions they,make. How the individual feels
about themselves and those around them has an
influence on how they cope with life and meeting
the expéctations it creates. The ability to act inde-
pendently, directed by inner values and strengths,
to facellife with assurance and hope, and seek a
meaningful balance between work, play, and love
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produces satisfying relationships with others. Fur=
ther evidence of mental health is seen in thecabil-
ity to function well alone or with others, tg_make
sound judgments and accept responsibiligy-for the
outcomes, to love and be loved, and to adapt when
faced with adversity.

Mental lliness

Definitions of mental illness, liké mental health,
vary slightly depending upown’ the focus of the
organization defining it.“In mental illness,
the individual demonsteates a change in one or
more of the following: emotions (sometimes
referred to as mood), thinking, or behavior. These
changes are accompanied by problems relating
to others in personal, work, or social relation-
ships or an inability to perform activities of daily
living (ADLs):

In the individual with mental illness, inter-
personal relationships are often stressed or inef-
fective asymental distress impacts the emotional
stability ~and coping efforts of the individual.
Thinking is often distorted as misconceptions
and\ thinking errors take the place of rational
and realistic processing. The distress experi-
enced in the mind sets in motion the behavioral
patterns characteristic of the various mental
disorders. Box 1.1 lists some warning signs that
might indicate a mental illness. Since medi-
cal issues can present with symptoms similar
to those of a mental condition, the client who
presents for medical or mental health treatment
should have data collected for both possibilities.

Warning Signs of a Mental Health Issue

e Changes in eating or sleeping routines

e Feelings of hopelessness or like nothing matters

e Increase in drinking or illegal drug use

* Withdrawing from close family and/or friends and/or
activities

* Hyper or reckless activity

* Hearing voices that others do not hear

e Thoughts of self-harm, or harming others

* Neglecting activities of daily living (eating, bathing,
dressing, work, or caring for dependents)

e Change in thinking that include illogical ideas or
magical thinking (e.g., believing that one can control
the behavior of a television character)

Adapted from Parekh, R. (2018). Warning Signs of Mental lliness.

American Psychiatric Association. https://www.psychiatry.org/
patients-families/warning-signs-of-mental-illness
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TABLE 1.1

Mental Health Condition(s) ~ Symptoms

Comparison of Mental Health and Medical Conditions

Medical Condition(s)

Anxiety
Depression
Schizophrenia, Bipolar

Sweating, headaches, tremors

Psychosis

Lethargy, increased sleeping, weight gain, difficulty concentrating

Hyperthyroidism, Pheochromotytoma
Hypothyroidism
Systemic lupus erythepaatosus

Chapter 2 also details medical issues that have major psychological effects.

Table 1.1 lists some common mental health con-
ditions that have similar symptoms to medical
conditions.

Causes and descriptions of mental disorders
vary. Reasons for these variances include, but are
not limited to, the organization’s focus of treat-
ment, the individual’s response to medications or
treatment, and the culture of the individual or the
health care professional.

Often the terms “mental illness” and “mental
disorders” are used interchangeably. For the pur-
pose of this textbook, “mental disorder” will refer
to a specific, or group of similar, conditions while
“mental illness” will encompass a broader issue or
a global discussion of disorders.

Impact and Incidence of Mental lliness

Mental illness is seen in all cultures, secioeco-
nomic levels, and genders. The National Insti-
tute of Mental Health (NIMH) estimates that in
2019 there were 51.5 million adults in‘the United
States that have some form of a niental condition
that ranges from mild to severe: This is roughly
20.6% of the population (closéto 1 in 5 adults).
This number does not include individuals with a
developmental or substance~use disorder. Most
mental health hospitalizations are seen among
individuals with a serious mental illness. Serious
mental illness (SMI), is) “a mental, behavioral, or
emotional disorder resulting in serious functional
impairment, whieh:substantially interferes with or
limits one or more major life activities” (NIMH,
2022). The estimated number of those adults with
serious mental‘illness in 2019 was 13.1 million, or
5.2% of the US population.

In 2019 the United States spent $225 bil-
lion on_mental health services (Leonhardt, 2021).
Although spending for mental health services has
been-increasing, there are still issues to access of
care due to cost and lack of availability of services,
compounded by stigma related to seeking, and
treceiving, mental health care.

Factors That Affect Mental Health

Mental health is achieved as the individual suc-
cessfully maintains a balance between the ups and
downs of everyday life. Daily there are enumer-
able issues+éncountered that require adaptation,
both physieally and emotionally. Stress, anxiety,
grief, and\loss are unavoidable issues of daily life,
making it necessary for the individual to be flex-
ible @nd adaptive. Faced with these challenges,
theirymental equilibrium may become temporar-
ily disrupted. The ability to reestablish a stable
state depends on them being able to utilize coping
strategies and adapt.

Many factors influence mental health and the
individual’s perception of their mental health or
mental illness. Cultural influences, including reli-
gion, help shape their view of what constitutes
mental health, who the individual goes to for men-
tal health advice, and acceptable treatment options.
Additionally, mental health is affected by factors
related to family, sleep, substance use, and expo-
sure to trauma or violence. Coping strategies that
the individual has experienced to be effective are
utilized. Past experiences with stress, anxiety, grief,
or loss help shape how the individual responds to
the current situation.

Chapter 6 further discusses issues of anger,
violence, abuse, crisis, and suicide. These all have
the ability to disrupt an individual’s mental state
temporarily, with most individuals adapting and
growing from the experience.

Cultural Heritage—Beliefs,
Norms, and Values

Culture is a term that describes a common heri-
tage and a set of social practices that are central to
that group. This binding force between members
of each group is often referred to as cultural iden-
tity and may include a common language, family
structure, customs, country of origin, religious
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and political beliefs, food, dress or clothing, tradi-
tions, and holidays. Factors related to the group to
which an individual belongs also affect how they
relate to other groups. Individual behavior often,
but not always, mirrors that of their group and
may be altered as changes occur within the group.

With so many cultures in the world, it is
not surprising that variances can be seen among
the exhibition, explanation, perception, coping,
and management of mental health symptoms or
issues. While some individuals may respond out-
wardly to life situations, others may be reluctant,
or discouraged, from visibly showing emotional
and mental problems. This expression can be
influenced by their culture. The tendency to seek
help from religious or faith healers within the
cultural group rather than professional provid-
ers is common. Although many families meet the
challenge of a member’s mental illness by seeking
professional care, the stigma and shame created
by a mental illness can lead some families to hide
or dismiss the issue and to deal with the affected
person in their own ways. Some families may sim-
ply deny that a problem exists. Others may see
the symptoms as a punishment or judgment for
wrongdoing.

Religious coping may include prayer, religious
music, talking to God or a higher power, reading
religious materials, or meditation. Some cultural
beliefs conclude that mental symptoms are related
to witchcraft, demon possession, or substance use
and can be eliminated by traditional healing)rem-
edies or a ritual. Rituals may include the use of
prayer, touch, candles, eggs, pollen, roots, herbs,
or religious medals. The ritual is oftén provided
by those seen as healers within the group and
viewed by the group as an acceptable practice.

