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“Learning to communicate effectively is vital for all nurses . . . This exciting new book,
with an accessible and engaging style, provides nurses working in mental health, with
a valuable and comprehensive introduction to successful communication.”

Martina Mc Guinness, Nurse Practice Development Co-ordinator,
HSE Dublin, Ireland

“The combination of knowledgeable discussion and richly illustrated case examples
makes this an innovative text and an essential resource for those who are challenged
with delivering mental health care. A must read for all students.”

Allison Tennant, Nurse Consultant and Psychotherapist,
Rampton Hospital, UK

“This useful book focuses on the skills that are absolutely central and essential to all
mental health nursing, from basic communication skills to specific interventions and
approaches. The layout is practical with detailed practical examples and questions
to ensure understanding . . . A book that will be of use to, both, students and more
experienced staff who wish to develop or refresh particular skills.”

Dr Neil Brimblecombe, Director of Nursing/Chief Operating Officer,
South Staffordshire & Shropshire Healthcare NHS Foundation Trust

“This is a fantastic book, absolutely packed with just about everything a mental
health nurse needs to know about communication skills. I instantly wanted to hand
out copies to our students. The succinctly written chapters cover a wide range of
key communications skills and each provides clear explanations, examples from
‘everyday’ life and clinical practice, with opportunities to reflect on your own experi-
ences. There is plenty of useful material to help any mental health practitioner work
more effectively with service users and colleagues. Highly recommended.”

Alan Simpson, Professor of Collaborative Mental Health Nursing,
City University London, UK
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Preface

There is no doubt that communication in mental health nursing is a funda-
mental component of all therapeutic interventions. The knowledge and inter-
personal skills that a mental health nurse uses to communicate are important
aspects of helping the person who is experiencing mental health problems as
well as facilitating the development of a positive nurse–service user relation-
ship. As such we believe that this requires nurses to demonstrate a range of
appropriate and effective communication and engagement skills with indi-
viduals who have mental health problems, their carers and other key people
involved in their care. In 1952, Hildegard Peplau, an American psychiatric
nurse, wrote a seminal work on interpersonal relations in nursing. In her book,
Peplau argued that effective communication skills were central to sound in-
terpersonal skills and fundamental to the role of mental health nurses. Over
50 years later, this view remains central to the work of mental health nurses.
Mental health nursing is essentially a professional helping relationship in
which nurses have a responsibility to be person-centred, self-aware, reflect on
their ability to analyse their own feelings, model effective interpersonal skills
to others, act selflessly and ethically, and be tolerant, empathetic, sensitive,
trustworthy, caring and friendly.

The aim of this book is to introduce students embarking on a career in men-
tal health nursing to key aspects of communication theory and practice, and
help equip them with the knowledge and skills to develop and hone effec-
tive communication in clinical practice. Our aim in producing this book was
to make it as comprehensive as possible, but inevitably constraints of space
meant that we had to omit areas we might ideally have liked to have included.
Accordingly, we decided to include the areas that we believe are of most im-
portance both to novice nurses and indeed more experienced practitioners
seeking to update their knowledge in specific areas of communication. This
book will be a practical guide to those communication skills and interven-
tions needed by nurses who are participating in high-quality nursing care for
people with a variety of mental health problems in different clinical settings.
Throughout this book emphasis is placed in each chapter on the application
of communication skills and interventions, which are illustrated through the
use of clinical examples. The importance of applying theory to practice is
paramount and this theme is illustrated by clinical case studies. Each chapter
concludes with reflective questions designed to help readers consolidate their
learning from the book and point them in the direction of further learning on
the subject.

The book comprises 11 chapters and begins with an introduction to the
core communication skills that are most relevant to mental health nursing
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xiv Preface

and their application to practice. Chapter 2 addresses the values, culture and
evidence-based communication styles designed to foster recovery in people
living with mental distress and promote their sense of wellbeing through the
adoption of positive mental health nursing. Chapter 3 examines the concept of
reflection and its usefulness in enhancing nurses’ learning, as well as its value
in developing the skills required for effective communication. This is followed
by the use and value of phatic communication, and brief ordinary and ef-
fective communication in mental health nursing. Chapter 5 presents Heron’s
(2001) Six Category Intervention Analysis model of communication and its
application in mental health practice. The next four chapters focus on issues
relating to communicating across cultures, professional helping relationships,
assertive communication and resolving conflict in mental health practice. The
final two chapters present two communication approaches, namely solution-
focused interventions and motivational interviewing, and their clinical appli-
cation.

Finally, we hope that this book will inform and inspire the reader and act as a
springboard for ongoing reflection, discussion, practice and learning concern-
ing the knowledge and use of appropriate and effective communication and
engagement skills that a mental health nurse applies to communicate with in-
dividuals who have mental health problems, their carers and other key people
involved in their care within an ever-changing therapeutic environment.

Jean Morrissey and Patrick Callaghan
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1 Core communication
skills in mental health
nursing

Introduction

Communication in mental health nursing is an essential component of all
therapeutic interventions. The knowledge and interpersonal skills that a nurse
uses to communicate are essential aspects of helping the person who is experi-
encing mental health problems or distress, as well as facilitating the develop-
ment of a positive nurse–client relationship. This requires the mental health
nurse to use a range of appropriate and effective communication and engage-
ment skills with individuals, their carers and other significant people involved
in their care. This chapter examines the verbal and non-verbal communica-
tion skills that are most relevant to mental health nursing, and illustrates how
each skill can be used in practice.

Learning outcomes

By the end of this chapter, you should be better able to:

1 describe the components of therapeutic communication skills
2 demonstrate an understanding of how the different communication

skills can be used in clinical practice
3 use interpersonal skills in clinical practice.

Interpersonal skills

Effective interpersonal skills are central to a mental health nurse’s ability to
form a sound therapeutic alliance and to the role of mental health nurses
(Peplau, 1952). In mental health nursing, communication skills form the basis
of every intervention. Good interpersonal skills are what each mental health
nurse needs to make nursing happen. These skills are the building blocks or,
as Stevenson (2008, p.109) describes them, ‘the nuts and bolts – the basic
techniques and principles in which everyone engaging in clinical practice in
mental health needs to be fluent’. In order to communicate effectively the
mental health nurse needs to work towards being proficient in using the basic
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2 Communication Skills for Mental Health Nurses

communication tools; this means knowing what skill s/he is using and why,
and being able to move skilfully from one skill to another as and when the
purpose of the interaction requires. In addition, given that different clients
have different needs, it is inevitable that mental health nurses will use different
skills with different clients in various mental health settings. As Stevenson
(2008, p.109) points out, ‘one size does not fit all’.

Interpersonal skills that are commonly used in mental health practice are
described below. Each skill is explained and supported with specific examples
and exercises. These descriptions are by no means intended to be exhaustive
or prescriptive but instead we aim to provide the general principles for the
use of each skill presented. Each skill is described as a stand-alone piece of
communication; however, it is important to remember that when used in
practice, these skills will be used interdependently. Furthermore, ‘when all the
skills are being used together, the mental health nurse provides the proper,
respectful conditions that facilitate a positive change to occur’ (Stickley and
Stacey, 2009, p.47). The following communication skills will be explained:

� listening
� paraphrasing
� summarizing
� questioning
� non-verbal communication.

Listening

Listening is the most important skill and often the most challenging. In our
experience, mental health nurses often worry about what they are going to say,
what questions they should ask, or whether they have asked the right question.
While such concerns are common and understandable for the newcomer to
mental health nursing, these thoughts can distract the mental health nurse
from listening to the person who is talking. One of the common mistakes
made by novice mental health nurses as well as experienced nurses is to talk
too much. When we are talking, we are not listening! The best and the most
therapeutic thing to do is to say less and listen more. Mental health nurses
and indeed other helping practitioners, however, often find this difficult. One
common reason for this is that many mental health nurses believe they are
not doing anything when they are just listening (Bonham, 2004) and as a
result they underestimate the value of simply listening and more importantly
its therapeutic effect. Listening to a client does not mean that you are doing
nothing; instead, you are allowing a space for the person to talk. Stevenson
(2008, p.110) echoes this and states that ‘even if the mental health nurse does
nothing but listen, there is likely to be a therapeutic effect’. Several studies
have also reported that people who used mental health services value having
the opportunity to tell their story and more importantly being heard (Jensen,
2000; Kai and Crosland, 2001; Moyle, 2003; Koivisto et al., 2004; Gilburt et al.,
2008; Hopkins et al., 2009).
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Core communication skills in mental health nursing 3

Listening helps clients to:

� feel cared about and accepted
� feel significant and respected
� feel heard and understood
� connect with other people
� establish a sense of trust with helper(s)
� feel less isolated and alone
� make sense of their current situations and/or past experiences
� ask for help
� give feedback about their care
� express emotions and release tensions
� participate in their care planning.

Listening is clearly an essential component of effective communication as
well as being one of the most important interventions the mental health nurse
can offer to a service user. However, listening means more than just hearing the
words spoken by the person, it involves active listening (McCabe and Timmins,
2006). Listening actively means giving your full attention – that is physically,
mentally and emotionally – which needs to be communicated to the person
who is talking. Effective listening is therefore a cognitive, behavioural and an
affective process (Arnold and Underman Boggs, 2003). Developing a capacity
to listen, and trying to understand the client’s experience is a challenge for
the novice mental health nurse. Similar to acquiring any new skill, learning
how to listen effectively takes time and plenty of practice.

Listening involves the following:

� providing time for the person to tell his/her story
� offering a quiet and private space, free from distractions to listen to the

person
� listening with the purpose of understanding the person’s message
� giving full attention by focusing on what the person is saying
� tuning out external distractions, such as background noises
� tuning out internal distractions, such as thoughts about what to say next.

Listening skills involve using a range of verbal and non-verbal continuation
prompts – for example, verbal prompts include:

� ‘Mmm’ ‘Yes’
� ‘Absolutely’ ‘I see’
� ‘Please continue’ ‘Oh’
� ‘Say more about’ ‘Really’
� ‘Go on’ ‘So’.

Non-verbal behaviours include:

� showing it in your face, for example facial expression, looking interested
and concerned; maintaining good eye contact
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4 Communication Skills for Mental Health Nurses

� showing it in your body movements, for example nodding of head, leaning
forward.

Listening to non-verbal communication

Much of the communication that takes place between people is non-verbal.
Our faces and bodies are extremely communicative. Being able to read non-
verbal messages or body language is an important factor in establishing and
maintaining relationships (Carton et al., 1999).

Body language includes many different aspects of non-verbal behaviour,
including:

� eye contact such as staring, avoiding eye contact
� facial expressions such as frowning, smiling, clenching or ‘biting’ lips, rais-

ing eyebrows
� voice, such as tone, volume, accent, inflection, pauses
� body movement, such as posture, gestures, fidgeting
� physiological responses, such as perspiring, breathing rapidly, blushing
� appearance, such as dress.

In practice, both clients and mental health nurses send many messages and
clues through their non-verbal behaviour. It is therefore important that mental
health nurses are aware of their own non-verbal body language before they
can explore clients’ non-verbal behaviour. In practice, however, we may not
always be aware of the non-verbal messages that we communicate and, more
importantly, how they might affect our interactions and relationship with
clients, their families and work colleagues. For example, how often have you
said ‘It’s not what s/he said, but it’s the way it was said’ or alternatively someone
has said to you ‘it’s not what you said, but it’s how you said it’?

Effective helpers therefore need to learn ‘body language’ and how to use
it effectively in their interactions with clients, while at the same time being
careful not to over-interpret non-verbal communication (Egan, 2010, p.147).
Also, when working with clients from different cultural backgrounds, it is
important that the mental health nurse is mindful of and sensitive to different
practices concerning the use of eye contact and gender, and modify his/her
body language accordingly. For example in a number of cultures, including
African and Asian, maintaining eye contact with someone who is in a position
of authority is likely to be ‘interpreted as a demonstration of an equality that
is disrespectful and inappropriate’ (Sully and Dallas, 2005, p.5).

Non-verbal communication either on its own or together can influence
verbal communication in the following ways:

� confirm what is being said verbally, for example when talking about the
recent death of her father, the client looked sad and became tearful

� confuse what is being said, for example when telling the client she wanted
to hear his story, the nurse kept looking at her watch and fidgeting with
her pen
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Core communication skills in mental health nursing 5

� emphasize what is being said verbally, for example when talking about his
anger towards his family for ‘forcing him to come into hospital’, the client
clenched his fist and banged the table

� add intensity to the verbal message, for example when asking for extra
medication to stop the voices, the client stood up and put his hands over
his ears and shouted ‘I want them to stop, I want them to stop.’

The SOLER position

Egan (2010, p.135) identifies certain non-verbal skills summarized in the
acronym SOLER that can help the mental health nurse to create the thera-
peutic space and tune in to what the client is saying. These are:

S: sitting facing the client squarely, at an angle
O: adopting an open posture, arms and legs uncrossed
L: leaning (at times) towards the person
E: maintaining good eye contact, without staring
R: relaxed posture.

As with all interpersonal skills there are a host of things that can hinder the
ability to listen attentively. Some of these include:

� distractions in the room, for example noise from TV or radio
� seating, for example uncomfortable place to sit and listen
� temperature of room, for example feeling too cold or too hot and stuffy
� lack of time
� listening to self rather than to client, for example worrying about what you

are going to say next, how the client might respond to what you say
� hearing the client talk about things that you find difficult to believe, for

example that the voices are instructing them to say or do specific things
� hearing the client talk about very painful experiences that you find very

emotionally difficult to hear, for example accounts of physical, psycholog-
ical or sexual abuse.

We will now look at how using a simple framework can help the listener to
structure and organize their conversations with service users, their carers and
others who care for and support them.

Listening to verbal communication

Having a framework when listening to a person’s story helps to develop
‘clinical mindfulness’ and assists the listener to organize what the person has
said (Bricker et al. 2007, p.25). The following provides a framework to help
you focus both your listening and attending with a view to gaining a greater
understanding of the person and their story.
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6 Communication Skills for Mental Health Nurses

Framework for listening and attending to clients

Scenario: Louise

Louise: ‘So many things have happened since I was discharged from the
day hospital two months ago. I broke up with Harry, my boyfriend, and
I moved to a new flat. I really like where I live now, it is smaller but the
neighbours are very friendly and helpful. There have been a couple of times
when I have been upset and cried a lot, but I know I did the right thing.
Harry and I were always arguing about money and his drinking. I used
to be afraid that he would hit me. He never did but I do not want to be
always afraid. He keeps phoning me, he wants us to get back together. I
miss him, [eyes fill up with tears] but I told him I do not want him back.
I am much happier now; no more arguments and I am looking forward to
lots of things. I am going on holidays with my sister Sharon and her family.
They are so good to me.’

Nurse: ‘Mm . . . mm’, leaning forward
� Experiences: The client may talk about their experiences, such as what

has happened, for example Louise was discharged from the day hospital
two months ago. She broke up with Harry, her boyfriend, and moved
to a new flat; or what is currently happening in their life, for example
Louise is going on holidays with her sister Sharon and her family.

� Behaviours and patterns of behaviour: The client may talk about
how they behaved or responded to a certain situation(s). The mental
health nurse may also be interested in observing how the person is re-
sponding while telling his/her story. For example, Harry keeps phoning
Louise, he wants them to get back together. She misses him [eyes fill up
with tears] but she told him she doesn’t want him back.

� Thoughts and patterns of thinking: This may include what beliefs
they have about themselves, other people, events in their lives, as well as
what sense they make of their own and others’ behaviours. For example,
there have been a couple of times when Louise has been upset and cried
a lot, but she believes she has done the right thing. She and Harry were
always arguing about money and his drinking. Louise was afraid that he
would hit her. He never did, but she doesn’t want to be always afraid.

� Feelings, emotions and moods: This refers to the client’s description
of his/her feelings as well as the feelings they are expressing as they tell
their story. For example, there have been a couple of times when Louise
has been upset and cried a lot; she misses him [eyes fill up with tears]
but she told him she does not want him back. She is much happier now.

� Strengths and resources: It is important when listening not to focus
only on problems; clients also have strengths and resources.

In the above scenario, Louise’s strengths include optimism and determi-
nation. Other strengths may include humour and friendliness. Resources
include, for example, Louise’s helpful neighbours and her sister. Other re-
sources may include family, friends and pets.
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Core communication skills in mental health nursing 7

� Non-verbal messages: As previously discussed, there are non-verbal
cues, such as facial expressions, body movements and voice tone, which
may confirm or deny what is being spoken. Non-verbal behaviours can
mean a number of things and caution needs to be used when reading
non-verbal behaviour. For example, on observing the client’s behaviour
of pacing up and down the ward, the mental health nurse might con-
clude, incorrectly, that the client is anxious or angry, whereas the client
later explains that she feels very cold and is walking up and down to
keep herself warm.

Source: Adapted from Cully (1992)

The following box consists of a list of behaviours and characteristics that a
good listener might demonstrate (Bonham, 2004, p. 21).

The helpful person
� is quiet for most of the conversation, for example allowed you to do

most of the talking
� is encouraging, for example demonstrates by their body language that

they understand what you are saying. They nod and maintain eye con-
tact without staring and appear interested

� sits or stands in a similar way to you and at a comfortable distance from
you, not too close or not too far away.

� appears relaxed to what you are saying, asks to repeat or clarify some-
thing to make sure that they understand you

� might sometimes repeat back to you what you have said or summarise
what you have said to ensure sure that they understand you

� might convey a sense that they are ‘in tune’ with what you are saying
or experiencing

� does not judge you
� gives you ample time to talk
� leaves you feeling respected

Practice exercise

� Think of a time when you experienced or observed someone to be very helpful in
practice.

� Identify which of the above behaviours were used.
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8 Communication Skills for Mental Health Nurses

Touch

Touch, as a form of non-verbal communication, is an important component
of therapeutic communication. In mental health nursing, touch can be used
as a means of reassuring and/or breaking down barriers between nurse and
client (Gleeson and Higgins, 2009). Touch can be instrumental or procedural,
whereby the use of touch is necessary or deliberate, for example administering
an injection, taking a client’s pulse or blood pressure, bathing or dressing a
client. In contrast, ‘expressive’ touch is non-procedural, more spontaneous and
a demonstration of affection, for example holding a client’s hand, placing a
hand on a client’s shoulder (Watson, 1975). As with all communication skills,
touch needs to be used with care and respect. Before using touch, mental
health nurses need to consider the following points.

� Offer touch respectfully based on the needs of the person as opposed to your
own needs. For example the nurse asks the distressed client ‘Would you like
me to hold your hand?’, rather than the nurse initiating holding the client’s
hand to allay his/her own feelings of discomfort and/or assuming that the
client wants or needs to be touched.

� Respect the client’s culture, age, ethnicity and gender; for example do not
assume that it is OK to touch older clients or children without their per-
mission. Also, in some cultures, it is unacceptable to be touched by people
who are not intimate unless it is in the administration of specific physical
care.

� Be mindful that clients who experience mental health problems or distress
may require special consideration when using touch, as their responses
may not always be predictable, for example if a client believes that ‘all
females want to harm him’ it is important that the client’s personal space
is respected, particularly by female nurses.

� Be aware of your own level of (dis)comfort and be genuine when using
touch, for example if you are uncomfortable about using touch then it is
better for the client and yourself that you do not force or impose the use of
touch without seeking permission.

� Similar to other therapeutic interventions, touch should always be used
genuinely and for the client’s best interest.

Silence

Being able to be silent and still with the client, particularly when s/he is dis-
tressed, demonstrates the ability to be present and with the person (Benner,
2001, p.50). However, this can often evoke some discomfort for both the men-
tal health nurse and the person in distress. As a result, silences can often feel
longer than they actually are, especially if the person finds them uncomfort-
able. Learning to ‘sit with’ silence requires practice. One way of learning this
skill is for the mental health nurse to practise pausing for five seconds before
making an intervention (Stickley and Stacey, 2009). This can help the mental
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Core communication skills in mental health nursing 9

health nurse to refrain from filling the space by speaking and yet not allow the
silence to be too long to cause possible distress for the client. With time and
much practice, learning to be comfortable with silence becomes easier and
you will begin to notice the positive impact it has on your interventions. As a
therapeutic intervention, the use of silence is a way of communicating respect
to the client and, as a result, can convey the following messages, as outlined
by Stickley and Stacey (2009, p.51):

� the person is important to you
� you have time for the person
� this interaction is more than a normal conversation
� your interventions are considered
� it is OK to be with the person without feeling the need to do something.

While listening is important, it is usually not enough – the client also wants
a response. The following refers to the skills of responding verbally to service
users. These are called reflecting and probing skills.

Reflecting skills

Reflecting skills are those skills that help the mental health nurse to focus
on the client’s perspective, and as such encourage person-centred commu-
nication. The main principle in using reflective skills involves identifying
the person’s core message and offering it back to them in your own words.
When using reflective skills, the mental health nurse follows what the client is
saying – that is, aiming to be person-centred rather than directing the
interaction and imposing what s/he believes to be important, which is
nurse-centred communication. Effective use of reflective skills can facilitate
exploration, build trust, and communicate acceptance and understanding to
the client.

Paraphrasing

Paraphrasing involves expressing the person’s core message in your own
words. When using paraphrasing, essentially the meaning is not changed but
the words are different. Paraphrasing is a valuable tool in that it demonstrates
to the client that the mental health nurse is listening and has heard what s/he
has said, which can feel very supportive and therefore therapeutic. Paraphras-
ing can also be used to check clarity and understanding rather than using
questions, as illustrated in the following examples.

Example 1

Zoe: Mm. [Pause] I don’t know really, I mean, I suppose if there is something
you would like me to talk about I would be happy to do that, but as I said,
it does feel hard to focus and be here.

Nurse: It seems that it is easier to follow instructions now.
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10 Communication Skills for Mental Health Nurses

Zoe: Mm, yes, yes, I think that is right. I do not feel very able to think very
clearly now, and I have been a bit forgetful over the last couple of weeks. I
forgot my keys the other day, which is very unusual for me.

Example 2

Dylan: [with an angry tone] I suppose I felt uncomfortable when my brother
asked me to lend him the money. It is not because I do not have the money,
I can afford it. I don’t know why I was angry, but I, don’t want to seem
miserly.

Nurse: You felt annoyed when he asked you and didn’t want him to think
you were mean.

Dylan: Yes, that’s right I did feel annoyed . . . but I also felt guilty . . . He is
my youngest brother and he has no one else.

Summarizing

This skill involves offering the client a précis or summary of the information
that s/he has given. A summary is essentially a longer paraphrase, however it
should not be presented as a list of facts. Summarizing can be a very useful
intervention, particularly if the person in distress has given you a lot of infor-
mation. For the client, hearing a summary of what s/he has said can help to
clarify and reassure them that the nurse has heard correctly. It also gives the
client the opportunity to correct any misunderstandings, elaborate further as
well as hear the main points of their story. When using a summary you may
begin by saying something like ‘So, to sum up, you have mentioned several
issues concerning . . . ’

Probing skills

Probing skills involve questioning. The most useful forms of questions are
open ended and begin with ‘when’, ‘what’, ‘how’, ‘who’ or ‘where’. Asking an
open-ended question invites a full descriptive response. For example, if you
were exploring a person’s experience of hearing voices, you might use some
of the following open questions.

Examples of open questions

� When did you first hear the voices?
� How many voices do you hear?
� What do the voices say to you?
� When are the voices loudest?
� Who knows that you hear voices?
� How do you feel, when the voices say . . . ?
� What were you doing when the voices became louder?
� What helps you to cope with the voices?
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Core communication skills in mental health nursing 11

The following illustrates examples of other categories of questions, which
can be used when working with clients and their families/carers. These include
the following:

� cognitive questions; these focus on the person’s thoughts or beliefs
� affective questions; these focus on the person’s feelings, mood or affect
� behavioural questions; these focus on the person’s behaviour or

actions
� time-orientated questions focus on issues relating to time, such as past,

present and future.

Other useful open questions

Cognitive questions: What do you think about when you have
a panic attack?

What did you think would happen when
you took the overdose?

What do you think causes the voices to
say those things?

Affective questions: When you were told about your son’s
diagnosis, how did you feel?

How do you feel when the voices call you
names?

How do you feel after you have injured
(cut) yourself?

Behavioural questions: What did you do when you had the panic
attack?

What does your son do when he gets
angry?

What can you do to reduce the stress
caused by the voices?

Time-orientated questions: What did you do in the past that helped
you to manage the voices?

What can you do now to reduce the urge
to cut yourself?

What could you do in the next two hours
to keep yourself safe?

Unhelpful questions

Unhelpful questions include the following.
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12 Communication Skills for Mental Health Nurses

Closed questions

These are questions that limit the other person’s options and often only give
the option of a ‘yes’ or ‘no’ response, for example:

� Did you take your medication?
� Have you seen the doctor?
� Do you hear voices?
� Did you go to the hospital?
� Do you like your parents?

Although closed questions are useful when gathering information, they have
limited value and do not encourage dialogue, and as a result reduce the op-
portunity to engage with the client. Overuse of closed questions can also set
up a pattern of ‘questions and answers’, which can be hard to break.

Other questions, which are unhelpful in encouraging dialogue and person-
centred communication, include the following.

Leading questions

As the name suggests, these questions involve imposing your own perspec-
tive or being suggestive, for example ‘I don’t think you are very happy with
your husband?’ rather than, ‘How do you feel towards your husband?’, which
encourages person-centred communication rather than nurse-led communi-
cation.

Multiple questions

These involve asking two or more questions at once, for example ‘What did
the doctor say when you told him about your panic attacks; did he suggest
reviewing your medication and did he refer you to the anxiety management
group?’ It is not surprising that this can be confusing and unhelpful for the
client. In addition, when the client answers, the mental health nurse will not
know which question the client has answered.

Either/or questions

These questions are both leading and restrictive because the options put for-
ward are what the nurse has chosen and, as with multiple questions, they
involve two questions, for example ‘What do you want to do, go for a walk or
attend the anxiety management group?’

The ‘why’ question

The ‘why’ question tends to invite an answer rather than a description or an
exploration. In addition, the use of ‘why’ may appear interrogative and as
a result may evoke a defensive answer from the person. For example, how
might you feel and respond if you were asked the following ‘why’ questions:

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-01 MHBK040-Morrissey July 15, 2011 12:8 Printer Name: Yet to Come

Core communication skills in mental health nursing 13

‘Why were you late?’; ‘Why did you say that?’ Such questions may cause the
person to feel defensive and/or irritated. Therefore, it may not be surprising
that the following why question might evoke such a limited response:

Nurse: ‘Why didn’t you take your medication?’

Client: ‘Because I forgot.’

Poorly timed questions

As with all interpersonal skills, timing is critical to asking effective questions.
For example, if a client who is very distressed relates having an argument
with his father and the nurses asks, ‘What did you say that might have con-
tributed to the argument?’ it is unlikely that the client will be willing to
explore his own behaviour at this particular time and may feel unheard by the
nurse.

Learning to ask questions without using ‘why’ can be challenging and re-
quire patience and plenty of practice. The following illustrates some practice
examples of ‘why’ questions and how these questions might be asked more
effectively.

‘Why’ questions Alternative phrasings

Why didn’t you take your
medication?

What stopped you from taking
your medication?

Why did you take an overdose? What made you take an overdose?
Why did you discharge yourself

from hospital?
What happened that led you to

discharge yourself?
Why do you get anxious? What do you think causes you to

feel anxious?
Why did you say that? What made you say that?

Using skills in practice

As with most acquired skills, learning how to use the different interpersonal
skills and use them effectively takes time, practice, motivation, and the courage
to make mistakes and be imperfect. There are no verbal formulas or magical
sentences that will solve clients’ problems. Equally, there are no set ‘right or
wrong’ or ‘good or bad’ communication skills. Instead, there are useful and
non-useful skills and interventions. Learning how to communicate effectively
in practice will present mental health nurses with different learning oppor-
tunities and challenges; but in order for lifelong learning to take place we
strongly encourage you to take some time to think about each interaction,
your communication skills and their therapeutic effectiveness. The following
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14 Communication Skills for Mental Health Nurses

questions provide a simple framework to help you evaluate your interactions
in clinical practice.

Practice exercise

Take some time to think about a recent interaction that took place during your clinical
practice. Reflect on the following questions and jot down your thoughts, ideas and
feelings in your journal. Try to be as specific as possible in your answers, as illustrated
below. You may also wish to spend some time reflecting on your answers with a
colleague or your mentor.

Reflective questions

1 What did I like best about my use of interpersonal skills?
For example: I liked best that I listened even though at times I was tempted
to ask a question.

2 What did I like least about my use of interpersonal skills?
For example: I liked least that I asked a closed and leading question a few
times.

3 If I were to do this interaction again, what would I do differently and why?
For example: I would summarize what the client said to me. This would
have helped me to stop worrying that I was going to forget what the client
said, and as a result I didn’t listen to the client.

4 What have I learnt from this interaction?
For example: I learnt that I need to practise the use of summarizing.

Conclusion

This chapter has outlined the different verbal and non-verbal skills that are
used in mental health practice. These interpersonal skills can be learnt and
used in various clinical encounters. It is not enough, however, simply to learn
communication skills and techniques; they must be integrated into your own
style of working as a mental health nurse. As with all new learning, this will
require time, practise and a willingness to be open to feedback from clients
and colleagues about your use of different skills and their therapeutic impact
in practice. While we hope that this chapter is useful to you in developing your
repertoire of communication skills, it is not intended to be the only source
of learning. Nevertheless, we hope it provides a useful framework to iden-
tify and clarify what skills you are using and, more importantly, to consider
its usefulness in developing your communication skills as a mental health
nurse.
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Core communication skills in mental health nursing 15

Reflective questions

1 What type of questions should not be used or at best should be used spar-
ingly, and for what reasons?

2 When using the skill of listening in your practice, identify three things you
found rewarding and challenging?

3 What three communication skills do you want to improve and for what
reasons?

4 How would you explain to a colleague that ‘why’ questions should be used
sparingly?
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2 Values, culture and
evidence-based
communication

Introduction

Mental health nurses’ ability to deliver care using the best possible evi-
dence is a necessary, but insufficient component of their practice. It is in-
creasingly recognized that values are as central to mental health practice as
evidence (Woodbridge and Fulford, 2004; Seedhouse, 2005; Cooper, 2009).
The values and skills mental health nurses hold shape their practice and,
when considered alongside people’s cultural differences and evidence, may
contribute to providing care that fosters people’s recovery and sense of
wellbeing.

In 1952, Hildegard Peplau, an American psychiatric nurse wrote a semin-
al work on interpersonal relations in nursing (Peplau, 1952). In this book,
Peplau argued that effective communication skills were central to sound inter-
personal skills and fundamental to the role of mental health nurses. This view
is supported by more recent work (Hewitt et al., 2009). In this chapter, we will
examine values, culture and evidence-based communication styles designed to
foster recovery in people living with mental distress and promote their sense
of wellbeing through the adoption of positive mental health nursing.

Learning outcomes

By the end of this chapter, you should be better able to:

1 explain what is meant by values, and cultural- and evidence-based com-
munication styles

2 understand how to demonstrate these styles in your practice
3 evaluate, in partnership with people using services, the effectiveness of

these styles.

Values-based communication

Taking Fulford’s (2004) definition of values-based practice as a template,
the mental health nurse who uses a values-based communication style will
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Values, culture and evidence-based communication 17

recognize that different and potentially conflicting values may be evident
in working therapeutically with service users. Values-based practice is a core
component of the Department of Health’s (2004) Essential Shared Capabilities
required of the mental health workforce, of mental health nurses at the point
of registration, as outlined in the Chief Nursing Officers’ Reviews of Mental
Health Nursing (DH, 2006; Scottish Executive, 2006) and the Nursing and Mid-
wifery Council’s (NMC, 2008) learning outcomes for mental health nurses and
the new NMC standards for pre-registration nursing. A review of evidence of
research with mental health service users demonstrates the importance they
attach to encountering mental health nurses who hold the values that will
assist service users achieve recovery (Bee et al., 2007).

The National Framework of Values for Mental Health is underpinned by
three key principles:

1 recognition of the role of values alongside evidence in mental health
practice

2 raising awareness of how values impact practice
3 respect for diversity, i.e. that all mental health practitioners will uphold

equality and not discriminate on grounds like gender, sexual orientation,
age, degree of ability, religion, race, ethnicity or culture.

Using Fulford’s (2004) approach, a mental health nurse who practices values-
based communication will be:

� person-centred – puts the service user and carers at the heart of their practice
� recovery focused – practice empowering service users to find their road

towards recovery
� work in partnership with others as required
� dynamic – will be able and willing to change communication style where

required
� reflective – will examine regularly their communication style
� balanced – will recognize positive and negative values inherent in their

communication style
� relationship focused – will recognize the contribution of sound communi-

cation skills to fostering therapeutic relationships.

A helpful starting point for a consideration of the values that may underpin
your practice as a mental health nurse when communicating with service users
involves reflecting upon several ideas and questions (Cooper, 2009, p.3):

� what are values?
� how to identify your personal values
� how to identify and respect the values of others
� why are values important in helping professions?
� how to develop and apply values to mental health nursing practice
� how to identify and resolve a conflict of values.

Woodbridge and Fulford (2004) wrote a seminal report on values-based
practice. In this report, the authors describe the skills required of a
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Table 2.1 Applying the skills required of a values-based practitioner to mental health nursing
communication (after Woodbridge and Fulford, 2004, p.20)

Skills required
of values-based
practitioner Description

Application by mental health
nurse practising values-based

communication

Awareness Recognizing the values that
might be present in a
particular situation

If you are communicating with a
service user, check how they like
to be addressed, for example as a
patient, service user, a person
with lived experience of mental
illness

Reasoning Using logical and sound
processes to explore the
values behind practice

Analyse the components of the
communication style you use
and identify the values being
demonstrated at each stage. For
example, if you can record an
interaction with a service user,
consider the language you use and
ask your clinical supervisor to
listen and provide feedback

Knowledge Understanding the values and
facts relevant to a situation

Reflect on the values and
evidence behind the choice of
communication, for example
consider how your choice of
language might communicate your
values. Does your use of the term
mental illness suggest that you are
adopting a biomedical approach?

Communication The interpersonal skills,
combined with awareness,
reasoning and knowledge to
resolve conflicts

Identify the values and evidence-
based communication styles that
resolve conflict (see Chapter 9
and in particular use the conflict-
provoking self-assessment tool to
reflect on your communication
style)

values-based practitioner. Table 2.1 shows how these skills could be applied to
a values-based communication style for mental health nursing.

Culture-based communication

An important part of values-based communication is demonstrating cul-
tural sensitivity, competence and capability. Mental health nurses have an
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important role in delivering equality in mental health services through cul-
turally capable practice. However, there is widespread evidence that people
from black and ethnic minority groups do not feel that the care they receive
is equal, equitable and sensitive to their needs (DH, 2005).

Culture is a shared set of learned behaviours, values, beliefs, norms, as-
sumptions, perceptions, customs, social interactions and the world-view of a
particular group (Allot, 2005). A mental health nurse who communicates in a
culturally capable style is likely to:

� increase his/her own multicultural understanding – be aware of his/her own
biases

� assess the extent to which people are orientated to their culture, for example
not all people belonging to the same ethnic group will be orientated to the
same culture

� explore/assess how culture relates to thoughts, feelings and behaviour
� demonstrate cultural sensitivity through understanding different experi-

ences
� respect cultural norms in communication styles

– be aware of and avoid stereotyping
– ask, listen and respect
– be flexible – accommodate individual needs as far as possible
– respect and accept diversity.

(Callaghan, 2006)

Mental health nurses often work in multicultural settings and interact with
people from different cultural and ethnic groups. People within these groups
often behave and communicate in different ways. When working with people
from different cultural and ethnic groups the following communication issues
may arise.

� Rules – groups have different rules for communication, e.g. maintaining
eye contact may be offensive to some cultural groups.

� Language – different groups often have their own language and dialect, e.g.
the use of different terms for mental illness.

� Motivation – factors that drive communication such as rules and ritu-
als may vary, e.g. people may defer to you as they perceive that having
a professional status gives you a more prominent place than them in a
hierarchy.

� Ideals and values – different beliefs underpin communication, e.g. people
may not talk about mental illness in terms of symptoms they are experi-
encing, but in terms of their beliefs in the causes of the illness.

� Cooperation and competition – communication may be driven by these
goals, e.g. if people wish to cooperate with you they may be less challenging
to your ideas and beliefs than if they wish to compete with you.

� Collectivism and individualism – communication may be directed at pro-
moting the collective or the individual good, e.g. people from so-called
collectivist societies like China or India may attribute their successes to
external events and their failures to their individual weaknesses.
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� Greetings and other rituals – different groups have different rituals and
ways of greeting each other, e.g. handshakes, kissing.

(Callaghan, 2006)

Different cultural and ethnic groups have different styles of communication.
The following issues may arise when communicating with people from such
groups.

