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Chapter 1 : The Role of Consumer Satisfaction in Psychiatric Care - Applied Psychology OPUS - NYU Stei
Objective: Most staffing models designed for adult psychiatric hospitals are based on the well-known relationship
between high staff-patient ra- tios and high effectiveness of treatment units.

When you arrive at the hospital, you will be welcomed by a member of staff who will explain the processes to
you and what to expect. See hospital admissions for more detailed information. You may also be interested in
our information about having an operation , which explains all the steps in the process. If you wish, staff will
keep members of your family or friends informed about your progress. Will I be offered same-sex hospital
accommodation? Being in mixed-sex hospital accommodation can be difficult for some patients for a variety
of personal and cultural reasons. All providers of NHS-funded care are expected to eliminate mixed-sex
accommodation, except where it is in the overall best interests of the patient or reflects their personal choice.
While there are some circumstances where mixing can be justified, these are mainly confined to patients who
need highly specialised care, such as that given in critical care units. Find out about being detained under the
Mental Health Act to learn more about this. There is no justification for placing a patient in mixed-sex
accommodation where this is not in the best overall interests of the patient and where better management,
better facilities or the removal of organisational constraints could have averted the situation. The data is
published on the NHS England website , and you can use this information to help you choose a hospital.
While this central reporting concentrates on sleeping accommodation, mixing in bathrooms and WCs is still
unacceptable. Will the hospital address possible mental health needs? Your hospital should have a liaison
psychiatry service, also known as a psychological medicine service. The service aims to bridge the gap
between physical and mental healthcare. In discussion with you, your healthcare team should refer you to the
liaison psychiatry service where appropriate to ensure your mental health needs are met. Consent to treatment
For some procedures, including operations, you will be asked to sign a consent form. You should ask as much
about the treatment as possible before giving your consent so you can give an informed decision. For more
tips, see questions to ask your doctor. You can change your mind after the consent form has been signed, but
not after you have received sedation for a procedure. For more information, see consent to treatment. You may
wish to plan ahead for a time when you cannot give consent. You can pre-arrange a legally binding advance
decision to refuse certain treatments, previously known as an advance directive. Healthcare professionals must
follow the advance decision, provided it is valid and applicable. In addition, you can make broader statements
about how you wish to be treated, such as receiving terminal care at home rather than in hospital. These are
not legally binding but will be taken into consideration by health professionals. What if I am not able to give
consent? Read more about how capacity to consent is assessed. This is also the case if you refuse treatment but
the team treating you believe you should have it. Learn more about the Mental Health Act or download the
easy read factsheets that explain your rights. Consent for children and young people Before a doctor, nurse or
therapist can examine or treat your child, they must have consent or agreement. It is, however, advisable to
involve children as much as possible in these decisions. This will give them a sense of control, and they are
more likely to respond positively to their treatment. People aged 16 or over are entitled to consent to their own
treatment, and this can only be overruled in exceptional circumstances. Find out more about consent from
children and young people. Advice for parents with children Children can find going to hospital a daunting
experience. This is partly to do with their treatment but also because the hospital is a new and strange
environment, full of new sights, smells, noises and people. If possible, talk to your child before leaving for
hospital and explain what they should expect. Stay with your child as much as you can Children often adapt
better to a hospital if their parents stay with them for as long as possible. Reassure your child that you will be
staying by their side and let them know the hospital is a safe place to be. Go for a walk, or get a cup of tea or
coffee. Talk things through with your partner, friends or family; they will be able to give support, and talking
can be a great stress reliever. For information about neonatal care, see special care for ill or premature babies.