Cultural approaches remain the customary
choice for some individuals té“manage mental ill-
ness regardless of the availability of mental health
services. Different cultureshive specific syndromes
that involve mental health. These syndromes are
involuntary, familiar to~the members, widespread
in the specific culture; and treated by a healer of
that culture. These 'conditions are referred to as
culture-bound syndromes. Recognizing the client
may be experiencing a culture-bound syndrome is
important to provide culturally appropriate care.
Also, the mirse should explore the client’s meaning
of the terms used (e.g., what does it mean to the
client when they talk about “nerves”?). Table 1.2
lists some of these syndromes and a generalized
description of each.

Introduction to Mental Health and Mental Illness

Religion

Religion provides routine, structure, and coping
for some individuals, while for others it inay be
a stressor. If the client identifies a religious pref-
erence, it is important for the nurse“to obtain
information on what practices theclient finds
beneficial and if there are parts that they identify
as stressors. Some individuals may not practice an
organized religion but may have spiritual prac-
tices that are important to them? Religious themes
are frequently seen in mentabillness, especially in
themes of delusions or hallucinations that are seen
in psychosis. For example, a client experiencing
psychosis may draw a‘religious symbol or write
out a specific religious term repeatedly.

Family

Similar to religion, the individual’s family can
either be a protective factor against, or a stressor
that can exacerbate, mental health issues. A strong
family system can provide the individual with
needed support. Conversely, if the individual has a
dysfunctional or absent family, the individual will
need to rely on other support systems for help.

Culture can influence the way a family views
mental illness and the support they provide. In
some cultures, families may view the individual
with mental illness as an embarrassment or dis-
grace to the family name; some may even go to
the extreme and disown the individual. In other
cultures, the family may deny the presence of the
mental illness and be unwilling to provide support
but still include the individual in the family. In
both cases, the individual with a mental illness will
need extra support from outside the family system.

In individuals with a long history of mental
illness, the family may experience caregiver burn-
out and may no longer be able to provide support.
It is important for the nurse to be nonjudgmental
when caring for a person whose family is not act-
ing as a support system.

Sleep

Sleep is an important component of mental
health. An individual who has balanced sleep and
is well rested is better equipped to face daily chal-
lenges. Sleep also enhances coping mechanisms.
A lack of sleep can impair the individual’s abil-
ity to cope and can magnify their mental health
issues. An increase or decrease in sleeping habits
is seen in mental health issues such as in manic
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TABLE1.2 Common Examples of Culture-Bound Syndromes

Syndrome Predominant Culture(s)  Description
Amok Malaysia An acute outburst of unrestrained violence, such as attempts to kill or seriously injte’anyone encoun-
Indonesia tered, and ends with exhaustion and amnesia.
Philippines
Ataque de nervios Latin America Uncontrollable shouting, attacks of crying, trembling, heat in the chest andkhead, and verbal and
Mediterranean physical aggression.
Brain fag West Africa Headaches, blurring or watering of eyes, difficulty grasping meanjng:ef words, poor retention of infor-
mation, and sleepiness while studying.
Dhat India Fear of loss of power due to loss of semen through prematur€-ejaculation, masturbation, or from pass-
Shenkui China ing semen in the urine. Symptoms may include weakness, fatigue, palpitations, insomnia, quilt, or
anxiety.
Hikikomori Japan Social withdrawal (usually longer than 6 months) gidythe individual exhibits a strong focus on personal
interests or is apathetic with no interest in hobbigs or activities.
Koro Southeast Asia Extreme anxiety or panic that the penis will rétrdct into the body or even may disappear.
shook yang China
Latah Malaysia The afflicted person responds to a frighténing stimulus with an exaggerated startle or jump, utters
Indonesia improper words, and imitates the fords or movements of people nearby.
Piblokto Some Inuit or arctic Screaming, uncontrolled wild behdvidr, depression, insensitivity to extreme cold (such as running
populations around in the snow naked)‘and echolalia.
Susto Latin America After a traumatic, or frightening, experience the individual has symptoms of nervousness, loss of appetite

(also known as “fright

sickness” or “soul loss”)

and strength, insomnfaxlistlessness when awake, depression, and introversion.

Excessive nervousness’or fear in social situations, extreme self-consciousness, fear of contracting dis-

ease. Also aprintense fear that they (or their body part or body function) will displease, embarrass,
or offendGthers. The fear is of offending or harming other people with a focus on avoiding harm to
others (ratHer than to oneself).

Taijin kyofusho Japan
zZar East Africa
Middle East

Experience of spiritual possession, which may include dissociative episodes of laughing, hitting, singing
qrweeping. Apathy and withdrawal may also be seen.

Note: This is not a complete list. These are some of the more common Syndromes discussed in various sources. Different cultures may have a syndrome with similar symptoms but with

a different name.

Sources: Correll, C. U., Stetka, B. S., & Harsinay, A. (2018). Cultuie=specific psychiatric syndromes: A review. Medscape. https://www.medscape.com/viewarticle/901027#vp_1
Teodoro, T., & Afonso, P. (2020). Culture-bound syndromes and cultural concepts of distress in psychiatry. Revista Portuguesa De Psiquiatria £ Satide Mental, 6(3), 118—126. https://doi.

0rg/10.51338/rppsm.2020.6.13.139

or depressive disorders. Tracking the individual’s
hours, and quality, of sleep is important in deter-
mining their mental léalth balance and the effec-
tiveness of treatment therapies. Sleep, therefore, is
an important vitalsign in mental health nursing.

Substance Use

Substance' use includes alcohol, medications, and
illegal drug use. Individuals who use substances
are atvan increased risk for mental illness as the
substance can cause changes to the brain’s func-
tion-and structure. An example of this is the
individual who huffs an aerosol to get high. The
aerosol physically damages the brain, leading to
behavioral and cognitive changes.

Substance use is frequently seen in individ-
uals who have an existing mental illness. Often
the individual uses the substance to help cope
with or lessen the symptoms of the mental illness.
An example of this would be the individual with
post-traumatic stress disorder (PT'SD) who drinks
alcohol to help forget the events that led to the
post-traumatic stress disorder (PTSD). This is
referred to as “self-medication.”

Trauma and Violence

Exposure to trauma and violence can cause mental
health issues. A child who is exposed to violence or
trauma at a young age, when the brain is develop-
ing, is at risk for mental health issues. A traumatic
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brain injury can create mental health issues in an
individual who did not previously have a mental
illness. Disorders that affect the brain, such as
Parkinson disease or a cerebral vascular accident
(CVA, also known as a stroke), can cause mental
health issues.

The Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) states that trauma
is “an event, series of events, or set of circumstances
that is experienced by an individual as physically or
emotionally harmful or life threatening and that
has lasting adverse effects on the individual’s func-
tioning and mental, physical, social, emotional, or

spiritual well-being” (SAMHSA, 2019).