� Cultural context of language – the influence of culture on language varies,
e.g. people may be more or less deferential depending on their view of your
place in their hierarchy.

� Self-disclosure – the meaning, use and nature of self-disclosure varies
among different groups, e.g. disclosing personal information to a
stranger.

� The preservation of face (that is, not humiliating someone in front
of others) is important in certain groups, e.g. Chinese and Japanese
people.

� The use and meaning of silence varies with different cultures, e.g. silence
may be a sign of passive aggression.

� Varieties of truthfulness (that is, respect for truth varies in different cul-
tures), e.g. in order to save face, people may be less than truthful to
you.

� Complimenting and responding – may take different forms, e.g. compli-
ments may be expressed in a general sense, rather than individually.

� Non-verbal behaviour has different meanings in different cultures, e.g. us-
ing handshakes or physical contact when interacting with others.

(Callaghan, 2006)

So far in this chapter we have outlined the importance of values-based
practice and cultural sensitivity to your work as mental health nurse when
communicating with service users and others. We believe that reflecting upon
the values and cultural norms that lie behind your practice and the behaviour
of the service users for whom you care is fundamental to communicating
effectively.

Practice exercise

Consider the different ways in which people from different cultural groups commu-
nicate with you. Now identify examples from your own practice where you were
communicating with people from a culture different from your own. Answer the
following questions.

� What were the challenges you faced?
� How did you respond to these challenges?
� What was the outcome of your encounter?
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In the next section of this chapter, we will examine how basing your
communication style on the best possible evidence will augment the val-
ues and cultural-based approaches to practice to produce an optimal level of
practice.

Evidence-based communication

During the Qing dynasty in 18th-century China, several scholars developed
an interest in gaining knowledge from a type of methodology that they
called kaozheng, or ‘practising evidential research’. This principle was based
on painstaking evaluation of data based on high standards of rigour and preci-
sion. The aim of kaozheng scholars was to base their views on facts established
from empirical evidence (Spence, 1991, p.103). This is an early example of the
philosophy driving much of evidence-based practice (EBP) in mental health
nursing today. In a contemporary view, EBP is defined as ‘the conscientious,
explicit and judicious use of current best evidence in making decisions about
the care of individual patients’ (Sackett et al., 1996, p.71).

The notion that mental health nursing communication should be based on
the best possible evidence is sound, but it is unclear at what point is enough
evidence gathered to justify one approach over another. The integration of
clinical acumen with current best evidence will improve mental health nurses’
communication. However, health problems are not neatly resolved by recourse
to evidence. Questions relating to the care of patients are not all answered by
science; health care is at the interface of many disciplines, and to understand
fully the experience of health and ill health, we need to draw from many types
of evidence, such as:

� evidence derived from empirical research
� systematic and other reviews of such research
� clinical guidelines such as those published by the National Institute for

Health and Clinical Excellence (NICE)
� expert opinion
� the views, preferences and values of people using, and those providing,

mental health services.

There is value in using the best possible evidence as this may lead to:

� improved care
� directing resources cost-effectively
� increased professionalism
� better partnerships with people using services.

With the above caveats in mind, in this section we shall consider the evi-
dence base for various communication styles that are of use to mental health
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nurses. In particular, we explore and illustrate what works, for whom and
under what therapeutic conditions.

Skills for evidence-based practice

Gray (1997) argues that patient care decisions are based on evidence, values
and resources. He goes on to state that the optimum use of resources will be
evidence-based. According to Gray (1997, p.2) the evidence-based practitioner
requires several skills:

� an ability to define criteria such as effectiveness, safety and acceptability
� an ability to find articles on the effectiveness, safety and acceptability of a

new test or treatment
� an ability to assess the quality of evidence
� an ability to assess whether the result of research can be generalized to the

whole population from which the sample was drawn
� an ability to assess whether the results of the research are applicable to a

‘local’ population.

Table 2.2 outlines how mental health nurses can demonstrate these skills
when considering the evidence for different communication styles in routine
clinical practice using Gray’s approach.

Practice exercise

You are working in a community mental health team and are due to meet with
Jane, a service user whom you have been caring for in the past three weeks. Jane
often challenges you on your communication style and tells you that it does not suit
her. However, you have read a recently published research paper that supports the
style you have been using with Jane. Reflect on the application of evidence-based
communication skills shown in the third column of Table 2.2. Now consider how
you might communicate differently with Jane while upholding the research you have
read.

Having considered the skills required to make sense of evidence that you
retrieve to help you in your pursuit of evidence-based communication, we
now examine the evidence for different forms of therapeutic communi-
cation.

Therapeutic communication: what works, for whom
and under what conditions?

Effective communication and interpersonal skills are considered central to
mental health nurses’ ability to form a sound therapeutic alliance with
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Table 2.2 Applying the skills required of an evidence-based practitioner to mental health
nursing communication

Skills required of an
evidence-based
practitioner Description

Application by mental
health nurse practising

evidence-
based communication

Ability to define
criteria such as
effectiveness, safety
and acceptability

Understanding the meaning
of effectiveness, safety and
acceptability

Identify the evidence behind
chosen communication style,
consider the safety of this
style and its acceptability to
service users

For example, check whether
using eye contact is
acceptable to the service user

Ability to find articles
on the effectiveness,
safety and
acceptability of a new
test or treatment

Knowing how to find articles
on the effectiveness, safety
and acceptability of a new
test or treatment

Select the chosen
communication style and
review published evidence as
to its effectiveness, safety and
acceptability

For example, if you use the
person’s first name without
their permission, will they find
it offensive?

Ability to assess the
quality of evidence

Evaluating the quality of
published evidence

Check with the service user
whether the evidence you
have read matches their
preferred style of
communication

Ability to assess
whether the result
of research can be
generalized to the
whole population
from which the
sample was drawn

Understanding how the
results of published
research from a small
population can be applied
to a larger one

When you find that a particular
style of communication works
with one person, consider
using it again with others

Ability to assess
whether the results
of the research are
applicable to a ‘local’
population

Understanding how the
results of published
research from a global
population can be applied
to a local one

Discuss the latest research with
the service user and check
their view as to how it might
apply to them

people for whom they care. An effective therapeutic relationship is shown
to improve the care you can offer to service users. Table 2.3 shows core
skills and values that you might find helpful in communicating with service
users.
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Table 2.3 Core attitudes, values and skills in developing, maintaining and ending therapeutic
encounters (Myles and Richards, 2006)

Core attitudes and values
Communicate respect
Communicate empathy
Communicate genuineness

Setting clinical boundaries
Behaviours – do not give presents, make sexual contact or communicate in a sexual manner,

or reveal highly personal information about yourself
Language – profanities, i.e. swear words, should be avoided by both user and nurse
Touch – avoid any touching beyond a handshake
Space – the healthcare setting is usually the most appropriate place to meet. If you work

with the person in another setting be mindful of safety issues and the need to respect the
fact that you are a guest in the person’s setting

Developing the therapeutic encounter
Check the person’s name and how they like to be addressed
Introduce yourself
State your role
State the aim of the interaction
State the time allotted
Agree ground rules for acceptable and unacceptable behaviours (see below)

Maintaining the therapeutic encounter
Use non-verbal skills – e.g. suitable posture, eye contact, facial expression, tone of voice
Listen actively – do not interrupt, pay attention, be non-judgemental, do not give direct

advice, clarify anything that is not clear, provide enough time, do not undermine the
person’s problem

Use verbal skills – paraphrase, i.e. repeat back to the person what they have said, reflect on
the feelings that may underpin any verbal statement, be empathic, i.e. convey your
understanding of the impact of what the person is saying

Protect confidential information – however, be mindful that you will need to breach
confidentiality if it is in the person’s or the public’s interest to do so on the grounds that
there may be harm to the person or others. The NMC Code of Professional Conduct
(see Chapter 7) provides guidance on this issue. For child protection issues check the
Department of Health Guidelines on www.dh.gov.uk

Ending the therapeutic encounter
Prepare the person for the end of the alliance
End the alliance in a manner that does not leave unresolved tensions or problems
End when the goals agreed at the beginning have been achieved
Leave the person feeling optimistic and hopeful
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Practice exercise

Read the following extract from a therapeutic encounter between David, a mental
health nurse, and Joseph, a service user.

David: greeting Joe with a hug: ‘Bloody cold today Joe isn’t it?’
Joseph: ‘My name is not Joe I’m not here to talk about the weather.’
David: ‘Oh, forgive me. How do you like to be addressed?’
Joseph: ‘I prefer Joseph.’
David: ‘Joseph it is. I’m David, a mental health nurse in the team. I asked to see you

today to discuss your progress with the homework task I set three weeks ago. It
should take no longer than an hour. Is this OK with you?’

Joseph: ‘I was working on the task, but I fell in the snow and almost broke my leg.’
David: showing concern: ‘I imagine that was painful; I remember when it happened

once to me and I could not concentrate on anything for ages afterwards.’
Joseph: ‘Yes it was very painful. And I could not . . .’
David: ‘Finish the homework, yes I guess that was difficult.’
Joseph: ‘No, I finished the task, it just took longer than I expected.’
David: ‘It took longer than expected?’
Joseph: ‘Yes, I’m not cut out for this sort of thing. I feel I’m back in school.’
David: ‘Was school difficult for you?’
Joseph: ‘Yes, somewhat, I did not get good grades. The teachers called me stupid.’
David: ‘I guess there are stupider things.’
Joseph: ‘That’s not how I felt then, or now, as a matter of fact.’
David: ‘No problem, I’d like to move on to discussing your medication.’
Joseph: ‘Oh OK. What about it?’
David: ‘Just checking it’s OK.’
Joseph: ‘Yes it’s fine.’
David: ‘Well if that’s all, we’ll leave it there until next time.’

Now consider the core skills and values in developing, maintaining and ending the
therapeutic encounter shown in Table 2.3.

Identify in the encounter between David and Joseph examples of good and poor
communication techniques that David uses.

The content shown in Table 2.3 has remained relatively unchallenged as ex-
emplars of effective styles of communication. However, in Talking with Acutely
Psychotic People, Bowers and colleagues (2009) describe ways that expert men-
tal health nurses working in acute inpatient psychiatric wards communicate
with people for whom they care (see Figure 2.1).

Practice exercise

Below are examples of communicative actions taken by mental health nurses that
Bowers and colleagues (2009) report.

(continued)
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Preparation for
interaction and
its context (e.g.
setting advance
appointments)

Talking about
symptoms (e.g.
handling upset
and distress)

Getting things
done (e.g.
prompting)

Non-verbal
communication
vocabulary and

timing (e.g.
caring tone

of voice)

Emotional
regulations (e.g.

expressing
optimism)

Talking with
acutely

psychotic
people

Moral
foundations
(e.g. being

supportive and
encouraging)

Being with the
patient (e.g.

casual
conversation)

Figure 2.1 Talking with acutely psychotic people (Bowers et al., 2009)

� expressing empathy
� communicating respect
� a caring tone of voice.

Now give examples from what you have learnt so far in this chapter of how you
would apply these skills in practice.

Therapeutic encounters between mental health nurses and service users
occur during formal psychotherapeutic interventions, or through ‘routine’
encounters. In their comprehensive review of what works for whom in
psychotherapy, Roth and Fonagy (2005) report that developing, sustaining
and ending the therapeutic encounter successfully appeared consistent irre-
spective of client group or mental health condition.

In the final part of this chapter we consider the communication styles that
foster recovery in people experiencing mental distress.
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Fostering recovery and wellbeing through therapeutic
communication

We have established firmly that sound therapeutic relationships help fos-
ter people’s recovery from mental distress. Recovery involves helping people
with mental health problems live ‘meaningful and satisfying lives’ (Shepherd
et al., 2009). Recovery approaches are currently being adopted in many mental
health services in different parts of the world and are central to the DH’s re-
cently published mental health strategy No Health without Mental Health (DH,
2011). In addition to fostering recovery, it is helpful to consider how promot-
ing wellbeing aids people’s recovery (see Carson and Gordon, 2010). Mental
health nurses can contribute to people’s recovery by adopting a recovery-
orientated approach to their practice. They can have a key role in promoting
wellbeing, but both approaches require a shift in nurses’ attitudes, values and
beliefs, as well as attending to aspects of their own mental health and well-
being. In the remaining part of this chapter, we outline the key communica-
tions skills mental health nurses might find helpful in adopting the ‘Ten top
tips for recovery-orientated practice’ as shown in Table 2.4.

Studies on the effects of wellbeing on general health are gathering mo-
mentum. The positive psychology approach that Seligman and others advo-
cate (Seligman et al., 2006) coalesces nicely with the happiness approach that
economists like Layard (2005) report are crucial to sound mental health. In
Lyubomirsky’s view, there are 12 ways to improve wellbeing:

1 cultivating optimism
2 avoiding over-thinking and social comparison
3 practising acts of kindness
4 nurturing relationships
5 developing coping strategies
6 learning to forgive
7 doing more of what engages you
8 savouring life’s joys
9 committing to goals

10 practising religion or spirituality
11 taking care of your body
12 expressing gratitude.

(Lyubomirsky, 2008)

While at first glance these may seem a little bit righteous, these ideas are be-
ing tested in research. A new approach to mental health nursing – the positive
approach based on Aristotle’s concept of eudaimonia, or human flourishing,
and based on Lyubomirsky’s 12 ways – could be incorporated by you in help-
ing people rediscover their sense of personal wellbeing. The following is a set
of reflective questions that may help you in this pursuit.
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Table 2.4 Communication skills central to recovery-orientated practice (Shepherd et al.,
2009)

Ten top tips for recovery-orientated
practice

Communication skills required of
mental health nurses

Listen actively to help the person make sense
of their mental health problems

Active listening. Do not interrupt, pay
attention, be non-judgemental, do not give
direct advice, clarify anything that is not
clear, provide enough time, do not
undermine the person’s situation

Help the person identify and prioritize their
personal goals for recovery

Demonstrate a belief in the person’s existing
strengths and resources in relation to the
pursuit of personal goals

Brainstorm all possible goals and help person
rank-order chosen goals

Acknowledge and reinforce strengths and
resources

Use empathic statements, for example
‘When I faced a similar issue, doing
exercise helped me get through it’

Identify examples from your own ‘lived
experience’, or that of other service users,
which inspires and validates their hopes

Pay particular attention to the importance of
goals that take the person out of the sick
role and enable them to contribute actively
to the lives of others

Identify non-mental health resources –
friends, contacts, organizations – relevant
to the achievement of their goals

Provide tips on how to navigate and access
these resources, for example give people a
list of local amenities that they can access

Encourage self-management of mental health
problems (by providing information or
reinforcing coping strategies)

Consider informative interventions (see
Chapter five). For example, you might
provide a handout showing different ways
of coping with stress

Discuss what sort of therapeutic
interventions the person wants, respect
their wishes where possible

Outline possible interventions to help them
on their way if necessary, for example if
the person likes exercise then you could
recommend a brisk walk each day for
30 minutes

Behave at all times so as to convey an attitude
of respect for the person and a desire for
an equal partnership in working together,
indicating a willingness to go the extra mile

See the sections on values and culture-based
communication above for helpful hints

While accepting the future is uncertain and
setbacks happen, continue to express
support for the possibility of achieving
these self-defined goals thereby maintaining
hope and positive expectations

Continue to acknowledge and reinforce the
hopeful journey the person is taking
towards their recovery
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Reflections on communicating positive mental health nursing

Ask yourself:

� what examples can I recall from practice that have helped people lead
meaningful and satisfying lives that promote their sense of wellbeing?

� what actions have I taken with people to show that I am communicating
in a values, culture and evidence-based manner?

� when talking with people challenged by psychotic episodes, what ac-
tions have helped me to foster therapeutic communication?

� when I consider a recent therapeutic encounter, how did I develop,
maintain and end this encounter in a way that transformed the experi-
ence for me and the person with whom I was working?

� what can I learn from actions to promote my own sense of wellbeing
that might help people in my care?

Conclusion

In this chapter, we argue that therapeutic communication requires mental
health nurses to demonstrate a values-, culture- and evidence-based approach
to practice, an approach that we call ‘positive mental health nursing’. It re-
quires mental health nurses to apply the art, craft and science of nursing and
other disciplines to consider what works for whom, where and under what
conditions the practice of mental health nursing might flourish. It is likely,
even in a world where new roles in mental health emerge to challenge them,
that mental health nurses will be called upon to show that mental health
nursing still matters. The chance to adopt positive mental health nursing gives
nurses an opportunity to show that they can help people lead meaningful and
satisfying lives and promote their sense of wellbeing.

Reflective questions

1 Consider Fulford’s (2004) seven features of values-based communication.
How can you demonstrate these in your everyday work?

2 What five skills might indicate to others that you are an evidence-based
practitioner?

3 Why are the core attitudes, values and skills in developing, maintaining
and ending therapeutic encounters central to how you communicate with
others in a therapeutic setting?

4 What skills might you use to foster the recovery of people in your care?
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3 Reflection and
communication

Introduction

Reflection is an important component in the process of becoming a mental
health nurse as well as a recommended element of continuing professional de-
velopment post-registration. Its value in contributing to mental health nurses’
learning and development is recognized and supported by the nursing profes-
sion. This chapter will examine the concept of reflection, its usefulness in
enhancing nurses’ learning, as well as its value in developing the skills re-
quired for effective communication. We will also outline various strategies
that aim to help the mental health nurse to develop his/her ability to become
a more reflective communicator in clinical practice.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe the concept of reflection
2 Demonstrate an understanding of how reflection can be used to en-

hance learning
3 Demonstrate how reflection can be used to enhance effective commu-

nication in clinical practice
4 Use reflection in clinical practice

Understanding reflection – what is it?

The concepts of reflection, reflective practice and the development of reflec-
tive practitioners have received much attention and debate within the nursing
literature. However, issues relating to reflection are complex. These issues are
further compounded by the fact that there are numerous definitions through-
out the literature, which are often used in different contexts as though there
was a shared agreed meaning of the terminology used. It is therefore impor-
tant to be explicit about what is understood by the term reflection and, more
importantly, how it is used in practice. Reflection is a difficult concept to
define. At its simplest, reflection generally refers to a form of thinking. It is es-
sentially a process of thinking about an experience to promote understanding
and learning. Reflection or, to be more precise, ‘to reflect’ is a purposeful ac-
tivity which involves the person ‘recapturing their experience, thinking about
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it, mulling it over and evaluating it’ (Boud et al., 1985, p.19). This deliberative
activity also entails the person’s ability to examine his/her thoughts, feelings
and actions, and think deeply about their experience in order to gain new ideas
and perspectives (Atkins and Murphy, 1993). Reflection therefore requires the
person to look backwards and to project forwards to the future, which involves
the skills of recall and reasoning (Jarvis, 1992). In this way, reflection aims ‘to
build bridges between past and present experiences to determine future nurs-
ing action’ (Durgahee, 1998, p.158). The following example illustrates how
making links between the past, present and future enhanced a specific piece
of learning for the mental health nurse.

Clinical scenario

John, a second-year student, listened attentively to Paul as he talked about his ex-
perience of hearing voices. John used the probing skills of open questioning and
paraphrasing to try to gain a better understanding of Paul’s story and distress. Paul
described what the voices said to him and how the voices had interfered with every
aspect of his life since he left university more than 20 years ago. When the interaction
ended, Paul thanked John and said ‘it was really good to talk; I don’t think I have ever
said so much, the staff don’t usually ask me talk about my voices’.

Later that day John discussed his interventions and their effectiveness with his
mentor. While thinking more about his interaction with Paul, John recalled his first
interaction with Paul over six months ago during his first clinical placement. He re-
membered feeling very anxious and unskilled. In fact, he sometimes made excuses to
end the conversation, as he was afraid that he might say the wrong thing and upset
Paul. Being aware of his behaviours in the past prompted John to feel embarrassed
and uncomfortable, yet he decided to disclose this to his mentor. His mentor ac-
knowledged John’s recent awareness and subsequent learning. John now recognized
that he had acquired knowledge and different communication skills since then, and as
a result, he felt more confident and effective as a mental health nurse. His mentor
commented that his interventions were appropriate and, more importantly, that the
client had experienced them as effective. John was pleased with his learning to date.
However, he also recognized that he had much more to learn; in particular, he wanted
to acquire additional skills and strategies that would help Paul to manage his voices
more effectively.

Learning by thinking about an experience is not a new concept (Burns and
Bulman, 2000). In the 1930s, John Dewey, an American educationalist, pro-
vided one of the first explanations of reflection. He viewed reflection as the
stepping back from a challenging experience, which allowed the person to
think about the experience and then create a more comprehensive plan of
action (Dewey, 1933). However, it was not until several decades later that re-
flection took on a greater role and importance in professional practice. During
this time, a number of writers developed their ideas of reflection and presented
various definitions of reflection relevant to nursing. The most frequently
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32 Communication Skills for Mental Health Nurses

described in the literature are those of Schön (1983, 1987); Boyd and Fales
(1983); Boud et al. (1985); Gibbs (1988) and Johns (2000).

Since the 1980s, the concept of reflection has gained increasing momen-
tum in nursing practice and nurse education throughout the UK. In clinical
practice learning through reflection ‘has become more prevalent because of
the processes of change in contemporary society’ (Jarvis et al., 2003, p.9).
Also within many pre-registration nurse education programmes, learning out-
comes relating to reflection are an explicit learning requirement and form
the basis for many formative assessments (Hannigan, 2001). Similar to other
practice-based professions, reflection has become a valued and integral com-
ponent in the learning, acquisition and assessment of knowledge and skills in
nursing. In nursing, the use of reflection was influenced by Donald Schön’s
(1983, 1987) seminal work The Reflective Practitioner. He identified two sep-
arate types of reflection, described as reflection-on-action and reflection-in-
action, the latter usually being carried out more by experienced practitioners.
Reflection-in-action refers to the reflective thinking that occurs in the process
of an experience (Schön, 1987). For example, during a conversation with a
client about different anxiety management strategies that he could use when
discharged, the nurse observed that the client was clenching his fist as he
answered with monosyllabic responses. At the time, the nurse considered pos-
sible explanations for the client’s non-verbal behaviour; however she decided
not to comment on it until later. Refection-on-action is the retrospective con-
templation of practice taken by the nurse to clarify knowledge used in practice.
As such, reflection-in action refers to what is happening in the present, whereas
reflection-on action is about what happened in the past.

The value of reflection

Many nurse educators and clinicians advocate the use of reflection as a
potent and valuable teaching and learning method, which aims to enhance
the following:

� integrate theory with practice, thereby narrowing the theory – practice
gap (Nicholl and Higgins, 2004)

� promote critical thinking and problem solving (Cotton, 2001)
� maximize clinical learning (Wong et al., 1997)
� facilitate new understanding and learning of nursing (Boud et al., 1985)
� develop professional practice (Somerville and Keeling, 2004)
� improve patient care (Cooke and Matarasso, 2005).

Notwithstanding the above, there is a lack of empirical evidence to support
these claims, particularly with regard to how the use of reflection improves
patient care (Burns and Bulman, 2000). Much of the extensive literature on
reflection and reflective practice is theoretical, descriptive and anecdotal. How-
ever, in recent years there has been an increase in research studies, albeit that
few relate specifically to reflection and mental health nursing (Platzer et al.,
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2000; Glaze 2001; Mantzoukas and Jasper 2004; Nicholl and Higgins 2004;
McGrath and Higgins 2006). The mental health nurse needs to be mindful of
such limitations when considering reflection in the context of clinical practice
and the development of reflective practice. Nonetheless, we believe that the
use of reflection in practice can offer the potential for professional and per-
sonal development, and learning. However, we are also aware that for learning
to occur, the mental health nurse will require structure, guidance and support
as well as an openness to use different strategies that foster the ongoing devel-
opment of reflective skills and reflective practice.

The reflective process

Regardless of what particular model is used, there are three essential stages to
the process of reflection (Atkins and Murphy, 1993). These stages consist of
the following: first, there is a trigger event or experience and an awareness of
uncomfortable feelings or thoughts; secondly a critical analysis of the event,
feelings, thoughts or responses; finally, development of a new perspective.

The following specific skills are also required for reflection to take place: self-
awareness of one’s thinking, feeling and behaviour; critical analysis; synthesis;
and evaluation.

Learning how to use the latter higher-order thinking processes will take
time and the use of different reflective strategies, which aim to enhance the
process of reflective learning and practice. These reflective strategies will now
be described.

Models of reflection

There are several reflective models described in the nursing literature, for ex-
ample Gibbs’s (1988) reflective cycle and Rolfe et al.’s (2001) framework for
reflective practice. Models of reflection provide different frameworks, which
inform and guide how reflection is understood and used in practice. Using a
reflective model provides a strategy for intentional reflection on issues that are
relevant to clinical practice.

A model of reflection may also:

� provide a useful tool to encourage a deeper, more meaningful exploration
of nursing practice

� help the nurse to integrate their knowledge, personal and professional
experience

� be adapted to meet the mental health nurse’s specific learning needs
� be used by both the novice and expert nurse
� be used alone or with others, for example you may chose to use one of

the following reflective models as a framework while writing your reflective
diary; alternatively, you could choose a model to stimulate your thinking
when sharing your reflections with others in a reflective practice group.
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For the purpose of this chapter, we have chosen Gibbs’s (1988) reflective
model to illustrate how it can be used to reflect on a specific experience or
event.

Gibbs’s model of reflection

Gibbs’s (1988) reflective model provides a simple framework for reflection. It
comprises three main stages of reflection, which are cyclical and include the
following description and analysis of the experience, as well as the learning
acquired from reflecting on the experience. This model also identifies specific
questions to facilitate the nurse’s ability to think more deeply about a specific
experience or event. This in turn helps the nurse to make sense of his/her
experience. The model also includes a conclusion that considers other alter-
natives, along with an action plan to guide the practitioner in the event of
a similar situation arising again. It can be used on its own or as a structured
framework when writing your reflective journal. The following example illus-
trates Louise’s, a first-year student, use of Gibbs’s model to reflect on a specific
experience that occurred during her second clinical placement.

Using Gibbs’s model of reflection

Description: What
happened?

Feelings: What were
you thinking and
feeling?

Evaluation: What
was good and bad
about the
experience?

It was my first day on the ward. I was excited
although a little nervous. This ward was the
older adult ward. I was afraid that the client
would not take what I said seriously because I
look so young. The staff nurse asked me to talk
to Mrs Gray, a 70-year-old lady. She had just
seen her doctor. I introduced myself and
commented on the photos of her lovely
grandchildren. She reminded me of my Nan. I
felt less nervous and was talking away. I asked
her about her grandchildren, their names and
ages. Mrs Gray told me their names, ages and
what they were doing. Her face lit up as she
talked about them. She suddenly became tearful
and started crying uncontrollably. She kept
saying ‘I am going to forget them, I won’t know
them any more.’ I did not know what to say; I
wanted to give her a hug but I did not think it
was the right thing to do. I just stood and held
her hand. The staff nurse came into the room
and gently asked Mrs Gray what was wrong. She
said the doctor had just told her ‘she was losing
her memory’. Using listening skills and
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encouraging prompts, for example ‘tell me
more’, the staff nurse encouraged Mrs Gray to
talk. She talked for a long time about what she
had been told, her fears and what this meant for
her. I tried to listen, but I felt embarrassed for
upsetting her.
I felt so stupid in front of the staff nurse.

Thoughts: I did something wrong.
The staff nurse would think I was uncaring and

stupid.
Feelings: I felt upset for making Mrs Gray cry.
I think it was good that I tried to listen to Mrs

Gray.
I resisted my need to hug her.
I wasn’t aware of the client’s needs and just started

talking without thinking and using my
observation skills.

I wasn’t listening actively all of the time; I was
distracted, worrying about what the staff nurse
might think of me.

Analysis: What
sense can you
make of the
experience?

Mrs Gray was upset after receiving this distressing
news. I didn’t know this and my comments
about her grandchildren triggered her feelings.
She was upset and frightened. I felt upset
because the client was upset; I wanted to make
it better for her. I liked this client, she reminded
me of Nan. I know that I talk a lot and very
quickly when I am nervous. The doctor should
have told the nursing staff what he said to Mrs
Gray, so we or I could have been more prepared
for her response.

Conclusion: What
else could you
have done?

Action plan: If it
arose again, what
would you do?

Be more ‘tuned in’ to the client’s body language
and other signs that might indicate the client’s
feelings.

Ask her about her conversation with her doctor,
for example ‘I noticed your doctor was talking to
you for a long time. What did he have to say?’

Be aware of my own fears and pause before I say
anything. Remind myself to talk less, when I am
feeling nervous. Let the client speak first and
lead the conversation.

To be more client-centred and follow the client’s
cues rather thinking about my own needs.

To listen and allow the client to talk.

Source: Adapted from Gibbs (1988)
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The above model might be best suited for nurses new to the concept of
reflective practice. As with all ongoing learning, nurses should demonstrate
increased self-awareness, and greater depth and breadth of critical analysis,
synthesis and evaluation. We will now briefly describe a more complex reflec-
tive model, which may be more appropriate for more senior learners and/or
qualified staff.

Framework for reflective practice (Rolfe et al., 2001)

The What? model of reflection, by Rolfe et al. (2010), uses a questioning ap-
proach to facilitate the nurse to reflect on the three stages of the reflective
process. The questions What? So what? and Now what? can stimulate reflec-
tion from novice to advanced levels. The model comprises three stages. Each
stage has an extensive range of trigger questions, which aim to stimulate the
mental health nurse’s depth of thinking about the situation. The following
illustrates a modified version of the What? model of reflection.

The What? model of reflection

Descriptive level of
reflection

Understanding the
context Theory and
knowledge level of
reflection

Action and
future
orientated level
of reflection

What . . . ↔
↑
. . . is the

problem/difficulty/issue
for feeling angry/not
getting on /with client
. . . etc.?

. . . role did I have?

. . . actions did I take?

. . . did I hope to achieve?

. . . was my reaction to it?

. . . was the response of
others?

. . . feeling did it evoke?
. . . in the patient?
. . . in myself?
. . . colleagues?

. . . was good/bad,
useful/not useful about
the experience?

So what . . . ↔
↑
. . . does it tell me/mean

to me about my
client/our therapeutic
relationship/my beliefs
about mental health
nursing/my role/my
skills, etc.?

. . . did I base my actions
on?

. . . was I thinking and
feeling when I
responded?

. . . other knowledge can I
use to understand this
event?

. . . could I have done
differently?

Now what . . . ↔
↑
. . . do I need to do

differently to
improve my
skills/be more
confident/be
more effective/
get on better . . .

etc.?
. . . other issues do

I need to
consider for the
future?

. . . might the
consequences be
if I do/don’t do?

Source: Adapted from Rolfe et al. (2001)
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Practice exercise
� Think of a recent interaction that took place during your clinical placement.
� When you have chosen your interaction, use the trigger questions described in

Rolfe et al.’s model to reflect on your particular experience and the three stages
of the reflective process.

� We would encourage you to keep brief notes about your thoughts, feelings and
learning in your reflective journal and use them to discuss with your mentor or
clinical supervisor.

Fostering reflection and reflective practice

A number of strategies are advocated to foster mental health nurses’ reflective
skills. These strategies aim to enhance the process of reflective learning and
practice, and provide a sense of meaning for the mental health nurse, and are
therefore an important component in the education of professionals (Biggs,
1999). As with any educational strategy, each reflective strategy presents differ-
ent learning opportunities and challenges. We believe that having experience
of the different strategies can provide a good learning opportunity for men-
tal health nurses to develop their reflective ability and learning, both on their
own and with and from others. For the mental health nurse, what is important
is the ability to identify which strategy might best meet his/her learning needs
at the different stages of their professional development. Strategies commonly
used in practice include the following:

� reflective diaries/journals
� critical incidents based on practice
� reflective practice groups.

Reflective writing

The use of reflective writing is familiar to most nurses in the UK. Its value as
a medium for developing reflective thinking skills and recording professional
practice has received considerable attention in recent years. As an educational
strategy, reflective writing is a potent and dynamic method for developing
nurses’ reflective ability and bridging the gap between theory and practice
(Chirema, 2007). The reflective journal is regarded as an integral part of the
student’s professional and personal development. Mental health nurses are
also encouraged to keep reflective journals post-registration as a means of
supporting evidence for their continuing professional development (Nursing
and Midwifery Council [NMC], 2002). The aim of a reflective journal is to
enable the mental health nurse ‘to learn from experiences throughout his/her
professional life, by examining such experiences through regularly keeping
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a journal’ (Sully and Dallas, 2005, p.23). However, the experience of journal
keeping alone does not necessarily lead to learning. For learning to take place,
the purpose of the reflective writing needs to be stated clearly and succinctly
from the outset so that the focus is on the process and not the product (Craft,
2005). Furthermore, the issue(s) recorded in the journal must be made con-
scious, reflected on and lead to a change in understanding. The following are
examples of reflective writing that focus on issues relating to Heron’s commu-
nication framework, as written by Ali, a first-year mental health student.

Journal entries

Week 1: Date . . .

‘Today I was asked by a client what was Section 2 MHA (involuntary admis-
sion)? Providing information is what Heron calls an informative interven-
tion. We learnt this in college but this was my first time to give information
to a client. I knew what Section 2 was, so I felt OK telling the client this
information. However, I wasn’t sure if he understood all the points, he just
said thanks and walked away. I felt at bit awkward and didn’t say any-
thing. In future, I need to sum up the key points and check if the client
has understood what I said. I will talk about this with my mentor and find
opportunities to practise it. Still it was a good experience, I enjoyed being
able to provide the client with new information.’

Week 2: Date . . .

‘I observed my mentor carrying out an assessment today. It was very diffi-
cult; the client was depressed and spoke very slowly. My mentor was very
good; she was so patient and allowed the client lots of time to speak. She
also used a lot of open questions and paraphrasing, which helped to draw
out the information from the client. My mentor told me she was using
Heron’s catalytic interventions. I was so glad I was just observing. I am im-
patient and I would have used closed questions. As a mental health nurse,
I need to learn to slow things down and go at the client’s pace when com-
municating. I also need to practise using open questions. I find it difficult
not to use why questions. Hopefully, I will get better at this with practice.’

Week 3: Date . . .

‘Attended a case review meeting with my mentor. There were many dif-
ferent disciplines present including a doctor, social worker and psycholo-
gist. Each discipline talked about their area of work with the service user
and her family. I learnt a lot about the different disciplines. I did not
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understand some of the things that they were talking about and I wanted
to ask some questions, but I felt afraid that I would sound stupid. The staff
nurse asked several questions. She spoke very confidently and was knowl-
edgeable. I want to be like her when I qualify. After the meeting, she asked
me about my impression of the meeting. This was very helpful; I felt she
was genuinely interested in hearing my opinions. I wish other nurses did
that. Instead they just tell you their opinion and are not interested in hear-
ing different opinions, particularly a student’s. It makes me feel very cross.
I hope I don’t do that when I qualify.’

Week 4: Date . . .

‘Today was a really difficult day. I was talking to a client’s mum. She visits
her daughter Alicia every day, who was admitted last week following a
serious suicide attempt. Her daughter is 21 years, the same age as me.
Alicia’s mum asked me when her daughter could go home. I told her that
I didn’t know but would ask the staff nurse and let her know. She thanked
me and then started to cry. She kept apologizing for crying. I said to her it
was OK. I felt so awkward. I know I am not good when people get upset.
I need to learn how to use Heron’s cathartic intervention.’

Week 5: Date . . .

‘Had a really good day. I am really proud of myself. At the nursing handover
I asked the staff nurse about her interventions with a specific client. She
was a little taken aback, because I rarely speak in the handover. I was
nervous when I spoke because there were at least five or more people at the
handover and they were all more experienced than I am. However, I had
thought about speaking at the handover quite a lot and I was determined
to be more assertive, after all I had identified it as my goal since starting
on the ward and that was over five weeks ago. Surprisingly, the staff nurse
answered my question and was willing to teach me more about the use of
CBT in clinical practice. I felt a bit embarrassed and uncomfortable as I had
judged this nurse based on what other students said about her. I need to
think about this in future and not allow myself to be influenced by others.
I also need to be more assertive and ask questions. I can then learn so much
more.’

Journal writing

In order to make the best use of journal writing and in accordance with good
practice guidelines, it is important to pay attention to the following practices.

� Set time aside to write up your journal; where possible it is best to create a
regular time/day for journal writing.
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� Be creative, use diagrams, pictures and other sources to add to your
reflections.

� Identify the purpose of your reflective writing at the beginning, for example
you may wish to write about your use of a particular skill(s) such as open
questions and listening during your placement.

� Write up your journal as soon as possible to enhance accuracy of recall.
� Ensure that the anonymity and confidentiality of persons/clients and in-

stitutions is protected by using no details that could identify individuals,
contexts and/or situations. This is in keeping with the Nursing and Mid-
wifery Council Code of Professional Conduct (NMC, 2002).

