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Abstract

The study outlines the views of mental health reirséAustralia, Ireland and
Scotland on what mental health nurses do. The nsgsofrom the eight groups were
subject to thematic content analysis. Six themesrged of which, “Cynical
perspectives” is the subject of this paper. Thentheescribed mental health nurses as
being ‘go-fors’, having a negative effect on seevitsers and being agents of the
medical profession. The discussion centres on rheatdth nurses’ perceptions of
their professional image and also their role iatieh to their practice. Possible
explanations for these perceptions are consid@atential ways of changing mental

health nurses perceptions of their professionaperend their role are outlined.
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What do mental health nursesdo?

Mental health in developed countries has been giodeg major change in terms of
the liberalisation of legislation, decentralisatmfrdecision making and adoption of
the recovery orientated approach. Like other dgeslacountries such as Australia
and the UK Ireland has been going through majongbsa affecting mental health
nursing including mental health law, policy andveer delivery. A new Irish Mental
Health Act (2001) has recently been introduceds Rt brings Ireland into line with
the international human rights standards and offsspect for the rights of the person
to dignity, bodily integrity, privacy and autonorby such means as establishing a
automatic independent review of people who have lble¢ained involuntarily in
hospital (Government of Ireland 2001). The Vision€hange report which was
released in Ireland in 2006 recommended a commbaigd focus with a recovery
orientation including greater involvement of seevicsers and their carers (DoHC
2006). Other changes in Ireland have been in mae&lth nurse education with the
introduction of the direct entry degree programmenental health nursing and the
role of the mental health nurse with the creatibthe clinical nurse and the advance
nurse practitioner roles. Given these new circuntgta, mental health nurses are
faced with the task of modifying their practicencorporate these changes. However
it is recognised that change does not always c@siéyeThis can be exacerbated

when individuals are not clear about their role.

There is a degree of conflict and confusion overrtile of the mental health nurse.
Some (Mustsatsa, and Rinomhota, 2002, Burnard,,Z80drnay 1995a, 1995b) feel

that mental health nurses should focus on the adtration and monitoring of



medications including side effects whilst othertake, 2002 ) believe that nurses
need to be cautious about what they are ‘buying s they may be endorsing a
medical view of human behaviour. Barker (1996) ficmices the latter view. He
advocates that mental health nurses need to moag fa@m the biological sciences.
Morrall (1998), on the other hand, feels that meinéalth nurses need to cooperate
with the medical and social work professions bymginhg to a position where mental

health nursing dominates through enforcing so@atmol.

Practicing mental health nurses themselves haublalescribing their role with
some seeing the main aspects of their work invglearing, counselling, advocacy,
alleviation of distress and ‘being there’ for patewhilst others talk more of
maintaining control, monitoring and administratmimmedications (O’Brien and

Cole, 2004). This role confusion can affect the wayses see themselves with this
extending into a concern by mental health nursestatow other disciplines perceive
them (O’Brien and Cole, 2004).

Lawerence, Wearing and Dodds (1996) describe mbetdth nurses as looking for
recognition of their work amongst their peers asglegially in their interactions with
other disciplines. Mental health nurses felt treihly acknowledged by others assisted
them to feel comfortable in their role. Hague &2&8I02) concur with this, in their
study they highlight the importance of mental Healtirses receiving recognition
from others for their work as well as experiendieglings of being valued when
working alongside other disciplines. Hague et 8D@ warn of the pitfalls of poor
role definition stating that this can mean thatsegrwill play only a limited function
within the multidisciplinary team. How mental hématturses perceive their role

especially within their working relationships witther mental health professionals is



therefore an important aspect that influences taetai health nurse’s own
professional image. With this in mind mental heaitinses in this study were asked

‘What do mental health nurses do?’

Aim
The aim of this study is to identify the views adample of inpatient and community
mental health nurses in Australia, Ireland and I8ndton the role of the mental

health nurse.

M ethodology

This descriptive study was carried out in Scotldreland and Australia with mental
health nurses from both inpatient and communitiiregs. Eight groups (three groups
of mental health nurses from Scotland, three fraetahd and two in Australia) were
used in the study. Each group ranged in number 8¢t6 people. Data were
collected using focus groups with a facilitator anscribe. The focus groups were
held prior to each of a series of workshops ordiwelopment of mental health
nursing practice. The data were analysed usingdliemontent analysis. Validation
and reliability were established through the precdsseeking feedback from the

participants on the appropriateness of the therategjories developed.

Results

In response to the question ‘what do mental healtses do?’ six main themes
emerged from the data namely Cynical PerspectMestal Health Nursing Practice,
Safety and Security, Working with Others, Admirasion and Health Promaotion.