Coping

When dealing with stress and the unpleasant sit-
uations that cause stress, the individual will need
to cope to manage the emotions that arise. The
ability to cope is learned from previous unpleas-
ant experiences and by observing how others deal
with similar situations (e.g., children learn to cope
with situations by watching and imitating fam-
ily members). Coping can be either conscious or
unconscious and learned or automatic. It can also
be positive or negative. For example, after a busy
day at work, the individual who practices 30 min-
utes of yoga “to unwind” would be demonstrating
positive coping while the individual who drinks
heavily to “forget about work” would be demon-
strating negative coping.

In most situations, the sense of centrol an
individual feels over a particular stressor deter-
mines how they think about or peréeive it. The
first step in coping with a threatening situation is
to assess if it really is what it seemsto be. Once this
has been determined, options ¢an be reviewed to
resolve the problem. The solution may be trying
to deal with the situation itsélf or trying to control
the emotional reaction that’is felt in response to
the stressor.

Coping Strategies

Not everyone copes the same way in a similar
situation. For example, a student who feels over-
whelmed by requirements of a full semester course
load with a fear of failing may decide to drop one
or two classes to perform better in the remain-
ing subjects)while another student with the same
course_load may decide to work out in the gym
each _day, along with budgeting time between the
required subjects. Both students coped with the
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similar situation in the way they felt was best for
them—in other words, they used different coping
strategies.

Coping strategies are the methodscused to
manage stress and anxiety. Coping strategi€s gen-
erally fall into four categories: adaptive;palliative,
maladaptive, and dysfunctional. Adaptive and pal-
liative coping strategies usually result in a positive
outcome. On the other hand,{nialadaptive and
dysfunctional strategies usually~do not result in
a positive outcome. Behavior is the result of the
individual’s perception regarding the situation and
thought processes. Behavier provides a clue to the
underlying motive for action.

An individual’s ~successful management of
stress or anxiety, iSyreferred to as adaptation.
Therefore, whena rational and productive way
of resolving a problem to reduce stress or anxi-
ety is used, it(ssaid to be adaptive coping. The
students mentioned above both demonstrated
adaptive coping skills, as they both took steps to
addresssand successtully resolve their problems.
Conversely, palliative coping is when the solu-
tion temporarily relieves the stress or anxiety but
the. problem still exists and must be dealt with
again at a later time. Examples of palliative cop-
ing would be when a drama student feels anxi-
ety as time for a performance approaches and
asks a classmate to review the script to refocus
on the lines. A second student who feels anxious
about the performance goes jogging with music
to relieve the anxiety and increase their mental
alertness to remember the lines. For both stu-
dents, the stressor of performing their lines still
exists but the stress of learning the lines has been
temporarily relieved.

If unsuccessful attempts are made to decrease
the anxiety without attempting to solve the prob-
lem, the strategies are described as maladaptive
coping and the stress or anxiety remains. For
example, the drama student might decide to ignore
the anxiety and go to a movie the afternoon before
the performance and rapidly look over the lines
immediately before going on stage. During the
performance, they forget several lines and need to
be prompted.

The individual who does not attempt to
reduce the anxiety or solve the problem is consid-
ered to have dysfunctional coping. For example,
another student decides to get drunk the night
before the performance, fails to show up for the
performance until the second act, and is replaced
by their understudy.
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Does avoidance of a conflict situation
create or reduce anxiety?

Promoting Adaptive Coping Strategies

In managing and coping with the anxiety expe-
rienced in response to stress, it is important to
accept and deal with the anxiety rather than fight
it. Stress is a part of life. The individual has a
choice to replace negative feelings with more pos-
itive ones. They can stand back and look realisti-
cally at the situation while functioning along with
the anxiety. The outcome is rarely as bad as what
is feared the most. Negative thoughts drive a per-
ception that the worst is likely to happen. Coping
strategies, whether adaptive or maladaptive, are
learned by observation of those who model them
in the family and social environment. When deal-
ing with life stressors, the individual tends to use
the coping skills that they know best.

Nurses play a major role in helping clients
cope more effectively with anxiety. To help cli-
ents deal with their stress levels, the nurse must
learn to handle their own stress. Each success
the individual has in dealing with an anxiety-
producing situation provides a foundation. for
helping to manage or control the anxiety the next
time. Two examples of effective coping-stritegies
are reframing and visualization.

Reframing is a way of restructuring think-
ing about a stressful event into a form that is less
disturbing and over which the individual can have
some control. Table 1.3 illustrates examples of
how irrational beliefs can be reframed into ratio-
nal thoughts. By changing-the view to a more
realistic expectation, the-individual can pursue a
solution more effectively,

Visualization involves mentally viewing a
place of peaceful solitude to allow the individual a
momentary reprieve-from the stress (e.g., visualiz-
ing a vacation spetor pastime that brings relaxation
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such as imagining oneself on the seashoredistening
to the sounds of water and seagulls). The reprieve
provides a temporary defense of withdrawing from
the anxiety, gives the individual renewed energy,
and is another effective means of coping with stress.

v’ Describe the difference between
mental healthrand mental iliness.

v/ How doespalliative coping differ
from addpfive coping?

v’ Namerseven factors that can affect
mentdlhealth.

Test
Yourself

Stress and Anxiety

Stress and anxiety can arise from any thought or
issue that créates frustration or a feeling of uneas-
iness. Situations are seen differently by everyone
with some things being stressful to one and not
to apother. What causes the uneasy feeling is not
negcessarily apparent to the person experiencing it,
which adds to the tension experienced.

Defining Stress

Stress is defined as the condition that results
when a threat or challenge to one’s well-being
requires the person to adjust or adapt to the envi-
ronment. There are two kinds of stress: distress
and eustress. Distress is a response to a threat or
challenge and is harmful to one’s health. This is
a negative stress and demands an exhausting type
of energy. Eustress, on the other hand, is posi-
tive and motivating, increasing one’s confidence
in the ability to master a challenge or stressor.
This type of stress may enhance the feeling of
well-being. For example, eustress is demonstrated
in a football player whose stress about an upcom-
ing football game challenges them to play better.
Distress, on the other hand, might be seen in the
student who is disqualified from the football team
because of poor grades, resulting in a feeling of
low self-worth.

TABLE1.3  Examples of Reframing Irrational Thoughts

Irrational Belief

Restructured Positive Thought

| always thess things up.

He neverdoes what | want him to do.

Shé.nevér pays any attention to me.

fshould have done better on the exam.

['can't be happy unless | am loved by the person I really care about.

Even if things didn't tumn out right this time | can do it differently next time.

If I want him to do something | need to communicate that to him.

If1 give her more attention, she might be more attentive to me.

| can study harder and do better on the next one.

If this person does not return my love, | can give my energy to finding someone better.
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Figure 1.1 Stress is a common experience. Common
sources of stress include work, family, financial problems,
and world events.