� Be mindful that the process of reflective writing can evoke different emo-
tions, for example when writing and thinking about a client who has a long
history of anorexia nervosa, the nurse became sad as she recalled painful
memories of her own eating problems during adolescence.

� Seek support and guidance from your mentor, colleague or personal tutor to
discuss any challenging issues that have arisen for you during your reflective
writing.

� Be willing to use your reflective writing to share, discuss and learn with and
from your colleagues and mentor in the clinical area.

The critical incident technique

The critical incident technique involves both writing about and reflecting on
an experience or incident that occurred in the clinical setting. As an educa-
tional tool, it originated from Flanagan’s (1954) work with WWII pilots as
a means of classification and training method about effective or ineffective
behaviour during aircraft combat missions. Since then, the critical incident
technique has been used as a valuable educational tool in mental health nurs-
ing (Benson and Minghella, 1995). In itself, the critical incident provides a
framework for reflection. A critical incident may include different types of
clinical experiences, which are personal, unique and significant for the per-
son, and may consist of an experience that:

� went unusually well
� did not go as planned
� is very ordinary and typical
� captures the essence of what nursing is all about
� was particularly demanding.

Reflection is the cornerstone of the critical incident technique and takes
place when the student recalls the incident, identifies feelings, thoughts and
behaviours, and in the analysis of the experience/incident makes inferences
and evaluations, which in turn may illuminate future experiences (Ghaye and
Lillyman, 1997). As such, it brings together practice and knowledge in mental
health nursing and, as a result, the student may demonstrate learning out-
comes from the experience within any of the educational domains – affective,
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cognitive or psychomotor skills. The following example illustrates a critical in-
cident that occurred outside of the nurse’s clinical practice and yet prompted
significant learning for Louise, a third-year mental health student nurse.

Example of critical incident

Lucy, a third-year mental health student nurse, went to visit her elderly
grandmother in hospital. She was very close to her grandmother and felt
guilty that she had not visited her more often. On entering the ward, she
saw her grandmother and waved. Her grandmother stared at her and then
said, ‘I do not know you, what do you want?’ Lucy told her grandmother
who she was, but her grandmother became quite distressed and kept shout-
ing ‘Go away; you are not my granddaughter.’ Lucy felt upset and did not
know what to do. Hearing raised voices, the staff nurse, Kate, approached
Louise’s grandmother and gently repeated ‘it is OK Mrs White’, until she
became calmer. At the same time, Kate also suggested to Lucy that it might
be best for her to wait outside for awhile.

When Mrs White was settled, Kate invited Lucy into a quiet room to
discuss the recent incident. She listened attentively to Lucy as she talked
about how upset she felt following her grandmother’s response. Kate ex-
plained to Lucy that her grandmother’s memory had deteriorated quite
rapidly since her recent admission. Although still upset, Lucy appreciated
the time, care and explanation she had received from Kate.

In the following days, Lucy thought a lot about this incident, in particu-
lar, the staff nurse’s communication skills and her effective use of empathy,
listening and information giving. Lucy reflected on her own communica-
tion skills and wondered whether she had responded in a similar manner
when she encountered distressed family members and carers. Although she
was now much more confident talking to families and carers, she recog-
nized that she still found it uncomfortable when a family member or carer
became upset. At such times, she often felt anxious and did not know what
to say for fear of saying the wrong thing and upsetting the person further.
Feeling a little embarrassed and uncomfortable about this new learning,
she decided that she needed to discuss this with her mentor. She shared
the incident and her learning with her mentor and discussed ways in which
she could develop her communication skills, particularly when communi-
cating with distressed families or carers.

Reflective practice groups

Another format commonly used in clinical practice to promote reflection com-
prises the reflective practice group. As an educational strategy, it provides the
opportunity to share information, knowledge and experiences with others.
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The reflective practice group usually takes place in the clinical setting whereby
a senior or more experienced member of staff acts as a facilitator. As a teaching
and learning strategy, the aim of the reflective practice group is to assist nurses
to reflect on and examine their beliefs, actions and practice. For some nurses,
having the opportunity to hear different perspectives to choose from can have
a positive learning experience and enhance the mental health nurse’s reflective
skills (McGrath and Higgins, 2006). However, for others, sharing information
about their clinical practice can be a threatening experience, often making
them feel under scrutiny and anxious about being evaluated negatively by
the facilitator and/or other members of the group. Essential to this experience
is the facilitator’s ability to assist the mental health nurse to overcome such
fears.

The role of the reflective facilitator

Having a skilled and effective facilitator or mentor plays an important role
in promoting reflective practice. The knowledge, skills and modelling that a
facilitator conveys are important aspects of helping the mental health nurse to
examine his/her thoughts, feelings and actions, and think deeply about their
experience so that new learning can be acquired. Facilitators therefore need to
be prepared and skilled in dealing with a wide range of professional and per-
sonal issues that might arise for student nurses in placement. However, not all
good clinicians make good facilitators. Furthermore, each facilitator–learner
relationship is different and is context-dependent. While there is a lack of em-
pirical research in the nursing literature on what constitutes a good facilitator,
the following characteristics have been identified as positive features for an ef-
fective facilitator (Fowler, 1995; Rolfe et al., 2010). These include the following:

� is approachable
� shows interest in learning
� demonstrates a willingness to facilitate learning in others while being open

to learning about themselves
� is capable of forming a relaxed and supportive relationship
� has relevant knowledge and clinical skills
� can assess learning needs, facilitate reflection and evaluate learning
� is aware of the pressures and demands of students
� demonstrates effort in putting themselves out to help learners
� uses a wide range of teaching/learning methods that can be adapted to

individual learners.

Organizational factors and reflection

The organizational setting and the hierarchical structure of the organization
can influence the development of reflective practice and reflective practition-
ers. There may also be all sorts of pressures on either the learner or the qualified
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staff, or both, which may dictate whether reflective practice takes place. Such
factors may include:

� staffing levels, for example there may be limited staff available and therefore
time to foster reflective practice in the clinical setting

� organizational culture, for example if the clinical setting is not open or
receptive to new ideas and/or examining or evaluating practice, then it is
unlikely that reflective practice will occur

� nurses’ educational experience, for example many registered nurses’ train-
ing did not include or value the use of reflective practice.

Learning to become a reflective practitioner

The clinical setting provides a rich learning resource for both pre- and post-
registered mental health nurses. However, experience alone is not the key
to learning. Learning from experience in clinical practice involves reflection.
While all of us have the potential to reflect, it is not an innate ability. Learning
how to reflect on practice and develop the ability to become a more reflective
practitioner requires time, commitment, and an open-mindedness to examine
one’s own practice, thoughts, feelings and responses. The process of reflection
may at times be challenging and evoke feelings of discomfort and self-doubt.
Nonetheless, engaging regularly in the process of reflection with your chosen
reflective strategy and with the support of your mentor or others will assist
you to gain confidence and learn from your increasing exposure to different
and challenging experiences of mental health nursing. Learning to become a
reflective practitioner is part of the nurse’s ongoing professional and personal
development. Reflection and reflective practice is part of a life long approach
to learning.

Practice activity: reflecting on practice

The aim of this activity is to help you to monitor and develop your ability to
become more reflective in your day-to-day practice as a mental health nurse.

Think back on the last week of your clinical placement and identify an
interaction that you had with all of the following:

� service user
� family member/carer
� friend of service user.

Having identified the specific interactions, now answer the following ques-
tions. When you do so:

� be as truthful as you can and try not to censor your thoughts or feelings
� you may wish to write brief notes about your thoughts, feelings, observa-

tions, questions in your reflective journal and use them to discuss with your
mentor
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� it is important to note that some of the questions may prompt further ques-
tions, in such instances we encourage you to add or adapt the question(s)
accordingly

� be mindful to take care of yourself; reflecting on specific experiences or
events can evoke painful and uncomfortable feelings.

Questions for reflecting

1 What did you like about your communications/interactions with the ser-
vice user, carer/family member or friend?

2 What did you not like about your communications/interactions with the
service user, carer/family member or friend?

3 What skills do you currently hold?
4 Which of the interactions stands out for you and why?
5 Which interaction would you describe as your best and why?
6 Identify one thing that you have learnt from your interactions with the

service user, carer/family member or friend?
7 If you could ‘rewind’ your interactions in practice, what would you do

differently and why?
8 How do you know that your interactions with the service user, carer/

family member or friend were effective?
9 Identify one communication skill or intervention that you want to de-

velop/practise having reflected on your interactions.
10 Complete the following: if I were a service user, I would appreciate if

nurses communicated more effectively by . . . to me.
11 Complete the following: if I were a carer/family member, I would appre-

ciate if nurses communicated more effectively by . . . to me.
12 Complete the following: if I were a friend of the service user, I would

appreciate if nurses communicated more effectively by . . . to me.

Conclusion

There is little doubt that reflection and reflective practice play an important
role for both pre- and post-registered mental health nurses’ ongoing learning
and development. However, reflection is a complex, demanding, life-long, pur-
poseful activity. For the mental health nurse, it demands time, commitment
and an openness to share and learn new ideas. As with most acquired skills,
learning how to reflect takes time, practice and support from both nurse edu-
cators and nurse practitioners. Similar to other teaching and learning skills, it
can be underused, undervalued and/or used ineffectively. Caution is therefore
advised when implementing the use of reflective practice so that it enhances
both the mental health nurse’s ability to become a more reflective commu-
nicator. Although several studies provide support for the continuing use and
development of reflective practice, there is a need for more empirical research
to explain and support its effectiveness particularly in the area of mental health
nursing.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-03 MHBK040-Morrissey July 15, 2011 12:39 Printer Name: Yet to Come

Reflection and communication 45

Reflective questions

1 In your own words, how would you explain the concept of reflection?
2 What strategies or tools have you used to develop your ability to be more

reflective, for example keeping a reflective diary, discussion with senior col-
leagues and how effective have they been in promoting your skills as a
reflective practitioner?

3 What factors might encourage and/or discourage you from sharing your
reflections with nursing colleagues in your practice area?

4 Reflecting on your current clinical placement, identify a communication
issue(s) that you have reflected on. What have you learnt from this activity
and how might you use this learning to develop your interpersonal skills in
practice?
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4 The therapeutic use
of small talk: phatic
communication

Introduction

Throughout this book, we examine how mental health nurses can communi-
cate effectively with people in their care. We draw upon various therapeutic
models of communication, counselling and therapy, and consider their ap-
plication to the everyday therapeutic encounters that confront mental health
nurses. Many of the chapters examine what might be called formal therapeutic
approaches, guided by systematic application, and that often require further
education and training in order for them to be practised safely, competently
and efficiently. They also have a pre-determined and agreed end point.

However, many of the interactions mental health nurses have with ser-
vice users are phatic communications – ordinary conversations that are free,
aimless, social intercourse or (more commonly known as) small talk. These
conversations seldom have a pre-determined outcome and involve nurses be-
ing with or attending to service users. They occur frequently and they can
be found when studying the tasks that mental health nurses undertake in
the course of their work, e.g. administering medication. While referred to as
ordinary, studies of these conversations have increasingly shown them to be
extraordinary, effective and appreciated by service users. We examine these
encounters in this chapter. In particular, we consider:

� the concept of phatic communication
� its use and value in mental health nursing
� the evidence behind its use
� the link between phatic communication and brief ordinary and effective

communication
� the application of these approaches in mental health nursing.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe what is meant by phatic communication
2 Use phatic communication (small talk) effectively
3 Examine the concept of therapeutic use of self
4 Demonstrate the use of self in everyday communication
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Phatic communication

Phatic communication is defined as ‘ordinary chat or small talk’ (Burnard
2003, p.678). The term ‘phatic’ (from the Greek phatos; speech) is from the
same derivation as ‘emphatic’. Emphatic communication usually has a pre-
determined outcome and purpose, and is directed at the achievement of a
specific result. The models of communication we address in Chapters 9, 10
and 11 are examples of emphatic approaches in which the content of the
communication is central to whether it is effective or not. Phatic communi-
cation, on the other hand, focuses less on the content of communication, but
more on the mere act of communicating. Examples of phatic communication
are the everyday courtesies we extend to one another. When we greet some-
one with a ‘Good morning, how are you?’ we are simply acknowledging the
person’s presence, expressing politeness. To some degree it may be considered
disingenuous when directed at strangers as more often than not we may not
be that interested in how the person really is, but we are engaging in the sort
of socially acceptable ritual that lies at the heart of civilized society. The value
of phatic communication lies in recognizing its role in expressing camaraderie
with the person to whom you are communicating. Phatic communication is
generally taken at face value and a simple good morning directed at, or re-
ceived from, another person makes both parties feel good. In other words,
phatic communication is conversation for conversation’s sake, as illustrated
by the following examples.

Box 4.1 Examples of phatic communication

How are things? Good morning
Nice day isn’t it? Nice to see you
Have a good day? What’s up?
Catch you later It looks like rain today
Great weather we’re having The train must be running late

Phatic communication is common among many people, especially those
that do not know one another, and is generally expected in routine conversa-
tion even among strangers. However, there some are dos and don’ts in using
phatic communication and some of these are shown in Table 4.1. As we high-
lighted in Chapter 2, however, there are cultural differences in what may be
acceptable and unacceptable topics of phatic communication. Be mindful of
what may be culturally acceptable.

Using phatic communication in mental health nursing

Remember that the purpose of phatic communication is to establish social
contact. As a mental health nurse, you might find phatic communication
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Table 4.1 Dos and don’ts in using phatic communication

Do talk about Don’t talk about

The weather
Current affairs
Sports
Entertainment
Things you have in common
The prices in the shops

Things that might cause offence
What a person earns
Personal issues, for example sexual practices
Controversial subjects, for example religion, politics
Things that may be uncomfortable, for example

sensitive issues like weight

helpful as part of therapeutic engagement, but it may have limitations if it
does not move beyond the point of initiating social contact, especially when
the person is offering cues that not all may be well with them, as shown in
the first practice exercise.

Practice exercise

Consider the following example of a phatic interaction that you might have with Mary,
a service user with whom you are working.

Nurse: Good morning Mary, how are things?
Mary: Not too bad considering.
Nurse: Good, how are the children?
Mary: They’re fine; I don’t see them much as they’re out most of the time.
Nurse: Just like mine, no time for me now that they think they’re grown up.
Mary: Yes, I know what you mean.

This is a phatic conversation, but Mary has offered you a cue that things may not
be so good and she wants to explore something that may be bothering her, but that
you have overlooked. In other words, Mary appears to want the conversation to
become emphatic. Re-write this brief script to detect the cue, act on it and turn the
conversation emphatic.

Well, how did you do? Here’s an example:

Nurse: Good morning Mary, how are things?
Mary: Not too bad considering.
Nurse: Considering? That does not sound so good.
Mary: Well, I’ve been hearing voices that are troubling me again.
Nurse: OK, tell me exactly how troubling they are.
Mary: I feel that I want to harm myself.
Nurse: OK, let’s think about how we’ll deal with this.
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Table 4.2 Possibilities and pitfalls in phatic conversations

Possibilities Pitfalls

Helps work with uncomfortable silences
Demonstrates spontaneity
Intuitive, e.g. done without much thought
Uses own experience
Not impeded by issues of confidentiality
Not forced
Relies on little formal skill
Does not need costly training or preparation
Not bound by formal rules of communication
Breaks down professional barriers

Could miss cues that require therapeutic
intervention

Listener may get impatient
Danger of undermining professional credibility
Inclination to compete to take turns
Danger that you may be communicating

insignificance
Speech could appear ritualized, conventional

and pedestrian
Not essential to development of sound

interpersonal skills

In the second example, you have picked up the cue from Mary and acted
upon it, thereby turning the conversation into an emphatic one. Had you
continued with the phatic conversation it may have derailed the interaction.

The emphatic conversation shown in the second example illustrates the
difference between a professional helping relationship that you have with a
service user, and the phatic nature of a personal helping relationship that you
may have with a friend. Your relationship with service users as a mental health
nurse is a professional helping one in which you practise your art, craft and
science with a particular purpose. However, in the course of a typical working
day, you are likely to have many phatic encounters. In Table 4.2, we outline
the possibilities and pitfalls of phatic conversations.

In Chapter 2, Figure 2.1, we demonstrated the skills mental health nurses
use when talking with acutely psychotic people; one of these was ‘being with
the patient’ (Bowers et al., 2009). Part of being with the patient is light, casual,
normal conversation and this is similar to phatic communication.

Practice exercise

Consider the sort of encounters that you have in your day-to-work work. Make a list
of those times when you used phatic conversations.

� What were those conversations?
� When did they occur?
� Why did they occur?
� What followed them?
� Who initiated them?
� What was the outcome?
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So far, in this chapter we have described phatic communication and how
mental health nurses can use it in their day-to-day work. In the next section, we
examine the model of brief, ordinary and effective communication (Crawford
et al., 2006).

Brief, ordinary and effective (BOE) communication

BOE communication is rooted in the work of Alvin Toffler, who, in 1980,
predicted a future where we would be exposed to short blips of intensive in-
formation usually in the form of adverts, sound bites, and snippets of news
like the 60-second news updates commonly seen between many longer news
bulletins on television today. While there are attempts to reverse this cul-
ture among many groups, to a large degree Toffler’s predictions 30 years ago
are now commonplace and are more or less subsumed into modern society.
The use of texts and the development of social networking sites such as Face-
book and Twitter are examples of the use of the sort of blips to which Toffler
refers.

In this book, we argue for the importance of effective communication in
the provision of safe, sound and secure mental health nursing. We describe
many types of communication. Some of these, e.g. solution-focused inter-
ventions (see Chapter 10), require additional training if they are to be prac-
tised safely and effectively; in other words they require time. However, time
is increasingly in short supply in many health and social care settings. Sur-
veys of mental health service users, such as the national patient surveys that
the Care Quality Commission in England (CQC) conduct on an annual ba-
sis (see CQC, 2009, for example), report consistently that therapeutic time is
something service users value, but that mental health professionals seldom
have.

Whilst recognizing the importance of providing time for mental health
nurses to care, time is a necessary, but insufficient condition for care to thrive.
If mental health nurses are to provide effective care through sound interper-
sonal skills, they will need to use their time well. Even when mental health
nurses have time to care, care does not always result. Providing therapeutic
care through effective communication requires mental health nurses to apply,
what is commonly referred to as the emotional labour of nursing. The emo-
tional labour of mental health nursing may cause nurses high levels of stress
(Mann and Cowburn, 2005). Therefore, mental health nurses may be avoid-
ing therapeutic contact with service users as a means of minimizing emotional
labour and protecting themselves from unwanted stress.

Examples of emotional labour are:

� consistently showing compassion
� having lots of therapeutic encounters
� high levels of intensity in each encounter
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� highly expressed emotions (for example, anger, distress) by service users or
their significant others

� the discussion of highly sensitive issues.

Practice exercise

Think of therapeutic encounters that you have experienced with service users lately.
These encounters may have taken place at various locations. Describe one such en-
counter and reflect on what was the emotional work that this required. How did you
deal with this emotional work?

BOE communication acknowledges the time constraints under which many
healthcare professionals work. It recognizes the emotional work tied into many
therapeutic encounters. The BOE model is an attempt to address the lack of
time and the emotional work of mental health nursing. It is underpinned by
an understanding that:
� phatic communication is common in health care encounters
� patients do not often want prolonged encounters
� brief encounters can leave a mark on people – the epiphany moment
� ordinary encounters may mask more complex styles of communication.

The characteristics of the BOE model are shown in Table 4.3.
Crawford et al. (2006) identify 31 core skills considered central to BOE com-

munication. The skills proposed incorporate aspects of effective communica-
tion that we address in this book. In Table 4.4, we reproduce these skills.

Table 4.3 Characteristics of the brief, ordinary and effective model of communication
(Brown et al., 2006; Crawford et al., 2006)

Brief Ordinary Effective

Brief communications can
create and maintain a
therapeutic alliance

Mental health nurses can exploit
tasks, such as administering
medication, to communicate
effectively

Using such tasks can help mental
health nurses demonstrate
sound interpersonal skills
by listening actively,
communicating genuineness,
warmth and empathy

People value and are
comfortable with
ordinary conversations

Ordinary conversations
equalize the encounter

Ordinary conversations
minimize the likelihood of
nurses using jargon to
distance themselves from
service users

Ordinary conversations
allow service users to
share their stories in a
non-threatening manner.

Linked to positive clinical
outcomes

Values, culture and
evidence-based

Service users are satisfied
Can be captured, audited

and evaluated
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Table 4.4 Core skills in brief, ordinary and effective communication (Brown et al., 2006;
Crawford et al., 2006). Reproduced with the permission of Nelson Thornes Ltd from
Communications in Clinical Settings, Crawford et al, 978-0-7487-9716-5, first published in
2006.

BOE core skills

1. Making oneself approachable and available to service users, their carers or relatives,
colleagues and partners from other statutory and non-statutory services

2. Demonstrating basic interpersonal skills in terms of appropriate eye contact, posture,
proximity, relaxed manner, touch

3. Welcoming and initiating friendly and appropriate conversation
4. Conducting and sustaining polite, balanced, shared conversation with appropriate

turn-taking and use of non-verbal and verbal prompts, i.e. head nods and hand gestures;
phrases such as ‘go on’, ‘I see’, ‘OK’, and expressions such as ‘uh-huh’

5. Ending or closing conversation in a mutually satisfying and respectful manner
6. Creating and sustaining rapport with others through active listening, attending, reflecting

feelings, warmth, empathy, genuineness, being non-judgemental and accepting
7. Frequently acknowledging others by using brief, positive greetings, ordinary/everyday

conversation, or by engaging non-verbally, for example through eye contact, smiling and
nodding

8. Using empowering language that encourages self-determination and decision-making of
others

9. Using non-stigmatizing language – avoiding the use of labels or descriptions that isolate,
belittle or are abusive to others

10. Using dignified or self-respecting language
11. Negotiating care with service users in the spirit of concordance (reaching agreement)
12. Using simple activities to promote relationships with service users, such as bed-making,

helping with meals, making a drink, washing or mobilizing, etc.
13. Demonstrating appropriate use of silence, for example in facilitating reflection,

expression of feelings, conveying empathy; to encourage response to open questions; as
an opportunity to observe or convey interest

14. Demonstrating appropriate use of humour to create an open, responsive social
atmosphere; relax others and reduce stress; reach out to and engage others; increase
interaction; and boost morale

15. Demonstrating a willingness simply to be in the presence of service users
16. Giving feedback to others that is constructive and facilitates positive change
17. Receiving and giving appropriate consideration to feedback from service users, carers,

relatives and colleagues
18. Accurately interpreting and confirming (under supervision) non-verbal communication

from service users, carers, relatives and colleagues
19. Using appropriate open or closed questioning, being aware that asking too many

questions may be stressful
20. Responding to questions in an honest and clear manner
21. Clarifying or checking out the meaning of what people say by careful use of questioning,

summarizing and paraphrasing; this is especially important when dealing with complex
issues

(continued)
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Table 4.4 Core skills in brief, ordinary and effective communication (Brown et al., 2006;
Crawford et al., 2006). Reproduced with the permission of Nelson Thornes Ltd from
Communications in Clinical Settings, Crawford et al, 978-0-7487-9716-5, first published in
2006. (continued)

BOE core skills

22. Demonstrating sensitivity to the communication needs of people when English is their
second language

23. Brief, time-limited counselling applied to specific service user situations (under
supervision)

24. Communicating appropriately with individuals who have visual, hearing, speech or
cognitive disabilities.

25. Identifying anxiety, depression and confusion, and how these may affect communication
ability

26. Identifying anger and frustration, and using verbal and non-verbal de-escalation
techniques

27. Providing sensitive, emotional support to colleagues and team members
28. Providing accurate advice, instruction, information and professional opinion to service

users, carers, relatives and colleagues; and when necessary to groups of colleagues or
service users/carers/relatives

29. Maintaining confidentiality in both spoken and written communication
30. Answering telephone enquiries in an appropriate manner: identifying oneself, being

polite, striving to reduce hostility or conflict, resolving queries or concerns
31. Keeping brief, factual and accurate care records

Practice exercise

Consider the core skills of BOE shown in Table 4.4. In Table 2.3 we described the five
key components of developing, maintaining and ending therapeutic encounters. These
are:

� core attitudes and values
� setting clinical boundaries
� developing the encounter
� maintaining the encounter
� ending the encounter.

Now consider the core skills of BOE shown in Table 4.4. Place each of the core skills
into one of the five key components of developing, sustaining and ending therapeutic
encounters.

The application of BOE in mental health nursing

Having linked the core skills of BOE to the five categories of therapeutic com-
munication, we now want you to assess yourself against these core skills.
Using a SWOT analysis, we want you to identify those skills where you have
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ThreatsOpportunities

Strengths Weaknesses

Identify your
weaknesses here,
e.g. showing
empathy

 Place your
strengths here, e.g.
listening actively

Consider your
opportunities here,
e.g. utilizing clinical
supervision

Outline potential
threats here, e.g.
not keeping skills
up to date

Figure 4.1 A SWOT analysis to assess core skills in BOE

Strengths and Weaknesses, those that provide Opportunities to improve your
communication skills and those that may Threaten your attempts to practise
effective communication. You can copy the diagram in Figure 4.1 to help you
in this exercise.

Having considered phatic communication and examined the BOE model of
communication, we now consider the concept of therapeutic use of self.

Therapeutic use of self

Therapeutic use of self occurs when health professionals consciously use their
‘personality, insights, perceptions, and judgements as part of the therapeutic
process’ (Punwar and Peloquin, 2000, p.285). In Chapter 2, we reported on
the evidence for what works for whom in psychotherapeutic exchanges and
showed consistently that many factors independent of any therapeutic model
were more strongly linked to positive outcomes. It is these factors that we call
the ‘therapeutic use of self’. There are several components of the therapeutic
use of self:

� personality, insights, perceptions and judgements
� self-awareness
� self-concept
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� self-esteem
� self-efficacy
� self-confidence.

We will now describe each of these components and show how to use them
in therapeutic communication.

Personality factors
� A high degree of self-confidence, e.g. taking risks
� Being open and honest about your skills
� Flexibility, for example trying out new ideas
� Expressing humility, for example accepting that you may not have all the

answers

Insight is largely concerned with a high degree of self-awareness. Percep-
tions and judgements include insight, but also recognizing the individuality of
the client, using self-disclosure and, expressing empathy, and person-centred
skills such as unconditional positive regard. Although these factors are often
regarded as model independent, they are more closely associated with person-
centred, humanistic approaches.

Self-awareness

The use of self, a core issue in therapeutic use of self, has many dimensions and
we shall consider some of these. The first is self-awareness; a mental health
nurse using himself/herself therapeutically is likely to be self-aware. To be
self-aware means:

� reflecting upon ourselves
� paying attention to ourselves
� identifying what it is within ourselves that we can use therapeutically.

Reflection is an important part of being self-aware. The use of a reflective
model described in Chapter 3 may help this process.

Self-concept

Self-concept is another dimension of using oneself therapeutically. Self-
concept is about expressing one’s true self, or as Rowan (2001), a humanistic
therapist, calls it, the authentic self. In expressing your authentic self in your
mental health nursing, you are likely to express those aspects of yourself that
reflect your humanity. When you act selflessly in carrying out your role as a
mental health nurse you recognize the requirement to put the interests of the
patient above your own and the patient has a sense of you acting sincerely
(authentically). An example of this is expressing ‘genuineness’. Genuineness
stems from the work of Carl Rogers’s person-centred therapy (Rogers, 1961).
A mental health nurse who is genuine will act in manner congruent with
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how he/she feels. For example, what you say is matched by how you be-
have, nodding your head when verbally expressing agreement. We call this
verbal/non-verbal congruity.

Practice exercise

Consider the concept of genuineness shown above. Think about your practice and
write down specific examples of occasions when you have expressed genuineness.

Self-esteem

Self-esteem is an assessment of your self-worth and includes beliefs about
yourself, such as ‘I am good at communicating empathy’, and the expression
of emotions such as hope, despair and pride. A high level of self-esteem is
thought necessary to using yourself therapeutically; if you believe yourself
capable and competent, and can convey this to others in a professional helping
relationship, you can be more therapeutic. You can assess your level of self-
esteem using a standard questionnaire such the Rosenberg Self-Esteem Scale
(Rosenberg, 1965).

1 Overall, I am satisfied with myself.
2 At times, I think that I am no good at all.
3 I feel that I have a number of good qualities.
4 I am able to do things as well as most other people.
5 I feel I do not have much to be proud of.
6 I certainly feel useless at times.
7 I feel that I am a person of worth, at least the equal of others.
8 I wish I could have more respect for myself.
9 Overall, I am inclined to feel that I am a failure.

10 I take a positive attitude towards myself.

You answer each statement (item) by stating your level of agreement from
strongly agree, agree, disagree or strongly disagree.

For statements 1, 3, 4, 7 and 10 strongly agree scores 4, agree scores 3,
disagree scores 2 and strongly disagree scores 1.

However, for items 2, 5, 6, 8 and 9 the scores are reversed, i.e. for these items
strongly agree scores 1, agree scores 2, disagree scores 3 and strongly disagree
scores 4.

Once you have answered each statement you add up all your scores to each
and this gives you a total score. For example, if you answer strongly agree to
items 1, 3, 4, 7 and 10, and strongly disagree to items 2, 5, 6, 8 and 9, your
total score will be 40 indicating the highest level of self-esteem.

A score of 20 suggests a moderate level of self-esteem and scores below this
indicate a low level of self-esteem.
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Practice exercise

We want you to rate your level of self-esteem using the scale above. Look at each
statement carefully and answer: strongly agree, agree, disagree or strongly disagree
to each one. Now calculate your self-esteem score using the scoring system shown
above. Now reflect on your level of self-esteem. Is it high, moderate or low? How do
you think your level of self-esteem affects your ability to use yourself therapeutically?

Self-efficacy

To show self-efficacy is to show belief in your confidence to change your
behaviour from an unhealthy to a healthier one and derives from the work of
the psychologist Albert Bandura in 1997 and his Social Cognitive Theory of
learning and behaving. In general, the higher your level of self-efficacy, the
better your performance. Low levels of self-efficacy are likely to reduce your
performance. There are four main sources of self-efficacy.

1 Mastery is a situation whereby you have developed expertise in some
skill; it is usually demonstrated by regular success when using this skill.
This success raises self-efficacy. Mastery usually results from education and
training, repeated practice and feedback on performance. For example, it is
hoped that by reading this book and working through the practice exercises
and reflective questions, and applying these skills in your everyday practice,
you will develop mastery in fundamental communication skills.

2 Modelling is where you demonstrate (model) your communication skills
and the successful outcome of these skills, to others so that they can learn
from you. Modelling is not always intentional; people with less experience
than you may be watching how you work from a distance and picking up
tips on what may happen if they model your behaviour. Modelling works
better when the person is a peer.

3 Social persuasion is feedback from others. This feedback can be positive,
i.e. encouraging, or negative, i.e. discouraging. Positive feedback is likely
to increase your level of self-efficacy, whereas negative feedback is likely to
lower your self-efficacy. The feedback must feel genuine, i.e. the person to
whom it is given must value it and feel that it is given authentically.

4 Physiological features are the body’s responses to external stimuli. For
example, stress is a physiological response. Physiological responses can
affect self-efficacy in several ways. If you feel stressed before seeing a client
and you are low in self-efficacy you are likely to perceive this stress as an
example of how poor you are at communicating with clients. If your self-
efficacy level is high, you are likely to perceive the stress as a sign of how
interested, skilled and ready you are to be therapeutic.

In Chapter 11, we discuss the role of self-efficacy in motivational inter-
viewing.
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Self-confidence

Self-confidence is a belief in your confidence that you can be therapeutic.
If you are self-confident, you are likely to find being therapeutic less of a
challenge and you are more able to use yourself therapeutically. Examples of
being self-confident are:

� you can identify easily many qualities about yourself
� when you are in the presence of others you can hold your own
� you make friends easily
� you can express an opinion assertively even in the face of strong disagree-

ment from others
� you can easily overcome difficulties.

You can test your self-confidence levels by checking how you would answer
questions such as:

� How much do you trust decisions that you take?
� How worried would you be if you were asked to make a presentation to

colleagues?
� How would you feel if you were to disagree with your boss?
� How helpless would you feel if a service user resisted any attempts to help

her/him?
� How likely is it that you would volunteer to run a therapeutic group on

your own?

If you trust decisions that you make, are not worried about giving a presen-
tation to colleagues, feel able to disagree with your boss, are able to deal with
service users’ resistance and would have little problem running a therapeutic
group on your own, you are high in self-confidence. If you are uncomfortable
with doing these things, you are low in self-confidence. If this is the case,
here are some ways in which you can improve your self-confidence, by:

� speaking assertively, for example ‘I disagree with your views’
� identifying your contribution to your team’s successes
� staying in shape physically, for example exercising regularly
� expressing your view even if it is unpopular
� speaking clearly and with little hesitation
� being prepared to praise others for their achievements even if this has meant

disappointment for you.

Practice exercise

Identify three therapeutic encounters you have had recently. Identify examples from
these encounters when you have demonstrated the therapeutic use of self. What
aspect of the self did you demonstrate? How did you use it? How did the patient
respond? What was the outcome of each encounter? What part, if any, did you feel
that using yourself therapeutically played in the outcome of each encounter?
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In summary, the therapeutic use of self requires you to reflect on what
personal qualities, as opposed to skills, you bring to the therapeutic en-
counter. To use yourself therapeutically, it is thought important to be open,
self-aware, have a strong self-concept, and exhibit high levels of self-esteem
and self-confidence. These qualities appear independent of whatever model
of therapeutic intervention you may be using. The final part of this chap-
ter will consider evidence for the efficacy and effectiveness of small talk in
communication.

The efficacy and effectiveness of small talk

To our best knowledge, there has been little systematic investigation of the
efficacy and effectiveness of phatic communication in mental health nurs-
ing. However, there is inferred evidence that has a long history dating back
to the cultural anthropologist Bronislaw Malinowski’s original studies of the
Argonauts of the South Pacific where phatic communication appeared to fos-
ter everyday interaction. In Table 4.2, we show some of the pitfalls of phatic
communication. Arguably, phatic communication provides an opportunity to
initiate a therapeutic encounter, but it is not clear whether it is an added extra
or essential to the therapeutic encounter being established.

The evidence for the BOE model derives from the effectiveness outcomes
that Crawford et al. (2006) and Brown et al. (2006) report; examples of these
are shown in Table 4.3. It is not clear, however, what clinical outcomes the
use of BOE communication might generate specifically, or whether these out-
comes might have resulted simultaneously. The core skills of BOE shown in
Table 4.4 include examples of verbal and non-verbal communication skills that
have a fairly well-established evidence base. Many of the core skills shown in
Table 4.4, however, appear to require more than brief interventions, mixed
with those that could be applied in brief encounters. The model appears less
parsimonious as a result.

The therapeutic use of self has been studied quite extensively and, when
the contents are unpacked, there is a fairly strong evidence base for the role of
therapist-orientated factors. From this evidence, it is clear that mental health
nurses have the necessary opportunities to use themselves therapeutically,
and in many respects can use these opportunities with minimal additional
education or training. Clinical supervision may be an important prerequisite
for using oneself therapeutically.

Conclusion

An often overlooked aspect of effective communication is the use of phatic
conversations, brief, ordinary and effective communications, and the thera-
peutic use of self. Mental health nurses are well placed to take advantage of
these approaches to enhance their communication skills in everyday clinical
encounters. These skills can be used whatever the clinical encounter, whether
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it is task-based or part of a one-to-one pre-planned interaction with another
person.

Reflective questions

1 What are the advantages and disadvantages of using phatic communica-
tion in everyday social interactions?

2 How can you use phatic communication in your work as a mental health
nurse? Give specific examples.

3 How many core skills in BOE communication can you identify? Write these
down.

4 Why might you use yourself therapeutically in mental health nursing?
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5 Heron’s communication
framework: Six
Category Intervention
Analysis

Introduction

Communication is a fundamental component of all therapeutic interventions
and is essential for the delivery of quality nursing care. Mental health practice
needs nurses who can offer more skilled and effective therapeutic commu-
nication (Department of Health (DH), 2006). Acquiring new skills that are
therapeutic, and learning how to use them effectively should help to improve
mental health nurses’ knowledge and skill base, so that they can provide best
practice in a variety of clinical situations. In mental health nursing several dif-
ferent models of communication are taught and applied in clinical practice,
for example Egan’s model of helping, cognitive behaviour therapy (CBT) and
solution-focused approach. The latter therapeutic approaches are currently re-
ceiving increasing popularity in nurse education and clinical practice. These
will be addressed later in the book. For this chapter, we have chosen Heron’s
(2001) Six Category Intervention Analysis model of communication. As a com-
munication model, we believe it not only provides a flexible, user friendly
framework to develop nurses’ therapeutic interventions, but also facilitates
the application of communication skills in in various clinical encounters. In
addition, this model can be used by learners at different levels of their profes-
sional and personal learning and in varied clinical situations.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe Heron’s Six Category Intervention Analysis model
2 Demonstrate an understanding of how each of the six interventions

can be used in clinical practice
3 Use Heron’s six categories in clinical practice
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The Six Category Intervention Analysis

John Heron’s Six Category model is a well-known communication/counselling
framework, which was originally published in 1975, by the Human Potential
Research Project at the University of Surrey (Heron, 1975). Since then, it has
been revised, expanded and used as the basis of interpersonal training, with
a wide range of professions, including mental health nursing (Heron, 1977,
1996, 1999, 2001). As a therapeutic model, it presents six different forms of
helping behaviour also known as categories, which can be used when working
face-to-face with a client, their family or others involved in their care. Each of
the six categories and the respective interventions that fall under each category
are theoretically neutral – that is, they are not aligned with any particular theo-
retical perspective, for example a humanistic approach, cognitive behavioural
therapy and others (Heron, 2001). This means that Heron’s Six Category model
can be used either on its own or along with another therapeutic approach used
in mental health practice. Similar to other psychotherapeutic approaches, the
quality of the nurse–client relationship is paramount to the therapeutic use
and outcome of each of the six categories.