This paper examines the theme “Cynical Perspedtinedetail.



Cynical Perspective
Within this theme three sub-categories were idietifnamely ‘go-fors’, negative

effects on service users/patients and agents ahétical profession.

Go-fors
Many of the responses refer to low status and rh&asks such as fetching and
carrying (go for this and go for that). Among théseks described were:
= Unblocking sinks
» Clearing up
» Hanging pictures
= Doing everything that no-one else will do
= Driving the hospital bus
» Making beds
» Answering the phone
= Making the tea
= Filling the gaps

= Writing copious amounts of notes

Negative effects on service userg/patients
Other more general cynical responses refer to tiegjative effects on service users or
patients such as:

» |nvalidator

= Colluding with other professionals

= Disempowering patients



Burying their heads

Agents of medical profession

The third sub-category referred to mental healtts@siacting on behalf of doctors.

Medicalising people

Policing the medical model

Drug pushers

Fostering the myth of mental illness

Giving out drugs and stopping fights.

Discussion

In examining the findings the question of why méhtalth nurses expressed a low

opinion of their discipline warrants considerati@me possible answer is that mental

health nurses have adopted the dominant valuensysftprofessionals in the mental

health service. This value system and relatingtjmes emphasise a common

understanding and acceptance of a particular modeigly the traditional medical

model (Shanley 2001). This model values havingadgssional relationship with

patients/clients which involves maintaining an ayppiate distance from patients, and

the use of a ‘scientific’ approach. For example, iedical interview is a

‘constrained, pre-structured form of talk’ (Freuasrtd McGuire 1991, p233) with the

verbal exchanges being initiated and controllethigydoctor. The conversation

centres on eliciting from the patient informati@bevant to the doctor’s scientific

perspective. Only a relatively small number of dees are asked by the patient

(West 1983). In this way a professional distanaestablished and a ‘scientific’

approach applied.



Within the study there was no mention by partictpaf a structured or systematic
approach to mental health nursing. This does rexhge be a new problem to mental
health nursing, with Edwards (2000) highlightingeaiew of the role of the mental
health nurse in the late 1960’s in which the litera suggest that mental health
nursing had no real identity and was considerethek of all trades’ profession. The
closest participants came to identifying a singleacgnpassing term for what mental
health nurses did was ‘eclectic’.

Cody (1996) describes eclecticism in nursing asawing from other disciplines
while dedicating less time and energy to nourislaind growing the knowledge base
of nursing. He goes on to say;

‘nurses continue in the traditional role of Jack-Jill- of-all trades and master of
none. The lion’s share of what nurses who workoin-nursing theories know and do
is known in greater depth and done better by mesbkother disciplines..(Cody

1996, p87)

Unfortunately in using an ‘eclectic’ approach méhtsalth nurses do not have to
adhere to any philosophy, method or programme atirtp with service users nor are
their practices exposed to examination or justificawithin a framework just as
other disciplines are. While one mental health @mnsy describe his/her ‘eclectic’
approach in anxiety management as mixing aspeasgrfitive behaviour therapy,
and gestalt therapy, another, in dealing with ireesissue, may describe his/her
approach as using a concoction of psychoanalytigeRan and brief solution
therapy. Therefore the ‘eclectic’ approach givesdlinician a license to mix and

match, exploit, misuse and mishandle care appreatia¢ were never meant to be



reinterpreted and used in such a fashion. Indeedy C1996) calls this the ‘black
bag’ approach where practising nurses have gatlzesetection of theories from
different disciplines to use as they see fit angeteling on the circumstances of their
situation at the time. Cody (1996) goes on to bay to continue to have this ‘black
bag’ of parts of theories at hand is to have adiepth knowledge of none. Mixing
and matching parts of theories that are incompattbtonsidered by Cody (1996) to
be intellectually and ethically indefensible. Tleelectic’ approach then has the
potential to create issues around problems of niddsumptions, danger of
inconsistency and accountability of practice, spapabus decision making and
difficulty in communicating with colleagues abohettherapy being undertaken. This
has a knock on effect leading not only to diffigutt building a common skills based
practice for mental health nurses but may also theeat to the service users

wellbeing as well as the nurses professional ittiegr

Mental health nurses have found it hard workindwweibmpeting philosophies of care
and without theoretical frameworks for practice B@en and Cole, 2004). Without a
common philosophy and framework on which to bas# thwn practice mental
health nurses have adopted the dominant valuensyatd processes prevalent in
mental health. The lack of clear role definitiora¢itie, 2002), the absence of a
professional distance from service users (Forbterrissey and Wilbourn 2001) and
the use of an ‘eclectic’ rather than a ‘scientifigproach has resulted in the mental
health nursing discipline being judged negativejginst the criteria that is applied to

psychiatrists and psychologists.