Stress is further defined in terms of acute or
chronic stress. Acute stress is the reaction to an
immediate threat, commonly called the “fight-or-
flight” response, occurring when there is a surge
of the adrenal hormone epinephrine (also known
as adrenaline) into the bloodstream. It is referred
to in this way because it provides the energy or
instant strength to either fight the threat or dan-
ger or run away from it. This type of response
can occur in situations where there is a sense of
imminent danger, such as when walking in a dark®
ened parking lot or upon losing track of a.child
in a crowd. The response is usually reversed to a
relaxation mode once the danger is past. Chronic
stress occurs when the situation is ongoing or con-
tinuous, such as chronic illness of a family:member
or job-related responsibilities (Fig. 1.1).

There are common symptoms-that are seen in
both acute and chronic stress (Box1.2). Common
symptoms of stress generally fall into four cate-
gories: physical, mental, emotonal, and behav-
ioral. The physical responsé4o the stressor, or the
stress reaction, is triggered by the arousal of the
AUtONOMIC NErvous System.

X Vthe perception of a stressful
on lessens, the stimulation to the
tonomic nervous system decreases
d symptoms of stress begin to resolve.

Jus
the Facts s

Defining Anxiety
Anxiety is defined as a feeling of apprehension,
ugeasiness, or uncertainty that occurs in response

Introduction to Mental Health and Mental Illness

BOX 1.2 >
S

Common Signs and Symptoms of Stress &§

Q

e Increased heart rate and blood pressure
Heart palpitations N%)
Increased respirations N
e Abdominal cramping, nausea, d|arrheQ

* Headach
| eadaches ,@)
¢ Insomnia Q

* Lack of concentration and meméry
* Difficulty in making, or inability@ make, decisions
* Forgetfulness ~\%

e Confusion \\
@)

* Anxiety
* Nervousness
Irritability

Frustration and vy(@Q
Fidgety movem
Nail-biting

Smoking or drinking

e Yeling O

U Throwi@bjects

to a real-or perceived threat. It is an automatic and
unconscious biologic response to a stressor that
cannot be controlled by the conscious mind. Anxi-
€ty is an unavoidable natural occurrence that is an
instinctive response to a threat to the individual’s
well-being.

Anxiety is a basic emotion and occurs at a
deeper level than fear. Fear is a reaction to a spe-
cific, defined danger. Normal anxiety is necessary
for survival and provides the energy needed to
manage daily life and pursue life goals. One may
experience acute anxiety when faced with a short-
term stressor, such as undergoing surgery or a
series of diagnostic testing. When anxiety persists
over a long period, such as when an individual
experiences a chronic illness, the individual may
demonstrate symptoms of chronic fatigue, insom-
nia, poor concentration, or impairment in work
and social functioning. If the feelings of anxiety
become too overwhelming, those feelings may
then be expressed through behavior.

Anxiety can be thought of as a smoke detec-
tor that alerts the senses to the possibility of dan-
ger and prepares the individual to respond by
either flight or fight. When the “alarm” sounds,
it prevents logical thinking about the situation.
Therefore, anxiety may be present whether or
not an actual danger exists. Anxiety can cause
the individual to act impulsively not only when
there is actual danger but also when there is the
perception of a possible threat, allowing logical
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and realistic thought processes to be overshad-
owed. Disorders related to anxiety are discussed
in Chapter 9.

Behavior is the result of perceptions
and thought processes related to a
particular situation.

Just e
the Facts

There are four levels at which anxiety may
occur, with each level more severe than the previ-
ous one. The levels are mild, moderate, severe, and
panic. The severity of the anxiety is determined
by an individual’s perception of the situation and
their reaction to the stressor. This is exhibited in
their physical, emotional, and mental behaviors.
Regardless of the level of anxiety, the individual
experiences an internal need to try to relieve the
anxiety as soon as possible.

Mild anxiety is natural and motivating, increas-
ing productivity and improving one’s sense of well-
being. Anxiety that increases to a moderate level
becomes uncomfortable and difficult to tolerate
for extended periods. If this level of anxiety is not
relieved, it progresses to a severe state that is phys-
ically and emotionally exhausting. If steps are not
taken to decrease a severe level of anxiety, the state
of panic may develop, possibly leading to hyste-
ria, suicide attempts, or violence. The physiealand
psychological symptoms for each level of anxiety
are described in Table 1.4.

“Viktor”

Digging Deeper
1. What signs¥symptoms of anxiety does Viktor have?

2. WhatJevel of anxiety would he be experiencing?

3. dffadiy interventions are important for the nurse to include based on his level of anxiety?

You are working in the erqérgency department (ED) when a client, Viktor, is brought in by paramed-
ics after he was involveehin a low-speed car accident involving his vehicle and a city bus. You have
collected the followidg.data: he did not lose consciousness, denies pain, and there are no apparent
injuries. He was restrained and the airbag deployed. His pulse is 102 and bounding, B/P 156/90. He
has stated several times that he feels the need to urinate and is mildly diaphoretic. You notice he is quietly lying
on the stretcher but is wringifigrhis hands and patting his pockets as if looking for something. As you continue to
collect data on Viktor he ke€ps repeating “I was hit by a bus”and “It was my wife’s new car!"His speech is slightly
increased. You are tryingto.feinforce the information given to him by the health care provider and he occasion-
ally interrupts with Il was-hit by a bus”in a very matter-of-fact manner.
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Contributing Factors to Stress and Anxiety.

An individual can experience both external and
internal stressors (Box 1.3). External stressors
are adverse aspects of the environment, such as an
abusive relationship or poverty-level living con-
ditions. Internal stressors are.from within the
individual and can be physical; such as a chronic
illness or terminal condition,.or psychological, as
in continued worry about-financial burdens or a
disaster that may never happen. Chronic stress is
known to have physical.consequences on the body.
Stress increases the-lieart rate, blood pressure, and
the release of the hormone cortisol. Over time,
this can increase the individual’s risk for hyperten-
sion, myocardiahinfarction, and cerebral vascular
accident (CVA/also called a stroke).

Both positive and negative aspects of life
include stress. For example, an individual experi-
encing their first day on the job after a promotion
might'experience a pounding heart and tense mus-
cles-as'they adapt to the new position. By contrast,
anenvironment of everyday stress such as marital
discord or a difficult work environment may even-
tually pose a threat to the individual’s health. It is
important to recognize that many times external
circumstances are viewed as the cause of stress, but
in reality, most stress is created from the individ-
ual’s perception of the circumstances. Irrational
thinking tends to overgeneralize and exaggerate
the situation, which gives the thoughts an “all or
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TABLE1.4 Common Signs and Symptoms of Anxiety