As a communication model, the Six Category framework:

� offers a relationship that is grounded in a client-centred attitude
� provides a tool for the mental health nurse to monitor, select and review

his/her communication skills and interactions
� identifies a repertoire of interventions that can be used in a wide range of

communication encounters, whereby the mental health nurse is the listener
and the client the talker and the person who is dealing with some issue, that
needs the time, attention and service of another human being

� classifies a huge range of communication skills under six categories, which
are six kinds of purpose or intention.

Authoritative and facilitative interventions

The six forms of helping behaviour are classified into two main groups: au-
thoritative and facilitative interventions.

Authoritative interventions Facilitative interventions

Authoritative interventions are so called
because:
• the mental health nurse is taking a more

directive role and is taking more
responsibility for or on behalf of the client

• the emphasis is more on what the mental
health nurse is doing to the client

• authoritative interventions include:
prescriptive; informative; confronting

Facilitative interventions are so called
because:
• the role of the mental health nurse is less

hierarchical
• the mental health nurse’s interventions try

to enable the client to become more
autonomous and take on more
responsibility for themselves

• facilitative interventions include: catalytic;
cathartic; supportive
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Authoritative and facilitative categories

Authorative Faciliatative

Prescriptive Catalytic
Informative Cathartic
Confronting Supportive

Source: Heron (2001)

Interventions and intention

The Six Category model comprises six types of intervention that the practi-
tioner or mental health nurse can use as part of his/her work with the client.
‘An intervention is an identifiable piece of verbal and/or non verbal behaviour
that is part of the practitioner’s service to the client’ (Heron, 2001, p.3). There
is, however, no set or prescribed verbal formula for stating an intervention. An
intervention can consist of many variations of verbal and non-verbal formats,
all of which are dependent on the context of the interaction, and the nature
of the relationship between the client and the mental health nurse. While
the six interventions refer mostly to the nurse’s verbal skills, components of
non-verbal behaviour, for example eye contact, gestures and other non-verbal
behaviours, are equally important in determining how the verbal interven-
tions come across to the client. The mental health nurse therefore needs to be
mindful about not only what s/he says, but also how it is expressed. It is also
important that verbal and non-verbal messages are congruent – that is, what
is being said is also reflected by the body language that is being conveyed.
The following examples illustrate a range of verbal interventions, which are
commonly used by mental health nurses in clinical practice.

Verbal interventions used in mental health practice

� ‘When you feel a panic attack, I want you to take a deep breath and
count to 10’

� ‘I want you to sit here and tell me what prompted you to break the
window’

� ‘Sleep disturbance is a symptom of depression’
� ‘The drug you are taking does increase your appetite’
� ‘I am disappointed that you did not cancel your appointment’
� ‘It seems that what you say and what you do mean different things’
� ‘When did you start to feel depressed?’
� ‘What prompted you to cut yourself?’
� ‘It’s OK to feel angry’
� ‘It’s OK to cry’

(continued)
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� ‘I know that wasn’t easy for you, but I am pleased that you were able to
say no’

� ‘It must be hard for you as a parent seeing your son so distressed, yet
you are always so positive and encouraging to him’

Intention

All six categories comprise a specific intention or purpose that determines
the choice of intervention. Each intervention can be defined in terms of its
intention or purpose – that is, what it is that the mental health nurse wants
to achieve by his/her intervention. The following outlines the six categories
and the primary intention behind each intervention (Heron, 2001). Examples
of the different categories commonly used by mental health nurses are also
illustrated.

Six categories and their intentions
Category: Prescriptive

Intention: a prescriptive intervention aims to direct the behaviour of the
client by demonstration, advice, suggestion, command, propose, order,
insist.

Examples
� ‘Show me what medication you take’
� ‘I want you to attend the anxiety management group’
� ‘I think you might feel better if you have a bath’
� ‘I want you to tell me when you feel the urge to cut yourself’
� ‘Do the following breathing exercises every time you feel panicky’
� ‘Listen to your music, that might help to “tune out” the voices’
� ‘I want you to leave the ward now’
� ‘You need to drink a litre of fluids a day for the next two days because

you are dehydrated’
� ‘I think this might be a good time to discuss how you feel about being

discharged to the hostel’
� ‘You need to contact the social worker about your son’s accommodation’

Category: Informative

Intention: an informative intervention aims to impart new knowledge/
information to the client by telling, informing, lecturing and using one’s
expertise.
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Examples
� ‘One of the side effects of your medication is constipation’
� ‘Anxiety can cause you to have palpitations’
� ‘There is a support group for carers every Monday’
� ‘Section 2 of the Mental Health Act is for 28 days’
� ‘This is the information I promised about WRAP, which stands for Well-

ness Recovery Action Plan’
� ‘CBT stands for cognitive behaviour therapy’
� ‘In my experience, distraction techniques are a useful strategy to manage

anxiety’
� ‘ECT stands for electro-convulsive therapy’
� ‘Maintaining social contacts and finding suitable activities or work is

important for a person’s mental wellbeing and recovery’
� ‘MIND is an important mental health charity and provides useful

information’

Category: Confronting

Intention: a confronting intervention aims to raise the consciousness
(awareness) of the client about some limiting attitude, belief or behaviour
that he or she is unaware of by challenging, and giving direct feedback in
a supportive manner.

Examples
� ‘I am aware that you have not attended the day centre for the past two

weeks’
� ‘I have noticed that you find it difficult to ask for help’
� ‘Are you aware that your son has made a serious suicide attempt?’
� ‘I have noticed that you never talk about the positive things in your life’
� ‘I was disappointed that you didn’t phone to cancel our appointment

yesterday’
� ‘You say no one cares for you, yet your family visit every day?’
� ‘Are you aware that you tend to interrupt others when they are talking?’
� ‘You ask to speak to me and yet when I try to talk to you, you avoid me’
� ‘Your son is trying very hard to manage his voices and live an indepen-

dent life. I notice that you tend to focus on the things that he does not
do well as opposed to the things that he does do well’

� ‘Are you aware that your mother feels frightened when you start
shouting?’

Category: Catalytic

Intention: a catalytic intervention aims to enable the client to learn and
develop by self-direction, problem solving and self-discovery within the
context of the nurse – client encounter, but also beyond it.

(continued)
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Examples
� ‘What helps you to cope with the voices?’
� ‘What is your understanding of schizophrenia?’
� ‘Say more about what you think of when you want to harm yourself’
� ‘What was it like being admitted to the mental health unit?’
� ‘Tell me more about the things that keep you well’
� ‘When you feel depressed, what do you think about?’
� ‘How does the rest of the family manage when your son is unwell?’
� ‘Which problem would you like to look at today?’
� ‘What can I do to help you?’
� ‘What do you want from your family?’

Category: Cathartic

Intention: a cathartic intervention aims to enable the client to share,
express or discharge painful emotions – primarily grief, fear and anger – by
encouraging and supporting the person to express his/her feelings.

Examples
� ‘I imagine you must feel very frightened being in hospital for the first

time?’
� ‘You seem very upset; it is OK to feel sad’
� ‘Will you say that again, louder . . . louder?’
� ‘You said you felt so angry towards your father, would you like to talk

about it?’
� ‘It’s OK to cry’
� ‘Feeling angry is normal’
� ‘Some people find that writing a letter can help to release emotions’
� ‘I notice you are tearful when you talk about your dad. It must be difficult

for you when he says, I don’t know you’
� ‘It’s OK to feel sad and grieve for your brother’
� ‘It’s OK to feel anxious about your father’s prognosis’

Category: Supportive

Intention: a supportive intervention aims to affirm the worth and value
of the client’s qualities, attitudes or actions by enhancing the self-esteem
of the person by giving encouraging feedback and validating.

Examples
� ‘You have done your best to help your daughter’
� ‘You made a great effort to participate in the group’
� ‘I think you did everything you could to keep your son at home’
� ‘I appreciate you being honest with me and telling me how you really

feel’
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� ‘I admire your determination to stay sober’
� ‘I know that asking for help is a big step for you’
� ‘You managed your anger very effectively in the meeting’
� ‘I really admire your positive attitude in spite of all the difficulties you

have faced’
� ‘Well done for stating your needs in the group’
� ‘I admire your courage to be open with your family and friends about

your experiences of being in hospital for mental health problems’

Source: Heron (2001)

Applying Six Category Intervention Analysis

When using the different interventions in clinical practice, it is important to
remember that the authoritative categories are ‘neither more nor less valuable
or useful’ than the facilitative interventions (Heron, 2001, p.6). Similarly, each
of the six interventions is value neutral – that is, each intervention is equally
important and valuable when used in the appropriate context. The choice of
intervention will depend on the:

� nature of the nurse’s role at the time
� particular needs of the client
� content or focus of the intervention.

In practice, however, authoritative interventions have traditionally tended
to be overused. Studies of qualified nurses’ perception of their interpersonal
skills using Six Category Intervention Analysis found that nurses generally per-
ceived themselves to be more skilful in the authoritative categories (Burnard
and Morrison, 1988, 1989, 1991). A decade later, participants attending Six
Category training workshops identified confronting and cathartic interven-
tions as their least skilled categories (Heron, 2001). While authoritative inter-
ventions are valuable and at times necessary, they can become ineffective and
therefore non-therapeutic when they are over-used, and/or used to the exclu-
sion of facilitative interventions. Equally, it is inappropriate to use facilitative
interventions exclusively, particularly if such interventions prohibit the use
of the nurse’s authority in an appropriate and professional way. For example,
in practice there may be occasions when it is part of mental health nurses’
role and responsibility to use prescriptive, informative and/or confronting
interventions at a particular time, as illustrated by the following examples:

� Prescriptive – ‘I would like you to take your medication’
� Prescriptive – ‘I want you to stay on the ward for now’
� Prescriptive – ‘I will remove the sharp objects from your bag, they will be

returned to you when you are discharged’
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� Informative – ‘One of the side effects of your medication is low blood
pressure’

� Informative – ‘ECT stands for electro-convulsive therapy’
� Informative – ‘Sleep disturbance is a symptom of depression’
� Confronting – ‘It sounds like you were asked to leave the hostel because

you were aggressive towards the other residents’
� Confronting – ‘Are you aware that you frighten other clients when you start

shouting?’
� Confronting – ‘I notice that you find it difficult to ask for help’

In practice, balancing authoritative and facilitative interventions is about
the appropriate use of power between the client and the mental health nurse
(Heron, 2001) and includes the following forms of power:

� the mental health nurse’s power over the client, for example the nurse’s
power in his/her capacity as a mental health professional

� the power shared between the mental health nurse and the client, for ex-
ample, the nurse and client’s power to ask questions and to listen to each
other

� the autonomous power within the client, for example the client’s power to
make decisions about his/her life.

The above forms of power are interrelated, and will change according to
the changing needs of the client throughout the therapeutic relationship. The
following clinical scenario illustrates an interaction whereby the mental health
nurse uses authoritative and facilitative interventions.

Clinical scenario

Adam, a third-year student, enjoys working in the Day Hospital for the Older Adult.
He has a good relationship with the clients, their families and carers. The staff nurse
asked Adam to inform Mrs Black about the carers’ support group. Mrs Black has cared
for her husband who has short-term memory impairment for over five years. They
have no children. Mr Black attends the Day Hospital three days a week. The following
illustrates the interaction that took place.
Adam: ‘How are you today?’ [Catalytic]
Mrs Black: ‘Fine thank you. I am so looking forward to my holiday in a few weeks.

I need a rest, I am so tired.’
Adam: ‘I am sorry to hear that. I thought you looked tired. What’s causing you to

be so tired?’ [Supportive and Catalytic]
Mrs Black: ‘Oh it’s nothing; I just need a good rest.’
Adam: ‘How is your sleep these days?’ [Catalytic]
Mrs Black: ‘It’s OK.’
Adam: ‘OK?’ [Catalytic]
Mrs Black: ‘Oh I get a few hours.’
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Adam: ‘Mrs Black, I might be wrong but I sense that you are not telling me something?’
[Confronting]

Mrs Black: [Starting to cry] ‘I am sorry I know you want to help but I am afraid to
tell you what’s been happening as you will think I can’t cope.’

Adam: ‘From what I know of you, I think you cope very well caring for your husband.’
[Supportive]

Mrs Black: ‘My husband is waking up every night and wandering around the house,
saying he wants to go to work. He only sleeps for three or four hours. I don’t know
what to do, I have tried everything.’

Adam: ‘That must be very difficult for you. It is so important that you and your
husband get adequate sleep. I think you should see the clinical nurse specialist and
discuss how she can help you.’ [Supportive and Prescriptive]

Mrs Black: ‘Oh I don’t want to make a fuss.’
Adam: ‘You are not making a fuss. This is her area of expertise. I will contact her

and arrange an appointment for you. I will also inform your husband’s doctor, he
may review his medication.’ [Prescriptive]

Mrs Black: ‘Thank you Adam.’
Adam: ‘I also have information regarding the local carers’ group. Are you aware of

this group?’ [Informative and Catalytic]
Mrs Black: ‘No I don’t know about it – what does it do?’
Adam: It is a support group, usually about eight to ten people who, like you, care

for their partners or parents. It takes place every Tuesday at 2pm for an hour. They
have a very good reputation. I have some leaflets about the group for you to read.
If you have any questions, please let me know.’ [Informative]

Overlapping of categories

All six categories are independent of one another and have a specific intention
or purpose; there are also significant areas of overlap between the categories,
for example informative interventions that are confronting, prescriptive inter-
ventions that are catalytic, and others. When such overlap occurs, the inter-
vention is then classified under the category, that covers its primary purpose,
as illustrated in the following examples.

Informative intervention – confronting intervention

Nurse: ‘Your community mental health nurse told me that you did not attend
the day centre.’
On its own, this intervention could be considered as an informative inter-
vention whereby the mental health nurse is informing the client about what
she/he knows. However, looking at the intervention within the following
context, the intervention is identified according to its primary purpose or
intention, which in this instance is to challenge the client in a supportive
way; therefore, the same verbal intervention is a confronting intervention.
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It is important to remember that the nurse’s body language will also be an
influencing factor.

Client: ‘I don’t like going to the day centre, there’s nothing to do, and it’s
boring.’

Nurse: ‘Your community mental health nurse told me that you did not attend
the day centre.’

Client: ‘Well I went to a day centre years ago.’

Prescriptive intervention – catalytic intervention

Nurse: ‘Describe what it was like for you when you felt the urge to cut your-
self.’
As it is, this intervention illustrates that the mental health nurse is directing
the client to describe her recent experience of self-harm. Therefore, this
intervention could be described as a prescriptive intervention; however, on
examining the intervention within the following context and its primary
purpose, which is to encourage the client to explore her experience of self-
harm in greater depth, the verbal intervention is a catalytic intervention.

Client: ‘I tried to stop myself, but I couldn’t. I got the blades from my father’s
razor.’

Nurse: ‘That must have been really difficult for you.’
Client: ‘It was . . . it was very difficult. I feel really bad now.’
Nurse: ‘Describe what it was like for you when you feel the urge to cut

yourself.’
Client: ‘I feel numb inside, I need to cut myself to feel alive.’

Degenerate use of interventions

An intervention is described as ‘degenerate’ not in the sense of being malicious,
but more that it is misguided due to a lack of awareness, or lack of experience
or training (Heron, 2001). As a result, the intervention may not be appropriate
and/or effective. There are four kinds of degenerate intervention:

� unsolicited interventions
� manipulative interventions
� compulsive interventions
� unskilled interventions.

Unsolicited interventions

Unsolicited interventions are interventions whereby the practitioner inter-
venes before checking whether the client wishes to enter into the interac-
tion with the practitioner. In such instances, the practitioner undermines the
client’s personal autonomy and responsibility. For example, the client is in-
formed at the MDT meeting that he is to be discharged in two days. The mental
health nurse approaches him and says, ‘You might want to inform your family
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that you are going home tomorrow.’ A more appropriate response might be to
preface the intervention with the following:

‘I heard that you are going home tomorrow, may I suggest something to you?’
Pause to offer the client the opportunity to accept or reject the intervention.
Client: ‘Yes, what is it?’
Nurse: ‘You might want to inform your family that you are going home

tomorrow.’

Manipulative interventions

These are interventions whereby the interventions are motivated by the prac-
titioner’s self-interest regardless of the interest of the client. In their worst
form, such interventions are quite conscious and, deliberate, and are ways of
using other people for their own self-interest. In practice, however, manipula-
tive interventions may be motivated by practitioners’ self-interest more often
than we would like to admit, for example Jane, the mental health nurse, is
about to finish her shift. She is tired and is looking forward to her weekend
off. A client approaches her and says ‘I feel very anxious, can I talk to you?’
Jane reluctantly agrees to talk to the client. Although she listens to the client,
she does not probe or ask any questions to gain a better understanding of
the client’s anxiety; instead she advises the client to ‘Lie on your bed and
practise your breathing exercises, you will feel much better.’ It is 5pm, Jane
leaves the ward on time.

Compulsive interventions

As the name suggests, these are interventions whereby the practitioner uses
specific interventions compulsively. The compulsive helper may be unaware
of their desire or need to help others, and as a result they make too many
decisions for people about what they should do, how they do it and when
they do it, while ignoring the person’s autonomy and responsibility to choose
what she or he wants to do. The compulsive helper usually has a limited
range of interventions, which are frequently misused in practice. For example,
the mental health nurse who compulsively prescribes or tells the client what
she/he should do:

� ‘You should say this . . .’
� ‘You need to do more exercise’
� ‘You should take your medication’
� ‘You need to lose weight’

Unskilled interventions

Unskilled interventions occur when the practitioner is incompetent, or is not
trained to carry out a specific intervention(s). For example, it is highly unlikely
that a novice nurse will be competent to use cathartic interventions when
working with a client who has had a recent bereavement. Equally, a qualified
nurse who has much experience in adult mental health may be incompetent
and untrained to use specific interventions in a different and new area of
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mental health practice, for example CAMS (Child and Adolescent Mental
Health Services).

Learning to use the six categories

Learning how to use the Six Category framework, and use it effectively, will
present different learning opportunities and challenges for the mental health
nurse. Given the uniqueness of each client–nurse relationship, each interac-
tion will require different communication skills and interventions, based on
the purpose of the interaction, the context of the therapeutic encounter and
the nurse’s level of competence. Learning to use the Six Category framework
does not mean the mental health nurse is learning a particular method of
counselling (Heron, 2001). Instead, he/she is acquiring a set of therapeutic
interventions to develop and shape into his/her style and repertoire of inter-
personal skills as a mental health nurse. Having the opportunity to use the
different categories in clinical practice can increase mental health nurses’ con-
fidence and efficacy. For some nurses, some of the interventions, particularly
those within the authoritative group, may be familiar and therefore easier to
use, whereas other interventions, for example catalytic and cathartic, may be
new and, as with all new learning, will require time and ongoing practice.
Learning how to use these skills can best be achieved by observing your men-
tor or other ward staff along with practising with friends or colleagues. For the
mental health nurse, the challenge is to:

� be equally proficient in a wide range of interventions in each of the cat-
egories

� know what category s/he is using and why at any given time
� be able to move skilfully from one type of intervention to any other as the

developing situation and purpose of the interaction requires
� know when to lead and when to follow the client, in other words whether

to be authoritative or facilitative.

Clinical scenario

The following scenarios illustrate an interaction whereby the mental health nurse moves
from one category to another, as and when the situation and purpose of the interaction
requires.

Example 1 – Interaction between nurse and client

Zoe, a second-year nurse was sitting in the day room playing Scrabble with Sarah.
Sarah is 21 years old and was admitted to the ward following an overdose. Both Zoe
and Sarah enjoy playing Scrabble and competing with each other. It also provides an
opportunity for Sarah to talk about various issues that were causing her concern, in
particular her recent weight gain due to her current medication.
Sarah: ‘I hate taking these tablets.’
Zoe: ‘What do you hate about the tablets?’ [Catalytic]
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Sarah: ‘They make you fat, I don’t want to put on weight.’
Zoe: ‘How much weight have you put on?’ [Catalytic]
Sarah: ‘I don’t know, I haven’t weighed myself, but my clothes are getting tight. I keep

eating, I can’t stop.’
Zoe: ‘That must be so annoying for you. I know I hate having to watch my weight, it’s

difficult.’ [Supportive]
Sarah: ‘Yes it is.’ [Starts to cry] ‘I am sorry.’
Zoe: ‘It’s OK to cry.’ [Cathartic] ‘One of the side effects of your antidepressants is

an increased appetite.’ [Informative] ‘I will weigh you and that will give us a baseline.
I will get the dietician to see you tomorrow to discuss your diet. Your doctor
will be here later this morning; I will tell him and ask him to talk to you about it.’
[Prescriptive]

Sarah: ‘Thanks Zoe.’

Example 2 – Interaction between nurse and family member

At the day hospital, Lydia asks to speak to Harry, a third-year nurse, about her son
Toby who is 22 and attends the day hospital twice a week. She is worried that he is
not taking his medication as he has been verbally aggressive over the weekend. Harry
invites Lydia to a quiet and private area of the day hospital, free from distractions, to
listen to the person.
Harry: ‘Hi Lydia, how are you?’
Lydia: ‘Thanks for talking to me; I know you are short of staff and very busy.’
Harry: What’s the matter, you look worried?’ [Catalytic]
Lydia: ‘It’s Toby; he stayed with me at the weekend.’
Harry: ‘How did that go?’ [Catalytic]
Lydia: ‘He got angry. I don’t think he is taking his medication. He kept shouting at

me.’
Harry: ‘OK, I am sorry to hear that.’ [Supportive] ‘Tell me what happened from the

time he arrived at your house.’ [Prescriptive]
Lydia: ‘He was supposed to arrive at 6pm. He came two hours late so his dinner was

ruined. I was really upset as I wanted us to eat together. He said he was with his
mates.’

Harry: ‘So you were disappointed and upset.’ [Supportive] ‘What happened when he
arrived?’ [Catalytic]

Lydia: ‘Oh I lost it. I started shouting at him, I said things I probably shouldn’t have
but he’s always messing me about.’

Harry: ‘What happened then?’ [Catalytic]
Lydia: ‘He stormed into his bedroom and swore at me.’
Harry: ‘So it sounds as if the weekend started off with difficulty for both of you.’

[Supportive]
Lydia: ‘Yea, I suppose I didn’t make it easy, shouting at him. I know it’s hard for him.

He is afraid his mates will drop him because he has mental health problems and was
in as he calls it “a lunny bin”.’

(continued)
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Harry: ‘It’s difficult for him; unfortunately there is still a lot of stigma about mental
health problems/illness.’ [Informative]

Lydia: ‘Yes, I know. I haven’t told my immediate family or my best friend about Toby’s
admission to hospital.’

Harry: ‘Because?’ [Catalytic]
Lydia: ‘I am sure they would be supportive, but I am afraid they will look at Toby

differently. I know it sounds crazy, but I am also afraid they will think it’s my fault.’
Harry: ‘It must be difficult for you, not being able to share your concerns with people

who might be able to support you.’ [Supportive]

Practice exercise: analysis of an interaction

The aim of this activity is to help you to monitor, select and review your use of Heron’s
six categories in clinical practice.

Think of a recent interaction that took place during your clinical placement.

� When you have chosen your interaction, reflect on and answer the following
questions.

� You may wish to write brief notes about your thoughts, feelings, observations,
questions in your reflective journal and use them to discuss with your mentor.

� It is important to note that some of the questions may not apply to your interaction,
and, in such instances, we suggest that you adapt the question(s) accordingly.

� We are aware that the following questions are by no means exhaustive and you
may wish to add further questions.

Question Answer

What was my primary intention of this interaction?
What intervention(s) did I use during this interaction?
Which intervention(s) were useful?
Which intervention(s) were less useful?
What intervention(s) did I use too much?
What intervention(s) did I use too little and for what reasons?
What other intervention(s) could I have used?
What did I like about my intervention?
What did I not like about my intervention(s)?
What factors influenced my intervention(s) and how?
What have I learnt from this interaction?
What intervention(s) do I need to develop?

Conclusion

This chapter has outlined the principles and practice of Heron’s Six Category
helping framework. We believe that this communication framework provides
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a flexible and user-friendly tool for all mental health nurses, and in particu-
lar the novice mental health nurse, to develop their ongoing knowledge and
interpersonal skills, which can be used in various clinical encounters. As with
all skills-based learning, it is not enough to learn simply the specific inter-
ventions; they must be applied in practice where real learning takes place.
In addition, learning how to use the six categories effectively and with con-
fidence requires time, ongoing practice and, more importantly, a willingness
to be open to inquiry and feedback about your therapeutic effectiveness in
practice.

Reflective questions

1 Which of the authoritative categories do you find the most challenging
and why?

2 Which of the facilitative categories do you find the most challenging and
why?

3 Drawing on your clinical experience, which categories have you observed
being used most in clinical practice? Give examples for each category.

4 Which two categories would you like to become more skilled in using
within the next three months, and for what reasons?
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6 Communicating
across cultures

Britain is invariably described as one of the most ethnically diverse societies
in the Western world. In the course of caring for members of society, nurses
will come into contact with black and minority ethnic (BME) people with
diverse cultures, beliefs and languages from around the world. Mental health
nurses have an important role in delivering equality in mental health services
through appropriate and effective culturally capable practice. This chapter will
examine the concept of culture and its role in relation to mental health nurs-
ing. We will also outline various approaches to build on nurses’ ability to
become more culturally competent in communicating with a diverse multi-
ethnic population.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe the concept of culture
2 Demonstrate an understanding of the role of culture in relation to

mental health nursing
3 Examine some of the issues and challenges for nurses when working

with interpreters in mental health
4 Demonstrate communicating across cultures in clinical practice

Understanding culture

Culture is a difficult concept to define. This is further compounded by the
numerous definitions throughout the literature, which are often used in dif-
ferent contexts as though there were a shared understanding of the terminol-
ogy used. It is important therefore to be explicit about what is meant by the
term culture, and more importantly, its importance to mental health nursing.
In 1978, Madeline Leininger, an American nurse anthropologist, wrote a key
text on the theory and practices of transcultural nursing (Leininger, 1978).
In this book, Leininger stressed the importance of including culture as a fun-
damental component of patient-centred nursing care and nursing curricula,
which she defined as ‘the learned and transmitted knowledge about a partic-
ular culture with its values, beliefs, rules of behavior, and life-style practices
that guides a designated group in their thinking and actions in patterned ways’

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-06 MHBK040-Morrissey July 15, 2011 12:53 Printer Name: Yet to Come

Communicating across cultures 77

(Leininger, 1978, p.491). This definition suggests that culture is learned and
is neither inherited nor static. A more recent definition describes culture as a
shared set of learned behaviours, values, beliefs, norms, assumptions, percep-
tions, customs, social interactions and the world-view of a particular group
(Allot, 2005). Culture is universal in that humans cannot exist apart from cul-
ture (Agar, 1994). In any given society, culture may therefore be regarded as
the blueprint that defines the roles, relationships, rights and obligations of its
members. The following example illustrates how the nurse became more aware
of a client’s cultural background and its impact on the client’s wellbeing.

Clinical scenario

An English woman, Mrs Cohen, was admitted to the ward following the recent death
of her older sister. On admission, she was withdrawn, uncommunicative, low in mood
and refused to eat. Over time, Mrs Cohen’s mood and wellbeing improved and she
became much more communicative. Niamh, a newly qualified nurse, had built a good
therapeutic relationship with Mrs Cohen. Niamh was aware that Mrs Cohen was
Jewish and had ordered Kosher meals as requested. One day while watching TV, Mrs
Cohen became extremely distressed, shouting ‘turn it off; turn it off, all my family
died there’. Later, Niamh gently asked if she wished to talk about the incident. Mrs
Cohen explained slowly and with great difficulty that she and her sister, Ruth, came to
the UK during WWII. Although she was very young, she remembered saying goodbye
to her parents as they boarded the ship in Poland. A few years later, a close family
friend told her and Ruth that their parents and other family members had died in a
concentration camp. She remembered crying and being comforted by Ruth, who said
‘I will look after you.’ She described how her sister had always looked out for her.
Mrs Cohen apologized for shouting and said, ‘I know the Holocaust was many years
ago but I can’t forget it, it’s part of me.’ Niamh thanked Mrs Cohen for sharing her
experiences with her. Throughout the day, Niamh thought about the interaction. She
reflected on her own culture, in particular her religion and what it meant to her both
as a person and as a nurse. She also thought about her nursing interventions and
whether she paid sufficient attention to clients’ cultural background and their specific
needs beyond their dietary or spiritual needs.

Within the literature, various writers often use the terms ‘multicultural’,
‘multiracial’ and ‘multiethnic’ as though they are interchangeable. Multicul-
turalism argues for the promotion of tolerance and understanding between
different cultural groups and traditions (Papadopoulous, 2001). Some writers
in this field have criticized the term multicultural because it avoids address-
ing the role of racism in social and health inequality (Culley, 2001). The
term ‘race’ is often associated with biology and refers to differences in the
genetic composition of members of a particular race, sharing features such as
skin colour (Giger and Davidhizar, 1999). In contrast, the term ‘ethnicity’ is
socially constructed and generally refers to the cultural practices and attitudes
that characterize a given group of people. Characteristics such as language,
religion or social customs, which are often linked to a specific geographical
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territory, provide people in an ethnic group with a distinctive sense of iden-
tity (Culley and Dyson, 2001). Ethnic and racial groups often share biological
and cultural similarities. The terms culture and ethnicity are often used in-
terchangeably and, while there may be overlap, the concepts are not synony-
mous. Within ethnic groups, factors such as gender, age, education, religion
and socio-economic status result in cultural diversity within an ethnic group.
Furthermore, sometimes the term ‘ethnic’ is often used to refer to ethnic mi-
nority groups; however ‘everybody is ethnic and belongs to a group’ (Byrne
2008, p.387). To sum up, culture:

� is learned
� is shared
� is constantly changing
� transmits meaning
� defines

– values
– world-view
– norms of behaviour
– roles and relationships
– beliefs and behaviour or practices
– rights and obligations.

Practice exercise

Using the above characteristics of culture, identify how they apply to your own culture,
giving specific examples where possible. Now, answer the following questions.

1 What have you learnt about your own culture from undertaking this exercise?
2 Have your cultural beliefs, practices and behaviours changed in the past ten years?

If so, in what way?
3 What cultural beliefs, practices and behaviours are the same or different from

those of your family of origin?

Culture and mental health

Issues of culture and health, and in particular mental health, are sensitive and
the subject of much debate and controversy. The interplay between cultural
factors and mental health has gained increasing attention and recognition
over the years. Transcultural or cross-cultural psychiatry represents a shift
from the traditional-generic psychiatry or Western model, which assumes that
mental illness is universal irrespective of the person’s ethnic background to an
understanding of a multitude of cultural and social factors and their influence
on mental health (Fernando, 2003). The mental health status and care of BME
people are influenced by cultural factors originating from the ethnic minority
group itself, mental health professionals, the mental health care system and
society as a whole. However, there is widespread evidence that people from
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black and minority ethnic groups are reluctant to use health care services
(Madhok et al., 1992) because they are dissatisfied with the quality of health
care they receive, and believe it to be unequal, inequitable and insensitive to
their needs (DH, 2005). Examples of unequal treatment of ethnic minorities
abound in the literature. Generally, the main areas of disparity among different
ethnic groups in mental health care concern the following:

� the mode of entry into psychiatric institutions
� the disease profile
� the treatment regimes.

As a result, BME people, compared to white people and larger ethnic groups
(Bhui et al., 2003):

� are over-represented among inpatients
� have more complex pathways to specialist mental health care
� are more likely to experience compulsory and emergency admission to

psychiatric services with police involvement.

Although there is evidence to support a strong association between ethnic-
ity and mental health patterns, it is limited and offers few explanations for
these observed relationships (Iley and Nazroo, 2001). Ethnicity in itself never
determines the person’s health status. Further research is required to identify
other causal factors, however some of the explanations for disparities among
different ethnic groups in mental health include:

� racism
� cultural factors
� access to health services
� socio-economic factors
� genetic factors.

So far in this chapter we have outlined the concept of culture and its rela-
tionship with mental health. We will now look at the role culture and mental
health nursing.

Culture and mental health nursing

The importance of a transcultural perspective to care has been recognized
in nursing for several years. As previously stated, Leininger (1995) pioneered
the development of transcultural or cross-cultural nursing in the USA. Trans-
cultural nursing is built on the principle of cultural competence, which is de-
fined as ‘the process in which a healthcare provider continuously strives to
achieve the ability to effectively work within the cultural context of a client’
(Campinha-Bacote, 1999, p.203). Leininger’s (1991) conceptual framework of
transcultural nursing, known as the Sunrise Model, depicts the Theory of Cul-
ture Care Diversity and Universality. In mental health nursing, Campinha-
Bacote (1999, 2003) developed a model of cultural competence to be used
specifically for developing culturally responsive mental health care provision.
This model comprises the components described below and is based on the
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premise that the development of the respective components helps the nurse
to become more culturally competent and capable:

� cultural desire
� cultural awareness
� cultural knowledge
� cultural skills
� cultural encounter.

Model of cultural/diversity competence

Cultural
desire

Refers to the nurse’s:

� motivation and commitment to engage in culturally
competent care

� willingness to accept difference and build on similarities
� willingness to be open and willing to learn from others.

Cultural
awareness

Refers to the nurse’s:

� awareness of the dynamics of culture and how culture
shapes values and beliefs

� awareness of his/her own values, beliefs, prejudices and
practices in relation to diverse and minority groups

� ability to examine his/her own cultural background in
an effort to avoid the tendencies to ethnocentrism.

Cultural
knowledge

Refers to the nurse:

� continually acquiring information about diverse cultures
� interacting with people of other cultures
� gaining understanding and knowledge about clients’

health-related values, meanings, beliefs,
behaviour-patterns and their world-views

� learning about physical, psychological, psychiatric and
social variations among peoples.

Cultural
skills

Refers to the nurse:

� collecting relevant cultural information in a culturally
sensitive manner

� determining the client’s nursing care needs within
his/her cultural context

� drawing up an individual care plan that addresses the
client’s perspective

� implementing nursing interventions based on the
client’s cultural assessment.

Cultural
encounters

Refers to the nurse:

� Working with the client’s family/carer/community.

Source: Based on Campinha-Bacote (1999)
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Cultural awareness is the first step towards cultural competence. Becom-
ing aware of one’s own values, beliefs, prejudices and practices in relation
to BME people is essential, albeit at times uncomfortable and challenging, in
order to identify, confront and eliminate one’s biases, stereotypes and prej-
udices. It helps the nurse to undertake the journey from ethnocentrism (the
perception that one’s own culture is best) to ethno-relativity – the appreci-
ation of the equal value of all cultures (Byrne, 2008). However, the lack of
attention to the role played by the nurse’s own ethnicity and cultural perspec-
tive in nursing interventions, including communication skills, which seem to
demonstrate an inherent ethnocentricity, has been criticized (Price and Cortis,
2000).

Nurses’ experiences of caring for BME service users have been evaluated in
a variety of settings (Narayanasamy, 2003). While nurses acknowledged that
clients have cultural needs, particularly in relation to language, religion, diet
and family visitors, these needs were generally not well addressed. Transcul-
tural nursing and cultural competence has been recognized and its implemen-
tation has received much attention, especially in the area of nursing education
(Canales and Bowers, 2001). However, there is a lack of empirical evidence to
support claims that culturally competent nursing care facilitates the devel-
opment of positive health outcomes for ethnic minorities and helps reduce
ethnic health disparities (Warren, 2003). Notwithstanding this, we believe that
culturally competent nursing care is paramount for effective communication
with clients from diverse cultural backgrounds.