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Staying mobile Staying mobile in hospital can help you recover more quickly. Being immobile can lead to
additional health problems, such as infections and pressure sores. It can also increase your risk of blood clots
To avoid VTE, you will be encouraged to move about the ward regularly. You will be given as much
assistance as you need to move about. For more information about compression stockings, see how long
should I wear compression stockings after surgery? Death in hospital If someone you know dies while in
hospital, the staff will advise you about what to do. Find more information about what to do after someone
dies on the GOV. General tips on hospital etiquette Things to remember while you are in hospital: Listen
carefully to information about your treatment and medication. Treat staff, fellow patients and visitors politely
and with respect. Verbal abuse, harassment and physical violence are unacceptable and may lead to
prosecution. Follow the rules for your ward. Hospital safety and security Accidents Accidents, particularly
falls, occur frequently in hospitals, but many can be prevented. If you see something that could cause an
accident or witness an incident, alert a member of staff immediately. To help avoid accidents in hospital: Ask
for help if you want to get in or out of bed and feel dizzy or unwell. Ensure you know where the call bell is
and you can reach it easily. Be aware of obstacles on the ward, wet floors, and other people around you. If you
have glasses, wear them. Wear close-fitting, non-slip slippers. If you use a walking aid, such as a stick or
frame, keep it near to you. If your bed is too high or too low, ask the nursing staff to adjust it for you. Fire
safety Each hospital has its own fire safety procedure. Most hospitals have their own PALS contact you can
approach. To contact your local PALS:
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Chapter 2 : How to Write a Mental Health Assessment: 13 Steps (with Pictures)
Difficulties experienced by nurses in treating a total of patients in four short-stay psychiatric units were examined using a
rating scale that assessed such factors as overall extent of.

Published online Nov The use, distribution or reproduction in other forums is permitted, provided the original
author s or licensor are credited and that the original publication in this journal is cited, in accordance with
accepted academic practice. No use, distribution or reproduction is permitted which does not comply with
these terms. This article has been cited by other articles in PMC. Abstract Objective To evaluate the effects of
a preventive monitoring program targeted to reduce compulsory rehospitalization and perceived coercion in
patients with severe mental disorder. We analyze patient outcomes in terms of perceived coercion,
empowerment, and self-reported mental health functioning at 12 months. Methods The program consists of
individualized psychoeducation, crisis cards and, after discharge from the psychiatric hospital, a month
preventive monitoring. In total, psychiatric inpatients who had had compulsory admission s during the past 24
months were included in the trial. T1-assessment 12 months after baseline was achieved for patients. Results
Study participants reported lower levels of perceived coercion, negative pressures, and process exclusion, a
higher level of optimism, and a lesser degree of distress due to symptoms, interpersonal relations, and social
role functioning significant time effects. However, improvements were not confined to the intervention group,
but seen also in the treatment-as-usual group no significant group or interaction effects. Altered perceptions
were linked to older age, shorter illness duration, female sex, non-psychotic disorder, and compulsory
hospitalization not due to risk of harm to others. Conclusion Our findings suggest that changes in the
subjective perspective were fueled primarily by participation in this study rather than by having received the
specific intervention. Notwithstanding that such measures are essential to preventing persons at risk of
endangering themselves or others from doing harm, if these persons cannot be helped by other means in a less
restrictive setting, patients may perceive such measures as being unjustified or harmful 1. Moreover, they may
have adverse effects on the therapistâ€”patient relationship and be associated with negative outcomes 2 â€” 5.