Level of Anxiety Physical Symptoms Psychological Symptoms &O
Mild Level Increased awareness Sharp perception of reality
Increased energy Alert and aware of environment
Slight discomfort Able to identify things producing-anxiety
Restlessness Motivated
[ritability Preoccupied at times
Mild tension-relieving behaviors (fidgeting, ~ Good concentration
nail-biting, foot-tapping, lip-chewing) Reasoning and logical thought processes
Attentive
Moderate Level Voice tremors Reduced perceptdakability
Muscle tension Decreased attentiveness
Rapid speech—change in pitch Needs thingswepeated to grasp
Difficulty concentrating Still functional but problem-solving ability decreased
Shakiness (requires quidance)
Repetitive questioning Decteased motivation and confidence
Misperception of stimuli [ficréased irritability
Inability to complete tasks Feeling of being tied in knots
Autonomic response Bouts of crying and outbursts of anger
Headaches, insomnia Inability to learn or problem-solve
Pacing
Decreased eye contact
Severe Level Feelings of impending doom b Distorted perception of reality
Confusion (%4) Attention to details—loses sight of whole picture
Purposeless activity <\/ Focused totally on self and anxiety
Increased somatic com@[s Defensiveness
Hyperventilation \Q Oversensitive to comments from others
Palpitations NS Verbal threats
Loud and rapid’@ech Lacks reasoning or logical thought processes
Threats a ands Unable to problem-solve
Increase’oﬁng
Diapheresis
PQ&%O eye contact
Iisoimnia
4 Rapid speech
§Q) Eye twitching
S Tremors
Panic Level Hysteria Irrational and disorganized thought processes
Incoherence Absent perceptual ability
Suicide attempts Unaware of reality
Violent behavior Unable to perceive environment

Unintelligible speech

Feelings of terror, extreme fear
Immobility

Dilated pupils

Withdrawal

QOut of touch with reality

Depersonalization
Delusional thinking
Disorientation
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Internal and External Stressors
EXTERNAL STRESSORS

e Physical environment (noise, bright lights, weather,

crowds)

Major life events (death of a loved one, divorce, loss

of a job, marriage)

Work-related (rules, deadlines, production pressures,

gossip, being short-staffed)

e Social (bossy or aggressive persons, strained
friendship, marital affairs)

e Everyday life (schedules, household duties, family

conflict)

Financial (bills, mortgage, bankruptcy)

INTERNAL STRESSORS

e Physical (chronic illness, terminal diagnosis)

e Personality traits (perfectionist, workaholic, worrier, loner)

* Negative self-talk (pessimism, irrational thinking,
self-criticism)

* Thinking snags (all-or-none approach, unrealistic and
inflexible expectations)

none” frame of thinking (e.g., “Nobody likes me.”).
This type of thinking also leads to anticipating the
worst possible outcome for situations. This is illus=
trated by an individual who is hit by the car behind
them while driving in traffic. Believing that if‘they
ever drive a car again, they will have an aceident,
the individual no longer drives a vehicle.

Some events create more stress than others.
Unpredictability of and lack of control over sit-
uations greatly increase the straim~the stressor
causes the individual. For example; a firefighter
faces uncertainty and ongoing threat of danger
or injury with each call of duty” Emotional trig-
gers for higher levels of stress are those that are
uncontrollable, repetitive, untexpected, and intense
in nature. These are seen often in first responders
and health care workers in critical care situations.
Stress is greater andvdamage more likely in these
situations, and can dead to job-related burnout or
mental, physical, and emotional exhaustion.

Job-related burnout is a condition
of mental, physical, and emotional
exhaustion with a reduced sense of
personal accomplishment and apathy
toward one's work.

Just s
the Facts

Mind @ What types of stress might be more
LTI damaging than others?
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Techniques for Managing Anxiety @

%Q

 Reframing irrational thinking
e Visualization
e Positive self-talk
* Assertiveness training
e Problem-solving skills
e Communication skills
Conflict resolution
Relaxation techniques
Meditation N%)

N
Support systems >~
Journaling \\
Practical attitudé’)
Sense of hu
Self-care (di@exercise, sleep, leisure activities,
avoiding ine and alcohol)
Faith T ifitual power and in self

3

<
<
@
S
S

Managing Stress and Anxiety

Managing stress and anxiety is an ongoing process.
d0 be most effective, techniques often need to be
practiced before a stressful or anxiety-causing
event occurs. Not every technique is effective for
all individuals; therefore, the individual may need
to use a “trial and error” approach to see what
works best for them. In addition to reframing and
visualization, some other effective techniques for
managing anxiety are listed in Box 1.4.

How might failure to achieve
one's ambition be seen as a positive
experience?

v/ Identify 10 common signs of stress.

v Name the four levels of anxiety and
identify the thinking exhibited in each.

v/ What is the difference between
internal and external stressors?

v/ Give an example of reframing.

Test
Yourself

Grief and Loss

Grief is defined as the emotional process of cop-
ing with a loss. This is often associated with the
death of a loved one, such as a spouse, parent, or
child, or of any person who is important in the
individual’s life. In a broader sense, the concept of
grief can be applied to the loss of anything that is
significant or meaningful to the individual.
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With the loss, the attachment bond that is
seen as strong and secure is suddenly shattered,
making the person vulnerable to the emotional
response. Grief is the emotion encountered when
an individual is confronted with a loss. It is a feel-
ing of sadness and despondency centered on the
loss. These feelings may lead to behaviors such as
forgetfulness and crying at unpredictable times. It
is helpful for the person to be reassured that this
is a common reaction to grief. Tears are accepted
as a part of the healing that takes place in the
months after the loss. How an individual mourns
a loss is also influenced by their personal, famil-
ial, and cultural beliefs or customs. The amount
of time allotted to the mourning period or how
families may view sympathy and support during
the time of sadness is often determined by these
factors. For example, some prefer to be alone as
they mourn a loss, while others may do so openly
for a specified time or with specific rituals and
family gatherings.

Although a person may experience sadness or
sorrow in response to making a mistake or doing
something that is hurtful to another, the grief felt
as the person adjusts to the absence of the endeared
person or object is a deeper and longer-lasting
emotion that involves time and emotional energy.

Grief is the process of working
through the emotional response to loss,
reorganizing one’s life, and accomplishing
some degree of resolution or closure.

Loss can be an actual or perceived change in
the status of one’s relationship to a-valued object
or person. This concept is easily~associated with
the death of a valued person or'pet. The concept
of loss can be applied to a separation or divorce,
loss of a body part, threat, to)one’s health, loss of
a job or source of income;losses that result from
a natural or imposed disaster, and the loss of an
ideal (e.g., having a cesarean section when a vagi-
nal delivery was mest desired). Losing a home to
fire or natural diSaster is also a major loss, with
a lifetime of meémories suddenly gone from view
and reality. Another type of loss involves the lack
of certaintysthat a goal or desired outcome will be
achieved, such as not receiving a job promotion or
experierieing an academic failure.

AllNof these events or circumstances may
leave thee person with a sense of emptiness, hope-
lessness, and detachment from the meaning that
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previously was found in life. The extent to which
emotional energy was previously invested in these
objects, persons, and relationships will detérmine
the intensity with which an individual respends to
the absence of that object.

