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Course overview
Human trafficking has been called a form of modern-day 
slavery.1,2 It is a crime involving the exploitation of someone for 
the purpose of compelled labor or a commercial sex act through 
the use of force, fraud, or coercion.1 Victims can be women or 
men, adults or children, citizens or noncitizens and occurs across 
the United States and throughout the world. Human trafficking 
does not require crossing of international or state borders.

For clinicians and health care workers, human trafficking can 
be viewed as a serious health risk associated with significant 
physical and psychological harms.3 The abuses suffered by 
people who are trafficked include many forms of physical 
violence or abuse (e.g., beating, burning, rape, confinement) as 
well as many psychologically damaging tactics such as threats 
to themselves or their family members, blackmail, extortion, 
lies about the person’s rights, and confiscation of vital identity 
documents.3

Learning objectives
After completing this course, the learner will be able to: 

 � Describe the types and venues of human trafficking in the 
United States.

 � Discuss communication strategies to assist with identification 
of trafficked persons.

 � Discuss the importance of safety planning and protocols.
 � Identify resources for reporting suspected victims of human 

trafficking.

How to receive credit
 ● Read the entire course online or in print which requires a 

1-hour commitment of time.
 ● Complete the self-assessment quiz questions which are at 

the end of the course or integrated throughout the course. 
These questions are NOT GRADED. The correct answer is 
shown after you answer the question. If the incorrect answer 
is selected, the rationale for the correct answer is provided. 
These questions help to affirm what you have learned from 
the course.

 ● Depending on your state requirements you will be asked to 
complete either:

 ○ An affirmation that you have completed the educational 
activity.

 ○ A mandatory test (a passing score of 70 percent is 
required). Test questions link content to learning 
objectives as a method to enhance individualized 
learning and material retention.

 ● If requested, provide required personal information and 
payment information.

 ● Complete the MANDATORY Course Evaluation.
 ● Print your Certificate of Completion.

CE Broker reporting
Colibri Healthcare, LLC, provider # 50-4007, reports course 
completion results within 1 business day to CE Broker. If you 
are licensed in Arkansas, District of Columbia, Florida, Georgia, 

Kentucky, Michigan, Mississippi, New Mexico, North Dakota, 
South Carolina, or West Virginia, your successful completion 
results will be automatically reported for you.

Accreditations and approvals
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 
Credentialing Center’s Commission on Accreditation.

Individual state nursing approvals 
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 
Credentialing Center’s Commission on Accreditation. In addition 
to states that accept courses offered by ANCC accredited 
Providers, Colibri Healthcare, LLC is an approved Provider of 
continuing education in nursing by: Alabama Board of Nursing, 
Provider #ABNP1418 (valid through February 5, 2025); Arkansas 
State Board of Nursing, Provider #50-4007; California Board of 
Registered Nursing, Provider #CEP17480 (valid through January 
31, 2024); California Board of Vocational Nursing and Psychiatric 
Technicians (LVN Provider #V15058, PT Provider #V15020; valid 
through December 31, 2023); District of Columbia Board of 
Nursing, Provider #50-4007; Florida Board of Nursing, Provider 

#50-4007; Georgia Board of Nursing, Provider #50-4007; Kentucky 
Board of Nursing, Provider #7-0076 (valid through December 31, 
2023; CE Broker Provider #50-4007); Michigan Board of Nursing, 
Provider #50-4007; Mississippi Board of Nursing, Provider #50-
4007; New Mexico Board of Nursing, Provider #50-4007; North 
Dakota Board of Nursing, Provider #50-4007; South Carolina 
Board of Nursing, Provider #50-4007; and West Virginia Board of 
Registered Nurses, Provider #50-4007. This CE program satisfies 
the Massachusetts States Board’s regulatory requirements as 
defined in 244 CMR5.00: Continuing Education. 
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Course verification
All individuals involved have disclosed that they have no 
significant financial or other conflicts of interest pertaining to this 
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No. 241, every reasonable effort has been made to ensure that 
the content in this course is balanced and unbiased. . 

INTRODUCTION
What Is human trafficking?
Human trafficking is defined as:

“The recruitment, transportation, transfer, harboring or 
receipt of persons by means of the threat or use of force or 
other forms of coercion, of abduction, of fraud, of deception, 
of the abuse of power or of a position of vulnerability or of 
the giving or receiving of payments or benefits to achieve the 
consent of a person having control over another person, for 
the purpose of exploitation.”4

The phrase “human smuggling” is often confused with “human 
trafficking” but they are two quite different crimes. Human 
smuggling involves the provision of a service—typically 
transportation or fraudulent documents—to an individual 
who voluntarily seeks illegal entry into a foreign country.5 Also 
sometimes confused is the difference between sex trafficking 
and consensual commercial sex (sex work). Sex trafficking is 
when an adult takes part in the sale of sex through threat, 
abduction, or other means of coercion, whereas sex work 
involves the willing and consensual exchange of money for sex 
and does not infringe on the human rights of the participants.6 
(Note: Children cannot technically be prostitutes or sex workers 
because they cannot legally consent to commercial sex.)
Many victims of human trafficking are forced to engage in 
sexual practices through threats or other types of coercion, but 
trafficking also occurs as labor exploitation in urban, suburban, 
and rural areas. Many victims are lured with false promises of 
well-paying jobs or manipulated by people they trust.1 They 
are forced or coerced into prostitution, domestic servitude, 
or other types of forced labor (e.g., agriculture, construction, 
fisheries, mining industries). Victims can be found in legitimate 
and illegitimate labor industries, including sweatshops, massage 
parlors, agriculture, restaurants, hotels, street peddling, door to 
door sales, begging, and domestic service.1

Although anyone can be at risk for being a victim of human 
trafficking, most are women and girls.7 Risk factors for being 
vulnerable to human trafficking include:8

 ● Extreme poverty.
 ● Minimal education.