In some countries, including Switzerland, comparatively high rates of compulsory psychiatric hospitalization
are observed 6 â€” 9 , which further underscores the importance of this issue. A number of studies have
examined how common it is for patients in psychiatric care to experience the treatment they receive as
coercive. Hence, feelings of coercion are common whatsoever the legal status at admission 3. Psychotic
disorder, too, repeatedly proved to be linked to high perceived coercion scores 15 , 17 , 18 , whereas for other
clinical variables type of disorder, severity of symptoms, and chronicity and sociodemographic factors age and
ethnicity , results are not conclusive. The best way to define and measure empowerment, however, is still
being debated and diverse definitions and conceptualizations of empowerment have been suggested 21 , In
health promotion research and evaluation, the concept of empowerment has been related to processes not only
at the individual level but also at the community level e. Empowerment is considered a key component of
recovery 24 , 25 and has been found to be related to quality of life A more in-depth understanding of
empowerment and perceived coercion is crucial not only to understanding the factors that influence these
views and behaviors but also in terms of their impact on treatment. Perceived coercion is linked to treatment
satisfaction 26 , and it is reasonable to expect that it may act as a barrier to accessing effective care in
particular groups known to be dissatisfied with mental health services Given all this, perceived coercion
should be regarded as an important outcome measure in service evaluation This article presents month
outcomes of an intervention program for patients with serious mental disorder who are at risk of involuntary
placement. The study is implemented as a subproject within the framework of the Zurich Program for
Sustainable Development of Mental Health Services An analysis of compulsory readmissions to psychiatric
hospital treatment during the first 12 months of this trial had suggested beneficial effects of the intervention
program in terms of a lower number of compulsory readmissions among patients who had remained in the
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program for so long The present study addresses several questions: As to changes concerning symptomatic
distress, we did a merely explorative analysis, since the intervention program did not primarily target
reduction of clinical symptoms. Subjects and Methods Study Design The design of the study and the
intervention program are described elsewhere 8. In short, we undertook a randomized controlled trial to
compare the intervention program with a treatment-as-usual TAU control condition. Patients with serious
mental disorder who met the following criteria were included in the study: Furthermore, patients had to be
contactable by telephone post-release. Study participants were recruited from four psychiatric hospitals, all
mandated to provide psychiatric care to adult patients in the Canton of Zurich, Switzerland, during an acute
inpatient treatment episode. Patients diagnosed with an organic mental disorder ICD F0 , mental retardation
F7 , or a behavioral syndrome associated with physical factors F5 were not included in the study. Follow-up
assessments were scheduled 12 t1 and 24 months t2 after discharge from the hospital. In the follow-up
interviews, almost all of these domains were addressed again. Participants assigned to the control group,
which did not receive such monitoring, were called up every 3 months to briefly assess their service utilization
over the past period in order to minimize recall errors. Intervention The intervention program started with
individualized psychoeducation focusing on behaviors prior to and during illness-related crises. Individual risk
factors for relapse, personal and social resources, and use of mental health care services were assessed and
compiled into an individual checklist. This checklist included familial, work, or financial problems as well as
personal and social resources. With this information, a crisis card was compiled and handed out to the patient
at discharge After discharge from the hospital, each participant in the intervention group was contacted by
telephone every fourth week over a period of 24 months. All parts of the program psychoeducation and
preventive monitoring were carried out by a personal mental health care worker graduated psychologist , who
maintained the contact to the study participant over the course of the month intervention. The monthly
contacts during which the present situation is reviewed with the personal mental health care worker are
designed to provide a dense individual pattern of the course of illness to target early signs of a crisis and the
utilization of health care services. This program primarily addresses the self-management skills of chronically
mentally ill patients. It is supposed that patients who have experienced involuntary placement s in the past
may have a strong interest to avoid further compulsory measures and therefore might benefit from such a
program. This individual long-term support offers opportunities to reflect on treatment-related behaviors
utilization of health care services; medication compliance and to refer to ways of optimized service use in case
of a relapse. This questionnaire was also applied in a slightly modified version adapted with reference to
outpatient treatment in the t1 assessment. For these subscales, high reliability and acceptable retest stability
have been found Higher scores on the AES subscales indicate higher levels of perceived coercion. The
Empowermentâ€”Scale of Rogers et al. The scale demonstrated a high degree of internal consistency.
Empowerment is related to recovery, hope, and quality of life, but not to sociodemographic subject
characteristics, except income 19 , The Outcome Questionnaire OQ 34 was used to estimate changes in
mental health functioning over time. Three domains of functioning are assessed: Studies on the psychometric
properties of the OQ suggest a high degree of retest reliability, internal consistency, and concurrent validity
with scales such as the Symptom Checklist Moreover, the three subscales and the total score have been found
to be sensitive to the effects of interventions If a patient left an item blank, we used the average score for the
remaining subscale items in place of the missing value. Diagnostic and treatment-related data were taken from
the patient files. The hospital physicians in charge at the participating study centers made the psychiatric
diagnoses. Statistical Methods For within-group and between-group comparisons of perceived coercion AES
scales , we applied non-parametric tests because the assumption of normal distribution is violated for these
scores. Changes in individual ratings over time t0 vs. For comparisons between treatment groups intervention
vs. TAU or between participants with vs. The significance level was fixed at 0. In order to quantify the relative
impact of potential explanatory variables on changes in outcome measures over time perceived coercion,
empowerment, and mental health functioning , we performed multiple regression analyses. All variables were
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entered in a single step. For an exploratory data analysis, we furthermore modeled the data, using forward
stepwise variable selection. Criteria for variable selection in the stepwise procedures were a probability of
F-to-enter of 0. All analyses were performed with SPSS
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Chapter 3 : The Hartford Courant - We are currently unavailable in your region
Read "Detecting nurseâ€•perceived patient treatment difficulty of psychiatric patients in hospital: an evaluation of a
patient assessment sheet, Journal of Psychiatric & Mental Health Nursing" on DeepDyve, the largest online rental
service for scholarly research with thousands of academic publications available at your fingertips.