Developmental Understanding
of Grief and Loss

Children and adolescents respond according to
the level at which they undérstand the concept of
death or loss. Table 1.5 shows how the response
reflects the age-relatedicognitive and psychologi-
cal developments of thee child. For example, a tod-
dler may respond td Separation from a parent or
attachment figure with anxiety but has no concept
of loss. Should that attachment figure not return,
the child will usually adapt to another attachment
figure who isnurturing. The preschool child reacts
with magical thinking. In magical thinking, the
individuabbelieves their ideas, thoughts, actions or
words_can cause a real event to happen. An exam-
ple of\this would be a 5-year-old child who says,
“Grandpa died because I hit my brother.” The
concept of death as a finality is not yet understood.
An example of this would be the 5-year-old child
who says “Grandpa is sleeping. Will he wake up
in time to take me to the park”? Associated with
the growing moral concept of right and wrong,
the school-age child may feel a sense of guilt or
responsibility for a loss, such as when a parent is

TABLE1.5 Age-Related Concepts of Loss

Age Group
Toddler

Conceptual Understanding of Loss

Egocentric and concerned with themselves

Do not understand concept of loss

Preschool Use magical thinking and may feel shame or quilt when
thinking is associated with loss (i.e., belief that their
behavior is reason a parent is gone such as in divorce)

Primitive coping mechanisms result in more intense response

Do not understand death or its permanence (e.q., believe that
the deceased person will come back to play with them)

School-age Still feel quilt and responsibility in associating negative
actions with loss

Respond to concrete, simple and logical explanation of death
such as in the death of a pet

Understand permanence of death and that some losses may
be temporary

Able to understand the concept of death, but have difficulty
accepting loss

Perceive loss as a threat to their identity

Adolescent
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absent following a divorce. Although adolescents
understand the concept of death as finality, it is
difficult for this age group to fit death or loss into
their search for an identity.

Adults may view loss as temporary or per-
manent, and most adults are able to accept their
losses and grow from these situations. Acceptance
often opens the door of opportunity for new and
expanded life experiences. An example of this is
seen when one experiences failure in a given situ-
ation such as divorce, job promotion, or academic
challenges. Failure, if viewed realistically, can
allow the individual to try again and achieve more
success. Learning what contributed to the loss can
open the door to a new challenge. During this time
the individual experiences bereavement, which
is expected reaction of grief and sadness after a
loss. It is important to remember that regardless
of age or circumstances, bereavement is a natu-
ral, healthy, and healing process that emerges in
response to any significant loss.

How might environmental factors
during childhood affect a person’s ability
to cope with loss?

Types of Grief

Anticipatory grief may be seen in individuals
and families who are expecting a major loss in the
near future. This concept can help nutses under-
stand the reaction of the terminally:ill client and
the family members who will be left to mourn the
death of their loved one. In this'¢ase, death is inev-
itable, and there is a time of preparation and clo-
sure that can ease the emotional pain at the actual
time of death. This is the premise for hospice care,
which provides palliativé’nursing and supportive
interventions to assistthe client and family mem-
bers in coping with-the imminent loss. The nurse
can also apply this.concept to those in the acute
care setting who may be anticipating the loss of a
body part (e.g,amputation of a limb or a mastec-
tomy) or chiange in body functioning (e.g., bowel
diversion with a stoma creation or a chronic illness
such as diabetes) that may inflict a major alteration
in lifestyle.

Conventional grief is primarily associated
withithe grief that is experienced following a loss.
The process of bereavement or adapting to loss
may take days, weeks, or years, depending on the
sense of loss for the person involved. Each person
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Contributing Factors to Dysfunctional Grief

* Socially unacceptable death such as s@igide or
homicide

* Missing person related to war, mysterious
disappearance, or abduction

e Multiple losses or losses in clo§esuccession (loss of

several family members in shiert period with financial

loss or disaster loss)

Ambivalent feelings towakd the lost person or object

Unresolved grieving-frefn a previous loss

Guilt regarding circdmstances at or near the time

of death

e Survivor's guilt (€he survivor feels that they should
have died withyor instead of, the deceased)

responds.to-loss in a personal and unique way and
time. This response is based on the person’s level
of development, past experiences, and current
coping strategies.

Dysfunctional grief is a failure to complete
the grieving process and cope successfully with
a loss. If the person experiences a prolonged and
intensified reaction, they may feel that life has
become meaningless and that they are merely
existing, longing for what is lost.

Chronic sorrow is seen in a situation where
the grief resurfaces at times, but never fully goes
away. For example, parents with a child who is
developmentally disabled may experience peri-
ods of grief when their child does not reach mile-
stones at the same rate, if at all, as others in their
age group, such as learning to drive a car or get
married.

Unresolved grief describes situations when
the grief process is incomplete, and life is burdened
with maladaptive symptoms continuing months
after the loss has occurred. With unresolved grief,
symptoms seen can include consuming feelings
of worthlessness with suicidal tendencies; physio-
logic response to the loss with marked decrease in
functioning; or delusional thinking or hallucina-
tions of seeing the image or hearing the voice of
the deceased. Factors that may contribute to unre-
solved grief, which can lead to dysfunctional grief,
are listed in Box 1.5.

Grief as a Process

The grieving process includes a series of occur-
rences in the resolution of the loss. This pro-
cess provides resolution as an individual works
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Common Grief Reactions
* Anger

e Fear

° Guilt

* Anxiety

e Panic

e Blame

* Insomnia/excess sleeping
e Anorexia (loss of appetite)
e Inability to focus

through the feelings of anger, hopelessness, and
futility that accompany loss. It provides time to
put things into perspective, to place into mem-
ory that which is gone, and to emerge with
a new perspective on life. Life is an evolving
challenge of events that inevitably requires the
individual to cope with disappointment and loss.
Learning to deal with these situations in small
increments better prepares them to deal effec-
tively with a major loss. The individual can learn
to accept loss as part of living or can choose to
react negatively. If the anger that is seen natu-
rally in grief is suppressed, the hidden feelings
may eventually erupt in negative or maladaptive
patterns of behavior such as substance abuse
or suicidal ideation. Learning to cope or adapt
to loss involves taking advantage of the right'to
grieve in whatever timeframe is needed to go
through the process. The nurse should provide
the grieving client with information regarding
the feelings that are normal, and appropriate, to
grieving (Box 1.6).

Growth occurs as the bereavéd’person comes
to the point of letting go of the'past. This does not
reduce the importance of théloss but allows the
person to continue living with new perspective.
In time, the sadness and loneliness felt because of
the void left by the cherished object are replaced
with an acceptance that the loss is permanent.
This acceptance indi¢ates that the grief process
is ending.

When the process of grieving becomes pro-
longed it may be considered atypical or maladap-
tive with symptoms of a major depressive episode
such as extfeme sadness, insomnia, anorexia, and
weight loss) The person may dismiss emotional
symptoms as part of the normal grief process
but may ‘seek professional help to treat physical
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symptoms like insomnia or appetite loss. In doing
so, they can receive treatment for maladaptive
emotional symptoms as well.

Mind @ What objective signs might indicate a
Jogger person has reached acceptance?