 ● A history of abuse or family instability.
 ● Being disabled.
 ● Belonging to a marginalized or stigmatized gender, ethnic, or 

cultural group.
Traffickers use various techniques to control their victims and 
keep them enslaved. Some traffickers hold their victims under 
lock and key. More frequently, however, more subtle techniques 
are used such as:9

 ● Isolation from:
 ○ The public by limiting contact with outsiders and making 

sure that any contact is monitored or superficial in nature.
 ○ Family members and friends.

 ● Control:
 ○ Confiscation or control of passports or other identification 

documents. 
 ○ Debt bondage through enormous financial obligations or 

an undefined or increasing debt.
 ○ Control of the victims' money.

 ● Intimidation/threat:
 ○ Use or threat of violence toward victims or their family 

members.
 ○ Shaming victims by exposing humiliating circumstances 

to their families.
 ○ Telling victims they will be imprisoned or deported for 

immigration violations if they contact authorities.

“Victim” or “Survivor”?
The terms “victim” and “survivor” can both be used to refer 
to individuals who were trafficked. The term “victim” has legal 
implications within the criminal justice process and generally 
means an individual who suffered harm as a result of criminal 
conduct.1

“Survivor” is a term used by many in the health services field 
to recognize the strength it takes to continue on a journey 
toward healing in the aftermath of a traumatic experience.
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The life situations of people who are trafficked are almost always 
complicated, whether they are under a trafficker’s control, trying 
to leave, or are already out of a trafficking environment. In 
addition, trafficked people may not self-identify as trafficked. 
Rather they may feel that these are merely the restrictions 
of their circumstance. They are usually beset with physical, 
psychological, social, legal, and financial circumstances that can 
be overwhelming.3

Human trafficking became a federal crime with passage of the 
Trafficking Victims Protection Act of 2000 (TVPA) revised and 

updated in 2015.10 The goals of the TVPA were to prevent 
severe forms of human trafficking, both in the United States 
and overseas; to protect victims and help them rebuild their 
lives in the United States; and to prosecute traffickers and 
impose federal penalties. Prior to enactment of the TVPA, 
no comprehensive federal law existed to protect victims of 
trafficking in the United States or to prosecute their traffickers. 
Congress has reauthorized and amended the TVPA several 
times, but its fundamental purpose and legal authorities remain 
the same.

Human trafficking in Texas
In 2009, the Texas legislature created the Texas Human 
Trafficking Prevention Task Force to respond to the growing 
human trafficking crisis and designated the attorney general 
as the presiding officer.11 The Task Force develops legislative 
recommendations to attack the crime and policies to protect 
victims. A 2016 report by the University of Texas at Austin, 
School of Social Work estimated that there are approximately 
79,000 minor and youth victims of sex trafficking and 234,000 
workers who are victims of labor trafficking.12 Minor and youth 
sex trafficking has an estimated economic impact to the state of 
nearly $6.6 billion while labor trafficking victims are exploited at 
an annual cost of almost $600 million.12 In 2020, the latest year 
for which data are available, there were 987 human trafficking 
cases reported in Texas, 185 arrests for human trafficking, and 
28 convictions.11,13 There were also 97 arrests for compelled 
prostitution with 18 convictions.11 
Of the 1,080 cases of human trafficking in 2019, most were for 
sex trafficking (739 cases), with labor trafficking being the next-
most common (116 cases).13 Most victims were female (824 cases 

vs. 131 for men), and adult (659 cases vs. 216 cases involving 
minors). [Note: statistics are non-cumulative because cases may 
involve multiple victims.] 
An important caveat to all statistics about human trafficking is 
the difficulty of obtaining accurate data, which is a limitation 
of research into this issue that has been pointed out in the 
reports of the Texas Human Trafficking Prevention Task Force 
and other organizations working to reduce human trafficking.11 
Barriers to acquiring accurate data include the avoidance by 
victims of the criminal justice system due to fears of reprisal, 
deportation, or incarceration; failure of health care workers or 
emergency responders to ask about human trafficking or to 
probe causes of apparent violence; and a lack of coordination 
and data integration between the various levels of governmental 
agencies (local, state, federal) and other organizations (e.g., 
non-profits, hospitals) that may have data on human trafficking. 
These barriers and the limitations of existing data suggest that 
the true scope of human trafficking is larger than can be reliably 
estimated at the present time.8

AN ESSENTIAL ROLE FOR HEALTHCARE PROVIDERS
A number of organizations representing healthcare providers 
have issued statements recognizing human trafficking as a public 
health issue and acknowledging the importance of building 
awareness of human trafficking among health care providers.14-17 
The American Medical Association, for example, in its 2015 
statement, says: "Physicians should be aware of the definition 
of human trafficking and of resources available to help them 
identify and address the needs of victims. The AMA will help 
encourage the education of physicians about human trafficking 
and how to report cases of suspected human trafficking to 
appropriate authorities to provide a conduit to resources to 
address the victim's medical, legal and social needs."15