The Role of Consumer Satisfaction in Psychiatric Care by Lara Denysyk Abstract This literature review uses
past studies from PsycInfo and other medical and psychiatric peerreviewed journals to examine the importance
of patient perceptions in a psychiatric inpatient unit, as well as ways to improve these perceptions. More
specifically, it looks at the role of customer service in psychiatric inpatient units and how customer service
relates to quality of care, patient education, and general atmosphere on the psychiatric ward. Research has
shown that personalizing treatment for the patient and utilizing their feedback can create better treatment
adherence and improve treatment outcomes. Studies on patient perceptions are lacking, and further research
regarding patients with different mental health illnesses in psychiatric inpatient wards is recommended. Most
hospitals employ patient advocates for the sole purpose of improving patient care and perceptions of hospital
treatment. Advocates play a crucial role in treatment by encouraging improved perceptions among patients. At
Langone Medical Center, the patient advocates do rounds among many of the hospital departments. While
psychiatric patients are able to meet with patient advocates, many times they are not able to discuss their
issues on a daily basis. This practice, which is a common occurrence at many hospitals, leaves psychiatric
patients without a consistent opportunity to air their grievances and request better treatment. One of the
primary responsibilities of a patient advocate is to provide patients with an opportunity to discuss concerns
regarding their treatment with a third party outside of their direct care team. Rather than giving preferential
care to certain types of patients based on their own personal opinions and perceptions, patient advocates
should make it a priority to treat all patients with the utmost care and concern. The practice of ignoring
psychiatric patients ultimately affects their perceptions of the hospital and their treatment, which in turn
affects their treatment outcomes. It may be that encouraging patient advocates to do daily rounds with
psychiatric patients will increase patient perceptions of the hospital ward, and research suggests that these
perceptions may actually improve patient outcomes. It is important to study patient perceptions in psychiatric
inpatient care so that the patient is more willing to cooperate with his or her treatment team, which will, in
turn, hopefully improve recovery outcomes and achieve a higher level of treatment success. This literature
review will examine the importance of consumer satisfaction and patient perceptions in mental health care.
More specifically, it will discuss how patient reports on quality of care, patient education, and the atmosphere
on psychiatric wards influence their perceptions of hospital care. Finally, it will investigate the ways in which
these perceptions may affect patient health outcomes. Rosen and Proctor define an outcome as a state that is
directly caused by clinician intervention or factors of the intervention itself. However, researchers continue to
face the issue of determining how to measure consumer satisfaction. The World Health Organization has
determined as many as eight aspects of consumer satisfaction pertaining to healthcare: In addition to the
challenge of determining which aspects of the healthcare system to assess, researchers must contend with an
over-reporting of positive satisfaction among patients using existing consumer satisfaction surveys. Research
suggests that, in general, it is characteristic for consumers to report high quality satisfaction on surveys
regardless of the quality of the services that they actually received. Thus, in their efforts to believe that they
made the right choice in terms of healthcare, they rate the hospital more favorably Kaplan et al. Research
should explore the implications of these findings for various populations in order to determine exactly how
problems on the ward interact with levels of satisfaction. The discrepancies that occasionally occur between
problems with treatment and levels of patient satisfaction highlight the importance of accounting for all
aspects of care, such as problems with staff or first time admission. Researchers found that patients for whom
it was their first admission into a psychiatric inpatient unit had much lower overall satisfaction than long-term
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or repeat patients Berghofer et al. First time patients may feel shocked upon encountering other patients with
severe mental disorders e. The unit may be comfortable and clean for a hospital, but patients for whom it is
their first time staying in a hospital, it may be relatively worse than their own homes. This association suggests
a role for expectations in predicting satisfaction levels, as first time patients will have markedly different
expectations for their experience on the ward than repeat patients, who understand what the experience will
entail. Clinicians and hospital staff can use this data to determine ways to increase patient satisfaction levels.