Stages of Grief

There are several theories-that have evolved con-
cerning the grief process;-and while not absolute,
theories that define distinct stages of grief sup-
ply a framework for-understanding this process.
A person may experience all stages in rapid suc-
cession or rally back and forth between stages,
remaining in some longer than others. Perhaps
the best-knowiy theory of the stages of grief has
been described by Dr. Elisabeth Kubler-Ross, a
German psychiatrist. Dr. Kubler-Ross identified
five stages-that humans go through each time they
are confronted with a loss or death. The stages
are: denial, anger, bargaining, withdrawal/depres-
sionyand acceptance (Box 1.7).

The first step is denial that the event is hap-
pening, an immediate reaction of “this can’t be
real.” This shock, or disbelief, is driven by an
impulse to avoid the reality of the loss. The indi-
vidual may act as if nothing has occurred or as
though the lost object or person is still present.
Denial actually allows for an adjustment period in
which to gather coping strategies for the grieving
work ahead.

Once the individual realizes the loss is real,
the denial gives way to feelings of anger. Anger
is expressed in many ways, often demonstrated
openly in behaviors such as hitting an object or
person, blaming someone for the loss (can include
self-blame), or expressions of guilt. Some may turn
the anger inward, resulting in physical illness or
psychological dysfunction.

Stages of Grief

* Shock and denial

* Anger and pain

* Negotiation and bargaining
e Withdrawal and depression
* Acceptance and resolution
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Anger usually is followed by bargaining as an
attempt to postpone acceptance of the loss. As is
often seen with terminal illness, this is a time when
deals with God or a higher power are attempted
as a way to prolong the inevitable. During this
period, frequent labile moods are common and
are often intermingled with continued anger and
unwillingness to accept the loss.

The bargaining period is gradually followed
by a deep sense of loss as the reality of what has
happened, or is anticipated to happen, settles.
At this point the individual may withdraw from
social interaction, choosing to spend hours and
days alone. Depression, the persistent and pro-
longed mood of sadness, is a normal response in
this process while adjusting to the full impact of
the loss and living without the loved object. As
opposed to the persistent feelings of sadness and
desolation that are seen in depressive disorder,
in grief, these feelings may be intertwined with
good days of positive emotions. The self-esteem
of the survivor is usually intact, and their
thoughts are primarily focused on the deceased.
For some individuals, this period may be over-
whelming, and recovery from the depth of sor-
row felt is unlikely without professional support
and guidance.

The final stage is acceptance. This is whernrthe
person begins to experience peace and serenity.
"This is the time of letting go and allowing life to
provide new experiences and relationships.

@ How might body Iangh?ge indicate a
sense of guilt or self-blame for a death

or loss? &

Coping with Grief and Loss

"To deal effectively withclients experiencing grief,
the nurse must first.self-reflect on the reality of
their own mortality, the concept of death, and any
previous experienees they have had with death and
how they perceive those events. The nurse devel-
ops their own \fesponse pattern toward death and
loss that is"conditioned by experience and by per-
sonal, cultural, and religious beliefs. Most clients
experiencing a crisis of major proportion require
assistance and support to help navigate the grief
process. The nurse needs to respect, and attempt
toxmderstand, the unique manner of grieving for
every individual.
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It is important for the nurse to avoid-clichés,
such as, “I know how hard it is” or “It.was for the
best” or “I have been there before.” The nurse does
not know how the client feels and these statements
are unhelpful, can minimize the grief, or may be
viewed as hurtful by the grieving person.

Using open-ended stateéments (e.g., “Tell
me what you are feeling new” or “Tell me about
what has happened”), can‘help the nurse deter-
mine where the client is'in the grieving process.
The nurse should alse_determine what support
systems the client idéntifies as available (e.g.,
family, friends, religious community) and what
coping strategies,they may have used in the
past that could-be used to deal with the present
situation.

Using leading statements (e.g., “You seem
to regret some things. Tell me about that.”), the
nurse canrdetermine whether the client has any
ambivalent feelings, guilt issues, anger, or feel-
ings{of helplessness. Remember that because
the“process of grieving is individualized, each
elient will progress in the stages of grieving at a
different pace, with some clients taking longer
than others.

Interventions that will assist individuals to
cope during the grieving process should encour-
age clients to be open and honest about their feel-
ings with reassurance that they are acceptable and
normal as the process follows its course. Having
the client journal their feelings or write a letter
to the deceased can help to bring closure to the
past relationship. Referral to a grief support group
can provide additional help. Encourage the client
to identify and utilize family, friends, religious, or
other groups for meaningful support. Success is
measured by the client’s progress in establishing
new relationships and putting the loss in perspec-
tive. A client who expresses hope for the future and
reinvestment in personal interests is demonstrat-
ing a positive self-image that is separated from the
past relationship.

v/ How would a child in each
developmental stage view death
differently than an adult?

v’ Identify four different types of grief
and give an example for each.

v/ Name the stages of grief.

v List three interventions that aid
coping in the grieving process.

Test
Yourself
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) The clinic nurse is assessing Art, a 56-year-old farmer, whose wife died 6 months ago from ovarian
cancer. He describes himself as “lost, forgetful, and unable to concentrate He states, | seem to cry
at the most inconvenient moments, so | just stay to myself’ The nurse notes his expression is sad
and he avoids eye contact. Art says he has no appetite and “doesn’t care anymgre"When asked

about his farming operation, he states he has lost interest in doing anything and has turned((he farm over to

his son.
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Digging Deeper
1. What feelings might be responsible for Art's symptoms?

2. How should the nurse respond to Art?

3. What stage of the grief process is Art likely experiencing?

NUIINEND,

4. What referrals may be appropriate for Art?

Cultural Considerations

\V
Names of Cultural Healers O\
Many people seek care from traditional healers for their

,\@ Medicine man (Native American)
primary health care. The healer may provide mental, Qo Shaman (North Asian, Native American, Aboriginal

physical, and/or spiritual care. When collecting client ‘D’
data, ask the client who they first go to for care. D
not refer to their healer as a “witch doctor” as this t
often has a negative connotation. O

Here are a few names for healers from diff@nt
cultures: N
e Curandero/curandera (Hispanic, Latin
e Sangoma (Zulu)

\erica)

Australian)

When a client reports seeing a traditional or com-
plementary healer, ask about the frequency of visits and
treatments received including herbal therapies. Docu-
ment this information, using the client’s own words and
terms, and report the information to the health care
provider or the Registered Nurse (RN).

Sources: van der Watt, A. S. J,, van de W@, Nortje, G, Oladeji, B. D, Seedat S., Gureje, O.,, & Partnership for Mental Health
Development in Sub-Saharan Africa (%. ) Research Team. (2018, April 25). The perceived effectiveness of traditional and faith
healing in the treatment of mental illness: a systematic review of qualitative studies. Social Psychiatry and Psychiatric Epidemiology,

2014-2023. https://www.who.i@

-

53, 555-566. https://doi.org/10.1 OKfD@m 27-018-1519-9; World Health Organization. (2013). WHO Traditional medicine strategy:
lications/i/item/9789241506096
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* Men ess denotes clinically significant behav-
ior psychological patterns that occur in an indi-
vi causing distress or disability in the person’s
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life. Disorders manifest as inappropriate behavioral
patterns that result from the distortions and dis-
comfort experienced in the mind of the individual.
Thinking errors and misconceptions often lead to
irrational and unrealistic processing.