Healthcare professionals are uniquely positioned to identify 
and intervene on behalf of trafficking victims. Outside of law 
enforcement, healthcare settings are among the few places 

where the lives of human trafficking victims may intersect with 
the rest of society, if only for brief periods.18 In a study of 98 
sex trafficking survivors, 88% had at least one encounter with 
a health care provider while they were being trafficked, with 
63 percent of these encounters happening in an emergency 
department.19 
One study noted that human trafficking victims in the U.S. may 
interact with a range of health care personnel, including primary 
care providers, sexual and reproductive health care workers, 
dentists, and providers of traditional or alternative remedies.9 
Trafficking victims may even be found working within health care 
facilities. 
Unfortunately, studies have demonstrated that medical care 
providers are often unprepared to identify trafficking victims.20,21 

Identifying potential victims of human trafficking
Certain patient behaviors and/or companion behaviors can alert 
health care professionals to a potential human trafficking case.9,22 
One common clue is the presence of a person who seems to 
control both the patient and the situation. Survivors report that 
their traffickers completed health-related paperwork for them 
and communicated with clinic staff and health care providers 
on their behalf.9 The physical proximity of the traffickers 
perpetuated their coercion and control of the victims, preventing 
them from communicating with health care personnel directly.9 
The presence of an overbearing or controlling companion 
should trigger concern, and most recommendations suggest 
that in order to allow patients the opportunity to speak for 
themselves, clinic or hospital staff should attempt to interview 
and assess all patients privately. This may require the use of 
an independent interpreter, since many survivors have limited 
English proficiency.9

Trained non-clinical workers could be instrumental in helping 
to maintain separation during potential victim identification 
interviews in a manner that does not alert potential traffickers 
to victim identification efforts. Non-clinical staff, such as 

receptionists, security guards, and accounting personnel, who 
are made sensitive to these matters through training, may 
observe patterns and know when and how to respond if a 
potential trafficker repeatedly presents for multiple patients 
as a companion, translator, or medical bill payer, regardless of 
whether these personnel interact with the patients themselves. 
Multilingual non-clinical staff who may share a common language 
with trafficked persons of limited English proficiency may be able 
to develop a rapport with trafficked persons that facilitates trust 
and frank communication based on their language or cultural 
commonalities. It is recommended, therefore, that health care 
organizations think broadly about the types of employees who 
are appropriate to receive training about human trafficking in 
order to enhance opportunities for identification of and response 
to potential trafficking situations.23

A human trafficking victim may develop a mindset of fear, 
distrust, denial, and conflicting loyalties. Foreign victims of 
trafficking are often fearful of being deported or jailed and, 
therefore, they may distrust authority figures, particularly law 
enforcement and government officials. Many victims of both 
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sex and labor trafficking fear that if they escape their servitude 
and initiate investigations against their trafficker, the trafficker 
and his/her associates will harm the victims, the victims’ family 
members, or others.
Additional patient situations, behaviors, or emotional states may 
suggest human trafficking:2

 ● Paying cash or having no health insurance.
 ● Lacking control of identification documents (ID or passport).
 ● Having few or no personal possessions.
 ● Being reticent for additional testing or services due to large 

debt.
 ● Inability to: 

 ○ Leave home or place of work. 
 ○ Speak for oneself or share one’s own information.

 ● Feelings of helplessness, shame, guilt, self-blame, and 
humiliation.

 ● Loss of sense of time or space, not knowing where they are 
or what city or state they are in.

 ● Emotional numbness, detachment, or disassociation (i.e., 
“flat affect”). 

While not all victims of trafficking have physical indicators that 
aid identification, many victims suffer serious health issues, which 
may include:2

 ● Addiction to drugs and/or alcohol as a way to cope with or 
“escape” their situation, or as a method of control used by 
their traffickers.

 ● Symptoms of post-traumatic stress disorder, phobias, panic 
attacks, anxiety, and depression. 

 ● Sleep or eating disorders.
 ● Untreated chronic illnesses, such as diabetes or 

cardiovascular disease.
 ● Signs of physical abuse, such as bruises, broken bones, 

burns, and scarring.
 ● Chronic back, visual, or hearing problems from work in 

agriculture, construction, or manufacturing.
 ● Skin or respiratory problems caused by exposure to 

agricultural or other chemicals.
 ● Infectious diseases, such as tuberculosis and hepatitis, which 

are spread in overcrowded, unsanitary environments with 
limited ventilation.

 ● Reproductive health problems, including sexually transmitted 
diseases, urinary tract infections, pelvic pain, and injuries 
from sexual assault or forced abortions.

Responding to victims of human trafficking
Victims of trafficking do not often disclose their trafficking 
situation in clinical settings.8 Health care providers must, 
therefore, be thoughtful and careful about engaging patients 
if human trafficking is suspected. Before beginning any 
conversation with a patient, assess the potential safety risks 
that may result from asking sensitive questions of the patient. 
Recognize that the goal of your interaction is not disclosure or 
rescue, but rather to create a safe, non-judgmental place that 
will help you identify trafficking indicators and assist the patient.2 
This may be challenging in the context of busy, time-constrained 
schedules, but it is possible. Clinicians should:

 ● Allow the patient to decide if he or she would feel more 
comfortable speaking with a male or female practitioner. 

 ● If the patient requires interpretation, always use professional 
interpreters who are unrelated to the patient or situation. 

 ● If the patient is accompanied by others, try to find a time and 
place to speak with the patient privately. 

 ● Take time to build rapport with potential victims, or if you do 
not have the time yourself, find someone else on staff who 
can develop rapport with the patient. 