Hospitals can dramatically raise patient satisfaction levels with small changes to their psychiatric units.
Something as simple as providing a magazine and a bottle of water for patients at intake could reverse their
negative perception and render them more open to treatment Brunero et al. First time patients may also rate
their satisfaction lower if they did not receive an explanation of their rights and responsibilities upon
admission to the unit Brunero et al. However, these policy improvements may not be enough to improve
overall patient perceptions. One study found that even when hospitals provided patients with a comprehensive
booklet, patients often felt that the clinicians did not fully explain their reason for admission Brunero et al.
Small changes on the part of clinicians and hospital staff can greatly affect patient satisfaction levels.
Hospitals should focus on these kinds of structural improvements in their psychiatric wards in order to
encourage better patient outcomes. Patient Reports on Quality of Care Quality of care is one factor affecting
patient perceptions. Quality of care in a psychiatric setting is a multidimensional concept, and is therefore
difficult to define Hansson, One method of operationalizing quality of care is to separate it into an empirical
component i. While quality of care in psychology can have specific dimensions that are necessary for positive
treatment, it is important to remember that certain aspects of this care i. The care setting plays a role in patient
perceptions as well. In other words, patients in a psychiatric setting can have different perceptions of what is
important in their care as compared to patients in somatic care settings. Specifically, patients in a psychiatric
setting considered the cognitive aspect of their care most important, while somatic patients ranked
task-oriented aspects such as technical and medical care as the most important Schroder et al. Clinicians
should account for and attend to differences between what psychiatric and somatic patients deem most
important in their treatment. The researchers discovered five categories of good quality of care: Another
interesting finding of Schroder et al. Surprisingly, no other study on quality of care shared this finding. Like
the patient quoted above, many of the other participants in this study agreed that it is especially important in a
psychiatric unit to have highly trained staff that are easy to talk to Schroder et al. The experience of having to
re-explain their mental health history to each new doctor may make patients feel ashamed, overwhelmed, and
insecure about how the doctor will react. This does not occur often with somatic care. The patientâ€”clinician
relationship is an incredibly important aspect of treatment, and having multiple doctors compromises and
complicates those relationships. Patients also agreed that they would like doctors to include them in the
development of their treatment plan and comprehensively explain their condition and treatment process: Just
as patients would like doctors to include them in the development of their care plan and keep them informed
about their treatment process, family members often want these same privileges. Here lies the potential for
conflict, as family members tend to hold conflicting values, priorities, and goals from their ill relatives
Lasalvia et al. These differences typically stem from patients placing more emphasis on daytime activities and
independence, whereas family members prioritize symptom reduction and intensive medical support Lasalvia
et al. Therefore, family can help staff with supervising medication, encouraging their relatives to participate in
rehabilitation programs, and providing a nurturing environment for recovery Lasalvia et al. While the
combination of clinician, patient, and family perspectives regarding patient care can often lead to conflict,
research supports the extra effort required to surmount these obstacles. The amalgamation of all three
perspectives offers a more comprehensive view of how staff and patient interactions operate within real-world
mental health services Lasalvia et al. This benefits the patient by taking their perspectives regarding
day-to-day activities into account, while also focusing on the symptom reduction that is so important to
clinicians and family members. Patient education involves teaching patients about components of their mental
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illnesses such as prevalence, risk factors, and prognosis. However, patient education programs must take into
consideration the individual needs of patients Hatonen et al. One patient described what he would like in his
treatment: You want an open dialogue where the staff understand your problem, understand how you feel, and
keep the conversation going forward Schroder et al. This patient, as well as many others, would like a more
personalized treatment approach. One method of personalizing treatment is using information technology IT ,
a technique that many patient education intervention programs currently utilize. In the IT patient education
modules, patients learn about mental illnesses and available treatments. Patients see this technology as useful
because it offers self-paced learning as well as a shorter time commitment than traditional patient education
programs. One patient described the benefit of shorter education sessions, highlighting the fact that long,