* Mental health is achieved as the individual forges a
balance between the ups and downs of everyday life.
Factors that require them to adapt both physically
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and emotionally and may affect mental health
include stress, anxiety, grief, loss, religion, family,
sleep, substance use, trauma, and abuse.

e Stress and anxiety are considered a part of everyday
living. Mild stress is motivating and propels individ-
uals to function at optimum levels toward accom-
plishment and success.

* Acute stress is triggered by an overwhelming sense
of danger or threat over which one feels a lack of
control. Chronic stress relates to a situation that is
experienced on a continuous basis.

e Stress triggers an autonomic nervous system response
that results in an unconscious feeling over which the
conscious mind has no control. Both internal and
external stressors can cause various responses. How
an individual perceives a situation directly affects the
sense of control felt over the stressor. An individu-
al’s response may be either adaptive or maladaptive
based on this perception.

* Anxiety in response to stress can range from mild to
panic. Coping strategies are learned behaviors. Suc-
cessful resolution of previous stressful situations will
lead to more effective coping methods. Ineffective
coping and emotional strategies lead to ineffective
and unsuccessful interpersonal relationships.
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e If a stressful situation is unresolved, a state~of crisis
or emotional disorganization can result.The ability
to function is impaired and intervention by a sup-
port system is required to reestablish homeostasis
and control.

* Griefis a response to the anticipation of or the result
of a loss. It is the process of mourning for, and com-
ing to terms with, the reality'of the loss and putting
it into perspective as the individual moves forward.
Reaction to loss changeswwith growth and matura-
tion of individual’s cognitive ability.

¢ Elizabeth Kubler-Ross”defined five stages of grief:
denial, anger, bargaining, depression, and acceptance.
Once the loss istaccepted, a new period of growth
beyond the objéet or person can emerge.

* Dysfunctiondl grief results from a failure to com-
plete the-.grieving process in which the person
experiences’ a prolonged and intensified sense of
loss. Multiple factors may contribute to this unre-
solved grief.

e Interventions that assist individuals with the
grieving process should encourage openness and
honesty about their feelings, as well as expressions
of hope for the future and reinvestment in life
interests.
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STUDENT WORKSHEET

Fill in the Blank
Fill in the blank with the correct answer.

1. Mental health is achieved as individuals forge a

there is a surge of adrenalin into the blood.
3. When feelings of anxiety become too

Q0
N

Q
2

(Fesponse in which

between the ups and downs of everyday
2. Acute stress is a response to an immediate threat, commonly called the or

— those feelings may then be expressed throu .
4. A major factor in whether a stressor becomes a strain on an individual isthe ________ of situations over which little or

no control is possible.

b

5. Statements made to the person who is grieving that are seemingly appropriate but tend to %ﬂpty and show little support

are termed
Matching
Match the following terms to the most appropriate phrase.
1. — Anxiety a
28 Eustress b. Binding force between members of
3. Adaptation c. Feeling of apprehension, uneasine:
4. Denial d. Adjustment period in which the
5. Bargaining e
6. — Cultural identity f.
7. — Reframing g. Harmful response to
8. Burnout h
9. Distress i
Multiple Choice

Select the best answer from the available choices. Q

1. Which of the following statements made by a client @'At
indicate a possible problem with the individual’s pre@; state
of mental health? (Select all that apply)
a. “Iam involved in many community activitie‘ss
b. “My children don’t care about me anymog(.”.‘
c. “I enjoy the solitude of living by rnyself.”Q)
d. “I try not to let the little things upset

e

. “I used to enjoy doing things with my-friends.”

2. A client diagnosed with a mental il ould demonstrate

which of the following?

a. Rational and realistic thought.g cessing

b. Ability to function alone or With others

c. Disrupted interpersonal ﬁonships

d. Motivation by inner % d strengths
3. An LPN/LVN has worked'in the dementia unit of a long-
term care facility for thefpast 8 years. Recently, they have
been calling in wi ious physical complaints and saying
“T just don’t care@t the clients like T used to.” It is most
likely that the nurse/is experiencing:
a. Distress
b. Crisis
c. Burno
d

;\\'OQ
S

. Positive restructuring of thinking abo&tressful event

tural group
r uncertainty in response to a perceived threat
ity of a loss is avoided

. Positive and motivating stres
Condition of mental and eni?nal exhaustion
a thr
. Manner in which indivi manage their anxiety
Labile moods and atte: to make deals to postpone a loss

Q
$
&

r challenge

4. Which of the following statements reframes the irrational
thought, “I will always be a failure,” into a rational thought
process?

a. “I may fail at some things, but I am not always a failure.”

b. “I don’t have to fail at anything.”

c. “I'am my own worst enemy.”

d. “I usually fail because most things are just too difficult
for me.”

5. Your client owns a small business that has recently been
experiencing reduced sales and profits. They have obtained
a bank loan which will be due for repayment in 6 months.
Which of the following describes the client’s solution?

. Adaptive coping strategy

. Palliative coping strategy

Maladaptive coping strategy

. Dysfunctional coping strategy

an o



6. A client is scheduled for a radical mastectomy and states to

the nurse, “It would be easier if T just didn’t wake up from

the surgery.” Which of the following would be an appro-

priate response for the nurse to make? (Select all that apply)

a. “You are just afraid now. Everything will look different
tomorrow.”

b. “You feel it would be easier to die than to face the loss
of your breast?”

c. “Some people feel the way you do, but this does not
mean the end of your life.”

d. “You seem very anxious about your surgery. Tell me
more about your feelings.”

e. “Why do you think it would be easier to die than to
wake up after surgery?”

7. Your client has been in a comatose state for the past

8 months as a result of an automobile accident. Although
doctors have told the family the client does not have
brain function, the family insists that the client has pur-
poseful responses. Which stage of grief is the family
demonstrating?

a. Bargaining

b. Anger

c. Denial

d. Depression

8. The nurse is caring for a client who has been t
.

. The nurse is caring for a clien

Student Worksheet bJ 9

radiation treatment of their cancer is not worki
client has been placed on hospice care with
of pain. Which of the following will this clik
experience?

a. Unresolved grief

b. Conventional grief
c. Dysfunctional grief
d. Anticipatory grief

iative relief
ikely soon

N
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Q

ose wallet was stolen.
The client is experiencing palpitations, hyperventilation,
diaphoresis, and confusion.Q)[hough alert and talking, the
client is unable to provide-their name and address. How
would the nurse doc the client’s response?

. Mild anxiety |, O

. Moderate anxi

b.
c. Severe anxie
d. Panic level %