 ● Ensure that the patient understands confidentiality policies 
and practices, including mandatory reporting laws. 

 ● Use multidisciplinary resources, such as social workers, where 
available. 

 ● Refer to existing institutional protocols for victims of abuse/
sexual abuse. 

 ● Contact the National Human Trafficking Resource Center 
(NHTRC) hotline (1-888-373-7888) for assistance. Information 
available at: https://humantraffickinghotline.org/

If a patient has disclosed that he or she has been trafficked:2 
 ● Ensure that safety planning is included in the discharge 

planning process. 
 ● Provide the patient with options for services, reporting, and 

resources.
 ○ Provide the patient with the NHTRC hotline number. 

If the patient feels it is dangerous to have something 
with the number written on it, have them memorize the 

number or designate someone in your staff that they can 
call back to in order to provide that number. 

 ● In situations of immediate, life-threatening danger, follow 
your institutional policies for reporting to law enforcement. 
Whenever possible, try to involve the patient in the decision 
to contact law enforcement.

 ● If the patient is a minor, follow mandatory state reporting 
laws and institutional policies for child abuse or serving 
unaccompanied youth. Most state laws require immediate 
intervention if the trafficked victim is a minor. 

 ● Ensure that any information regarding the patient’s injuries or 
treatment is accurately documented in the patient’s records, 
recognizing that, similar to sexual assault examinations, the 
medical record serves both medical and legal purposes. 

Legal requirements regarding mandatory reporting of human 
trafficking differ from state to state, and situations may require 
mandatory reporting under related statutes even if the situation 
is not human trafficking (e.g., child abuse or domestic violence). 
State-specific information is available at: https://polarisproject.
org/resources/state-ratings-on-human-trafficking-laws/
Refer to your local or state requirements for additional 
information regarding mandatory reporting.
Four fundamental principles have been recommended for 
healthcare professionals who come into contact with people who 
have been, or are being, trafficked:8 

1. Use a trauma-informed, resilience-oriented, human rights-
focused, and culturally sensitive approach to the care of all 
patients. 

2. Collaborate with and seek advice from colleagues who have 
been engaged in anti-trafficking or other violence prevention 
work. 

3. Partner with advocates, social service providers, case 
managers, and others from outside the health sector to 
improve referral services and achieve a more effective overall 
response to human trafficking. 

4. Play an active role in self-directed education and training 
about human trafficking. 

USING A TRAUMA-INFORMED APPROACH
At a glance, it is easy to appreciate the trauma of a massive 
motor vehicle accident, but a patient who is trafficked is 
experiencing a similarly powerful, but far less visible, traumatic 
event. The task for clinicians is to recognize trafficking when they 
see it and respond appropriately. The patient’s experiences can 
be dehumanizing, shocking or terrifying, can involve singular 

or multiple compounding events over time, and often include 
betrayal of a trusted person or institution and a loss of safety.24 
These experiences can mean that ordinary medical procedures, 
such as asking a patient to undress for an exam, performing a 
gynecological exam, or even simply checking blood pressure, 
can be threatening or anxiety-provoking.
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Trauma-informed care (also known as trauma-sensitive or trauma-
aware care) is one way to provide effective and compassionate 
care for patients who may be trafficked or are otherwise 
traumatized. The Substance Abuse and Mental Health Services 
Administration (SAMHSA) defines trauma-informed care as a 
program, organization, or system that:24

1. Realizes the widespread impact of trauma and understands 
potential paths for recovery.

2. Recognizes the signs and symptoms of trauma in clients, 
families, staff, and others involved with the system.

3. Responds by fully integrating knowledge about trauma into 
policies, procedures, and practices.

4. Seeks to actively resist re-traumatization.
Trauma-specific intervention programs generally:

 ● Acknowledge the survivor's need to be respected, informed, 
connected, and hopeful regarding their own recovery.

 ● Address the interrelation between trauma and symptoms 
of trauma such as substance abuse, eating disorders, 
depression, and anxiety.

 ● Collaboratively work with survivors, family and friends of the 
survivor, and other human services agencies in a manner that 
will empower survivors and consumers.

Other trauma-informed approaches support the need for 
fundamental safety throughout the healthcare system (e.g., 
the Sanctuary model. Information at http://sanctuaryweb.
com/) Additional intervention information can be found in a 
manual about trauma-informed care published by SAMHSA and 
available at: https://store.samhsa.gov/product/TIP-57-Trauma-
Informed-Care-in-Behavioral-Health-Services/SMA14-4816

Taking a history
No evidence-based recommendations guide assessment and 
evaluation processes in the context of known or suspected 
human trafficking. Practice-based evidence, however, has been 
used to generate recommendations for screening and inquiry in 
these situations. 
Survivors of trauma report that disclosure may be more likely if 
health care providers are perceived to be knowledgeable about 
abuse and violence, nonjudgmental, respectful, supportive, and 
use a trauma-sensitive approach to evaluation and treatment.8 
Given the impact of adverse childhood experiences and other 
traumatic exposures on later physical and mental health and 
well-being, some experts recommend embedding specific 
questions about trafficking after a trusting relationship has 
been established. The length of time it takes to establish such 
a relationship with a victimized individual varies widely—it may 
take just a few minutes or require multiple separate visits. 
Once rapport has been developed with the patient, and 
confidentiality (along with its limits) has been communicated 
clearly, questions about possible human trafficking and other 
forms of coercive control can be asked. 
If you suspect human trafficking, try to start with indirect 
questions. Enlist the help of a staff member and/or interpreter 
who has knowledge of the patient’s language and culture after 
confirming there is no conflict of interest. Attempt to interview 
the patient alone without raising suspicions. You may need to be 
creative in finding opportunities to interview the patient alone, 