Communicating across cultures

Communication and the development of the nurse–client helping relationship
are central to cross-cultural mental health nursing. Culture comprises every
verbal or behavioural system that transmits meaning. Language and cultural
differences can make it difficult for the nurse and client to achieve effective and
therefore therapeutic communication, as well as a positive helping relation-
ship. This may be because the nurse does not understand the client’s language
or feel skilled when communicating with clients from BME groups. Knowl-
edge of the different rules and styles of communicating among BME clients
is essential. This is addressed in Chapter 2, which we recommend you revisit
while reading this chapter. We also suggest that you take a look at Chapter 7,
which focuses on the key components of engaging in a helping relationship.
We believe that the same principles apply to developing helping relationships
with people from BME groups. The next section addresses communication via
the use of a third person, an interpreter.

Working with interpreters

In today’s society, there is increasing need for mental health nurses to work
with interpreters. Many service users of mental health are primary speakers
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of languages other than English. Issues of good cross-cultural communication
are therefore becoming increasingly important within health services, and
language is a central facet of this (Bischoff et al., 2003). However, despite
its importance, coverage of this subject has received little attention in the
literature in general and in mental health nursing in particular. Without a
common language, people are unable to communicate their requirements to
mental health nurses, with negative consequences for their mental health and
wellbeing, treatment and outcomes (Tribe and Morrissey, 2003). For the client,
this may also result in problems of access to mental health services and their
different cultural needs not being met. Furthermore, the services offered might
not be appropriate, culturally sensitive or meaningful to the client. The inabil-
ity to speak the dominant or host language is likely to exacerbate the client’s
feelings of exclusion and mental distress. Communication in this situation
between mental health nurses and the client cannot take place without an in-
terpreter. Working with interpreters in mental health helps nurses to develop
better ways of helping clients who need an interpreter.

The value and role of interpreters

When the client and nurse do not speak the same language, a potentially
challenging communication barrier must be overcome. An interpreter often
provides an important link between the two parties and their contribution
should be respected accordingly. The benefits of using interpreters for non-
English-speaking clients are well documented. Several studies have noted that
when the client and nurses can speak the same language or have access to
qualified interpreters, there is improved client satisfaction, quality of commu-
nication and compliance with health regimes (Eyton et al., 2002; Lee et al.,
2002).

Interpreters offer a valuable and skilful service, and can play an important
and indispensable role by:

� bridging the gap between the client and mental health nurse
� ensuring that non-English-speaking clients are not restricted from accessing

health services, including mental health and social services provision
� enabling mental health assessments to be carried out.

Models of interpreting

In mental health, ‘the task of the interpreter is a complex and sophisticated
one requiring a range of skills beyond just the ability to speak two languages
fluently’ (Tribe and Morrissey, 2003, p.208). Translating between languages
can in effect mean translating between two separate world-views. Language is
multi-faceted, dynamic and constantly changing to incorporate new words or
societal changes. Languages are not interchangeable. Words in one language
might not exist in another and may reflect a culture or societal context, or
indeed may get lost in the translation (Hoffman, 1998). Time frames and the
patterns and placing of tenses do not correspond across some languages (Tribe,
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2004). Various languages do not always distinguish between present, perfect
and pluperfect tenses, and grammatical constructions can differ in a number
of ways. The following example illustrates how words to describe mood states
might not exist in another language.

Words to describe emotions

The English language has a large range of words to describe mood states,
for example a person who is feeling depressed might use one or more of
the following: upset; gloomy; melancholy; despondent; miserable; morbid;
dispirited; sad; unhappy; low; down and many more.

So imagine the following description of this person’s mood following
the recent break-up of a relationship, ‘I feel down since I broke up with my
boyfriend, but I am not going to let it make me miserable. As far as I can
remember, I have always felt a bit low, but I never get depressed, I am just
sad now that it didn’t work out’.

Similarly, a person who is feeling angry might use the following words to
describe their anger: ‘I am so pissed off, my parents never visit me. I am fed
up with them telling me what to do. They don’t understand what it’s like
having to take these tablets. The tablets make you feel irritable and angry
all the time. The more I think of it, the crosser I get. Actually, I am furious
with them for not understanding.’

In many non-European languages, no such vocabulary exists to describe
different moods. It is important to be mindful of this when working with
interpreters and to clarify the meaning of words, particularly when such
descriptions are used as diagnostic features, for example depression in West-
ern society (Rack, 1982).

There are four basic models of interpreting, which are described below. Each
one of these approaches will be used in particular circumstances.

1 The linguistic mode (Cushing, 2003):
� the interpreter tries to interpret as far as is possible word-for-word, and

adopts a neutral and distanced position
� is best suited when factual information is required and any psychologi-

cal or emotional meaning is not seen as largely relevant, for example in
a medico-legal setting.

2 The psychotherapeutic or constructionist mode (Raval, 2003):
� the interpreter is primarily concerned with the meaning/feeling of the

words to be conveyed rather than word-for-word interpretation
� is most useful when working within a psychotherapeutic context where

the meaning/feeling of emotions and words is essential
� is best used if there is to be a series of meetings rather than a one-off

assessment
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� allows the interpreter more flexibility to ensure that the client’s meaning
is accurately conveyed

� requires a higher level of responsibility, training and trust between the
client, mental health nurse and the interpreter.

3 The advocate or community interpreter (Razban, 2003):
� takes on the role of advocate for the client either at the individual or

community level, and represents the client’s interests beyond interpret-
ing language

� ensures that the specific health or cultural views and needs of a com-
munity or faith group are understood and met, for example Sudanese
Muslim women

� assists clients to negotiate or challenge the health care offered at the
individual level and service provision level

� is employed in Britain throughout many parts of the National Health
Service to try to ensure that there is some equity of health provision and
appropriate service provision regardless of clients’ language skills.

4 Cultural broker/bicultural worker (Tribe, 1998):
� is concerned with interpreting cultural and contextual variables as well

as the words
� this model is based on the view that to understand the client’s emotional

world it is important to understand their context and cultural world-
view

� best used when working in the domain of psychological and mental
health

� requires trust, open communication and shared responsibility between
the client, interpreter and mental health nurse

� most useful when the interpreter is experienced, and the mental health
nurse has developed experience and expertise with working with inter-
preters and feels comfortable working in a more collaborative manner.

Working with interpreters in mental health: good practice principles

Working with an interpreter in mental health changes the helping relation-
ship: what is traditionally a dyadic relationship becomes a triadic one. Com-
municating through a third person is a challenging task for all involved in
this non-traditional triad; however, it can also improve the practice of men-
tal health nursing and hopefully the delivery of care. If the best outcomes
of the work are to be maximized, these challenges need to be considered
before undertaking clinical work using interpreters (Tribe, 1998). The fol-
lowing principles are not intended to be a definitive or exhaustive list but
instead are aimed at helping you work more effectively with interpreters in
your area of practice (Tribe and Morrissey, 2004). We recognize that the pro-
vision and availability of trained and qualified interpreters, and their con-
tractual agreements, will vary in different mental health settings throughout
the UK.
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Working with interpreters in mental health: good practice principles

Accessing an
interpreter

Familiarize yourself with the interpreters’ service in your
area of practice, their model of interpreting and
policies, particularly in relation to confidentiality.

Choosing an
interpreter

Use interpreters who are trained and experienced in
working in mental health, when possible.

Find out the client’s first language and try to request an
interpreter who speaks this language, ideally from the
same country, and when necessary the same dialect.

Do not assume that someone who speaks a language can
speak and understand all its dialects.

This is particularly significant in a mental health context,
where the client’s exact meaning and intent will be
extremely important.

Try to match an interpreter and client for gender, age and
religion, particularly if this is relevant to the meeting,
for example where it concerns a sexual assault or
domestic violence.

Try to use the same interpreter throughout, especially if
you are planning to see the client a number of times.
This will facilitate the process for all the participants.

Allocating
time

Allow plenty of time for meeting/consultation with the
interpreter, which can take longer, as twice as many
words have to be spoken.

Preparing for
translation

Establish a good working agreement with the interpreter
at the outset. Discuss how you will work together and
the following issues: model of translation,
confidentiality, purpose of interview and any other
factors that are relevant to the interview.

The bilingual
meeting

Seating arrangements: some recommend a triangle
arrangement, with the interpreter closer to the client.

Use direct, short sentences.
Avoid using technical or specialist terminology whenever

possible. If this is unavoidable, try to ensure that the
interpreter is familiar with the terminology, to
minimize the potential for misunderstandings.

Avoid using colloquialisms, slang or metaphors, as these
tend to be culturally embedded, for example ‘Are you
feeling a bit under the weather?’ ‘It’s six of one and
half a dozen of the other.’

Pace what you say. The interpreter has to remember what
has been said, translate it, and then convey it to the
other person. If you speak for too long, the interpreter
may struggle to remember the first part of what you
said.

(continued)
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Look at the client when you speak.
Debriefing Spend a few minutes with the interpreter after each

session reviewing how you worked together, and
discuss any other pertinent aspects.

Check that the interpreter is OK after the interview,
particularly if the nature of the conversation was
emotionally challenging, for example sexual abuse,
suicidal behaviour. Offer available support if needed.

Invite interpreter to give his or her impression of the
meeting and your work together. Clarify any
relevant cultural issues arising from the session.

Respecting
and
protecting
client

Finally, but most importantly . . .

Avoid using family members. They do not make good
interpreters as the accuracy of their translation may
be compromised by their lack of objectivity,
understanding, embarrassment or verbal ability.

Best practice precludes the use of children to act as
interpreters.

Source: Tribe and Morrissey (2004)

The following is an account of Paul’s, a third-year student nurse, reflections
on his experience of working with an interpreter, Mustapha, and a client,
Ibrahim, who is from the Sudan.

Clinical scenario

Although it was my first time working with an interpreter, I had discussed and prepared
for it with my mentor who has a lot of experience working with interpreters. I asked
Mustapha if we could meet before the interview to discuss how we might undertake
the interview. During this time, we discussed the purpose of the interview with the
client, maintaining confidentiality and his model of interpretation. Mustapha explained
that he sometimes translates literally, using a word-for-word translation, depending
on what the client says. However, whenever there is not a similar word in English
or Arabic, he would then give the overall meaning. Overall the interview went well
although it was a strange experience speaking to the client through another person.
I tried to look at the client when I spoke but I found this difficult. I am aware that at
times I looked at Mustapha instead of Ibrahim. It was strange, when I asked a short
question, for example ‘How do you feel today?’ Mustapha’s translation into Arabic
seemed to take a lot longer and he used a lot more words. At times, I felt excluded,
particularly when Mustapha and Ibrahim were talking for what felt like a long time.
I suspect this is how it must feel for Ibrahim, being surrounded by people who are
unable to communicate in his language. I have never fully understood or appreciated
how this must feel for the client, particularly if they are frightened and distressed.
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Mustapha and I spent some time discussing our impression of the meeting and clarified
any relevant cultural issues arising from the interview, for example the sense of shame
associated with mental illness for the client and family. This was useful in understanding
Ibrahim’s family’s reluctance to visit or engage with mental health services. Another
valuable piece of learning for me concerned my preconceived beliefs about Mustapha’s
cultural background. I had assumed, incorrectly, that Mustapha was from the Sudan or
another Arabic country. Instead, he told me that he was born and educated in France,
his parents being British and Sudanese. I learnt never to assume! This experience
has taught me about the importance of the interpreter’s role and the need to work
collaboratively.

Learning to be culturally competent and capable

The clinical setting provides a rich learning resource to become more culturally
sensitive, competent and capable. However, exposure to BME clients alone is
not the key to learning. Learning involves:

� acknowledging that our beliefs, values and reactions are programmed by
our own culturally determined view of the world

� listening and attending to the client with a view to gathering a cultural
understanding

� asking the client about his/her culture with a genuine interest and respect
� being culturally informed, consulting other sources of information – books,

films, training, courses, etc.

However, as with all learning, it requires time, commitment and an open
mindedness to examine one’s own practice, thoughts, feelings and responses.
This in turn puts pressure on nurses to engage in extra work. It is important
that nurses do not set out to accumulate knowledge of all cultures, which
given the huge number and variety of cultures in Britain is unrealistic. A
more realistic perspective might be to get to know something of those specific
cultures from which your clients most regularly come. Finally, it is important
to be aware that what is written about cultural diversity reflects a description of
broad cultural tendencies; the extent to which they are acceptable as truth and
therefore applicable to the complete range of personalities has to be seriously
questioned (Lago and Thompson, 1996). One culture does not fit all.

Practice exercise

The aim of this activity is for you to consider the broad cultural tendencies that people
may have about your specific cultural/ethnic background. We would like you to reflect
on the following questions and jot down your thoughts, ideas and feelings in your
journal. Try to be as specific as possible in your answers, as illustrated below. You may
also wish to spend some time reflecting on your answers with a colleague or your
mentor.
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Questions

1 What broad cultural tendencies do people have about your cultural/ethnic
background in terms of language, religion, specific behaviours?

2 How do you feel hearing people say specific things about your culture?
3 How do you respond when people say specific things about your culture?
4 What aspects of your cultural/ethnic background would you like people to

be more informed about?
5 What broad cultural tendencies do you have about the cultural/ethnic

background of your clients in terms of language, religion, specific
behaviours?

Conclusion

Communicating across cultures is essential in an ethnically diverse society.
Mental health nurses have an important role in delivering equality in mental
health services through appropriate and effective culturally capable practice.
However, issues of culture in mental health are complex, sensitive and chal-
lenging. For the mental health nurse, being culturally sensitive and competent
demands time, commitment and an openness to learn about one’s own culture
as well as that of others. Engaging in a process of learning about one’s cultural
self can help the mental health nurse to recognize, understand and predict
his/her own behaviours, which hopefully will help nurses to gain insight and
understanding of others’ cultural positions through empathy.

Reflective questions

1 What cultural/ethnic beliefs/practices do you bring into your clinical work?
2 How might you respond if you thought one of your colleagues was prac-

tising in a racist manner?
3 What could you do to become more familiar with the different cultures of

people from BME groups in your area of clinical practice?
4 What challenges might you face when working with interpreters in your

area of clinical practice?
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7 Professional helping
relationships

Introduction

Mental health nursing consists of a professional helping relationship in which
sound interpersonal skills are used to develop, sustain and end therapeutic
encounters in a caring, competent and compassionate manner. In this chapter
we will unpack the active ingredients of helping relationships by showing:

� the characteristics of professional helping relationships
� examining the attributes of effective and ineffective helpers
� how to create a helping relationship
� factors that affect the capacity of mental health nurses to achieve a helping

relationship
� what are the activities involved in receiving help.

Learning outcomes

By the end of this chapter, you should be better able to:

� Describe the characteristics of person-centred care
� Describe how the core conditions of empathy, acceptance (uncondi-

tional positive regard) and genuineness may be demonstrated to create
a helping relationship

� Identify the characteristics of a professional helping relationship
� Outline the attributes of effective helpers

Patient-centred care – what is it?

In mental health nursing, the concept of patient-centred care, also referred
to as person-centred care, has gained increasing momentum during the last
20 years. Its value as a fundamental principle underpinning the planning and
delivery of mental health care, and as an important component of the help-
ing relationship, has been recognized and supported by the nursing profes-
sion and literature (NHS Modernisation Agency, 2003; Department of Health
[DH], 2004). These initiatives were in response to the concerns raised about
the quality of interactions between nurses and services users and their ther-
apeutic value (Sainsbury Centre, 1998; Felton and Stickley, 2004). Patient-
centred care as a concept is poorly understood in clinical practice. This is
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further compounded by the fact that the term patient-centred care is often
used in different contexts as though there were an agreed and shared under-
standing of the terminology used. It is important therefore to be explicit about
what is understood by the term patient-centred care and, more importantly,
how it is translated into clinical practice.

Essentially, patient-centred care is a method of helping that is concerned
with understanding the client or service user’s needs, and engaging in a model
of care based on shared decision making, so that the client can maintain
and improve his/her wellbeing (Kitwood and Bredin, 1992). In mental health
nursing, this involves putting people at the centre of nursing care (Barker,
2003). One example of a patient-centred theory based approach to nursing is
the Tidal Model (Barker and Buchanan-Barker, 2005). As a model of care, it
places much emphasis on developing a helping relationship based on respect,
trust and collaboration with service users. However, the helping relationship
between the nurse and the client does not just happen or should not be
taken as a given. Instead, it is built with care over time and based on certain
core values, which are essential, particularly if the nurse wants to develop a
positive, supportive and therapeutic relationship with the client. While there
is extensive literature on the concept of patient-centred care, much of it is
theoretical. Few studies have examined how patient-centred care is applied
in practice and, more significantly, its usefulness from clients’ perspective.
Nonetheless, studies concerning service user involvement in care, such as
the Tidal Model, suggest that models of care based on a more participatory
approach are increasing in practice (Cook et al., 2005) albeit slowly and in a
piecemeal manner (Felton and Stickley, 2004).

Being person-centred

Person-centred therapy (PCT), originally known as client-centred therapy, was
developed by the American psychologist, Carl Rogers, over half a century ago
(Rogers 1961). Since then it has been adopted as a model of care in many
health professions, including mental health nursing. Being person-centred is
at the core of a professional helping relationship. In this case, the focus of
mental health nursing is caring for the person who is on the receiving end of
this care. Using a person-centred approach is based on the following principles
and characteristics of a helping relationship.

A person-centred nurse:
� Appreciates that each person is uniquely influenced by their heredity,

the environment in which they are raised, and the values, beliefs and
behaviour influenced by the culture in which they were reared.

� Believes that most people strive to reach their optimal potential as
much as possible in order to achieve their personal life goals. In this
case the mental health nurse considers with the person what are their
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Professional helping relationships 91

life goals, and the part that the therapeutic encounter with the nurse
will play in helping the person reach these goals.

� Respects the worth of people. In this instance, the mental health nurse
seeks to demonstrate their commitment to the helping process by ac-
knowledging that what is troubling the person is real to them. A good
example of showing this is listening actively to the person by, for ex-
ample, paying attention to what they are saying, making sure that what
you are saying is matched by how you are behaving and taking care to
clarify with the person what their experiences mean to them.

� Behaves genuinely. One of three main facets of being person-centred
is genuineness (Rogers, 1961)–that is, the ability to show that your com-
mitment to helping the person is real. You can do this by working col-
laboratively with them and not crowding them out of the therapeutic
encounter, listening actively and taking time to allow them to present
what is troubling them.

� Enables control to remain with the person. In this example, the men-
tal health nurse acts a facilitator to help the person identify what is
troubling them, possible solutions to overcome these troubles and eval-
uation of the impact of the solutions agreed with the person. Using the
facilitative categories of Heron’s (2001) six categories of intervention
will be useful here. For example, one of Heron’s facilitative categories
is catalytic. In this, your role is enabling the person to retain control
for change. You can show this through the use of statements such as:
‘List the things that you think might help you overcome this problem.’
See Chapter 5 for further examples of catalytic interventions.

� Recognizes people have basic needs and are motivated to meet these
needs. Being mindful of Maslow’s Hierarchy of Human Needs may help
in this instance. Based on a seminal paper first published in 1943,
Maslow believed that people had five main needs from the basic needs
necessary for survival, for example food; safety needs, those that bring
comfort, for example health; psychological needs, for example the
need for love or to belong, sometimes referred to as love and belonging;
self-esteem, that is respecting others, being respected by others and
having self-confidence; self-actualization, the highest order of need,
that is the ideal state the person is seeking for themselves (Maslow,
1970).

� Realizes that people’s behaviour is communicating something about
their feelings, beliefs, physical and mental state. This is an important
part of being person-centred and is especially useful when you are con-
fronted with behaviour you find challenging. For example, you can
demonstrate this by using an approach called functional analysis. Func-
tional analysis is an approach to assessment whereby you try to under-
stand what the person’s behaviour represents. You can show this by
asking questions such as ‘What do you think your behaviour is telling
others about how you’re feeling?’ (Lindberg et al., 1983)
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Practice exercise

Consider the seven examples of being a person-centred nurse. Now think of an
example from your work with a person for whom you have been caring. Give an
example of being person-centred:

� What was the situation exactly?
� What was the person’s presenting problem(s)?
� What aspects of being person-centred did you use?
� What aspects of being person-centred did you not use, and for what reason?
� How did the person react?
� What aspects of being person-centred would you like to develop further and how

might you achieve this?

The core conditions of a helping relationship

Rogers (1961) believed that if helpers created relationships with the three core
conditions of genuineness, acceptance and empathy, then the people they
were attempting to help would begin to understand aspects of themselves
that were previously unknown to them. As a result, this would help clients to
become more self-confident and autonomous, understand and accept others
and be more able to cope adequately with their everyday living. Similarly,
in mental health nursing, valuing the views and opinions of service users is
considered essential to the therapeutic relationship (Anthony and Crawford,
2000). However, the context of care has the greatest potential to enhance
or limit the person-centred care, highlighting that nurses not only have to
balance different care approaches and values but often organizational values
(Alexander and Bowers, 2004).

The three core conditions are essential regardless of the type of situation in
which they are used, for example, whether they are used with a client in an
acute admission ward or in the service user’s home in the community. We
will now describe the core conditions or skills as described by Carl Rogers of a
helping relationship, paying particular attention to the skill of empathy, given
its importance as an essential interpersonal skill in mental health nursing.

The core conditions are:

� empathy
� congruence
� unconditional positive regard.

Understanding empathy

Empathy, the ability to communicate an understanding of a client’s world,
is widely accepted as a crucial component for all helping relationships
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(Reynolds and Scott, 2000). In mental health nursing, it is considered a fun-
damental communication skill for nurses and an essential ingredient for de-
veloping a therapeutic relationship with clients (Peplau, 1997). However, em-
pathy is a difficult concept to define. At its simplest, it refers to ‘the ability to
perceive the world from another person’s viewpoint and to take on that per-
spective while not losing one’s own’ (Stevenson, 2008, p.112). This involves
experiencing the feelings of another without losing one’s own identity, and
responding accurately without being overwhelmed by these feelings. An em-
pathetic helper will sense the feelings of the client but will not lose the ‘as
if’ component, which protects the helper from being disabled by the pain or
distress of the client. Furthermore, the helper can only sense what the client is
feeling, even if he/she has experienced a similar situation, because the client’s
experience and feelings are unique to him/her. Using the metaphor of ‘being
in another person’s shoes’, which is often used to describe the concept of em-
pathy, the nurse can only imagine what it is like or ‘as if’ he/she were in the
other person’s shoes; while at the same time being mindful not to get into
the other person’s shoes. The latter acts to protect the helper from being over-
whelmed by the client’s emotions or lose his/her ability to be objective and
offer effective therapeutic help to the client. Being empathetic also requires
the helper not only to be ‘attuned’ to the way the person is feeling but also
to convey that understanding to the client. As an interpersonal skill, empathy
therefore involves the nurse’s ability to undertake the following.

� Listen to gain a deeper understanding with the person as opposed to about
the person. For example, listening with interest to the client and at the
client’s pace, rather than listening with interest to satisfy one’s own self-
interest.

� Understand the person’s outer and inner worlds from their frame of ref-
erence as opposed to the nurse’s frame of reference. For example, under-
standing what is happening for the client in relation to his external world,
such as his/her social network, family or work, as well as what the client is
feeling or experiencing internally at that time. This is what is often referred
to in the literature as staying within ‘the client’s frame of reference’. In
contrast, the nurse’s frame of reference refers to what the nurse thinks or
believes.

� Enter into the life of another and accurately perceive feeling and meaning.
� Live temporary in the client’s life, without making judgements.
� Communicate your sense of the client’s world back to the client – that is,

using verbal and non-verbal skills to convey your sense of what you have
heard back to the client, as illustrated in the following example: ‘It looks
like you’re feeling very upset today. It seems as if you were very hurt by
your father’s response to your overdose.’

The above components of using the skill of empathy highlight the complex-
ity of the empathetic process, which adds to the confusion about the meaning
of empathy. Empathy is a multidimensional and multiphase construct, and
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has variously been conceptualized as a behaviour, personality dimension and
an experienced emotion, as described below (Mac Kay et al., 1990):

� a behaviour, for example interpersonal skills such as listening, communi-
cating back your sense of the client’s world, non-verbal communication

� a personality dimension, for example an attitude or human quality or trait
� an experienced emotion, for example feeling what you sense the client is

feeling.

We will now look briefly at some models of empathy, which tend to fo-
cus on the different stages of the empathetic process or the components of
empathy.

Models of empathy

As a stage model, Barret-Lennard’s (1981) multidimensional cyclical model of
empathy comprises three phases, which consist of the following.

Cyclical model of empathy
� Phase 1: The helper is engaged in the inner process of empathetic lis-

tening to the client who is expressing him/herself, reasoning and un-
derstanding

� Phase 2: The helper tries to convey empathetic understanding of the
client’s experiences

� Phase 3: The client’s response and awareness of the helper’s communi-
cation

Source: Barret-Lennard (1981)

As the interaction continues, phase 1, which is the core feature, is repeated,
followed by phases 2 and 3. The interactive sequence of the different phases
leads to further expression by the client and is facilitated by the helper’s
empathetic listening and ability to convey empathetic understanding of the
client’s experience through communication. As a result, the client learns to
change when the helper is able to communicate genuineness and understand-
ing of the client’s current feelings (Rogers, 1990). The helper’s ability to con-
vey an understanding through his/her communication to the client suggests
that empathy is a skill and ability rather than an innate quality possessed
by some person (Morse et al., 1994; Reynolds and Scott, 1999). This sug-
gests that, similar to other communication skills, the skill of empathy can be
learnt.

Morse et al. (1992) focused on the components of empathy rather than
the stages of empathy, and identified four components of empathy – moral,
emotive, cognitive and behavioural – which are described as follows:
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Components of empathy

Component Description of component

Emotive The helper’s ability to subjectively experience and share in
another person’s internal feelings

Moral An internal altruistic force that motivates the practice of
empathy

Cognitive The helper’s cognitive ability to identify and understand
another person’s feelings and perspective from an
objective stance

Behavioural The helper’s communicative response to convey
understanding of the other person’s perspective

Source: Morse et al. (1992)

Although empathy contains many components, it is difficult to determine
whether these components are interrelated, and/or the extent to which each
component contributes more or less to behaviours that foster the development
of an effective therapeutic helping relationship in mental health practice.
Having examined what is meant by the skill of empathy, we will now examine
the skill of sympathy, which is often misconstrued as empathy in clinical
practice.

Empathy or sympathy?

Sympathetic responses are often described as empathy. Empathy, however, is
not sympathy. In contrast, sympathy is used in everyday communication. A
sympathetic response is a verbal and non-verbal expression of concern, reas-
surance or expression of consolation shown by the helper with regard to the
person’s problem or situation (Morse et al., 1992). It may be defined as the
helper’s expression of feeling ‘for’ the person as opposed to ‘with’ the person. As
a communication skill, sympathy, which is a first-level empathetic response,
conveys the helper’s understanding and recognition of the client’s situation.
First-level or basic empathetic responses are recognized as important for de-
veloping rapport and trust in all helping relationships (Freshwater, 2003), as
illustrated by the following examples:

� ‘I am sorry to hear that you have been feeling so depressed’
� ‘I am sorry that things didn’t work out for you in the hostel’
� ‘I am sorry to hear of your mum’s death’
� ‘You have had such a difficult time caring for your husband’
� ‘You have had a lot to deal with this year’
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When nurses are sympathetic, clients perceive that their experiences and/or
feelings are being acknowledged and validated. However, communication re-
sponses such as sympathy, pity and commiseration have been devalued and
viewed as non-therapeutic in the nursing literature. Expressing sympathy how-
ever, has a place in helping relationships; it ‘can make clients feel understood,
comforted and cared for as a person because the nurse has recognised how they
may be feeling’ (Morse et al., 1992, p.812). However, similar to using other
communication skills, when using a sympathetic response, it is important to
be aware of one’s body language, the tone of the response, timing and context
that can affect the therapeutic effectiveness of the intervention. While sympa-
thetic responses offer therapeutic value, albeit limited, mental health nurses
need to develop and acquire greater emotional and empathetic responses in
order to provide more effective and therapeutic outcomes with their clients.

The use of empathy in practice

Throughout the extensive literature on empathy and therapeutic relation-
ships, there is a widely held view that empathy is a fundamental component
of all helping relationships, including medicine, psychology and nursing. In
mental health nursing, several theorists have advocated the use of empathy as
a potent and powerful interpersonal skill, which contributes to the achieve-
ment of positive outcomes for clients (Peplau, 1997; Barker, 2003; Freshwater,
2003). While there is considerable research to support such claims, evidence
concerning the efficacy of empathy in the interpersonal process is inconclu-
sive. Nevertheless, substantial cumulative evidence supports the relationship
between empathy and the ability to help another person (Mac Kay et al.,
1990; Fleuren et al., 1998). However, despite its prominence and relevance to
clinical nursing, the ability to offer empathy is lacking among many helping
professionals, including mental health nurses (Squier, 1990; Williams, 1992).
Sadly, the low level of empathy reported indicates that many professionals are
simply not as helpful as they ought to be (Reynolds and Scott, 2000). With-
out empathy, the nurse’s ability to help the client will be reduced. In mental
health nursing, the absence or lack of empathy is likely to interfere with the
efficacy of the helping relationship and as a result have potential negative con-
sequences for clients. Mental health nursing is about helping people; in order
to fulfil this aim; nurses need not only to be able to demonstrate empathy but
also at a level at which they can carry out the following interventions:

� access accurately the needs and problems of clients from a client-centred
perspective

� demonstrate empathetic understanding of the client’s concern.

If nurses fail to demonstrate empathy with their clients, the outcome of
the helping relationship will be hindered and have potential negative conse-
quences for clients. More specifically, it is unlikely that the following will take
place for both members of the helping dyad:

� nurses will be able to understand clients’ experiences and needs, as experi-
enced by them and as a result help them to cope effectively
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� nurses will be able provide clients with what they need, which is likely to
contribute to delayed recovery

� clients will be able to trust nurses in an open two-way relationship, if they
do not perceive that their situation or experience is understood

� clients who need to be understood will be understood, or may feel under-
stood.

Several reasons have been put forward to explain the low level of empathy
among helping professionals, including mental health nurses. Understand-
ing these factors is particularly significant for nurse educators and clinicians,
particularly given the widely accepted view that empathy is an essential req-
uisite to effective therapeutic relationships and is essential at the outset of all
helping relationships (Mac Kay et al., 1990). While there is limited research
that describes factors that prevent or limit nurses’ ability to use empathy, the
following factors have been identified, which militate against the use of em-
pathy in clinical practice (Williams, 1992; Reynolds and Scott, 2000). Overall,
these factors consist of nurses’ skills, nurse education and the culture of the
organizational setting.

� Staffing levels, for example there may be limited time for nurses to listen to
clients.

� Nurses’ educational experience, for example nurses may lack the necessary
communication skills and confidence to use empathy, such as empathetic
listening, as well as the capacity to discuss and contain clients’ feelings, or
help them to focus on areas of concern, as perceived by clients.

� Professional socialization, for example nurses’ tendency to focus on nurse-
centred practices rather than patient-centred care, and focus on diagnosis
and symptoms rather than clients’ narratives and experiences.

� Organizational system or culture, for example if the practice of the clinical
setting is more about getting the work done, which can contribute to the
busy nurse syndrome, then it is unlikely that a patient-centred model of
care will be adopted, and empathetic responses will occur.

Clinical scenario

The following is an account of the reflections of Rachel, a third-year nurse, who
subsequently recognized that she unwittingly manipulated her interactions with a
client to avoid discussing the client’s feelings. Rachel had developed a good relationship
with John. Over time, he had begun to trust her and slowly talk about his fears and
concerns for the future. John was 56 years old and spent many years of his adult life as
an inpatient in various mental health hospitals. As a result, he had lost contact with his
children, whom he missed very much. One day, John showed Rachel an old photo of
himself and his two sons. As he looked at the photo, his eyes filled with tears. Although
Rachel felt privileged that John had shared this memory with her, she felt a deep sense

(continued)
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of sadness for John and was afraid that she might begin to cry in front of him. She also
felt a sense of helplessness; she did not know what to say or do ‘to fix it’. She recalled
a sense of panic at the time and quickly thanked John for showing her the photo. She
then asked him if he wanted to watch football on the TV. He put his photo away and
said he would in a while. Rachel said ‘I know you enjoy your football. I have to help
the staff nurse now. We can talk later.’ Reflecting on this incident with her mentor
heightened Rachel’s awareness of her own discomfort at the time and how she had
avoided using the skill of empathetic listening and understanding. She also began to
question whether her lack of empathy had hindered her therapeutic relationship with
John. She realized that her interventions were aimed at meeting her needs and as
such were nurse- rather than person-centred.

Practice exercise

Think back to your most recent clinical placement. Can you identify any situation/
interaction whereby you avoided or limited discussion about the client’s feelings?
If so:

� What was the situation?
� What strategy did you use to avoid being person/client centred?
� What was the impact of this on the helping relationship?

Learning the skill of empathy

As with most acquired skills, learning how to use the interpersonal skill of
empathy and its various components is challenging; even Rogers (1990) admits
that he was not always able to achieve these qualities in the relationship.
Therefore, to use it effectively will take time, practice and life-long reflective
practice. As with all therapeutic communication skills, there are no universal
or magical empathetic sentences that will meet all clients’ needs or solve
their problems. Each client, and therefore each interaction, is unique and
will present the mental health nurse with different learning opportunities and
challenges. Therefore, in order for real learning and clinical competence to take
place, we strongly encourage you to reflect on your use of empathetic listening
and understanding, and to be willing to question its effectiveness from a
client’s perspective. Similar to other therapeutic skills, each nurse or helper
will use these skills differently and adapt them according to the situation
he/she is in at any particular time.

As with all communication skills, empathy needs to be used with care and
genuineness. Before using empathy, the mental health nurse needs to consider
the following.
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� Usually, empathy-developing statements are tentative, for example ‘It
sounds as though you are pretty angry at the moment’; ‘It feels like you
have been sitting on these feelings for a long time’; ‘I get a sense that you
are very afraid of going back into hospital’.

� Empathy statements should be used sparingly. When over-used, they can
sound contrived, false, and not real or genuine.

� It takes time for empathy to develop in a relationship.
� A nurse cannot automatically understand a client’s feelings or experiences.
� Non-verbal behaviour should reflect what and how the message is being

conveyed verbally.
� Check frequently with the client as to the accuracy of what you are sensing,

and be guided by the responses you receive, for example ‘I get a sense that
you are very afraid of going back into hospital, is that how it feels for you?’
Client: ‘I am terrified of going back in.’

� Be present for the person and acknowledge that you can never fully under-
stand the client’s experience, for example ‘I can only imagine how you felt
when you were told about your son’s suicide.’

� Listen attentively.

Congruence

Congruence or genuineness is another core condition and an important as-
pect of the helping relationship. This refers to the helper being real or au-
thentic in his/her relationships with clients. Being congruent is a state of
being in relation to the client, which comes from the ability to relate to the
client as a real person and not to hide behind a uniform, medical jargon
or the organization. It means being honest about one’s thoughts and feel-
ings; to be oneself without a front or facade. However, it important to be
aware that congruence is not the same as self-disclosure. Whereas it is in-
appropriate and sometimes unwise to be totally self-revealing, the genuine
helper is committed to being as open and honest as possible with the other
person.

For example, the client has been talking for some time about hearing voices
and his frustration with his parents for not believing him. He then stops and
asks the nurse, ‘You believe me don’t you. You can tell my parents that you
hear the voices, they will then believe me’. The nurse replies, ‘I believe you
when you say that you hear voices but I don’t hear the voices. We could
talk about this with your parents and help them to learn more about your
experience of hearing voices. Would this be helpful for you?’ Genuineness is
usually demonstrated through the helper’s verbal and non-verbal communi-
cation skills, openness and a commitment to be consistent. Nurses sometimes
find it difficult to be congruent with clients, carers, their peers and other mem-
bers of the health team, for example saying ‘yes’ when they mean ‘no’, and as
a result are incongruent. See Chapter 8 on assertiveness and communication
for further examples.
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Unconditional positive regard

Unconditional positive regard (UPC) is acceptance or warm regard for a person,
no matter what her/his behaviour, feelings or condition (Rogers, 1961). UPC
also means being non-judgemental and non-possessive with regard to the
person, and able to demonstrate that acceptance to the client. It does not
necessarily mean liking or approving of what everybody does. In fact, there
will always be some people whose behaviour you do not approve of or like,
but in such situations its working towards separating the person from his/her
behaviour and to value the other person as an individual.

So, we have shown the importance of being person-centred as part of your
professional helping relationship. We will now consider the characteristics
of a professional helping relationship, including setting and maintaining
boundaries.

Box 7.1 Characteristics of a professional helping relationship

� Awareness of self and values: For example, the use of reflective
strategies and a reflective cycle, such as Gibbs’s shown in Chapter 3, will
help improve your self-awareness.

� Ability to analyse own feelings: Again the reflection chapter will
provide more detail on how to do this. An example is asking yourself
questions such as ‘What did I learn exactly from that incident?’