How then can mental health nurses deal with thefggsional self image? Three
major ways of coping with being seen as a membarloW status group are, firstly,
to accept the prevailing value system and see @mneigp as we think others see us
that is, in the case of mental health nurses, @smgoand secondly, to distance
themselves from the image of the group (Hambur§8r). In the case of mental
health nurses, individuals may become nurse thetsgpiurse counsellors or
behaviour therapists. This move will allow theng#in status by distancing
themselves from the image of mainstream mentatthearsing which has been seen
by other disciplines as an applied science onlj wd unique nursing knowledge of

its own (Cody, 1996).

A third way of mental health nurses dealing witheggative professional self image is
to change one’s views of mental health nursingidedtify what is good about
mental health nursing rather than bad, e.g. adwpething similar to the ‘black is
beautiful’ slogan (Argyle 1992) used by anotheraleed group. Another example of
a group that rejected the view of the dominant grsuseen in South Africa. Here
white South Africans saw Hindu as inferior whileu8oAfrican Hindus identified
their own strengths as superior to Caucasiansifitusg, social and practical matters
(Mann 1963).

This process of identifying what is good about raéhealth nursing rather than bad
involves rejecting the value system of the domirgaotips namely doctors and
psychologists who value the more ‘scientific’ apgrb to mental health, e.g. drug
therapy, cognitive behaviour therapy and the maantee of a professional distance
with patients/service users. Instead it involvegeater focussing on the unique

strengths of mental health nurses.



Do mental health nurses have any characteristatscin be considered good?
The following characteristics of mental health msrare seen by the authors as

distinguishing strengths of the discipline (Shardeg Jubb-Shanley, 2007):

Unscripted dialogue

Mental health nurses possess skills to deal wigiredictable behaviour and
situations. They encounter ambiguous situationtsittzgy be threatening and deal with
them. Other mental health professionals have moipted encounters with service
users. They meet in controlled settings, with agjeggpointment times and durations
and the encounter between the expert and the sarsar is more predictable and
secure. Few mental health nurses do sessionalamarkormally work using

unscripted dialogues.

Use of every-day speech

Service users value talking to mental health nursésat they use the same language
(Rogers and Pilgrim, 1994). This minimises the iradity in the power relationship,
improves communication and helps develop a thetapmlationship. Mental health
nurses are less likely to categorise what sengegsusay they are experiencing and so
there is less chance of the service user feeliopd®d or misunderstood. The ability
of the nurse to appear ordinary and approachalleansense of fair play and
humanity promotes affinity between service usesdimicians (Walsh 1999). Sitting
down and having a cup of tea with a service uskigkly valued and represents an

act of ordinary humanness and civility (Jacksont&gnson 2000)

10



Variable contexts and times

Compared to other professionals nurses see sers@s in all sorts of situations and
at all sorts of times. The nurses’ role brings theta contact with the service users’
family, their friends, relationships with neighbewmnd their social and financial
situations. Mental health nurses have impromptweniers with service users,
planned and unplanned. In the community setting thay meet in the person's
house, in cafes or other public places. And they maet at different times with
meetings varying in length depending on immedisdéeiés. Mental health nurses have

the opportunity to obtain insight into the servitsers’ environment.

Self-Disclosure

The promotion of clinician self-disclosure can legided from the work of Carl
Rogers, in particular the quality he labelled amgruence’ or ‘genuineness’. Rogers
saw this as the degree to which a clinician isissifjhtful and the extent to which the
clinician acts towards the service user withoutuke of a disguise or smokescreen
(Rogers, 1961). Several authors in discussingdistiosure highlight the importance
of the clinician showing genuineness (Reid, 19Hadiky, 2000).

According to Hill (2004) clinician self-disclosureveals something that the clinician
has learned about himself/herself and these disadesare designed to facilitate the
service user’s understanding of their own thoudietsjngs, behaviours and issues.
Hill (2004) advocates this use of self rather ttlenuse of challenges or
interpretations to stimulate insight for the seevitser. Indeed in Shadley’s (2000)
work it is indicated that therapists felt that th@ivn personal characteristics, such as,
genuineness were a vital part of their professiareg of relating to others. Burkard

et al (2006) reports that clinicians use self disate to enhance their therapeutic
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relationship and that this has a positive effecth@ntherapy by helping the service
user to feel understood and be able to then foouh@issues at hand. Because of the
nature of their relationship with service users tiered above mental health nurses
are in a position to engage in the process oftéstiosing provided of course the

disclosures are part of the therapeutic processmantbr the benefit of the nurse.