as traffickers may accompany patients to their visits and insist on 
staying with the patient throughout the encounter. Requesting 
that the patient leave the room for specific tests, such as 
x-rays, or urine testing, even when not necessary, may provide 
time away from the escort to ask questions in a confidential 
environment. 
Examples of probing questions:
1. Has your identification or documentation been taken from 

you?
2. What are your working or living conditions like?
3. Where do you sleep and eat?
4. Can you leave your job or situation if you want?
5. Do you sleep in a bed, on a cot or on the floor?
6. Do you have to ask permission to eat, sleep or go to the 

bathroom?
7. Can you come and go as you please?
8. Have you ever been deprived of food, water, sleep or 

medical care?
9. Are there locks on your doors and windows? Do you lock 

them or does someone else? (e.g., so you cannot get out)
10. Have you been threatened if you try to leave?
11. Have you been physically harmed in any way?
12. Is anyone forcing you to do anything that you do not want to 

do?
13. Has anyone threatened your family?

Physical examination
A physical examination should be performed carefully 
and sensitively, guided by the clinical presentation and by 
information gleaned from the history. In cases involving sexual 
violence and other forms of trauma, forensic evaluation and 
evidence collection should be offered when appropriate (e.g., 
if the most recent sexual assault has occurred within 120 hours 
of presentation, and with the patient’s consent or in conjunction 
with mandated reporter responsibilities).8 Forensic evaluation 
and evidence collection should be performed using approved 
sexual assault evidence collection kits. If available in your area, 
sexual assault/forensic nurse examiners, who have specific 
training in forensic evaluation and evidence collection, should be 
used. 

Abuse and violence, including that resulting from human 
trafficking, should be suspected when any of these physical 
findings are noted: 

 ● Bilateral or multiple injuries.
 ● Evidence consistent with rape or sexual assault. 
 ● Evidence of acute or chronic trauma, especially to the face, 

torso, breasts, or genitals.
 ● Pregnant woman with any injury, particularly to the abdomen 

or breasts; vaginal bleeding; or decreased fetal movement. 
 ● Body tattoos that are the mark of a pimp or trafficker.
 ● Occupational injuries not linked clearly to legitimate 

employment. 

Case study: Clinical consideration part 1
A young woman, Jessica, presents to the local clinic requesting 
evaluation for genital sores and vaginal discharge. You notice 
on her intake information that she is paying cash for this visit, 
and further review of her records reveals that she does not have 
a permanent address and has presented on multiple occasions 
to the clinic with similar symptoms. She is accompanied by her 
boyfriend, Mark, who largely speaks for Jessica, answering the 
questions, while she remains sitting quietly on the examination 

table. Jessica appears withdrawn and does not make eye contact 
with you. She appears to have superficial abrasions and bruises 
in various stages of healing on her upper extremities.
1. Take a moment to consider the many clues of this encounter 

that could indicate this young woman may be a victim of 
human trafficking.
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Documentation
Clinicians should carefully and accurately document all findings 
in the medical record, not only because this is standard care 
for all patients, but because such data may be valuable if 
the patient seeks legal redress. The patient’s medical history, 
physical findings, and oral disclosures, should be documented 
in writing, in an unbiased manner, using direct, unaltered 
quotes from the patient, to the extent possible. Photographic 
documentation of physical findings may be appropriate, with the 
patient’s permission. Images should contain the patient’s face 
and the injury or lesion measured with a ruler or other common 
object (such as a coin). Additional photographs can document 
close up views of each relevant injury or lesion. Patients should 
be informed that they have a right to refuse photographic 
documentation altogether or to restrict photographic 

documentation to certain specific areas if they so choose. The 
words “suspected human trafficking” as a finding, diagnosis, or 
problem should be included in the chart when appropriate.8

The Clinical Goal: The clinician’s goal should not be to “get 
a disclosure” from a patient suspected of being trafficked or 
otherwise abused.8 Instead, the health care provider should 
work to create a climate that allows every patient to feel safe, 
secure, cared for, validated, and empowered to disclose if he 
or she chooses. Disclosure might occur later if the patient does 
not feel ready to disclose in the immediate clinical setting. 
Therefore, each individual clinical encounter should be viewed 
as a step on a pathway to safety for at-risk patients.

RISK ASSESSMENT AND SAFETY PLANNING
If trafficking has been disclosed, clinicians can help the patient 
by:

 ● Having the patient assess his or her own personal risk.
 ● Making an independent judgment about that risk and 

communicating this opinion to the patient.
 ● Talking about safety planning.
 ● Making referrals to appropriate case management services 

for more detailed safety planning and case management.
Patients may minimize or deny the danger they face, hence 
clinicians should note the following “red flag” signs of 
heightened risk:

 ● More frequent or severe threats or assaults. 
 ● New or increasingly violent behavior by the perpetrator. 

 ● Increasing or new threats of homicide (or suicide by the 
trafficker) if the patient discloses. 

 ● The presence or availability of lethal weapons in the 
residence. 

Detailed safety planning and related case management are 
best undertaken by those with specific expertise in this area: 
advocates, social workers, and case managers. 
These expert partners are generally equipped with the time and 
expertise needed to address each patient’s immediate, short-
term, and long-term needs, and to arrange for appropriate 
follow-up with known and trained community-based resources.