� Ability to role model: This requires a fair degree of self-efficacy (ex-
plored in more detail in Chapters 4 and 10). An example of this is
showing others (modelling) useful examples of communication styles
that have a positive effect. You can do this in a therapeutic encounter in
several ways, for example if you are working with a client and helping
them to relax you may demonstrate how to maximize breathing to bring
about state of calm, prior to asking them to demonstrate the exercise to
you.

� Altruism: To be altruistic in the therapeutic encounter is to show
selflessness. You can do this by working through the seven elements
of being person-centred and by applying a problem-solving approach
(see Chapter 10 for more detail about this).

� Strong ethical sense: You can gain this by recognizing some funda-
mental ethical principles:
– doing the person no harm, not undertaking duties in which you are

not competent
– being respectful, for example asking the person how they like to be

addressed
– upholding their dignity, for example not being judgemental
– showing compassion, for example being kind
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– acting with integrity, for example not making promises you cannot
keep

– being fair and equitable, for example not showing favouritism
– always seeking their consent where possible, asking the person’s

permission where possible.
� Responsibility: You can gain this by remembering that at all times you

are acting as a professional and ensuring that you do not consciously, or
otherwise, breach your code of conduct. Be mindful of setting clinical
boundaries.

Practice exercise

Study the characteristics of a professional helping relationship shown in Box 7.1. Now
identify where you have:

1 Strengths
2 Weaknesses
3 Opportunities to improve these characteristics in yourself
4 Threats to you in demonstrating these characteristics.

Setting and maintaining boundaries

As a professional helping relationship, the relationship between the nurse
and client or service user is characterized by a code of practice and bound-
aries (NMC, 2008). A healthy helping relationship is based on trust, which
comprises openness and mutual respect. Boundaries define the limits of be-
haviour between nurse and client. Their function is to protect the client and
the nurse. Using the metaphor of a picture, boundaries have been compared to
the ‘frame’ of a picture (Gray, 1994). Therefore, in mental health nursing, the
function of boundaries is to contain the client by maintaining the boundary
of the clinical work, which in turn can have a positive therapeutic outcome.
For example, imagine you are being allocated to a new placement. Allocations
have informed you which placement you have been allocated, when you will
commence the placement and for how long. You are also informed to contact
the unit to find out your shifts. When you phone the ward, the staff nurse is
aware of your starting date and informs you of your shifts. As a student mental
health nurse, this is a common occurrence throughout your nurse education,
which for the most part runs smoothly. Becoming familiar with such prac-
tices and, more importantly, the consistency of such practices helps you to
feel contained emotionally, conveys a sense of being cared for and allows you
to focus on other aspects of your learning, all of which contributes to your
ongoing professional and personal learning and development as a mental
health nurse.
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Now imagine, how you might feel if:

� your name were not on the change of placement list
� you were not informed until the last minute when you were starting and

ending your placement
� the ward staff were not expecting you when you arrived on the ward for

your placement.

How might you feel? What might you be thinking?
Now imagine how a similar experience might occur in clinical practice in-

volving a client.
The intention of this exercise is to highlight to you the importance of bound-

aries and their therapeutic value. As a mental health nurse, it is important that
you understand and work with boundaries.

Setting boundaries

Setting boundaries at the outset of the therapeutic relationship is important
for the client and nurse so that both can make decisions about what is and
what is not permitted in the helping relationship. Best practice requires that
there should be an explicit verbal working agreement between the nurse and
the client from the beginning. While the details of each agreement may vary,
clarification and agreement of the requirements, expectations and responsibil-
ities are likely to include the following important issues, as illustrated in the
examples below.

� Confidentiality and the limits of confidentiality. As a mental
health nurse you must respect clients’ right to confidentiality and en-
sure that they are aware of how and why information is shared with
those who are providing care. For example, you might reassure a client
who is concerned that information concerning his mental health will
be disclosed to his family by saying: ‘Whatever you say to me will be
confidential, that means no information will be shared with your fam-
ily or anyone else without your consent. However, as you know, I am a
member of the MDT and in order for the team to work effectively and
for the welfare of clients, we share information about clients with one
another. So I will have to tell the team about your suicidal thoughts.’

� Refusing gifts, favours or hospitality that might be inter-
preted as an attempt to gain preferential treatment. For ex-
ample, a client’s relative might want to express her appreciation for the
care delivered to her elderly father by inviting you to his 90th birth-
day party. Whilst very appreciative and flattered to be offered such an
invitation, you think about it and decide that it is best to decline the
offer by saying: ‘Thank you so much for your invitation to your father’s

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-07 MHBK040-Morrissey July 15, 2011 12:57 Printer Name: Yet to Come

Professional helping relationships 103

party. It is very kind of you but I am sorry I am unable to attend. I hope
your father and your family have a great celebration.’

� Maintaining clear sexual boundaries at all times with people
in your care, their families and carers. For example, a client whom
you have known for several weeks and with whom you have developed
a good therapeutic relationship says to you: ‘I am being discharged next
week. I was wondering if you would like to come out for a drink with
me. I just want to say thank you to you.’ In response, you might say,
‘Thank you for your invitation but I am sorry I cannot meet you for a
drink when you are discharged.’

Other issues relating to boundaries may include the following.

� Time boundaries, for example you might negotiate the time boundaries
by saying, ‘I know that you attend the anxiety management group every
Wednesday. I can see you after that, at 4pm until 4.30pm. Does this time
suit you?’

� Cancellations of meetings, for example the nurse might say to the service
user, ‘If you are unable to attend can you please phone me as soon as
possible? Also have you got a phone number to contact you if I have to
cancel our appointment?’

Sometimes clients may disregard or challenge professional boundaries, ei-
ther consciously or unconsciously and for many reasons relating to the client’s
past experiences. It is important that the mental health nurse tries to un-
derstand the purpose of the client’s behaviour. What is she or he trying to
communicate? Working with clients who disregard or challenge professional
boundaries can be challenging and the mental health nurse may not know
how best to respond. The following are examples of responses that nurses
might make to clients in their attempt to restore the boundaries needed.

Maintaining boundaries

Responding to boundary infringements

Boundary infringement Possible responses

Being asked personal
questions that you feel
uncomfortable answering,
for example:

Politely ignore the question and carry on
the conversation.

‘I am wondering what has prompted you to
ask that question.’

(continued)
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Boundary infringement Possible responses

Sexualized questions, ‘Have
you ever been sexually
abused?’ ‘Are you gay?’

Personal questions, ‘Where
do you live?’

‘How much do you earn?’

‘I can see what has prompted you to ask me
that question, but this conversation is
about you.’

‘That is too personal to answer.’
‘I need to think about that. I will come back

to you later about it.’
‘I don’t think talking about my experiences

is going to be useful to you.’
It is important to be mindful of your tone

and body language, for example tone of
voice, facial expression.

Sometimes letting the client know that you
are aware of what s/he is doing, and why
they might be doing it. For example,
saying the following gently and
tentatively may discourage the client
from repeating their behaviour: ‘I wonder
if you are asking me these questions to
see whether I will get embarrassed and
feel uncomfortable?’

Invading the nurse’s
personal space, standing
too close or physically
touching the nurse.

‘I would appreciate it if you would stand
further back when you speak to me.’

‘Please do not touch my arm.’
‘I want to continue our conversation, but I

cannot listen to you if you continue to
shout at me.’

Challenging time
boundaries, for example
always turning up late,
going over time by
disclosing important
information or asking
questions at the end of
the session.

‘I am sorry but we need to end now. I would
like you to bring this up next week.’

‘It is important that we start and end at the
agreed time.’

‘I have noticed that you tend to ask
important questions at the end of the
session. I wonder if you want to ask any
questions now so that I have plenty of
time to answer them.’

The above responses are by no means exhaustive or intended to be pre-
scriptive. We strongly recommend that you practise these responses with
your colleagues and mentor, and more importantly reflect on your ability
to use such responses, while identifying your strengths and areas for further
development.
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Having considered the importance of setting and maintaining boundaries in a
professional helping relationship and showing you how to demonstrate these
in your work, we now move on to the discussing the attributes of effective
helpers.

Attributes of effective helpers

Effective helpers show certain attributes that service users appear to appreciate
and recognize as being linked strongly to their recovery. These are listed in
Box 7.2.

Box 7.2 Attributes of effective helpers (Repper, 2000)
� Active listeners: For example, do not interrupt, do pay attention,

are non-judgemental, do not give direct advice, clarify anything that
is not clear, provide enough time, and do not undermine the person’s
problem.

� Respectful: For example, use a problem-solving approach (see Chapter
10 for an example); do not take sides; are consistent, honest, open and
transparent.

� Tolerant: For example, do not make judgements that the person might
find offensive; make sure that what they say matches their non-verbal
behaviour.

� Trustworthiness: For example, act on what they promise, but avoid
making promises that seem rash and they are unlikely to uphold.

� Caring: For example, use a person-centred approach.
� Friendly: For example, pay attention to general courtesies; introduce

yourself at all times, use small talk (see Chapter 4).
� Non-judgemental: For example, do not criticize the person’s choices

or show disapproval.
� Sensitive: For example, demonstrate empathy (see below).
� Advocate for person they are helping: For example, whilst en-

abling the person to remain in control whenever possible, there are
times when they will advocate on the person’s behalf. You can do this
by seeking their permission, being clear as to what expectation they
have of you, their desired outcome and what is, and is not, negotiable.

Practice exercise

Sound interpersonal skills are at the heart of professional helping relationships. This
exercise is designed to help you assess your interpersonal skills. This may assist you
to think about where you have strengths and what issues it may be useful for you to

(continued)
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work on. Read the following statements. For each statement score yourself from 1,
meaning the statement is never true of you, to 5, meaning the statement is always
true of you.

1 I introduce myself to the person to whom I am communicating.
2 I avoid the use of swear words.
3 I check the person’s name and how they like to be addressed.
4 I agree with the person the goals for the session.
5 I do not interrupt the person when talking with them.
6 I use a consistent tone of voice for the most part.
7 I reflect my understanding of what the person says back to them for clarity.
8 I address issues of confidentiality, being mindful of my code of conduct.
9 I prepare the person for the session coming to an end.

10 I evaluate with the person that they have achieved the goals they set at the
beginning of the session.

For those statements where you scored yourself below 3, identify actions you will
take to improve these skills.

The interpersonal skills that we looked at in Box 7.2 are some of the core skills
required to develop, sustain and end therapeutic encounters. We have shown in
Chapter 2 details of how to demonstrate these core skills.

Conclusion

Mental health nursing is essentially a professional helping relationship. A
professional helping relationship is different from a personal helping relation-
ship in that mental health nurses have a responsibility to be self-aware, reflect
on their ability to analyse their own feelings, model effective interpersonal
skills to others, and act selflessly and ethically. Being person-centred in your
approach to helping people in your care is likely to enhance your helping ca-
pacity. Effective helpers are tolerant, empathetic, sensitive, trustworthy, caring
and friendly. They also listen actively and are non-judgemental.

Reflective questions

1 What constitutes a therapeutic helping relationship?
2 What challenges have you experiencing in implementing the core condi-

tions of empathy, congruence and unconditional positive regard?
3 What challenges have you encountered in developing, sustaining and end-

ing professional relationships?
4 Identify factors that can affect the capacity to achieve a helping relation-

ship, from the nurse’s perspective and from the client’s perspective?

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-08 MHBK040-Morrissey July 27, 2011 9:9 Printer Name: Yet to Come

8 Communicating
assertively

Introduction

The ability to speak clearly and directly to clients, carers, peers and other health
care workers, whilst being respectful, is an important part of mental health
nurses’ role. Communicating honestly, succinctly and respectfully is essential
for effective nurse–client communication, and the development of good inter-
and intra-professional communication and relationships. This chapter will
examine the role of assertive communication and its application in mental
health practice. We will also identify strategies to build on nurses’ ability
to become more confident and effective communicators and members of a
mental health team.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe the components of assertive communication
2 Demonstrate an understanding of how assertive communication can

be used to enhance nurse–client communication and professional rela-
tionships in clinical practice

3 Use assertive communication in clinical practice

Understanding assertiveness

Assertiveness is an interpersonal behaviour that refers to a person’s ability to
express his/her beliefs, feelings, needs and opinions without undue anxiety
and without denying or devaluing the rights of others (Alberti and Emmons,
1986). It is a way of thinking and behaving that involves open and direct
communication while respecting oneself and others. In a nursing context,
assertiveness is a communication style that is important to successful rela-
tionships for the client, family, the nurse and other health care colleagues
(Balzer-Riley, 2000). Its contribution to communication competence and good
practice is widely recognized (Hargie and Dickinson, 2004). In fact, in critical
or dangerous situations, ‘an assertive response can be vital and act as a life-
saver for clients’ (Larijani et al., 2010, p.894). The following example illustrates
the nurse’s assertive response as a means of ensuring safe practice.
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Clinical scenario

Joan, a newly qualified staff nurse, had begun her first night in charge on the ward.
On administering medication with her colleague, she noticed that the dosage of a
drug prescribed for a client was higher than the normal range. She decided to check
this with the doctor on call before administering the medication. Joan explained the
situation to the client and apologized for the inconvenience caused. Her colleague
was impatient and said in an abrupt tone, ‘The client won’t sleep if she doesn’t get
her medication now. The doctor will not come to the ward for ages.’ Joan responded
calmly and said, ‘I appreciate the inconvenience it is causing the client; however, it
is important that the client receives the correct and safe dosage.’ An hour later, the
doctor arrived and confirmed that the prescribed dosage was within the normal range
and was safe to administer. Joan subsequently informed the client and administered
the medication. She also informed her colleague, who responded by muttering ‘what
a fuss for nothing’. Joan considered her response and was satisfied that her response
was appropriate and, more importantly, ensured the client’s wellbeing.

Choosing to be assertive

Few people, if any, manage to be assertive at all times and in all areas of their
lives (McCabe and Timmins, 2006). For many it may be easier to refuse a
request, state their needs or express an opinion with their family or friends
rather than with their work colleagues. Studies of nurse assertiveness have
reported that most nurses feel and act more assertively in situations outside
of their work (Fulton, 1997). While there may be many reasons for this, one
explanation is that the culture of nursing and the process of professional
socialization may decrease nurses’ ability to be assertive (Mooney, 2007). As-
sertiveness is also situation specific – that is, choosing whether to be assertive
may be determined by the type of situation presented to the nurse (Rakos,
2003). For example, there may be situations where assertive behaviour may
not always be the most appropriate or best response, particularly if there is
a high risk of injury to self or others. In such situations, choosing a passive
approach may be the best and safest response, as illustrated in the following
scenario.

Clinical scenario

James, a qualified nurse, heard raised voices in the dayroom. On entering the room,
he observed that there were several family members visiting their elderly father,
Mr Green. As he said ‘hello’, he observed that they were excitable and loud. He
wondered whether they had been drinking alcohol. James thought about asking them
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to leave, as visiting hours had just ended; but given their mood, he considered it best
and safer for all concerned to use a passive approach. He approached Mr Green and
said ‘You have had a busy evening with all your family visiting you. I will come back in
5 minutes and help you to get ready for bed.’ One of the family members said loudly,
‘I suppose you want us to leave?’ James nodded but did not say anything. He returned
shortly afterwards to find Mr Green’s family leaving the ward and shouting ‘goodbye
nurse, we’re leaving now’. James was relieved they had left without an altercation.

As a concept, assertiveness is not culturally neutral; it has a cultural com-
ponent, where the person’s culture correlates with their level of assertiveness
(Yoshioka, 2000). For example, in collectivist cultures, factors such as hierarchy
of roles, maintaining harmonious relationships and collective presentation of
‘face’ are considered important for maintaining good interpersonal relation-
ships (Bond, 1986). Therefore, ‘placing emphasis on assertive behaviour, which
by definition focuses on the individual, may be culturally inappropriate’ (Sully
and Dallas, 2005, p.96). In practice, it is important that mental health nurses
are mindful of this, particularly when working with clients, families and col-
leagues from different cultural backgrounds where assertive behaviour may be
contrary to the person’s cultural mores.

Modes of behaviour

In every interaction, the person responds by using a particular mode of
behaviour, which is categorized as follows. For a greater description of all
behaviours, see Dickinson (1982).

� Assertiveness
� Passive or submission behaviour
� Manipulative or indirect behaviour
� Aggressive behaviour

Modes of behaviour and OK-ness

Drawing from Eric Berne’s theory of transactional analysis and his concept
of ‘Life Positions’, which he called ‘OK-ness’, each of the four modes of
behaviours is underpinned by the person’s beliefs about his/her own self-
worth and respect, as well as the worth and respect she/he has for others, as
illustrated above. For example, assertive behaviour consists of the person’s
belief that he/she is OK and equally that the other person is also OK; hence
the assertive position is ‘I’m OK – You’re OK’ (Berne, 1975).

(continued)
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Assertiveness
↓
Belief about Self and
Others
↓
I’m OK – You’re OK

Passive behaviour
↓
Belief about Self and Others
↓
I’m not OK – You’re OK

Aggressive behaviour
↓
Belief about Self and
Others
↓
I’m OK – You’re not OK

Manipulative [Indirect]
behaviour
↓
Belief about Self and Others
↓
I’m OK – You’re not OK but I will
pretend you’re OK

Source: Adapted from Berne (1975)

Assertiveness: ‘I’m OK – You’re OK’

This approach involves a way of thinking and being that acknowledges and
respects the rights and responsibilities of oneself and others. Assertiveness
comprises the following behaviours:

� acknowledging and accepting the strengths and limitations of being hu-
man, for example being determined, feeling vulnerable

� using communication that is direct, clear and focused, for example ‘I get
anxious when I speak to doctors’

� personalizing communication by using ‘I’ statements, for example ‘I feel’;
‘I think’; ‘I prefer’

� giving constructive criticism, for example ‘I feel irritated when you interrupt
me’

� seeking opinions of others, for example ‘what do you think about . . .?’
� endeavouring to negotiate and compromise, for example ‘what can we do

to solve this?’
� accepting responsibility for behaviour, for example ‘I apologize for my im-

patience this morning’
� setting limits clearly and respectfully, for example ‘no, I cannot keep secrets

from other health care workers, we work as a team’.

Passive behaviour: I’m not OK – You’re OK

This approach is characterized by believing oneself as inferior and not as ca-
pable as others, and comprises the following behaviours:

� allowing oneself to be treated with little respect, which is often referred to
as being a ‘doormat’
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� comparing oneself constantly with others, for example ‘she is so much
better than I am’

� struggling to identify or state needs/wants, for example ‘I don’t mind, I’ll
do whatever you think is best’

� finding it difficult to make decisions, for example ‘what do you think I
should do, you decide’

� fearing upsetting others, apologizes excessively, for example ‘I really didn’t
mean to . . .’; ‘I am sorry’

� avoiding confrontation, for example will do anything for a quiet life, often
says yes when really wants to say no

� using self put-downs, for example ‘I’m hopeless at . . .’; ‘I could never be
good at . . .’

� dismissing self-worth and value as a person, for example keeps thoughts,
opinions, feelings to self

� using long rambling sentences that lack focus and the use of ‘I’.

Aggressive behaviour: I’m OK – You’re not OK

Aggressive behaviour is competitive, and is characterized by believing that
oneself is better than or superior to than others, and comprises the following
behaviours:

� finding it difficult to acknowledge mistakes and blames others, for example
‘if you hadn’t forgotten to remind me about . . .’

� using verbal attacks or sarcasm, employing threatening tones and body
language, may include finger wagging, raised voice

� not inviting others to share their views, for example ‘my view is . . . I
think . . .’

� taking over from others and making decisions with minimal consultation
� using put-downs, for example ‘why did you that, I cannot believe you did

not know that . . .’
� giving heavy handed advice, for example ‘you should do it this way’.

Manipulative or indirect behaviour

Manipulative or indirect behaviour may appear subtle, indirect and covert,
and comprises the following behaviours:

� lacking genuineness and consistency
� using devious strategies to get what he/she wants, for example making

others guilty, ‘all I have done for you and now when I ask for one thing’
� using communication that is unclear and dishonest, for example ‘I might

be able to help you if you support me, you know that I think very highly
of you’

� giving mixed messages, for example being nice face-to-face, yet criticizing
behind one’s back with colleagues

� using sarcasm as a form of indirect or passive aggression
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The benefits of being assertive in practice

Much of the nursing literature acknowledges the importance of assertive com-
munication and supports its use for the following reasons (Evans, 2001; Begley
and Glacken, 2004; McCartan and Hargie, 2004; Kamile et al., 2006):

� increases job satisfaction
� increases professional opportunities
� equips nurses to empower their clients
� prevents clinical negligence
� increases management skills
� counteracts bullying and stressful situations, and increases self-empower-

ment
� increases nurses’ knowledge and awareness of different methods of

responding
� facilitates students to be able to obtain a job, increase their self-confidence

and make the transition from student to qualified nurse successfully.

Although assertiveness is advocated as a valuable behaviour, little empirical
evidence exists about the frequency and use of assertive behaviours by nurses
in the workplace. It is therefore difficult to determine whether nurses are
assertive or not (Timmins and McCabe, 2005). Nurses who worked in the areas
of mental health, nursing education and nursing administration, however,
were identified with more autonomous and independent responsibility and
behaviour (Kilkus, 1993).

Factors that affect nurses’ level of assertiveness

Research suggests that, in general, nurses are lacking in assertiveness skills
(McCartan and Hargie, 2004). Findings suggest that nurses behave in a passive
way and are less skilled in disagreeing with other health disciplines, providing
constructive criticism and expressing their needs. This lack of assertiveness
can contribute to reduced communication efficacy, which in turn can com-
promise client care (Hargie and Dickinson, 2004). Several reasons have been
put forward to explain learners’ and qualified mental health nurses’ lack of
assertiveness. Understanding these factors is important for nurse educators,
managers and clinicians. While there is limited research describing the factors
that prevent or restrict mental health nurses from being assertive, the follow-
ing factors have been identified, which militate against the use of assertiveness
skills in clinical practice (Burnard, 1992; Poroch and McIntosh, 1995; Farrell,
2001, p.27). Overall, these factors consist of nurses’ attitudes, education and
the hierarchical organization:

� nurses’ belief that assertiveness is closely associated with uncaring be-
haviour

� nurses’ fear of rejection and isolation by colleagues if they use assertive
behaviour
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� professional socialization, for example the culture of nursing as ‘an op-
pressed discipline’ has encouraged passiveness rather than assertiveness

� nurses’ lack of knowledge about their personal and professional rights
� lack of role models for nurses
� hierarchical structure of the health care system, which often discourages

nurses and midwives from being assertive
� lack of support from managers.

While the above factors may influence nurses’ use of assertiveness skills, it
is important to remember that the level of assertiveness may vary from person
to person as each interaction is different in personal and professional charac-
teristics (Kilkus, 1993). For example, the nurse’s gender, age, confidence, life
and nursing experience, educational and cultural background might influence
his/her level of assertiveness. Interestingly, little information exists about the
factors that support the use of assertive skills in clinical practice. Notwith-
standing this, nurses and midwives identified responsibility to their clients as
a primary motivator of their assertive behaviour (Timmins and McCabe, 2005),
particularly in situations where nurses takes on the role of patient advocate,
as illustrated in the following clinical scenario.

Clinical scenario

Andrew, a final-year student, attended the multidisciplinary meeting with his mentor,
Paul. As part of his learning objectives and with the assistance of his mentor, he agreed
to present Joan, a newly admitted client, to the multidisciplinary team. He had reviewed
her nursing notes and had spoken to Joan about her progress since her admission.
She expressed much concern about her increased weight gain since commencing
antidepressants. She requested that her medication be reviewed as soon as possible,
and asked Andrew to relay this information to her consultant. At the meeting, Andrew
presented the relevant information clearly and succinctly, and answered questions
confidently. He stated Joan’s concern and her request to review her medication. He
was pleased with his ability to present the client’s issues clearly and concisely to the
team. The consultant thanked Andrew and said ‘OK, we must hurry on, it’s getting
late. Who is the next client?’ Andrew was taken by surprise. He felt annoyed and
dismissed. He wanted to discuss his client’s concern further but he was afraid to
challenge the consultant. His mentor, Paul, was also taken aback, and said calmly and
confidently to the consultant, ‘I know we are running late but I think it’s important
that Andrew clarifies some issues about his client.’ Andrew appreciated his mentor’s
assistance and proceeded to relay his client’s concern about her weight gain and her
request to discuss an alternative medication. The consultant appeared irritated, but
listened and agreed to see the client after the meeting.

Questions

1 Has this example shown good use of assertiveness or not?
2 What would you do in a similar situation and why?
3 What would you not do in a similar situation and why?
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Using assertiveness skills in practice

Assertiveness is a skill that can be increased by education and training (Rakos,
2003). Learning to be assertive involves not only changes in behaviour but
also changes in beliefs about oneself. Self-confidence is an important compo-
nent of being assertive. Mastering assertiveness skills helps to reduce the level
of interpersonal conflict, which in turn can reduce the impact of stress on
the person (Farrell, 2001). The following skills or techniques are essential to
assertive interactions in mental health nursing and are illustrated by various
examples from clinical practice:

� saying no
� making requests.

Saying no

In mental health practice, there will be occasions when the nurse will need
to say no to clients, family members, peers and other health care workers. For
many novice and indeed some experienced nurses, saying no can be anxiety
provoking, particularly about the other person’s response and fear of being re-
jected and/or disliked. As a result, nurses often respond by using non-assertive
behaviours such as avoidance, being indirect or being aggressive. For example,
Agnes asks her colleague Clare if she will swap shifts and work at the weekend.
Clare does not want to change her shift but instead of saying no to Agnes,
she indirectly refuses the request by giving a rambling and lengthy answer,
stating several reasons why she cannot swap shifts, such as ‘I am not sure if
I can work at the weekend, I would like to help you, but I promised I would
baby-sit for my sister. She has a little boy, he is three years old. I promised
to baby-sit last week but I was unwell. Do you remember, I couldn’t go to
your party? My sister never goes out so I want to help her. Did you have a
good party? I so wanted to go your party but I was so ill.’ Can you imagine
how Agnes might be feeling? More than likely, she feels frustrated and says to
herself ‘all I want is a yes or no’. Sound familiar? Alternatively, an aggressive
response might be as follows: ‘No I am not swapping my shift for you’ (spoken
abruptly and loudly), causing the person who made the request to feel embar-
rassed and dismissed. It is important to remember that although we may feel
disappointed when someone refuses a request and says no, if the person says
it clearly and respectfully, we are more likely to find it easier to accept, and in
fact appreciate the clarity provided by the person’s directness.

The principles and practice of saying no

Before the mental health nurse can say ‘no’ assertively, it is essential that
she/he internalize the following beliefs and principles about saying no
(Dickinson 1982; Burnard 1992). These include the following.
� Permission to say no: Everyone has the right to say no, so just as you

have the right to say no to someone, equally the other person has the right
to say no to you.
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� Separating the request and the person: When you say no to someone,
it means that you are refusing or rejecting the person’s request and not the
person, for example ‘I don’t want to change my shift.’

� Gut reaction: Learn to notice your immediate gut response when a request
is made. This can be a useful guide as to whether or not you really want
to say ‘yes’ or ‘no’. For example, if your gut is getting that sinking feeling
as the request is being made, the chances are that you really do not want
to agree to the request. It is important to be congruent – that is, be true
to yourself and the other person. Be aware of the ‘shoulds’ or ‘musts’ that
come into your mind and check if they are consistent with what you really
want. For example, some of the distorted beliefs that might make it more
difficult to say no might include ‘I should never say no to anyone’ or
‘I must always be nice.’

� Taking time: We often feel that we have to make an instant decision and
respond immediately following a request. If you are undecided, take time
to make your decision, for example ‘I will let you know tomorrow morning
if I can change my shift.’ It is also important to ensure that you have all the
information you need to make the decision, for example ‘I need to check
if there is transport available at the weekend before I can decide to change
my shift.’

� Avoid waiting: When you have turned down a request it is common to
remain, as a means of offloading any feeling of guilt about the refusal. This
can be uncomfortable for both people involved in the refusal. It is best to
leave as soon as possible after you have said no, to avoid offloading any
feelings of guilt or anger from either person.

� Saying no: When you turn down a request, make it very clear that is
what you are doing, preferably using the word ‘no’. Go straight to the
point without any padding, and show you mean it by using assertive body
language and tone of voice. For example, ‘I have thought about it and no,
I do not want to attend the meeting on my own.’ The head, neck and
shoulder is upright and eye contact maintained while speaking.

� Broken record: This involves saying the same thing over and over again,
using the same volume and tone until the other person gives up, for exam-
ple ‘No thank you, I don’t want a cup of tea’, ‘No, thank you I don’t want
a cup of tea.’

� Using I: It is best to begin statements using ‘I’ and make them about
yourself and your feelings, thoughts, responses, as opposed to saying ‘You’,
which can sound accusatory. For example, ‘I am annoyed with you for
constantly changing your shift’; ‘I think it’s best for everyone concerned
that the client does not go home this weekend’; ‘I blush and feel nervous
when the consultant asks me questions.’

� No excuses: When saying no, it is not always necessary to justify your
refusal; there may be times however when it is appropriate and help-
ful to explain your refusal, as illustrated in the following examples: ‘No,
I cannot allow you to leave the ward at this time. You are on Section
3 MHA, which means that you must remain on the ward for the time
being.’
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Refusing requests

The following are examples of different situations in which the mental
health nurse might need to say no to a client, family member/carer or
colleague in clinical practice. They are by no means exhaustive or intended
to be prescriptive. It is important to remember that body language must
also reflect what is being conveyed verbally.

Requests in clinical practice Refusing requests in clinical practice

Client: ‘Can I go home’?

Client: ‘Can I smoke in the
day room?’

Client: ‘Can I keep my
tablets with me?’

Client: ‘Please don’t tell my
doctor’

Carer: ‘Nurse, would you
like a cup of tea?’

Carer: ‘Can I give my
husband extra medication
tonight?’

Family member: ‘What
made my son take an
overdose?’

Family member: ‘You said
I could take my son home’

Doctor: ‘I want you to stop
Mr X’s wife visiting’

Consultant: ‘Will you
witness this ECT consent
form’

Social worker: ‘Can you
take the client back to his
hostel today so that he can
collect his clothes?’

Art therapist: ‘Can you
stay with the client?’

Nurse: ‘No, you have to remain on
the ward until the doctor assesses
you’

Nurse: ‘No, there is no smoking
allowed in the unit’

Nurse: ‘No, I have to take them.
Medication cannot be kept while

you are on the ward. It is the
hospital policy’

Nurse: ‘No, I cannot make that
promise’

Nurse: ‘No thank you’

Nurse: ‘No, you can only give him
what he is prescribed’

Nurse: ‘I cannot tell you that
information without his
permission’

Nurse: ‘No, that is not what I said’

Nurse: ‘No, I cannot stop her from
visiting unless she agrees to
this’

Nurse: ‘No, I cannot do that, it is
not ethically or legally
appropriate’

Nurse: ‘No I cannot accompany the
client, we are short of staff and
there is a case review at 11am’

Nurse: ‘No, we have discussed this
and it was agreed at the team
meeting that he could stay on his
own’
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Making requests

As a mental health nurse, there will be many situations where you will need
to make requests to or on behalf of clients, their families and other work
colleagues. It is also important to remember that you have the right to make
your own wants/needs known to others, particularly concerning your safety
and learning, as illustrated by the following examples.

� ‘I don’t feel confident or competent to carry out a suicide risk assessment’
� ‘I don’t have enough knowledge about the client’s medication to explain it

to his father’
� ‘I would like to observe this interview’
� ‘I would appreciate if you would check whether I have recorded the client’s

observations correctly’
� ‘I would like to learn how to administer an intramuscular injection’

The best chance you have of getting exactly what you want is by asking for
it specifically and directly. When you do not ask for what you want, you deny
your own needs and importance.

Making requests involves the following principles.

� Decide what it is you want; for some, this may be difficult and unfamiliar.
One strategy that might assist you with this is to ask yourself what it is you
do not want.

� Once you have decided what you want, the next step is to say it clearly and
directly.

� Practise making a clear statement or request without using any unnecessary
padding, which is often used when we are anxious. Padding weakens your
statement and confuses or irritates the listener.

� Avoid asking indirectly or dropping hints – you run the risk of not being
heard or understood and as a result your request may go unheeded.

� State what you want succinctly and with conviction.

Stick to it: after stating your request, you may receive a barrage of abuse, a
refusal or even be ignored. This is when you move to the next stage, which is
to repeat your statement or request calmly until it is understood and acknowl-
edged by the other person. The purpose of the repetition is to help maintain
a steady position without resorting to manipulative or argumentative com-
ments.

Assertive responses

Being assertive also means that the person is able to carry out the following
assertive responses (Sully and Dallas, 2005; McCabe and Timmins, 2006). The
following illustrates a range of assertive responses and examples of how they
might be used in clinical practice.
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Assertive responses

Assertive responses Examples

Express a range of emotions;
for example happiness,
sadness, anger, fear and guilt

‘I am sorry, I feel very sad that
you had such terrible
experiences of mental health
care’

‘I am frightened that the client
will hit me’

Admit shortcomings; for
example self-disclosure about
lack of knowledge, skills

‘I am not familiar with this
antidepressant so I don’t know
if low blood pressure is a side
effect’

‘I am a student nurse so I cannot
accompany clients off the unit’

Give compliments; for
example acknowledging the
person’s positive characteristic
or strengths

‘I really liked the way you
handled that difficult
situation’

‘I enjoy working with you, I like
the way you respond to clients
as people and look for their
strengths as opposed to just
seeing their diagnosis’

Receive compliments; for
example hearing and
internalizing positive feedback
from another person

‘Thank you’
‘Thank you for the encouraging

feedback’

Initiate and maintain
interactions; for example
starting and sustaining a
conversation with a person

‘Hello, my name is Lily. I have
just started working on this
ward, what is your name?’

‘Hi, I notice that you have lots of
books in your room, what type
of books do you like to read?’

Express an opinion that is
unpopular or different
from the majority

‘I don’t think it is appropriate or
helpful to label all young
female clients as attention
seeking or PDs, that is
personality disorders’

‘I appreciate you are worried
about your son, but we cannot
use the Mental Health Act to
detain him because of his drug
addiction’
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Assertive responses Examples

Request behavioural
changes by others

‘I want you to inform the nursing
staff when you want to go to the
hospital shop’

‘I want you to go to the bathroom
if you want to masturbate’

Repetition (broken record)
This skill involves using a
calm repetition. It helps to
stay with the statement or
request.

‘I want you to leave the ward now.
As I said, I want you to leave the
ward now. I want you to leave
the ward now’

Learning to use assertiveness skills

Learning how to use assertive skills and use them effectively takes time, plenty
of practice and motivation, and will present mental health nurses with differ-
ent learning opportunities and challenges. In order for your ongoing learning
to take place, we encourage you to be mindful of the following misunder-
standing about assertiveness.

Assertiveness:

� is not about power
� is non-aggressive
� is non-manipulative
� is non-defensive
� does not interfere with other people’s freedom to take or not take an as-

sertive stance.

To be assertive does not mean you always get what you want.

Practice exercise: analysis of assertiveness skills

� The aim of this activity is to help you monitor and review your ongoing learning
and use of the following assertiveness skills in clinical practice.

� During the next month, try to use each of the assertiveness skills listed below.
� Keep brief notes about your experience of using these skills in clinical practice and

answer the questions on the next page.

Assertiveness skills
� Express your emotions in clinical practice
� Ask someone to change his/her behaviour or do something different

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-08 MHBK040-Morrissey July 27, 2011 9:9 Printer Name: Yet to Come

120 Communication Skills for Mental Health Nurses

� Express an opinion that is unpopular or different from the majority
� Initiate and maintain an interaction
� Receive a compliment
� Give a compliment
� Request something from someone
� Turn down a request – say no
� Admit a shortcoming or limitation

Reflective questions

1 Which of the skills did you find the easiest to use and why?
2 Which of the skills did you find the most difficult and why?
3 Which skill(s) do you want to develop during in your next clinical place-

ment?

Conclusion

Communicating clearly, confidently and respectfully is essential for effective,
competent and safe nurse–client communication and practice, as well as good
professional relationships. However, learning to be assertive is a challeng-
ing, life-long, purposeful, personal and professional activity. For the mental
health nurse, it requires a shift in thinking and behaving, and an openness
to learn and respect with and from others. As with most learning, acquiring
assertiveness skills and developing the ability and confidence to use such skills
with clients, peers and other health care colleagues requires time, practice and
support from nurse educators, managers and practitioners. Without doubt,
assertiveness is often misunderstood and misused by mental health nurses
and other health care professionals. It is therefore important to be constantly
mindful that assertiveness is a two-way process, which involves not only re-
specting oneself as a person and mental health practitioner but also respecting
the rights of the other person. Although there is some evidence that supports
nurses’ use of assertiveness in practice, further empirical research is required to
explain and support its effectiveness, particularly in the area of mental health
nursing.