drawn out education programs often tire out the patients whereas shorter sessions allow them an opportunity to
rest Hatonen et al. Unfortunately, some of the patients believed that while the information they receive in
patient education sessions was important, it did not help them with everyday coping Hatonen et al. Though IT
use for patient education shows great promise, some changes are necessary in order for it to fully help patients
and improve outcomes. Patients suggested that the education modules include interactive features and utilize
more pictures and videos Hatonen et al. Such improvements would address patient concerns concerning the
individualization of standardized IT modules. One method of individualizing patient education is to utilize
illness perception interventions. Illness perception interventions are an important aspect of patient education
and treatment because patients who believe that their treatment is effective tend to better keep to treatment and
rehabilitation programs Petrie et al. Initial studies have shown that illness perception interventions are
applicable to many different common mental health disorders including schizophrenia, non-affective psychotic
disorder, bipolar disorder, anorexia nervosa, psychotic or personality disorders, depression, and anxiety Petrie
et al. Further research should attempt to determine how illness perception interventions differ among various
diagnoses. When researchers utilized illness perception interventions among hospitalized bipolar and
schizophrenic patients, they discovered that patients with different diagnoses wanted to learn how to come to
terms with their diagnosis and deal with the medical model as it applies to symptomology and treatment.
Additionally, they expressed a desire to separate their illness from their identity, understand the social
dimensions of their new label, and differentiate the current self from past experiences Petrie et al. However,
illness perception interventions are most effective when the patient is in remission from psychosis, and can
make better sense of his or her illness Petrie et al. In order to apply illness perception interventions to improve
mental health outcomes, clinicians should focus on increasing adherence to therapy, reducing inappropriate
service use repeat patients , and improving family and other significant relationships Petrie et al. By focusing
on these areas, clinicians can improve mental health outcomes for patients through education. With this
improved knowledge, patients develop a greater understanding of what they can do in order to improve their
mental illnesses. These units also serve as an early rehabilitation to prepare patients to resume daily living
activities after they are discharged Middelboe et al. Patients perceive an ideal ward as one containing support,
order, organization, and allowing for autonomy Middelboe et al. Patient engagement in treatment can be
beneficial to mental health outcomes as well as social outcomes. Clinicians may actually harm these patients
by assertively trying to get them to participate. Therefore, clinicians should encourage patients to participate in
activities on the psychiatric unit, but only up to a certain point, as some severely impaired patients will not
respond well to that much pressure or overstimulation. Conclusion By increasing quality of care based on
patient perception, psychiatric patients may be more receptive to treatment and outcomes may improve.
Focusing on consumer satisfaction in the mental health field can yield many positive results, as patient
satisfaction predicts treatment compliance, which ultimately leads to improved outcomes Middelboe et al.
Patient advocates should make it a priority to treat psychiatric patients just as they would treat their patients
with physical illnesses. By giving psychiatric patients the opportunity to discuss concerns with their treatment,
clinicians can make changes and treatment outcomes can improve. Current research on patient perceptions
provides many implications for the improvement of hospital procedures. First, it is important that doctors
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include patients in the development of their treatment plan. Staff in psychiatric inpatient units should actively
work to foster agreement with patients, as this relationship may encourage feelings of responsibility within
patients Lasalvia et al. Clinicians should also be aware of setting too high expectations for patients, such as
expecting them to make significant progress in a short amount of time or to actively participate in activities on
the ward before they feel ready. Unfortunately, research on patient perceptions is lacking. Future studies
should examine whether perceptions vary by each particular mental illness, and which techniques are most
effective for each diagnosis. By creating a more nuanced picture of how different patients respond to different
treatments, healthcare professionals can not only improve patient perceptions of hospital care, but ultimately
their overall treatment outcomes.
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Chapter 4 : Residential Treatment | Anxiety and Depression Association of America, ADAA
The nurse is orienting a new staff member in an inpatient mental health unit when a client begins to act in a violent
manner. The nurse should explain to the new staff member that some clients use violence and aggression to.