Safety and training of health care workers
Since traffickers may be involved in various criminal enterprises, 
protecting health care workers is essential. The following 
suggestions include general safety measures as well as those 
specifically applicable to health care workers who may help 
victims of human trafficking:16

 ● Build relationships with local police or security personnel.
 ● Review emergency plans periodically.
 ● Restrict after-hours access.
 ● Improve lighting at entrances and parking areas.
 ● Install security cameras, mirrors, and panic buzzers.

 ● Restrict access to all doors except the main entrance.
 ● Pre Program 911 into all phones.

Quality improvement programs of various kinds can create and 
support policy changes regarding safety and high quality health 
care systems. One training program specific to human trafficking 
is SOAR to Health And Wellness Training. (SOAR is an acronym 
for Stop, Observe, Ask and Respond to Human Trafficking.) The 
program is available at https://www.acf.hhs.gov/otip/training/
soar-to-health-and-wellness-training

Legal considerations
“Health care providers are not required to—and in 
fact may not—report suspected instances of human 
trafficking that involve a competent adult victim, 
without the patient’s express consent.”8 

Clinicians should not involve law enforcement and/or social 
service providers (e.g., housing/shelter services, legal services, 
and case management) without first obtaining the explicit 
informed consent of the patient, or unless otherwise required 
under relevant law. These laws may include mandatory reporting 
laws for children, disabled adults, elders, and others. Privacy 
breaches can erode the provider-patient relationship and remove 

the autonomy patients deserve and need for making informed 
decisions for their own safety and future. As in cases of intimate 
partner violence, therefore, health care providers must follow 
the lead of the patient and respect the decisions of those who 
decide not to contact law enforcement or accept referrals to 
other services.
Domestic as well as international victims of human trafficking 
have specific legal rights under federal and state law, but may 
not know of these rights or be in a position to exercise them. If 
the patient is willing, a referral to law enforcement, attorneys, or 
legal service providers is appropriate. 

Case study: Clinical consideration part 2
Continuing Jessica’s visit, you are now beginning her physical 
examination. Mark indicates he would like to remain in the 
room during the examination, Jessica agrees and consents to 
his presence. He stands next to the head of the bed during the 
pelvic examination. Upon completion, you have identified an 
outbreak of Genital Herpes, and microscopic examination of 
the discharge reveals Trichomoniasis, two sexually transmitted 
diseases. Mark seems unusually undisturbed by the diagnoses. 
You are concerned about Jessica’s current living situation and 
would like to question her privately. In discussing the diagnoses 
with Jessica and Mark, you indicate that she must undergo urine 
pregnancy testing before beginning treatment and request that 

she accompany you to the restroom to provide a urine sample. 
Mark offers to go with her and wait outside of the restroom. You 
explain that it is not possible as the route to the restroom may 
pass other patients’ rooms, that the restroom is in a location 
shared with other patients, and you must protect their privacy. 
Mark quickly replies that it is impossible for Jessica to be 
pregnant, as she is compliant with her oral contraceptives, her 
periods are normal and questions the necessity of the test. You 
indicate she will not be treated until the test is complete, and 
Mark reluctantly agrees.
You lead Jessica to a private conference room and emphasize 
that everything the two of you discuss will remain confidential. 
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You preface your questions by stating, “I am worried about you, 
and would like to ask some questions about your current living 
conditions and situation so that I might help you.”

1. Take a moment to consider how you might respond if Jessica 
refuses to answer any further questions.

2. Take a moment to consider ways you could help Jessica if 
she did indeed admit to being a victim of human trafficking.

Conclusion
Clinicians, as “first contacts,” have an imperative to make a 
difference for their patients. Human trafficking poses many 
health risks, including physical injury, death, and/or long-lasting 
psychological damage. In the absence of validated tools to 
screen for victims of human trafficking, health care providers 
may need to consider implementing universal methods and 

policies to create a safe environment for all patients. Clinicians 
who encounter a trafficked person or other exploited individual 
have a unique opportunity to provide essential medical care and 
supportive referral options that may be an individual’s first step 
towards safety and recovery.

Resources
Texas resources

 ● Texas Office of the Attorney General 
humantrafficking@oag.texas.gov 
512-463-1646

 ● Texas Child Protective Services 
800-252-5400

 ● Texas Department of Public Safety, Victim Services 
512-424-2211 
dps.texas.gov/administration/staff_support/victimservices/
pages/index.htm

National Resources
 ● Coalition Against Trafficking in Women 

www.catwinternational.org

 ● Human Rights Watch 
www.hrw.org

 ● SOAR to Health and Wellness  
acf.hhs.gov/endtrafficking/initiatives/soar

 ● HEAL Trafficking  
https://healtrafficking.org

 ● Caring for Trafficked Persons: A Guide for Health Providers 
http://publications.iom.int/books/caring-trafficked-persons-
guidance-health-providers

 ● National Human Trafficking Resource Center (NHTRC) 
Hotline (24/7): 1-888-373-7888 
http://traffickingresourcecenter.org/

 ● Polaris Project 
www.polarisproject.org
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RECOGNIZING AND RESPONDING TO HUMAN TRAFFICKING IN TEXAS
Final Examination Questions

Select the best answer for each question and mark your answers on the Final Examination Answer Sheet found on pages 99,  
or complete your test online at EliteLearning.com/Book

1. Which of the following is not an industry in which people 
who are trafficked often work?
a. Restaurants.
b. Education.
c. Agriculture.
d. Fisheries.