Holistic perspective

\Given the nature of encounters with service usaesital health nurses take the o { Comment [H1]:

widest perspective on the service user’s experger@ther mental health
professionals have a much narrower gaze or pergpextd encounter service users
in more restricted settings. Of all the professisnmental health nurses spend the
most time with service users and as such are pfiep or withess to the
circumstances in which individuals live thus faeiling a holistic perspective on the
person’s life. These circumstances can range frother individuals have hot and
cold running water in their house, what foods thay, what pets they have, their
relationship with their family, next door neighbsutheir hopes, dreams, ambitions
and plans for the future. It is this level of infite contact with another person that
promotes a greater sense of common humanity inhathiere is an increased
recognition and acceptance that others share timamgondition in having
vulnerabilities, needs and frailties. Part of tease of common humanity is the
ability to be empathetic towards the individual.cAading to Olsen (1991, p 74)
‘empathy occurs when one person experiences a coalityowith another’. He goes
on to say that all experiences of empathy are basedmmon humanity, that is, the
acknowledgement of another being like oneself rdefore equal to self and this is

at the most fundamental human level.
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An Organised Approach

One system of mental health nursing that has ifiedtand uses the unique strengths
that distinguish mental health nursing from thesotimental health professionals is the
Partnership in Coping (PinC) system of recoverplid8hanley and Shanley 2007).
This system was developed from the principles efrétovery oriented approach
(Anthony, 1993)

The PinC system of recovery is based on the viattte mental health nurses’ role
centres around having a strong sense that thelisitabnt and maintenance of a
therapeutic relationship along with the value obadlinary interaction is a key
element in their day to day work (Shanley, Jubb laaiter 2003). The importance of
the therapeutic relationship and also an ‘ordinartéraction has been recognised in
the writings of many individuals (Wortans, Happatid Johnstone, 2006, Adam,
Tilley and Pollock, 2003, Rogers and Pilgrim, 19814} and Michael, 1996, Barker,
1996, Jackson and Stevenson, 2000). Hill and Midi®96) extended this further
when they give the example of the mental healtsebeing more willing than other
groups of mental health professionals to do orgiti@ings for service users such as,
purchasing and delivering coal to the service user.

This issue of ordinariness has been substantigteetvice users (O’'Brien and Cole,
2004, Johansson and Eklund, 2003, Wortans, HappélDohnstone, 2006, Adam,
Tilley and Pollock, 2003, Rogers and Pilgrim, 1994 describe mental health
nurses as being non judgemental, caring, haviremsesof humour, comforting,
understanding, being sincere, good listener, réipeasing ordinary language and
empathetic. Rogers and Pilgrim (1994) survey resniticated that service users felt

that nurses, compared to other mental health siofiesls, were considered to be the
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most helpful and that the nursing care they reghtide most highly involved

listening and ordinary relating.

Conclusion

How can we maximise the strengths of mental healties? The use of unscripted
dialogue, everyday speech, variable contexts ane, t5elf-disclosure and a holistic
perspective gives mental health nurses the abdibegin to see the service users as
sharing a common humanity. The existence of a seihg@mmon humanity assists
mental health nurses to develop what is essenttadycentral component of the
nurses’ role namely the creation of a close therpeelationship. On its own the
presence of this relationship can have therapefftcts for the service user
(Howgego et al 2003). However, the authors beltbeg if the named
strengths/distinguishing characteristics of mehéallth nurses were explicitly
embedded in the work that nurses do with servieesuhien outcomes for service

users would be further enhanced.

Currently the strengths of mental health nursesiaréaken advantage of because
they are working under the direction of a valugesysand processes that have a
different focus. If mental health nurses were te asystem such as the PinC system
of recovery which overtly encourages the use ofiisBnguishing characteristics of
the discipline then mental health nurses have thenpial to further enhance the work
they do with service users. In addition to thisdfé@nthe use of the PinC system of
recovery is likely to give greater recognition temtal health nurses and identify
more succinctly their contribution within the medtisciplinary team by reducing their

role ambiguity. Consequently the use of this systeltn more clearly, defining their

14



role in their own eyes and those of their colleaguem other disciplines. As
indicated by nurses who participated in the stualyied out by Jubb-Shanley and
Shanley(in press) the PinC system

gives a structure to my own practice’, is - empangifor nurses as well as service
users.(It) validates what you do with service users’. ‘Thistegn shows others that
what we are doing is serious’.

A clearly defined role for mental health nursed igidd to the enhancement of their
professional self esteem and the likely reductioautpouring of cynical comments
about their role as evidenced in this study.
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