History[ edit ] Civilian Public Service , Harrisburg, Pennsylvania, psychiatric nursing class The history of
psychiatry and psychiatric nursing, although disjointed, can be traced back to ancient philosophical thinkers.
Marcus Tullius Cicero , in particular, was the first known person to create a questionnaire for the mentally ill
using biographical information to determine the best course of psychological treatment and care. The medieval
Muslim physicians and their attendants relied on clinical observations for diagnosis and treatment. These
facilities functioned more as a housing unit for the insane. Their primary concern was befriending the
melancholy and disturbed, forming intimate spiritual relationships. Today, these soul friends are seen as the
first modern psychiatric nurses. Individuals with mental defects that were deemed as dangerous were
incarcerated or kept in cages, maintained and paid fully by community attendants. Wealthier colonists kept
their insane relatives either in their attics or cellars and hired attendants, or nurses, to care for them. In other
communities, the mentally ill were sold at auctions as slave labor. Others were forced to leave town.
Attendants used the most modern treatments of the time: Overall, the attendants caring for the patients
believed in treating the institutionalized with respect. They believed if the patients were treated as reasonable
people, then they would act as such; if they gave them confidence, then patients would rarely abuse it.
Although it was a promising movement, attendants and nurses were often accused of abusing or neglecting the
residents and isolating them from their families. In his publication of Treatise on Insanity, he openly stated
that an established nursing practice calmed depressed patients and gave hope to the hopeless. This was the first
school specifically designed to train nurses in psychiatric care. The first psychiatric nursing textbook, Nursing
Mental Diseases by Harriet Bailey , was not published until It was not until when the National League for
Nursing required all nursing schools to include a clinical experience in psychiatry to receive national
accreditation. Overcrowding, under-staffing and poor resources required the continuance of custodial care.
They were pressured by an increasing patient population that rose dramatically by the end of the 19th century.
As a result, labor organizations formed to fight for better pay and fewer hours. At its peak in the s, the center
housed more than 33, patients and required its own power plant. During this time, attendants primarily kept
the facilities clean and maintained order among the patients. They also carried out orders from the physicians.
Kennedy accelerated the trend towards deinstitutionalization with the Community Mental Health Act. Also,
since psychiatric drugs were becoming more available allowing patients to live on their own and the asylums
were too expensive, institutions began shutting down. Expanded roles were also developed in the s allowing
nurses to provide outpatient services such as counseling, psychotherapy, consultations, prescribing
medications, along with the diagnosis and treatment of mental illnesses. This standard outlined the
responsibilities and expected quality of care of nurses. The expansion was continued until the economic crisis
of the s. General managers were introduced to make decisions, thus creating a better system of operation.
However a new training syllabus was introduced in , which offered suitable knowledgeable nurses. Please help
improve this article by adding citations to reliable sources. Unsourced material may be challenged and
removed. May Learn how and when to remove this template message The term mental health encompasses a
great deal about a single person, including how we feel, how we behave, and how well we function. When
identifying mental health wellness and planning interventions, here are a few things gathered from the Mental
Health Association of Southern Pennsylvania [8] to keep in mind when completing a thorough mental health
assessment in the nursing profession: Is the patient sleeping adequate hours on a regular sleeping cycle? Does
the patient have a lack of interest in communication with other people? Is the patient eating and maintaining
an adequate nutritional status? Is the ability to perform activities of daily living present bathing, dressing,
toileting one self? Can the patient contribute to society and maintain employment? Is the ability to reason
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present? Is safety a recurring issue? Does the patient often make decisions without regards to their own safety
or the safety of others? Does the patient show a difficulty with memory or recognizance? Nurse practitioners
can prescribe medication. Nurses will monitor for side effects and response to these medical treatments by
using assessments. Nurses will also offer information on medication so that, where possible, the person in care
can make an informed choice, using the best evidence , available. Electroconvulsive therapy[ edit ] Psychiatric
mental health nurses are also involved in the administration of the treatment of electroconvulsive therapy and
assist with the preparation and recovery from the treatment, which involves anesthesia. This treatment is only
used in a tiny proportion of cases and only after all other possible treatments have been exhausted. A patients