2. Which is a common method used by human traffickers to 
control and manipulate their victims?
a. Exposure to loud music.
b. Isolation from family members.
c. Lawsuits.
d. Large payments for illicit or illegal behaviors.

3. Which statement best describes the use of the terms 
“victim” and “survivor” in relation to human trafficking?
a. Both terms may be appropriate depending on the 

circumstances of the person being trafficked.
b. The term “victim” is preferred because it emphasizes 

how much those being trafficked suffer.
c. The term “survivor” is preferred because it recognizes 

that the individual is “surviving” despite their current 
situation.

d. Neither term is preferred because both are emotionally 
loaded—the preferred term is “person being 
trafficked.”
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4. In a study of people involved in sex trafficking, what 
percentage had at least one encounter with a health care 
provider while they were being trafficked?
a. 18%.
b. 45%.
c. 88%.
d. 95%.

5. Which statement best summarizes the finding of several 
studies about the role or behaviors of health care providers 
relating to human trafficking?
a. Most providers have been educated about the problem 

of human trafficking but do not have time to adequately 
address the needs of trafficked patients.

b. Many providers are unprepared to identify trafficking 
victims when they are encountered in clinical settings.

c. Many providers can identify trafficking victims, but they 
often do not follow up with appropriate referrals to 
external sources of support.

d. Most providers are not exposed to the issue of human 
trafficking in medical school.

6. What is one possible way to increase the identification in 
health care settings of people who are being trafficked?
a. Install security cameras in waiting rooms.
b. Train non-clinical staff (e.g., receptionists, security 

guards) in ways to identify human trafficking and to 
communicate with medical personnel.

c. Require all patients to fill out a questionnaire about 
human trafficking.

d. Require that all patients are asked about human 
trafficking when signing in for their visit.

7. If a patient suspected of being trafficked does not speak 
English, or is not comfortable speaking English, the best 
approach is:
a. Have the patient’s friend or relative translate for them.
b. Use printed materials that have been translated into 

other common languages.
c. Use a professional interpreter or someone unrelated to 

the patient.
d. Use the language translation phone application on your 

smartphone to communicate.

8. Before asking a patient questions about human trafficking, 
it’s best if clinicians:
a. Establish a rapport with the patient and separate the 

patient from any people who may have accompanied 
him or her on the visit.

b. Use a written questionnaire to screen for potential signs 
of human trafficking.

c. Perform a thorough physical examination.
d. Check the patient’s health insurance status using an 

online database.

9. If a patient discloses that they are a victim of human 
trafficking:
a. Police must be notified.
b. Any escort accompanying the patient should be 

detained by the office staff.
c. Injuries must be carefully documented and detailed in 

their medical record.
d. Insist that they take pamphlets and information 

regarding human trafficking with them at their time of 
discharge.

10. Why is it important, in the context of human trafficking, to 
train all clinical and non-clinical staff on safety and security 
procedures?
a. Because victims of human trafficking are often violent.
b. Because traffickers may be involved in various criminal 

enterprises and present a threat of violence.
c. Because victims of human trafficking are more likely to 

be infected with contagious diseases.
d. To conform with local or state laws related to the 

treatment of victims of human trafficking.

Course Code: ANCCTX01RR
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Course overview
The purpose of this course is to assist nurses to be prepared 
to provide safe and appropriate nursing care for older adults. 
Components of the course include information on elder abuse; 
age-related memory changes; and health maintenance and 

disease processes, including chronic conditions and end-of-life 
issues. The course meets the continuing education requirements 
mandated by the Texas Board of Nursing as they pertain to the 
older adult.

Learning objectives
After completing this course, the learner will be able to: 

 � Differentiate among the different types of elder abuse.
 � Identify risk factors for elder abuse.
 � Describe the reporting process for elder abuse.
 � Describe the assessment process for elder abuse.
 � Explain interventions to deal with elder abuse.
 � Describe age-related memory and cognitive changes in older 

adults.

 � Identify strategies to enhance memory and cognition in older 
adults.

 � Describe strategies for dealing with behaviors associated 
with dementia.

 � Describe ways to reduce the impact of chronic conditions in 
the older adult population.

 �  Identify helpful end-of-life care strategies.
 � Discuss intent to change practice and nursing interventions.

How to receive credit
 ● Read the entire course online or in print which requires a 

2-hour commitment of time.
 ● Complete the self-assessment quiz questions which are at 

the end of the course or integrated throughout the course. 
These questions are NOT GRADED. The correct answer is 
shown after you answer the question. If the incorrect answer 
is selected, the rationale for the correct answer is provided. 
These questions help to affirm what you have learned from 
the course.

 ● Depending on your state requirements you will be asked to 
complete either:

 ○ An affirmation that you have completed the educational 
activity.

 ○ A mandatory test (a passing score of 70 percent is 
required). Test questions link content to learning 
objectives as a method to enhance individualized 
learning and material retention.

 ● If requested, provide required personal information and 
payment information.

 ● Complete the MANDATORY Course Evaluation.
 ● Print your Certificate of Completion.

CE Broker reporting
Colibri Healthcare, LLC, provider # 50-4007, reports course 
completion results within 1 business day to CE Broker. If you 
are licensed in Arkansas, District of Columbia, Florida, Georgia, 

Kentucky, Michigan, Mississippi, New Mexico, North Dakota, 
South Carolina, or West Virginia, your successful completion 
results will be automatically reported for you.