Reflective questions

1 How would you explain assertiveness to a colleague?
2 What are the benefits of communicating assertively for the mental health

nurse? Client? Peers? Work colleagues?
3 Identify three factors that may prevent nurses from using assertive skills in

practice.
4 Identify three things that you might consider when saying no a client.
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9 Resolving conflict

Introduction

This chapter examines the nature, sources, causes and consequences of conflict
that you may encounter as a mental health nurse, and various communica-
tion styles that may help you prevent conflict occurring, or handle it in a
therapeutic manner.

Learning outcomes

By the end of this chapter, you will be better able to:

1 Identify the nature, sources, causes and consequences of conflict
2 Describe responses to conflict
3 Examine methods of resolving conflict
4 Practise resolving conflict in a therapeutic manner

The nature, sources, causes and consequences of conflict

Conflict is defined as ‘a disagreement through which the parties involved
perceive a threat to their needs, interests, or concerns’ (University of Wisconsin
OHRD, 2006). The NHS Institute for Improvement and Innovation in the UK
(NHSIII, 2010) suggests that conflict occurs ‘when behaviour is intended to
obstruct the achievement of some other person’s goals’. Two forms of conflict
are identified:

1 hot conflict is where each party involved is keen to meet and resolve the
disagreements

2 cold conflict is that where issues are hidden and unresolved (NHSIII, 2010).

As a mental health nurse, you are likely to encounter conflict from several
sources:

� threatening disagreements with colleagues
� ambivalence from patients
� resistance to your attempts to help people change, even among those seek-

ing change
� challenging behaviour from patients
� verbal or physical aggression
� unhealthy compliance from patients
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Table 9.1 Types of conflict and their presence in mental health nursing

Type Description
Examples from mental

health nursing

Intergroup conflicts Disagreements in size and
complexity between
groups

Conflict between nurses and
doctors as to the most
appropriate form of care

Intragroup conflicts Disagreements within groups Conflict between nurse managers
and frontline nurses on staffing

Interpersonal conflicts Disagreements between
individuals

Nurse and service user clash over
treatment goals

Intrapersonal conflicts Conflicts with oneself Having doubts about whether the
care you provided was the
optimal

Types of conflict

There are four types of conflict (Speakman and Ryals, 2010). Examples of all
types of conflict are illustrated in Table 9.1.

Speakman and Ryals (2010, p.190), however, focus their taxonomy of con-
flict in three key areas.

1 Affective conflict is people’s perceptions of their relationships with oth-
ers, for example service user may confuse a professional helping relation-
ship with a mental health nurse as a personal friendship.

2 Cognitive conflict concerns the knowledge and understanding people
have about a task, for example when working with a service user you
instruct them to keep a diary for a week recording things they were doing
immediately before bouts of low mood, what we call triggers. Instead of
doing this they record how long their low mood lasted.

3 Process conflict arises from organizational context, structure, strategy
and culture, for example deviating from a care pathway you agreed with
colleagues for caring for a service user, leading to harmful inconsistency
in care.

Sources of conflict

Sources of conflict vary; some of the key components are shown in Box 9.1.

Box 9.1 Sources of conflict (Pardey, 2007)
� Disagreements between people
� Someone not being up to speed on the fundamentals of a group task
� Complaints or criticism of someone’s performance, behaviour or

attitude
� Excluding or ignoring others; being silently contemptuous
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� A matching of wills, for example a stand-off between colleagues in which
neither is willing to concede their position

� Deliberating opposing a request or instruction
� Perceiving someone to be deliberately provocative
� Failing to follow policy
� Taking risks and threatening the security of others
� Aggressive behaviour, for example the use of verbal or physical threats

of violence

The sources shown in Box 9.1 provide examples of the different taxonomies
of conflict that Speakman and Ryals (2010) report. Consider carefully the list
shown in Box 9.1. Now have a go at the following practice exercise.

Practice exercise

Consider the sources of conflict shown in Box 9.1. Alongside each source, identify
whether you think it is an example of affective, cognitive or process conflict.

How did you do?

� Affective conflict is ‘a matching of wills’
� Cognitive conflict includes ‘someone not being up to speed on the fundamentals

of a group task’
� Process conflict is indicated by ‘failure to follow policy’

Conflict may also occur with the display of certain types of emotional state, for
example:

� degrees of emotional intelligence, for example not being sensitive enough
(Shih and Susantoi, 2010)

� people showing high levels of expressed emotion, e.g. expressing yourself in a
consistently angry tone, or emotional intractability, for example being obstinate
(Nair, 2008; Coleman et al., 2009)

� expressing different opinions, beliefs, values (Doucet et al., 2009)
� exercising power and control in situations where the delegation of these may be

more appropriate (Liu et al., 2009)
� not being in command of the full and accurate facts of a situation (University of

Wisconsin OHRD, 2006)
� using conflicting methods and processes or having alternative goals (Zarankin,

2007).

Consequences of conflict

It is often thought that conflict is inherently dysfunctional. However, a look at
the empirical evidence investigating the consequences of conflict challenges
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Table 9.2 Consequences of conflict

Negative Positive

Increased tension Conflict is identified and resolved
Escalation of conflict May lead to creativity
Increased stress and frustration Enhance team performance
Impede decision-making processes Improve understanding

this view. Speakman and Ryals (2010) review this evidence and show that
conflict may have negative and positive consequences, i.e. it may be func-
tional as well as dysfunctional, but this depends largely on how the conflict is
perceived. In Table 9.2, we show how conflict can have negative and positive
consequences.

There are three common responses to conflict (Webne-Behrman, 1998):
emotional, for example getting upset; cognitive, for example forming irra-
tional judgements; physical, for example acts of aggression. These responses
are likely to produce conflict, as are the perceptions held by people, including:

� culture, race and ethnicity – communicating based on cultural, racial
and ethnic stereotypes

� gender and sexuality – communication based on stereotypes around
gender and sexuality

� knowledge of situation at hand – having inadequate knowledge and
understanding of the facts of a situation

� impressions of the messenger – acting on your view of the messenger,
not dealing with the message

� previous experiences – of the situation or the person.

Having considered the nature, sources, causes and consequences of conflict,
we will now turn our attention to communication strategies that will help
resolve conflict. In particular, we will examine methods for preventing conflict,
preventing conflict escalating should it occur, containing conflict, managing
conflict, building trust and the application of mental health nursing skills
towards conflict resolution.

Conflict resolution

On the basis that prevention may be better than cure, we will first consider
how you might prevent negative conflict. You are reminded of the distinction
between negative and positive conflict as shown in Table 9.2. The remainder
of this chapter will focus on negative conflict – that is, conflict that is harmful
to the work of individuals, teams and organizations.

Preventing conflict

Earlier we outlined the sequential path that research and ideas about con-
flict have taken since Pondy’s (1966) seminal work on this issue. We showed
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Table 9.3 Cooperative versus conflict-provoking communication (Bacal, 1998)

Cooperative communication Conflict-provoking communication

Active listening, for example not paying
attention (see Chapter 1 for more tips
on active listening)

Empathic responses, for example
statements such as ‘I imagine that was a
difficult situation’ (again see Chapter 7
for more tips on how to use empathic
responses)

Assertive behaviour, for example
expressing an opinion firmly but not
aggressively through statements such as
‘I disagree with your suggestion’

Responsiveness, for example changing
behaviour that you think is unhealthy

Person-centred comments and criticism, for
example judging the person, not their
behaviour

Blaming comments, for example looking for
someone to blame instead of seeking to solve
the problem

Inappropriate reassurance and positive thinking,
for example being insincere or dishonest so
as to appear likeable

Mistrust statements, for example constantly
disbelieving people

Overreacting, for example taking a heavy-
handed approach to a trivial incident

Showing lack of interest, for example looking
bored, such as rolling your eyes, yawning or
not listening

Brush-offs, for example being dismissive
Threatening language, for example using words

or phrases that people may find offensive
Innuendos, for example insinuating without

evidence
Passive-aggressive behaviour, for example being

underhand, not expressing concerns that you
have, being silently contemptuous

that conflict was often regarded as an inherent part of organizational cul-
ture. There is a limited evidence base on preventing conflict. An exception to
this is the work of Robert Bacal. In Conflict Prevention in the Workplace: Using
Cooperative Communication, Bacal (1998) makes a distinction between cooper-
ative communication – communication that prevents negative conflict – and
conflict-provoking communication, that which incites conflict. In Table 9.3,
we outline the fundamental distinctions Bacal highlights between cooperative
communication and conflict-provoking communication.

Before we turn our attention to how you might improve your cooperative
communication, we want you first to reflect upon your potential for conflict-
provoking communication. On page 23 of Conflict Prevention in the Workplace:
Using Cooperative Communication, Bacal provides a detailed self-assessment de-
signed to help you reflect upon your potential for conflict-provoking commu-
nication. We have modified some of the verbal and non-verbal examples Bacal
associates with conflict-provoking communication that may be relevant to you
in your work as a mental health nurse. Read these examples and consider how
often you have used them in the last month.
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Practice exercise: conflict-provoking communication self-assessment
(modified from Bacal, 1998)

Verbal and non-verbal communication Used in last month

You aren’t listening are you? Yes/No
We tried that before and it didn’t work Yes/No
It’s your fault we are in this mess Yes/No
I can’t believe you’re making a fuss about this Yes/No
This is the only way to do it right Yes/No
Shaking of head while someone is talking Yes/No
Dramatic behaviour (raising voice, desk pounding) Yes/No
Raising your eyes Yes/No
Interrupting someone before they have finished talking Yes/No
Heavy sighing while someone is talking Yes/No

Consider your responses to the conflict-provoking self-assessment. What do your
responses tell you about your potential to provoke conflict? Do not be concerned
if you have used some of these statements or behaviours on occasions in the last
month, this is not unusual. However, if you find that you are using conflict-provoking
statements and/or behaviours frequently, you may want consider how to switch these
for more cooperative communication, for example:

� a focus on problem solving
� highlighting the present and future
� include qualifiers, e.g. ‘it might be’, ‘perhaps’
� admit you could be wrong
� allow people to opt out to save face
� exclude non-responsiveness
� avoid labelling the person
� follow basic communication rules.

(Bacal, 1998, p.39)

In Table 9.4, we have taken five examples of conflict-provoking commu-
nication statements, and suggested cooperative communication alternatives.
You could use these in a variety of situations, for example when interacting
with your mentor if you are a student nurse, or your manager in a clinical
situation.

In statement 1, you are signalling your intention to hear their views whilst
being able to present your views.

In statement 2, you are opening up the possibility that the present situation
may be different and it may be worth revisiting an earlier approach.

In statement 3, you are commenting on the situation, not the person, and
offering your help and support to change it.
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Table 9.4 Replacing conflict-provoking statements with cooperative communication
alternatives

Conflict-provoking statements Cooperative communication alternatives

1 ‘You aren’t listening are you?’ ‘It would help me if I could finish, then I’d like to
hear your views’

2 ‘We tried that before and it didn’t
work’

‘I remember trying this before and it didn’t work for
me, what might be different now that may make it
worth trying again?’

3 ‘It’s your fault we are in this mess’ ‘This situation feels messy, what might we do to
change it?’

4 ‘I can’t believe you’re making a fuss
about this’

‘I’m not sure I understand your reaction, could you
explain it a bit more?

5 ‘This is the only way to do it right’ ‘Have you tried this approach? I’ve found it helpful in
the past’

In statement 4, you recognize that you are lacking an understanding and
seeking further information.

In statement 5, you are offering help based upon previous successes with
the suggested approach.

Practice exercise

Consider the different communications styles shown in Table 9.3. Identify encounters
from your work where these styles were apparent and reflect on the outcomes that
arose from these encounters.

Bacal’s work focuses on communication styles that prevent or foment conflict.
Other authors focus on organizational climates linked to conflict. For example, Borcher
(1999) distinguishes between defensive and supportive climates. The latter is of interest
in preventing conflict. The features of a supportive climate include:

� people feeling able to present ideas and opinions
� a willingness to listen to such ideas
� a focus on problem solving
� open and honest communication
� empathy, and equality – that is, seeking opinions and ideas.

The source of the evidence behind Borcher’s ideas is not clear. However,
there is a strong evidence base behind the concept of ward atmosphere (see
Moos, 1997, for example) and Borcher’s notion of the supportive climate taps
in to similar issues in that a supportive climate is likely to lead to better
working relationships between people. In your work, you may be leading
teams. Fostering a supportive climate may prevent conflict in your teams.
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Containing and preventing conflict from escalating

Despite attempts to prevent conflict using the methods proposed above, neg-
ative conflict is a common feature of organizational life. We will now turn
our attention to managing conflict. A useful starting point is taking steps
to prevent the conflict escalating. You can prevent conflict escalating by
identifying:

� the type of conflict (see Table 9.1)
� what are the important underlying influences?
� what is the conflict really about?
� where the conflict may be heading?
� how can you stop it?
� what needs to happen immediately?

(NHS III, 2010)

Central to preventing the conflict escalating is considering how to contain
the conflict. You can contain conflict by:

� recognizing your own strengths and weaknesses
� listening to and trying to understand the person with whom you are in

conflict
� asking questions to develop a fuller understanding
� looking for a solution(s) that satisfies all parties.

Sound interpersonal and problem-solving skills are required to contain and
prevent conflict escalating. The key skills are: listening actively (see Chap-
ter 1), being solution-focused (see Chapter 10), knowledge and understand-
ing of the nature, sources and causes of conflict (see above), and a range of
facilitative and authoritative interventions (see Table 9.7 below).

Managing conflict

Here are some general tips on managing conflict.

� Remain calm: It is important to show that you are in control of the
situation. If you appear anxious and agitated people may have little faith
in your ability to manage the conflict, as a result, you may exacerbate the
conflict.

� Show empathy and concern: Avoid appearing insincere and take man-
aging the conflict seriously. Look interested by paying attention to what
people are saying. Show that you understand people’s concerns and the
emotional impact it has on them. Statements such as ‘that must have been
a difficult situation to find yourself in’ will demonstrate empathy.

� Do not make rash promises: Think carefully before you commit yourself
to solutions. Consider the pros and cons of any potential solution, seek
advice and support from people in whose judgement you have confidence.
Check out your ideas with them. Rash promises that you cannot keep will
also foment the conflict and could lose you people’s trust irredeemably.

� Treat people with respect: Show that you are solution-focused by using
the problem-solving approach we discussed in Chapter 10. Give all parties
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Table 9.5 Handling conflict (NHS III, 2010)

Do Don’t

Ensure that issues are fully outlined Use a public place
Acknowledge emotions and communication styles Leave the discussion open
Ensure comfortable environment Finish people’s sentences
Set a time frame Use jargon
Establish good rapport Constantly interrupt
Use names/titles as appropriate Be distracted
Seek to cool tempers Distort the truth
Show that something can be done about the conflict Use inappropriate humour

in the conflict equal space to share their grievances. Do not take sides; take
positions and act in a consistent manner to all parties. It is also important
to be honest, open and transparent and keep all parties informed of what
you are doing to manage the conflict.

In managing conflict, we recommend a person-centred approach. Being
person-centred means recognizing that people’s behaviour is communicating
information about their thoughts, feelings and beliefs. It is central to the
positive nursing approach we advocate in Chapter 2, and will take account of
the values and cultural aspects of communication, as well as drawing upon
the best possible evidence to handling conflict. In Table 9.5, we show some
helpful ‘dos’ and don’ts’ when handling conflict (NHS III, 2010).

Pardey (2007) identifies seven factors that promote conflict resolution. In
Table 9.6, we describe these factors and give you an opportunity to assess your
conflict resolution skills and make an action plan to develop your skills in
resolving conflict.

Practice exercise: developing skills in conflict resolution

1 Consider the seven factors that are thought to promote conflict resolution, shown
in Table 9.6.

2 For each factor shown in the second column, assess your level of skill by allocating
a score between 1 and 5, where 1 indicates little skill and 5 indicates a high degree
of skill.

3 Based on your skill level for each factor, in column 3 assess the degree of change
you may need to develop your skill by putting TW for tweak where you require
minor improvement, TU for turn if you require a moderate improvement or TR
for transform if you require major improvement.

4 In the final column, outline specific actions you will take to improve your skill for
each factor. Some examples are given to assist you.

This practice exercise is especially helpful when trying to help resolve
conflict where you have a responsibility for leading a team and managing
staff. It starts by asking you to rate your skill level, assess the degree of
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Table 9.6 Conflict resolution skills

Conflict resolution skill
Score
1–5

Assessment of
required

improvement:
tweak (TW) score

of 4–5
turn (TU) score of 3

transform (TR)
score of 1–2

Specific action you will
take to improve skill

Example: Listen actively 4 TW I will interrupt people less
when listening to them

1 Example: Equipping
yourself with the facts of
a situation

3 TU I will ask all parties to give
me their views on the
situation

2 Distinguishing between the
problem and the person

1 TR I will judge the person’s
behaviour and not them,
by using statements such
as ‘I found your
behaviour unacceptable
in that situation’

3 Clarity in your
communication style

4 Maintaining contact
between parties in
conflict

5 Looking for the needs and
interests that lie behind
fixed positions

6 Making it easy for the
parties to be constructive

7 Developing your ability to
look at the conflict from
outside

improvement you think you need and ask you to identify specific actions to
improve your skill where required. We now want you to consider a situation
that is commonly found in the workplace.

Conflict resolution scenario

You are the leader of a community mental health team. James and Jane
are valuable members of the team, but they do not get on and are forever
undermining each other. For example, when Jane tries to contribute in
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meetings, James always undermines her by dismissing her suggestions out
of hand. It is now affecting the operation of the team and your ability to
work with them. From what you have learnt so far about resolving con-
flict between others, describe how you might resolve this conflict between
James and Jane. For example, a good start may be to ask James and Jane to
self-assess the extent of their conflict-provoking communication style and
their cooperative communication styles. Once they have self-assessed their
styles, ask them to rate each other’s styles. Use the results of these assess-
ments to formulate a plan to help James and Jane to manage their conflict.

Resolving conflict through effective interpersonal communication

In Table 2.3 of Chapter 2, we demonstrated the features of developing, main-
taining and ending therapeutic encounters, and the role that active listening
and empathy play in this process. Throughout the book, we have shown
how active listening and empathy link to effective communication. Bacal
(1998) recognizes the importance of active listening and empathy in pre-
venting conflict as part of cooperative communication. However, he also
advocates the value of responsiveness, ‘speaking or acting in a way that re-
sponds to others’ needs in a clear way’ (Bacal, 1998, p.66). Your skills in
listening actively or responding empathically show that you understand a per-
son’s needs or issues; responding shows that you are prepared to act on this
understanding.

Five steps to being responsive are:

1 assess the underlying needs of others
2 check out your assessment with them for accuracy
3 offer to help them meet their needs
4 help them as promised
5 check that your help has had the desired effect.

(Bacal, 1998)

High degrees of personal self-awareness coupled with specific actions are
recommended when trying to resolve conflict; these include the following:

� Knowing and taking care of yourself: For example, using Gibb’s
model shown in Chapter 3 will help improve developing your level of
self-awareness. In addition, you can assess the extent that you use coop-
erative communications styles or conflict-provoking styles using Bacal’s
self-assessment tool shown above.

� Clarifying personal needs threatened by conflict: For example, re-
flect carefully on what it is specifically about the conflict that is threat-
ening to you. Ask yourself questions such as ‘What am I feeling?’ ‘What
might be my contribution to the conflict?’ ‘What do I think about it?’ Con-
sider whether you are experiencing any physical symptoms because of the
conflict.
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� Identifying a safe place for negotiation: For example, try to avoid us-
ing locations where people may feel tense, too cold, too hot, noisy, crowded,
lacking privacy. Select a setting that people are comfortable in, use small
talk (see Chapter 4) to warm up the situation, ensure people are sitting com-
fortably and avoid places that may seem to prefer one party to another –
that is, use a neutral location.

� Asserting your needs clearly and specifically: For example, be clear
to own contributions you make using statements that begin with ‘I’, such
as ‘I would like to suggest . . .’, avoid speaking about yourself in the third
person or using statements such as ‘some people think . . .’; be specific,
identify who these people are. Do not be vague about what you are saying;
use statements such as ‘I do not agree with your assessment of the situation.’

� Approaching problem solving flexibly: For example, do not take a
fixed position or be obstinate. Show in what you say and how you behave
that you are willing to consider many options to resolve the conflict, use
a problem-solving approach (see Chapter 10), do not take sides or take
positions, and be willing to compromise.

� Managing impasses with calm, patience and respect: For example,
remain optimistic, between sessions stay in contact with each party, do
not appear anxious, agitated or harassed, allow all parties time to make a
contribution, show verbal/non-verbal congruity, i.e. ensure what you say
matches your behaviour, do not make promises you cannot keep.

� Building an agreement that works in the long term: For example,
avoid rushing into decisions that may have short-term value but not work
in the long term. Identify quick wins, i.e. immediate solutions to take the
heat out of a situation, medium-term goals and long-term goals. Always
check out whether agreed solutions are having the desired effect and be
prepared to renegotiate solutions that are not working.

(University of Wisconsin, 2006)

The following clinical scenario illustrates how Joe, a third-year student,
managed to resolve the interpersonal conflict with his mentor.

Clinical scenario

Joe is a third-year student enjoying working in the admission ward. It is his favourite
placement. He had a good relationship with the service users, nursing staff and mem-
bers of the MDT. Unfortunately, due to sickness, his mentor, Sarah, was unable to
continue her role. Joe was subsequently allocated a new mentor, Terry. Although Joe
understood the reasons for changing mentor, he was disappointed and anxious that he
and Terry would work well together. He liked Terry but he knew he could be impatient
and very critical, particularly of student nurses. Joe discussed his fears with his partner
and peers, who reassured him that he would be fine, after all ‘he always got on well
with his mentors’. Over the coming weeks, Joe and Terry worked closely together.
Terry was a conscientious mentor and spent time providing feedback to Joe. Whilst
Joe appreciated Terry’s input, he became increasingly fearful and frustrated with Terry
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since his feedback always focused on his areas of weakness. At first Joe tried to ignore
his feelings of anxiety and anger and told himself that ‘it will get better with time’.
However, Joe became aware that he wanted to avoid going to work. This concerned
him and he decided that he needed to resolve this conflict before the situation deteri-
orated further. Joe knew that he needed to talk to Terry, but he was afraid that Terry
might become more critical and give him a bad ward report. He reflected on his fears
and discussed the incident with his peers. He recalled telling a client recently to be
assertive and confront his critical employer. Joe decided that he needed ‘to practise
what he preached’ and express his fears to Terry. He thought and practised what he
might say and how he might say it. The next day, Joe spoke to Terry and said, ‘I appreci-
ate your help and guidance as my mentor, you have given me a lot of time. I know that
I learn best when I get feedback on my strengths – that is, what I am doing right and
what I could do better. I know you mean well, but your feedback is sometimes very
critical and that makes me nervous and then I lose my confidence.’ Terry listened and
said nothing for a few minutes. Joe felt scared and thought to himself ‘He is going to fail
my clinical assessment.’ Terry then said, ‘OK, thank you Joe for telling me this. I didn’t
tell you your strengths because I thought you knew them. I will try to work on this in
future.’ Over the coming weeks, Joe noticed that Terry tried to be more encouraging
and constructive when giving feedback. Joe also began to take more responsibility by
asking Terry directly ‘what did I do well in . . .’

Resolving conflicts with service users

Earlier in the chapter, we alluded to different interventions that you might use
to resolve difficulties arising from interpersonal conflict. One such approach is
that advocated by Heron (2001). Heron’s approach is humanistic and identifies
six categories of intervention that you might find helpful in resolving conflict.
See Chapter 5 for further coverage. In Table 9.7, we show how to apply Heron’s
model to an interpersonal conflict with a service user, Tony.

Clinical scenario

Tony is a 30-year-old man for whom you are caring on an acute ward and who is
detained under section 3 of the Mental Health Act. Conflict with Tony arises from his
repeated absconding from the ward due to being anxious around strangers. Because
Tony is detained under the Mental Health Act, he is not permitted to leave the ward
unless his Responsible Clinician approves this. Tony, however, believes that he should
be able to leave the ward whenever he wants, and repeatedly absconds. As a result,
the police bring him back to the ward and this makes him angry. This is causing conflict
between you and Tony. Table 9.7 shows how you can resolve this conflict using Heron’s
model.
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Table 9.7 The use of Heron’s Six Category Intervention Analysis to resolve conflict

Intervention Description
Phrases to consider using to resolve

conflict with Tony

Prescriptive Being directive ‘I want you to negotiate leave with me instead of
absconding’

Informative Providing knowledge
or information

‘If you abscond from the ward the police will be
called to bring you back’

Confronting Raising awareness of
effect of behaviour

‘I notice that you abscond mostly during lunch when
we are very busy, as a result we have to take time
away from other patients to deal with your
leaving the ward. Are you aware of this effect?’

Supportive Confirming validity of
someone’s feelings

‘It must be hard to be restricted on the ward’

Catalytic Enabling the person to
discover their own
solutions

‘What might help you deal with your anxiety other
than absconding?’

Cathartic Helping the person
share their feelings

‘It’s understandable to feel anxious around strangers’

In evaluating the effect of Heron’s approach, Morrissey (2009) suggests
checking, rechecking and, if necessary, modifying the approach (demonstrated
above) with Tony to check its success. This can also be done alone, with a col-
league, with your mentor or in clinical supervision.

For the final sections of this chapter, we want to examine the role of trust
in resolving conflict and end the chapter by looking at what works in conflict
resolution as reported by published empirical evidence.

The role of trust in conflict resolution

Trust plays an important role in resolving conflict and is likely (NHS Insti-
tute for Innovation and Improvement [NHS III, 2008], trust is likely if you
demonstrate to others that you care about people, and you are competent and
capable, as shown in Figure 9.1.

The key to building and keeping trust is:

� acting on what you say
� not making promises that can’t be kept
� active listening
� understanding people’s needs
� keeping their best interests in mind.

To a large degree, the issues involved in developing and keeping people’s
trust are similar to the concept of responsiveness (see above) that Bacal (1998)
reports.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-09 MHBK040-Morrissey July 15, 2011 13:6 Printer Name: Yet to Come

Resolving conflict 135

High

High

Building Trust

Extent to
which I
believe you
care about
me

Low

Affection Trust

Distrust Respect

Extent to which I believe you are competent and capable

Figure 9.1 The link between trust and care, and competence and capability

There is evidence showing the link between trust and conflict resolution.
This evidence shows:

� trust was an important factor linked to strong team identification and re-
duced conflict (Han and Harms, 2010)

� to be effective teams must conceive of themselves as a discrete unit and
create and maintain trust within each team member; failure to do either
could have detrimental effects on team performance (Han and Harms, 2010)

� conflict had a deleterious effect on trust (Ayoko and Pekerti, 2008).

What works in resolving conflict?

We have examined the nature, sources, causes and consequences of conflict,
analysed communication styles that may prevent, exacerbate and resolve con-
flict, and considered how you can prevent conflict occurring or handle it in a
therapeutic manner. In line with the general approach in this book, we have
drawn upon multiple sources of evidence, from that of expert practitioners,
our own expertise in using and teaching these methods to nursing, health and
social care students, and published empirical evidence. We want to end the
chapter by looking at key points from the latter in resolving conflict. These
are summarized below.

� A high level of self-efficacy (belief in your ability) helps resolve conflict
(Desivilya and Eizen, 2005).

� Strong group identity improves conflict resolution (Desivilya and Eizen,
2005).

� First-line management support moderates the impact of conflict (Thomas
et al., 2005).
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� Among Chinese managers, embarrassing colleagues and teaching moral
lessons was instrumental in conflict management; among American man-
agers, hostility and vengefulness were seen as impediments to conflict res-
olution (Doucet et al., 2009).

� Aggression is likely to exacerbate conflict (Coleman et al., 2009).

Conclusion

Mental health nurses are likely to encounter conflict in their day-to-day work;
some of this conflict is welcomed as it may improve performance and com-
munication; much of it is unwelcome because it may increase tension, stress
and frustration, and lead to poorer outcomes for patients. Conflict may be
prevented by a cooperative communication approach. When conflict arises,
there are several approaches to minimize its negative impact and bring it to
healthy conclusion. Mental health nurses seeking to resolve conflict should
prevent it escalating by the following.

� Use person-centred issue-based approaches.
� Seek to build trust in their relations with patients and colleagues.
� Be prepared to use a variety of authoritative or facilitative interventions.
� Be mindful of the cross-cultural differences in conflict management.
� Seek to raise their levels of self-efficacy, and promote cohesion and strong

identity in teams in which they work.

Reflective questions

1 Which one of the following is an example of intragroup conflict?
� Conflict between nurse managers and frontline nurses on staffing
� Conflict between nurses and doctors as to the most appropriate form of

care
� Nurse and service user clash over treatment goals
� Having doubts about whether the care you provided was the optimal

2 What are five examples of cooperative communication that may minimize
conflict?

3 How might you use Pardey’s seven skills in resolving conflict in your work
as a mental health nurse?

4 Why is trust important in resolving conflict?
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10 Solution-focused
interventions in mental
health nursing

Introduction

This chapter is concerned with solution-focused interventions in mental
health nursing. Solution-focused interventions are those that are highly struc-
tured, have an agreed ending that is communicated to the client at the
outset, involve cognitive and behavioural components, and focus on help-
ing clients seek their own solutions. We will concentrate on three partic-
ular approaches: solution-focused brief approaches, cognitive behavioural
approaches and problem-solving interventions. Our aim is to examine
solution-focused approaches, consider the similarities and differences between
each approach, evaluate the evidence base for each approach and consider the
clinical application of each approach, to help you improve your communica-
tion skills when working with people in a professional helping relationship.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe solution-focused approaches
2 Identify the similarities and differences between each approach
3 Evaluate the evidence base for each approach
4 Consider the clinical application of each approach to help you improve

your communication skills when working with people in a professional
helping relationship

Solution-focused interventions

Solution-focused brief therapy (SFBT)

As the name suggests, SFBT, which arose from the work of de Shazer and col-
leagues at the Brief Family Therapy Centre in Milwaukee, USA (de Shazer et al.,
1986), emphasizes the notion of solution building by looking at a person’s exist-
ing resources and future hopes. A typical programme of SFBT lasts for around
five sessions. De Shazer and colleagues found that when clients exhibited prob-
lem behaviour, there were inconsistencies in this behaviour – what they called
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exceptions, i.e. clients exhibiting healthy as well as unhealthy behaviours. It
was within these exceptions that solutions to the behaviour were found.

In common with other solution-focused interventions, SFBT is also goal-
orientated, i.e. the clearer a client’s goals are, the greater the chance of these
goals being achieved. Within the identification of goals lie the client’s future
hopes. SFBT may be used as a discrete intervention on its own, or with other
interventions (Iveson, 2002). SFBT has been used with a range of client presen-
tations including depression (Sundstrom, 1993), eating disorders (O’Connell,
1998), substance misuse (Dolan, 1991) and sexual abuse (Dolan, 1991).

In Box 10.1 we describe the characteristics of SFBT (de Shazer and Berg,
1997; Gingerich and Eisengart, 2000).

Box 10.1 The characteristics of SFBT

� The therapist’s use of the ‘miracle’ question (see Table 10.1 below)
� Use of scaling questions, for example asking the client ‘On a scale of

1–10, can you rate your problem-solving skills in general’
� A consulting break, for example allowing time off for the client to work

on set tasks
� Giving the client compliments, for example praising them when they

are making progress
� Assignment of homework tasks to work on between sessions, for exam-

ple client agrees to go for a ten-minute walk every day
� Exploring strengths and solutions, for example the client identifies ex-

isting strengths and solutions they have used in the past to deal with a
current problem

� Goal setting, for example agreeing with the client the objectives of the
session

� Exploring exceptions to the problem, for example asking the client to
identify occasions when the problem did not exist

The first session in an SFBT intervention appears crucial in understanding
the client’s concerns, and setting goals (future hopes) to address these con-
cerns. Table 10.1 outlines what Iveson (2002) calls the key tasks of the first
session of SFBT. We have adapted this to show how you can use this approach
in any therapeutic encounter, and we provide examples of questions that you
may use in this encounter.

Iveson suggests a useful metric that you can use to help the person assess
his/her current state, and their ideal state. This is shown in Figure 10.1.

0 = the worst-case
scenario

3 = where the 
person is presently

7 = a good, but 
realistic outcome

10 = the perfect
solution

Figure 10.1 The Scale Framework (Iveson, 2002)
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Table 10.1 Key tasks during the first session of solution-focused interventions
(adapted from Iveson, 2002)

Mental health nurse’s task
Questions that may help the mental

health nurse achieve his/her task

Explore what the person is hoping to
achieve from the encounter

‘What are you hoping to achieve from our
session today?’

Explore what life would be like if the
person realized their hopes

‘Imagine you wake up tomorrow and you have
realized all your hopes; what do you think
would be different?’ This is regarded as the
‘miracle’ question

Explore what the person is doing now, or
has done before, to realize their hopes

‘Think of a time when you have realized your
hopes in the past. What did you do then?’

Explore what might be different if the
person took a small step towards
realizing their hopes

‘What things would you, or those close to you,
notice if you realized some of your hopes?’

To make use of the scale ask the client to identify where they are on it, i.e.
the point of sufficient satisfaction to them. The scale is used to define:

� the client’s goals
� what they are already doing to achieve these goals
� what their next step might be.

Using the miracle question is likely to help the client describe the perfect
solution. Therefore, for a client with incapacitating depression, the perfect
solution might be a life completely free of depressive symptoms. A good and
realistic outcome for the same client is managing the depressive symptoms
so that they can get on with their lives. Where the client is now involves
exploring with them what they have done that has helped them arrive at
this point or what they have done to prevent a worsening of their problem.
It is best not to explore in too much detail the worst-case scenario, but it
is worth bearing in mind that, for depressed person, this could be a life of
overwhelming depression with little remission from their symptoms.

Practice exercise: using a solution-focused communication style

You are working in a community mental health team and one of your clients is Mary.
Mary has been a long-standing client of the team, but has made little progress with
a succession of colleagues. You have been asked to work with Mary as it is thought
she may benefit from a solution-focused approach. All you know of Mary is that
she has a long history of cutting her arms when distressed. From what you have
read so far about solution-focused communication, describe how you might help
Mary overcome her distress without cutting her arms. Pay particular attention to
the aims and characteristics of solution-focused styles, where the emphasis lies when
communicating using this approach, and the key tasks and questions in your initial
assessment of Mary.
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The efficacy and effectiveness of solution-focused brief therapy

Gopfert (2002), while acknowledging the value of SBFT, questions its lack of
explanatory power, and the lack of systematic evaluation of its efficacy and ef-
fectiveness. Previous published work on SFBT tended to report clinical studies,
many of which eschewed systematic evaluation. However, since 2002, there
has been a significant increase in research testing the efficacy and effectiveness
of SFBT. The key points from this research are:

� SBFT was significantly better than no intervention or treatment as usual,
suggesting practical significance (Corcoran and Pillai, 2007)

� SFBT produced small, positive effects when compared with alternative inter-
ventions, but only the effects of SBFT on internalizing behaviour problems
such as depression, anxiety of self-concept were significant (Kim, 2008)

� SFBT appeared to improve substance use, self-esteem and behaviour prob-
lems in schoolchildren (Kim and Franklin, 2009).

These results show that SFBT has promise in producing therapeutic out-
comes that may be of relevance to mental health nurses and the people for
whom they care. Mental health nurses could incorporate the characteristics of
SFBT into a solution-focused communication style with relative ease, which
may add to their repertoire of therapeutic communication skills.

Cognitive behavioural approaches

Cognitive behavioural approaches derive from the theories of behavioural
psychologists such as Skinner in the 1950s and cognitive theorists such as
Beck in the 1960s. These theories have been combined into a therapeutic in-
tervention, which is now referred to as cognitive behaviour therapy (CBT).
CBT is a psychological intervention for various mental and behavioural disor-
ders that also incorporates components of other therapeutic approaches (e.g.
rational emotive therapy, problem-solving interventions, coping skills train-
ing). Gelder (1989) states that the development of CBT was due to:

� recognition that thoughts and feelings are central to many mental health
problems

� CBT filling a gap between behavioural and psychodynamic therapies
� CBT being scientific and more amenable to evaluation in clinical trials.

Meichenbaum (1997) identified three particular features of CBT:

1 links between thoughts, feelings and behaviour, and the resultant conse-
quences, social context and physiological processes

2 short-term (< 20 sessions) highly structured intervention
3 sensitive to the role of warmth, empathy, emotional attunement, accep-

tance, providing hope, bolstering client’s self-efficacy and nurturing a ther-
apeutic alliance.
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In CBT, a client is helped to recognize patterns of distorted thinking and
dysfunctional behaviour and through systematic discussion is helped to de-
velop behavioural assignments to evaluate and modify the distorted thoughts
and dysfunctional behaviour. The process of CBT will largely be influenced
by the nature of the client’s presenting problems. Table 10.2 shows features
common to most applications of CBT.