consent to receive the treatment must be established and defended by the nurse. Psychosocial interventions[
edit ] Psychosocial interventions are increasingly delivered by nurses in mental health settings. These include
psychotherapy interventions, such as cognitive behavioural therapy , family therapy , and less commonly other
interventions, such as milieu therapy or psychodynamic approaches. These interventions can be applied to a
broad range of problems including psychosis, depression, and anxiety. Nurses will work with people over a
period of time and use psychological methods to teach the person psychological techniques that they can then
use to aid recovery and help manage any future crisis in their mental health. In practice, these interventions
will be used often, in conjunction with psychiatric medications. Psychosocial interventions are based on
evidence-based practice , and therefore the techniques tend to follow set guidelines based upon what has been
demonstrated to be effective by nursing research. Spiritual interventions[ edit ] The basis of this approach is to
look at mental illness or distress from the perspective of a spiritual crisis. Spiritual interventions focus on
developing a sense of meaning, purpose, and hope for the person in their current life experience. Spiritual
interventions tend to be based on qualitative research and share some similarities with the humanistic
approach to psychotherapy. However, the emphasis of mental health nursing is on the development of a
therapeutic alliance. The most important duty of a psychiatric nurse is to maintain a positive therapeutic
relationship with patients in a clinical setting. The fundamental elements of mental health care revolve around
the interpersonal relations and interactions established between professionals and clients. Caring for people
with mental illnesses demands an intensified presence and a strong desire to be supportive. Conveying an
understanding is important because it provides patients with a sense of importance. When subjected to fierce
personal attacks, the psychiatric nurse retained the desire and ability to understand the patient. The ability to
quickly empathise with unfortunate situations proves essential. Involvedness is also required when patients
expect nursing staff to understand even when they are unable to express their needs verbally. Individuality[
edit ] Individualised care becomes important when nurses need to get to know the patient. To lives this
knowledge the psychiatric nurse must see patients as individual people with lives beyond their mental illness.
Seeing people as individuals with lives beyond their mental illness is imperative in making patients feel valued
and respected. Different methods of providing patients with support include many active responses. Being
there and being available[ edit ] In order to make patients feel more comfortable, the patient care providers
make themselves more approachable, therefore more readily open to multiple levels of personal connections.
Utilisation of the quality of time spent with the patient proves to be beneficial. By being available for a proper
amount of time, patients open up and disclose personal stories, which enable nurses to understand the meaning
behind each story. Being genuine[ edit ] The act of being genuine must come from within and be expressed by
nurses without reluctance. Genuineness requires the nurse to be natural or authentic in their interactions with
the patient. Similarly, Scanlon [25] found that genuineness was expressed by fulfilling intended tasks.
Self-disclosure proves to be the key to being open and honest. Patients would not trust nurses who fail in
complying with what they say or promise. Promoting equality[ edit ] For a successful therapeutic relationship
to form, a beneficial co-dependency between the nurse and patient must be established. While patients need
nurses to support their recovery, psychiatric nurses need patients to develop skills and experience. Equal
interactions are established when nurses talk to patients one-on-one. Participating in activities that do not
make one person more dominant over the other, such as talking about a mutual interest or getting lunch
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together strengthen the levels of equality shared between professionals and patients. This can also create the
"illusion of choice"; giving the patient options, even if limited or confined within structure. Limit setting helps
to shield the patient from embarrassing behaviour, [29] and instills the patient with feelings of safety and
containment. Demonstrating self-awareness[ edit ] Psychiatric nurses recognise personal vulnerability in order
to develop professionally. The more self-aware, the more knowledge on how to approach interactions with
patients nurses have.
Chapter 5 : Psychiatric and mental health nursing - Wikipedia
Keywords: patient perceptions, psychiatric, inpatient, consumer satisfaction At the Patient Centered Care Department at
New York University's Langone Medical Center, patient advocates record and respond to patient concerns.

Chapter 6 : Staying in hospital as an inpatient - NHS
Eight psychiatric registered nurses assessed a total of patients, admitted consecutively to one inpatient psychiatric unit.
The HTRS and the PAS were used independently for each patient.
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