CBT is now used in the treatment of a wide range of mental, behavioural
and physical disorders, including:

� the management of persistent symptoms of schizophrenia resistant to med-
ication (Sensky et al., 2000)

� anxiety (Clark, 1989)
� obsessive-compulsive disorders (Salkovskis and Kirk, 1989)
� depression (Fennell, 1989)
� eating disorders (Fairbairn and Cooper, 1989)
� medication concordance (compliance) (Kemp et al., 1996)
� HIV/AIDS (Molassiotis et al., 2002)
� chronic fatigue syndrome (Price and Cooper, 2000).

The efficacy and effectiveness of cognitive behavioural approaches

CBT has been evaluated through numerous well-designed studies across a
range of mental health and other health problems. For example, it is shown
to be:

� superior to befriending (having a buddy or friend to help), especially in the
long term in clients with persistent symptoms of schizophrenia resistant to
medication (Sensky et al., 2000)

� better than standard care alone in reducing relapse rates in people living
with schizophrenia (Jones et al., 2000)

� beneficial in improving physical functioning in adult outpatients with
chronic fatigue syndrome, when compared with relaxation or medical man-
agement (Price and Cooper, 2000).

� better than peer support and counselling or no formal intervention in
Chinese people symptomatic with HIV living in Hong Kong (Molassiotis
et al., 2002)

� beneficial for anxiety disorders, phobias, obsessive compulsive disorder,
post traumatic stress disorder, chronic pain and depression (O’Carroll,
2006).

There is now an established evidence base for many CBT approaches. The
Oxford Guide to Low Intensity CBT Interventions (Bennett-Levy et al., 2010)
reports on the many applications of these approaches and the evidence base
supporting these interventions. Many of the interventions can be used with
ease by mental health nurses in their day-to-day practice with minimal ad-
ditional training. The final part of this chapter will examine problem-solving
interventions.
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Table 10.2 Common features of CBT

Assessment Treatment Evaluation

Behavioural interview, e.g.
an interview to establish
the nature and extent of
the problem behaviour
and its effect on the
client’s life

Self-monitoring, e.g. asking
the client to keep a diary
noting when the
behaviour occurs and
what might have
triggered it

Self-report, e.g. asking the
client to complete a
rating scale to assess the
level of depression; the
Beck Depression
Inventory can be used
for this

Information from others,
e.g. asking other people
involved in the client’s
life what they think

Direct observation, e.g.
noting what you observe
about the client’s
behaviour during the
interview

Physiological measures, e.g.
if the client is anxious,
checking their pulse and
blood pressure

Cognitive restructuring – this
involves helping the client to
change negative thoughts into
more realistic ones

Cognitive re-appraisal, e.g. asking
the client to re-assess the
conclusions they draw from
certain incidents. If the client
fails a driving test and they
conclude that they are a failure,
asking them to identify things in
which they have succeeded to
counteract the negative
conclusion

Coping skills, e.g. suggesting ways
in which the client can improve
their coping skills; you can teach
them how to relax by breathing
deeply and slowly if anxious,
instead of overeating

Problem solving (see Table 10.4
below)

Behavioural activation, e.g. helping
the client to identify things that
give them pleasure and helping
them to do more of these things

Guided self-help, e.g. helping the
client identify self-help manuals
and guiding them through using
these on their own

Exposure, e.g. used in treating
phobias where the client is
exposed gradually to a feared
object and helped to manage
their fear

Response prevention, e.g. often
used with exposure whereby
when the client is exposed to a
feared object they are
disallowed from using safety
behaviours to avoid the object

Anxiety outcomes, e.g.
measuring the client’s
anxiety levels by
questionnaire, pulse,
blood pressure or taking
a blood test to detect
adrenaline levels

Behavioural outcomes, e.g.
measuring differences in
the client’s behaviour
such as dealing with a
feared object instead of
avoiding it

Compliance levels, e.g.
measuring the client’s
adherence to treatment

Client’s perception of
success, e.g. asking the
client for their views on
how successful the
treatment was for them

Level of coping skills, e.g.
measuring how well the
client copes with
everyday issues that
were once a problem for
them, such as when a
client with
claustrophobia takes a
lift instead of using stairs

Physiological changes, e.g.
changes in heart rate
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Using cognitive behavioural approaches in mental health nursing

This section focuses on how you can use aspects of cognitive behavioural ap-
proaches in your communication with people for whom you care. In Table 2.3
we outlined the core attitudes, values and skills required in developing, main-
taining and ending therapeutic encounters. These are also important in using
cognitive behavioural approaches in your everyday practice. We recommend
you refer to Chapters 2 and 7.

We will now focus on four different aspects of cognitive behaviour ap-
proaches:

1 the five areas approach
2 behavioural activation,
3 cognitive restructuring
4 problem solving.

The five areas approach

The five areas model is an approach to assessment using cognitive behavioural
principles that Chris Williams and colleagues (Williams and Chellingsworth,
2010) at the University of Glasgow developed. The five areas approach adheres
to the traditional cognitive behavioural approaches of showing how thoughts,
feelings and behaviours interact in developing and sustaining dysfunctional
anxiety and mood disorders such as depression. It is an approach that can be
incorporated with relative ease into the day-to-day practice of mental health
nursing. Figure 10.2 illustrates the five areas approach.

We shall demonstrate how you can use this approach with someone for
whom you are caring.

Practice exercise

Susan is a 38-year-old mother of two young children who has been referred to your
mental health team by her GP who believes she is anxious. She has been allocated
to your caseload. You are conducting as assessment interview with Susan, during
which you use the five areas approach. The following illustrates how you can use this
approach.

1 Ask Susan to identify a specific and typical situation where she has recently felt
highly anxious. She reports a sudden phone call from her husband to say he must
remain at work and requesting Susan to pick up the children from school. Susan
has not done this for some time and recalls feeling highly anxious when she did this
because she felt the other parents were talking about her in a negative manner.

2 Having identified the specific situation, ask Susan to record the altered thinking
associated with this situation. For example, this might include ‘I thought I was a
bad mother.’
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Situation

Altered
thinking

Altered
physical

symptoms

Altered
feelings

Altered
behaviour

Figure 10.2 The five areas approach to assessment

3 Ask Susan to record physical symptoms associated with the situation. These may
include feeling hot, flushed, sweaty and panicky.

4 Ask Susan to identify altered feelings associated with the situation. For example,
these may include feeling anxious.

5 Finally, ask Susan to record altered behaviour linked to the situation. This may
include refusing to leave the house because of the anxiety.

There are several benefits to using the five areas approach.

� It helps you capture important information about a client’s thoughts, feel-
ings and physical symptoms, and how these influence behaviour.

� It gives you a structure to your assessment.
� It involves the client actively.

Having used the five areas approach in your assessment, you may use some
cognitive behavioural approaches as a treatment. We describe four such ap-
proaches below, starting with behavioural activation.
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Table 10.3 Six steps in using behavioural activation (from Richards and Whyte, 2009)

Six steps Mental health nursing activities

Step 1: Explain BA, e.g. BA is an
intervention that helps people re-create
everyday routines and increase activities
that give them pleasure

Key things to communicate to David are
the relationship between physiological,
cognitive and behavioural symptoms,
how avoidance sustains low mood, and
how routine, pleasurable and meaningful
activities can change things

Step 2: Identify routine, pleasurable and
necessary activities

Ask David to identify things that he would
normally do if he were not depressed

Step 3: Make a hierarchy of routine,
pleasurable and necessary activities

Ask David to rank the activities identified in
step 2 in order of importance: low,
medium and high priority

Step 4: Plan some routine, pleasurable
and necessary activities

Help David plan routine, pleasurable and
meaningful activities starting with the
lowest ranked initially. This could form
the basis of a week of planned activities
that David can record in the form of a
diary

Step 5: Implement BA exercises, i.e.
participating in the routine, pleasurable
activities

Help David carry out the planned activities
and ask him to make a list of the activities
he does, for example taking the dog for a
walk, visiting a friend, listening to music

Step 6: Review progress Review progress with David by asking him
to list those activities he managed to
complete

Behavioural activation (BA)

BA is a structured psychological intervention that is often used as part of CBT,
but has an increasingly strong evidence base when used on its own (Richards,
2010). The effectiveness of BA derives from it usefulness in targeting avoidance
in people with depression (Richards and Whyte, 2009). Essentially, BA is an
intervention that helps people re-create everyday routines and increase activi-
ties that give them pleasure. Mental health nurses are well placed to use BA in
day-to-day work. Table 10.3 outlines the six steps of BA and we show you how
to use these steps when working with people in your care, using David as an
example. David is a young man living with depression who you have taken
on to your caseload in your role as a nurse in an early intervention team.

BA focuses mostly on re-discovering behaviours, the everyday routine and
pleasurable activities that have given people satisfaction, but that have been
dormant as a result of depression. BA is method of working with people on
behavioural change. When people are depressed they often express automatic
thoughts that are unhelpful, intrusive and, although they are real to the per-
son expressing them, are generally irrational and likely to perpetuate their
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low mood. Cognitive restructuring is an approach that you can use to help
people to modify automatic thoughts by assisting them to recognize, scruti-
nize and confront them. We will now explain how to incorporate cognitive
restructuring into your work as a mental health nurse.

Cognitive restructuring

Richards and Whyte (2009) identify three stages to cognitive restructuring.
We shall demonstrate how you can use these stages with David, to whom we
referred in our BA exercise.

Clinical scenario
� Stage 1 – Recognizing thoughts: Ask David to identify a situation in which he

felt a particular emotion. Such a situation may include failing a driving test, a job
interview or a relationship breakdown. Ask him to rate the emotion on a scale of
0–10 with 0 being the weakest emotion and 10 being the strongest. Following this,
ask David to write down the automatic thoughts associated with the situation,
e.g. failing a driving test could lead to the automatic thought of being a failure as a
person. Help him to pin down the most salient thought, the so-called ‘hot thought’,
and the one causing the greatest distress. Finally, ask David to identify the strength
of his belief in the hot thought from 0, little belief, to 10, the strongest belief.

� Stage 2 – Search for the evidence: Ask David to choose an automatic thought
to work on, usually the ‘hottest thought’ with a rating of at least 6 out of 10. For
this thought, ask David to write down the evidence for and against this thought.
For example, David’s hottest thought is ‘I am a failure as a person, that’s why I failed
my driving test.’ Ask him to write down what evidence leads him to this conclusion.
Now ask him to write down evidence to challenge this conclusion. For example, ‘I
failed my driving test because I did not prepare enough. I have succeeded at things
for which I have prepared.’ This approach allows for a more balanced assessment
of the conclusion.

� Stage 3 – Restructuring thoughts: Help David to re-examine the automatic
thoughts in light of the evidence identified in stage 2, write down new thoughts
and consider the feelings associated with the new thoughts. For example, having
re-examined the evidence, David is likely to put the driving test failure into context
in light of his success at other things and will thus feel better. Then ask David to
rate his strength of belief in each new thought from 0–10. Finally, help David to
recognize how his feelings may change after having identified new thoughts.

Having considered the value of helping people to modify automatic thoughts by
assisting them to recognize, scrutinize, confront and challenge these thoughts
and thus recover from depression, we now turn our attention to what is a
common-sense approach to dealing with overwhelming problems: problem-solving
interventions.
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Problem-solving interventions (PSI)

PSI are brief psychological approaches that involve helping clients identify
specific problems, arrive at helpful solutions, implement the solutions and
evaluate the effect of these solutions (Mynors-Wallace and Lau, 2010). PSI
are recommended by the National Institute for Health and Clinical Excellence
(NICE) for the treatment of minor to moderate depression. PSI are underpinned
by a view that everyday problems contribute to people’s symptoms, therefore
if the problem can be tackled, and hopefully resolved, the symptoms will
reduce or disappear. There are seven stages to PSI.

� Stage 1: This is where you explain what is meant by PSI, e.g. tell the client
that PSI help people identify specific problems, list helpful solutions, use
these solutions and assess their impact.

� Stage 2: This involves identifying specific problems in a clear and concise
manner, for example ‘I sleep for three hours each night.’

� Stage 3: This is where the person identifies all potentially helpful solutions
to the problems identified in stage 2, for example sleeping for eight hours
each night.

� Stage 4: At this stage the person is ask to prioritize all potential solutions
and select the most helpful.

� Stage 5: Here, the person plans how to implement the solutions, for ex-
ample avoiding drinking coffee before bed.

� Stage 6: At this stage, the person implements the chosen solutions.
� Stage 7: During this stage, the person assesses how successful the solutions

have been.

Mental health nurses can use PSI easily and, in Table 10.4, we show examples
of how you can help people in your care use PSI to help them recover. The
stages shown in Table 10.4 can be used in brief encounters with the person or
as part of a longer session. If you learn quickly how to use this approach with
people in general, you will equip yourself with a valuable set of therapeutic
tools that have been shown consistently to help people overcome everyday
problems that threaten to incapacitate them. A basic PSI session takes around
30 minutes to complete. Three to four sessions should suffice.

The efficacy and effectiveness of PSI

PSI is sometimes referred to as problem-solving therapy (PST). There is a strong
evidence base demonstrating the efficacy and effectiveness of PSI across a
variety of problems and cultural groups. This evidence base shows PSI:

� was better than usual treatment (Gellis and Kenaley, 2008)
� had a positive effect in people with emotional disorders, self-harm and

physical health problems (Mynors-Wallis and Lau, 2010).

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-10 MHBK040-Morrissey July 15, 2011 13:10 Printer Name: Yet to Come

148 Communication Skills for Mental Health Nurses

Table 10.4 Applying problem-solving interventions in mental health nursing (Richards and
Whyte, 2009; Mynors-Wallace and Lau, 2010)

Stage of PSI and features
of stage Role of mental health nurse

Stage 1: Explanation of PSI Explain the rationale and evidence base (see below) for using
PSI, e.g. show how everyday problems can contribute to
symptoms and how PSI can help resolve problems and
tackle symptoms

Stage 2: Identify and define
problem(s)

For each problem identified, break it down into specific
parts, e.g. lack of interest in everyday issues can be broken
down into:
what kinds of everyday issues
when these occur
where they occur and
who may be involved
It might help to rank the problems in order of most to
least troublesome

Stage 3: identify specific
solutions

Help person recognize all possible solutions and the
resources they can bring to the solutions

Stage 4: Choose a solution
for each problem

At this stage, you can help the person select what they think
will be the most appropriate solution for each problem.
Helping them recognize their resources to deal with
solutions is important to ensure they do not fail because
of choosing an inappropriate solution. For example ‘what
do you think will help you to go for a walk each day?’,
‘who could help you to get out of the house every day?’

Stage 5: Planning the
implementation of chosen
solutions

Help the person make sensible plans to implement chosen
solutions, for example:
what exactly will they do?
when exactly will they do this?
where will they do it and with whom?

Stage 6: Implement chosen
solutions

The person implements the solution and you ask them to
keep a record of their progress

Stage 7: Evaluation Here, you help the person reflect on their progress towards
solving the problems; reinforce where there has been
progress

Conclusion

There is a strong evidence base showing the efficacy and effectiveness of
solution-focused interventions. Most mental health nurses, some with lit-
tle additional education, can use many of the interventions shown in this
chapter with relative ease. The solution-focused interventions presented in
this chapter require strong partnership working between you and the people
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for whom you care professionally. They are interventions that enable people
to identify, and use systematically, their own resources towards their own
recovery.

Reflective questions

1 What are the four key tasks for nurses using SFBT and what questions can
mental health nurses use to achieve these tasks?

2 How can you use the five areas approach to assessment in your clinical
work?

3 Why might you use the six stages of BA in your clinical work?
4 What examples from each of the approaches described in this chapter help

you to improve your communication skills when working with people in
a professional helping relationship?
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11 Motivational
interviewing in mental
health nursing practice

Introduction

This chapter introduces motivational interviewing (MI) and a step-by-step
guide to how to use the principles of MI in practice. In particular, we will
focus on distilling what is MI, the theory underpinning MI approaches, the
phases of MI and examining in detail how mental health nurses can apply MI
skills in routine practice.

Learning outcomes

By the end of this chapter, you should be better able to:

1 Describe MI
2 Describe the theory behind MI
3 Discuss how mental health nurses can use MI in routine practice

What is motivational interviewing?

Mental health nursing often involves helping people change from being over-
whelmed by mental distress, to a position where they recover to lead lives that
are meaningful and satisfying to them. People seeking mental health care are
often looking to change aspects of their lives. However, people seeking change
are often ambivalent, and may lack the will, ability or readiness to change
(Hettema et al., 2005). MI is a person-centred, but directive, therapeutic in-
tervention designed to help people improve their readiness to change (Miller
and Rollnick, 2002). MI has its practical origins in humanistic approaches to
therapy based upon the work of Carl Rogers (1961). Box 11.1 shows the key
features of MI.

Box 11.1 Features of motivational interviewing
� A counselling method which is a form of therapy
� Designed specifically to evoke health-related behaviour change
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� Person-centred, i.e. the focus is on the person seeking help, not the nurse
providing help

� Directive in momentum, i.e. the purpose of MI is directed towards ar-
riving at a solution helpful to the service user

� Relationship building, i.e. developing a sound therapeutic relationship
is a core component of MI (see Chapter 2 on how to do this)

� Uses cognitive and behavioural processes to assess and improve stages
of change, i.e. MI is about helping people recognize how unhelpful
thoughts might shape behaviour, challenging these thoughts and thus
changing the behaviour

� Emphasizes the resolution of immobilizing ambivalence, i.e. the nurse
challenges the service user’s ambivalence about change

� Does not evoke arguments against change, instead promotes change
� Seeks to elicit person’s own reasons for change – that is, help the person

identify their reasons for change
� Uses reflective listening in directive manner – that is, listen carefully to

what the person is saying and reflect themes back to them

Self-motivational statements

It is important to listen for and reinforce increases in five self-motivational
areas:

1 self-esteem, for example how the person feels about themselves
2 concern, for example concern for change
3 competence, for example ability to change
4 knowledge of problems and strategies
5 desire for change.

When applying MI at an early stage of the therapeutic encounter, be careful
to establish an atmosphere of trust and acceptance, allow the person to explore
his/her problems, allow the person to do most of the talking, listen carefully
and ask open-ended questions (see Chapter 1). In Box 11.2, we outline some
ways in which you can develop skills in using MI in everyday therapeutic
encounters.

Box 11.2 Developing skills in using MI in everyday therapeutic
encounters

Explanatory questions

‘You say heroin helps you cope – tell me a little more. What does it help
you cope with?’

(continued)
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‘You say you have worries about using crack. Can you tell me what worries
you?’

Reflections

Making a guess as to what the person means by reflecting it back to them
for confirmation or clarity, ‘it sounds as if you are not certain about . . . ’

Information is often coded; hear the words and understand the meaning.
Check out with the client if you are unsure, for example ‘can I just check
that I have understood you correctly? You say that . . . ’

Return the client’s reflection as a statement not a question, for example ‘so
you’re more anxious when around certain friends than others . . . ’

Avoid asking ‘why’ questions; why questions can give the impression that
you are expressing moral disapproval. Instead of asking ‘why did you do
that?’ say, ‘Tell me the reasons behind that action.’

The five principles of MI

There are five fundamental principles of MI:

1 expressing empathy
2 developing dissonance
3 avoiding arguments
4 rolling with resistance
5 supporting self-efficacy.

The following are examples of how to apply these principles in your work
as a mental health nurse.

� Expressing empathy: Make statements that show you understand the
impact of the client’s problems on their life, e.g. ‘That must have been
traumatic for you.’

� Developing dissonance: When developing dissonance we recom-
mend using an antecedent-behaviour-consequence approach (ABC). The
ABC approach consists of:
� antecedent: identifying the immediate event that precedes a given

behaviour
� behaviour: identifying how a person responds generally to a given

behaviour
� consequence: identifying what occurs as a result of the given

behaviour.

Phillips and Callaghan (2009) outline how this approach works in practice
with a person using illicit substances. See below how the ABC approach is
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used with Paul, who struggles to contain his aggressive impulses and whom
you encounter while working on an acute inpatient ward.

� Avoiding arguments: Do not get into a war of attrition with the
client.

� Rolling with resistance: If the client states that they do not want
to work with your suggestions, ask them to identify actions they think
might work and help them prioritize a list of what actions to take first.

� Supporting self-efficacy: Raise the client’s belief in their ability to
help themselves by asking them to make a list of actions that have
helped them successfully in the past, trying these actions again and,
where successful, praising the client for their efforts.

Practice exercise

Paul was admitted to your ward three days ago. His behaviour since admission has been
erratic, characterized by bouts of verbal and physical aggression towards staff and other
patients, and moments where he is calm and affable. The following practice example
shows you how to demonstrate skills in caring for Paul using the ABC approach to
help him understand what his aggressive behaviour represents.

Antecedent Behaviour Consequence

Ask Paul to list immediate
triggers for his aggression,
e.g. feeling neglected, being
bored.

For each of the triggers ask
Paul to list how he generally
responds to these triggers,
e.g. he assaults staff and
other patients.

Paul is restrained, and
restrictions are imposed
on his time out of the
ward.

Using the ABC approach to help Paul manage his aggressive impulses to avoid the
negative consequences, you may want to consider the following alternative.

Antecedent Behaviour Consequence

Paul identifies that he is
feeling neglected and is
bored.

Paul asks you for some
therapeutic time to discuss
how to deal with his
feelings of neglect and
boredom.

Paul gets 30 minutes of
therapeutic time with you.
You agree that he can have
time out from the ward to
take a walk. He thus avoids
being restrained and having
restrictions placed upon
him; i.e. his behaviour now
has positive consequences.

(continued)
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� It is important that you make clients aware of the possible consequences of contin-
uing with the behaviour that they regard as problematic, for example for someone
who misuses substances you can say: ‘Have you thought of what might happen if
you continue to inject harmful drugs using needles shared with others?’

� Your role is to help the client highlight the discrepancy between what they want
to achieve, and their current behaviour, for example ‘You say that it is your goal to
avoid getting infected with HIV, yet you are still injecting drugs using needles that
you share with other drug users and this is a major source of HIV infection.’

� You can also help the client note how changing their behaviour will help them
achieve desired goals, for example ‘If you inhaled the heroin instead of injecting it,
you will avoid the risk of HIV infection though this route.’

� It is crucial that you show change is possible, e.g. share your successes with previous
clients, and that you instil hope by remaining positive about the client’s ability to
change.

Applying the three phases of MI in mental health nursing

There are three phases of MI:

1 the eliciting phase
2 the information phase
3 the negotiation phase.

The eliciting phase is characterized by assessing readiness to change. For
example, the use of a Readiness to Change questionnaire or ruler will help
establish how ready the person is to change the unhelpful behaviour. For
example, when using the Readiness Ruler, you ask the person to rate on a score
of 1–10 how ready they are to change. For people seeking your help to change
their substance misuse pattern, you may ask them three specific questions:

1 How important is it to change their substance misuse pattern?
2 How confident are they that they can change their substance misuse

pattern?
3 How realistic is it that they will avoid substance misuse in the long term?

In the information phase, you seek the client’s views as to their goals for
changing unhelpful behaviour. For example, in relation to substance misuse
you may pose the question: ‘What is your goal for the substance you misuse?’
You may want to anchor the responses as:

� ‘not using at all’
� ‘cutting down’
� ‘continuing to use or undecided’.

In the negotiation phase, you work with the person to agree a plan for how
change may occur. For example, you may ask the client to consider: what
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actions they have taken in the past to change their substance misuse; what
worked well, less well or what did not work at all.

For those actions that had some previous success, ask the client to consider
what made them successful and what they can learn from these to change
current behaviour.

Practice exercise

To help you understand how to apply the three phases of MI, identify a friend with
whom to try this exercise. First, ask your friend to identify any aspect of their lifestyle
they want to change. This may be changing to a healthier diet, taking more exercise
or spending more time on leisure pursuits. Once they agree on a lifestyle change, ask
your friend:

1 To rate on a scale of 1–10 how ready they are to change, 1 being not at all ready,
10 being maximum readiness. If they score 5 or above they are sufficiently ready
to change. If they are ready to change:

2 To rate on a score of 1–5 how important is the change to them, 1 being of no
importance, 5 being of huge importance. A score of 3 or above suggests they
think it is important to change. Now:

3 To rate from 1–5 how confident they feel to make the change, 1 being not all
confident, 5 being extremely confident. A score of 3 or above suggests they are
sufficiently confident in their ability to change. Finally:

4 To rate from 1–5 how realistic it is that they will avoid their previous lifestyle if
they make the change to a different lifestyle, 1 being little likelihood, 5 being highly
likely. A score of 2 or below suggests there is little likelihood they will revert to
their previous lifestyle. Now:

5 To identify what is their main goal in changing their diet/taking more exercise/
spending more time on cultural pursuits? Now:

6 To make a list of things they can do to change their diet/take more exercise/spend
more time in cultural pursuits. It may help to remind them of things that worked
for them in the past when trying to change these aspects of their behaviour. Now:

7 To rank the list of things with the most important being at the top of the list and
the least important being at the bottom of the list.

8 To work through the list in order of priority.

The three phases of MI work alongside other aspects of MI that we will now
consider. We will start with considering a theory behind using MI, and show
you how you can use this theory in communicating effectively using MI.

Applying MI theory to communicating using MI

MI has its roots in the Transtheoretical Model of Change, or TTM (Prochaska
and Marcus, 1994; Callaghan et al., 2010). The TTM has four related concepts
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considered central to behavioural change. These are stage of change, self-
efficacy, decisional balance and process of change. These will now be explained
in relation to exercise.

Stages of change are the client’s current state of behaviour. An example of
the stages in relation to exercise is as follows.

1 Precontemplation – not even thinking about exercising.
2 Contemplation – seriously considering exercising.
3 Preparation – making plans to change by joining a gym.
4 Action – exercising regularly at the gym but for fewer than six months.
5 Maintenance – exercising regularly for more than six months.
6 Relapse – reverting to not exercising regularly.

The TTM proposes that individuals progress through a series of stages before
they achieve a sustained change in the behaviour. When assessing people’s
stage of change the mental health nurse has several tasks to consider, which
are shown in Box 11.3.

Box 11.3 Stages of change and the mental health nurse’s tasks

� Pre-contemplation – ask questions about the client’s readiness to change
� Contemplation – help person to identify reasons for change
� Preparation – help person determine best course of action, for example

joining an exercise group, a gym or using stairs instead of lifts
� Action – help person make a plan to change, for example help negotiate

access to facilities, accompany them on brisk walks, enrol them on your
unit’s exercise activities

� Maintenance – help person identify and use strategies to prevent relapse,
for example ask client to keep a diary of activities and how they feel;
reinforce the positive benefits they identify

� Relapse – help person revisit reasons for change as in contemplation

Self-efficacy is the client’s belief that they have the confidence to change
their exercise behaviour, even under adverse conditions like being too tired.
You can assess the client’s self-efficacy levels by asking five simple questions
(Callaghan et al., 2010). These are:

Ask the client how confident they feel – from not at all confident scoring
1, moderately confident, scoring 3 or extremely confident scoring 5 – about
exercising even when tired, in a bad mood, when the weather is poor, when
they don’t have time and even when on holiday.

Individuals with high self-efficacy should feel confident that they could
exercise even when faced with barriers such as tiredness, time pressure or a
bad mood. Exercise self-efficacy should increase as individuals move through
the stages of change towards maintenance.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.158.117] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: KPB/XYZ P2: ABC
MHBK040-11 MHBK040-Morrissey July 15, 2011 13:12 Printer Name: Yet to Come

Motivational interviewing in mental health nursing practice 157

Practice exercise

Consider the five questions designed to assess self-efficacy for exercising. Answer each
question and calculate your own self-efficacy score. A total score close to 5 suggests
that you are low in self-efficacy, a total score close to 25 means that you are high in
self-efficacy. Consider your total score and reflect what your score might mean for
how you can help improve a client’s self-efficacy.

Decisional balance is the client’s assessment of the pros and cons of exercis-
ing. You can assess the client’s decisional balance by using the questionnaire
in Figure 11.1 designed for this purpose (Callaghan et al., 2010).

Not at all
important

Moderately
important

Extremely
important

1 I would have more energy for my
family and friends if I exercised
regularly.

1 2 3 4 5

2 Regular exercise would help me
relieve tension.

1 2 3 4 5

3 I think I would be too tired to study
after exercising.

1 2 3 4 5

4 I would feel more confident if I
exercised regularly.

1 2 3 4 5

5 I would sleep better if I exercised
regularly.

1 2 3 4 5

6 I would feel good about myself if I
kept my commitment to exercise
regularly.

1 2 3 4 5

7 I would find it difficult to find an
exercise I enjoy that is not affected by
bad weather.

1 2 3 4 5

8 I would like my body better if I
exercised regularly.

1 2 3 4 5

9 It would be easier for me to perform
routine physical tasks if I exercised
regularly.

1 2 3 4 5

10 I would feel less stressed if I
exercised regularly.

1 2 3 4 5

11 I feel uncomfortable when I exercise
because I get out of breath and my
heart beats faster.

1 2 3 4 5

12 I would feel more comfortable with
my body if I exercised regularly.

1 2 3 4 5

Figure 11.1 Decisional Balance Questionnaire (continued)
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Not at all
important

Moderately
important

Extremely
important

13 Regular exercise would take too
much of my time.

1 2 3 4 5

14 Regular exercise would help me have
a more positive outlook on life.

1 2 3 4 5

15 I would have less time for my family
and friends if I exercised regularly.

1 2 3 4 5

16 At the end of the day, I am too
exhausted to exercise.

1 2 3 4 5

Figure 11.1 Decisional Balance Questionnaire (continued)

Typically, individuals who exercise have a positive decisional balance in
that the positive beliefs about exercise outweigh the negative beliefs. In con-
trast, the decisional balance of sedentary individuals is generally negative
(Callaghan et al., 2010). In addition, as individuals progress through the stages,
a systematic shift in decisional balance should occur. Specifically, pros should
increase when individuals move from pre-contemplation to contemplation. In
contrast, cons should decline progressively in the move from contemplation
to action and maintenance.

Practice exercise

Select a client with whom you are working and have a discussion about exercise. Using
the decision balance questionnaire as a guide, discuss with the client the pros and cons
of exercising. From their responses to these questions, list five pros and five cons of
exercising for this client.

The final part of the TTM is the processes of change. Processes of change are any
activity that the client does to modify their mood, behaviour, cognition or relationships.
An example of the processes and how you can use them when communicating with
clients about exercise are shown in Box 11.4.

Box 11.4 Examples of process of change

Name of
process Description

Ask the client to
identify

1. Consciousness
raising

Increasing knowledge about
the benefits of exercise

Some benefits of
exercising

2. Dramatic relief Reacting to warnings about
the risks of not exercising

Their typical reaction
to warnings about
not exercising
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Name of
process Description

Ask the client to
identify

3. Environmental
re-evaluation

Caring about
consequences to others
of not exercising

How they feel not
exercising affects how
others see them

4. Self-re-
evaluation

Comprehending the
benefits of exercise

How they might feel if
they exercised more

5. Social
liberation

Increasing healthy
opportunities to
exercise

Opportunities to exercise
near where they live

6. Self-liberation Committing yourself to
exercise

How committed they are
to exercising

7. Helping
relationships

Enlisting social support to
help you exercise more

Who they can turn to for
help to exercise more,
e.g. a friend who is a
regular exerciser

8. Counter-
conditioning

Substituting alternatives How they can take
advantage of
opportunities to
exercise more, e.g.
asking GP for some
exercise on prescription
vouchers

9. Reinforcement
management

Rewarding yourself How they can reward
themselves for
exercising more

10. Stimulus
control

Reminding yourself to
exercise

Reminders to exercise,
e.g. leaving reminders
around the house or
asking the gym to text
a reminder

These ten processes can be categorized into two broad classes, namely Expe-
riential and Behavioural. Experiential processes cover individuals’ awareness
of how exercise may help them, and their feelings about exercising. Processes
1–5 are examples of experiential processes. Behavioural processes are things
that individuals do to help them exercise, such as rewarding themselves when
they exercise, having friends who encourage them to exercise and placing
things around the house that will remind them to exercise. Processes 6–10 are
examples of behavioural processes. People generally use different processes
during particular stages of change. For example, individuals in the ‘lower’
stages, namely Precontemplation, Contemplation and Preparation, generally
use more experiential and fewer behavioural processes than people in the
more active stages, namely Action and Maintenance. In contrast, those in
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Action and Maintenance generally use more behavioural and fewer experien-
tial processes (Callaghan et al., 2010).

Practice exercise

You are working in a substance misuse treatment centre when you encounter Michael.
Michael has been using illicit substances for many years and has made several attempts
to get off drugs and remain ‘clean’, mostly without success. After his most recent
attempt he managed to get to the maintenance stage – he remained drug free for
nearly two years. However, he has recently relapsed and was referred to your centre
by his GP. Using an MI approach, describe how you will work with Michael to help him
move from relapse to action in his pursuit of a drug-free lifestyle. Consider how you
would demonstrate the essential features of MI, how you can assess Michael’s readiness
to change and the application of the five principles of MI in working therapeutically
with Michael.

In the final part of this chapter, we want to consider the evidence for the
efficacy and effectiveness of MI in mental health care.

Evidence-based MI

There have been many studies published testing the effect of MI. We will
report the key results of several important studies.

When compared with no treatment or placebos, i.e. dummy treatment, MI
produced:

� a 56% reduction in problem drinking and a 51% reduction in substance
misuse (Burke et al., 2003)

� a 59% improvement on general health and mental health outcomes
(Hettema et al., 2005)

� improvements in psychotic symptoms and satisfaction with medication
(Maneesakorn et al., 2007)

� improved the participants’ self-esteem, quality of life, depression and social
support (Callaghan et al., 2010).

In summary, health care professionals who use MI are more likely to:

� extract more change talk
� decrease resistance levels from clients
� increase the likelihood that clients will change their behaviour in a positive

direction.

Therefore, mental health nurses seeking to help people change are likely to
succeed if they adopt MI. The strength of their commitment to helping people
change is important to whether change in clients actually occurs.
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Conclusion

MI has the potential to help you in your everyday therapeutic encounters with
people seeking your professional help. Many of these encounters may involve
helping people change an aspect of their behaviour that they find unhelpful or
troubling, or that affects negatively their day-to-day life. By assessing people’s
readiness to change, seeking information on desired goals for change, nego-
tiating strategies to help the person change behaviour to achieve these goals
and applying the five principles of MI, you are enhancing your therapeutic en-
counters. Consequently, your communication becomes more person-centred
and humanistic, and it is facilitating positive change that will help people in
your care achieve meaningful and satisfying lives – an important step in their
recovery from overwhelming mental distress.

Reflective questions

1 What is the mental health nurse’s role in using the ABC approach to reduce
incidents of violence on a mental health unit?

2 When using the Readiness to Change Ruler in working with a person seek-
ing to change their substance misuse, identify three specific questions that
may help them understand their readiness to change.

3 At each of the six stages of change, what is the key task for mental health
nurses?

4 What are the five principles of MI? What is the rationale behind each
principle? In addition, what mental health nursing skills can you use to
apply these principles in practice?
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“The combination of knowledgeable discussion and richly illustrated case 
examples makes this an innovative text and an essential resource for 
those who are challenged with delivering mental health care. A must  
read for all students.”
Allison Tennant, Nurse Consultant and Psychotherapist,  
Rampton Hospital, UK

“This useful book focuses on the skills that are absolutely central and 
essential to all mental health nursing, from basic communication skills  
to specific interventions and approaches.”
Dr Neil Brimblecombe, Director of Nursing/Chief Operating Officer, 
South Staffordshire & Shropshire Healthcare NHS Foundation Trust

This practical book provides a comprehensive guide to communication 
in mental health nursing, with an emphasis on demonstrating the use 
of different skills in various clinical settings. Written by experienced 
mental health professionals, the book is richly illustrated with a range 
of clinical case examples that will be recognisable to all nurses.

Centred on the communication process as a whole, the topics are 
carefully presented through the use of patient-nurse dialogues and 
exchanges which bring the subject to life. This will help you to:

Develop essential communication skills •	

Communicate confidently•	

Use phatic communication effectively•	

Use self-reflection in your practice •	

Develop the ability to deal with conflict •	

Develop empathic helping relationships  •	

Draw upon various therapeutic models of communication•	

JeAN MORRiSSey is Lecturer in Mental Health Nursing at the School  
of Nursing and Midwifery Studies, Trinity College Dublin, Ireland. 

PATRiCK CAllAgHAN is Professor of Mental Health Nursing and 
Director of Research at the School of Nursing, Midwifery and 
Physiotherapy, University of Nottingham, UK.
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