Accreditations and approvals
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 
Credentialing Center’s Commission on Accreditation.
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Individual state nursing approvals 
Colibri Healthcare, LLC is accredited as a provider of nursing 
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Credentialing Center’s Commission on Accreditation. In addition 
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INTRODUCTION
The number of Americans 65 years of age and older is growing 
at a rapid pace. The population age 65 and over increased from 
37.2 million in 2006 to 54.1 million in 2021, which is 16.8% of the 
U.S. population (U.S. Census Bureau, 2022). The population is 
projected to reach 80.8 million by 2040 and 94.7 million by 2060 
(Administration for Community Living [ACL], 2022).
Increasing numbers of older adults in the U.S. mean that 
healthcare professionals (HCPs) must be prepared to provide 
safe and appropriate healthcare for a segment of the population 
that is rapidly growing. Part of this preparation includes 
providing care to people with chronic illnesses and memory 
changes. End-of-life care will become even more important as 
the population ages. Unfortunately, the recognition, intervention, 
and prevention of cases of elder abuse will also grow in 
importance because this problem is a growing concern.

In Texas, nearly 13% of the population, or 3.7 million people, 
are 65 and older, and the number is growing. It is estimated that 
by 2050, that number will increase to nearly 17% (Texas Health 
and Human Services, 2022). This means that there will be an 
increased demand for healthcare, home care, personal care, 
long-term care, and healthcare professionals with expertise in 
gerontology.
This education program, which meets the mandatory older 
adult continuing education requirements of the Texas Board of 
Nursing, focuses on the following:

 ● Elder abuse.
 ● Age-related memory changes and disease processes 

(including chronic conditions).
 ● End-of-life issues.
 ● Health maintenance.
 ● Health promotion.

ELDER ABUSE
Definitions of elder abuse vary somewhat from state to state. In 
Texas, according to the Texas Human Resources Code, Section 
48.002(a)(2), elder abuse is defined as:
A. The negligent or willful infliction of injury, unreasonable 

confinement, intimidation, or cruel punishment with resulting 
physical or emotional harm or pain to an elderly person or 
person with a disability by the person's caretaker, family 
member, or other individual who has an ongoing relationship 
with the person; or

B. Sexual abuse of an elderly person or person with a disability, 
including any involuntary or nonconsensual sexual conduct 
that would constitute an offense under Section 21.08, 
Penal Code (indecent exposure) or Chapter 22, Penal Code 
(assaultive offenses), committed by the person's caretaker, 
family member, or other individual who has an ongoing 
relationship with the person. (Statutes.capitol.texas.gov, 2015).
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The following are additional definitions related to abuse from the 
Texas Human Resources Code Section 48.002 (Statutes.capitol.
texas.gov, 2015):

 ● Exploitation: “The illegal or improper act or process of a 
caretaker, family member, or other individual who has an 
ongoing relationship with the elderly or disabled person 
using the resources of an elderly or disabled person for 
monetary or personal benefit, profit, or gain without the 
informed consent of the elderly or disabled person.”

 ● Neglect: “The failure to provide for one’s self, the goods or 
services, including medical services, which are necessary to 
avoid physical or emotional harm or pain or the failure of a 
caretaker to provide such goods or services.”

Legislatures in all 50 states have passed some form of elder 
abuse prevention laws (National Center on Elder Abuse, n.d.a). 
Elder abuse can have serious, even fatal, consequences. It is 
important that nurses understand, in detail, each type of elder 
abuse and the corresponding signs and symptoms.

Physical abuse
The National Center on Elder Abuse (NCEA) defines physical 
abuse as the “use of physical force that may result in bodily 
injury, physical pain, or functional impairment” (NCEA, n.d.a).
Examples of physical abuse include, but are not limited to, the 
following actions (NCEA, n.d.a; Nursing Home Abuse Center, 
2020):
• Striking  (with or without  

an object).
• Bruising.
• Hitting.
• Shaking.
• Slapping.
• Kicking.
• Pinching.

• Punching.
• Pushing/shoving.
• Burning.
• Inappropriate use of drugs.
• Restraining.
• Scratching.
• Forced feeding.

Nurses must be able to recognize signs and symptoms of 
physical abuse, which include the following (Flomenbaum, 2017; 
NCEA, n.d.a; Nursing Home Abuse Center, 2020):

 ● Bruises, black eyes, and welts (most commonly found on the 
head, neck, face, posterior torso, and upper arms).

 ● Bone fractures, including skull fractures.
 ● Open wounds, cuts, punctures, and lacerations.
 ● Sprains, dislocations, and internal injuries or bleeding.
 ● Signs of being restrained, such as rope marks, bruising 

around ankles or wrists.
 ● Broken eyeglasses.
 ● Laboratory evidence of overdose or underuse of prescribed 

drugs.
 ● An older adult’s report of being abused.
 ● A sudden change in the older adult’s behavior, such as 

becoming agitated, fearful, or depressed.
 ● A caregiver’s refusal to allow visitors, family members, or 

healthcare workers to see the older adult alone.
Nurses must also pay attention to the pattern of injuries found 
on the older adult’s body. The following patterns of injury 
indicate abuse rather than accidental injury (Flomenbaum, 2017; 
NCEA, n.d.a; Nursing  Home Abuse Center, 2020):

 ● Bilateral bruising over the upper arms, lateral arms, or 
anterior arms.

 ● Face, skull, and neck injuries.
 ● Bruising, cuts, lacerations, scars, or other wounds around the 

breasts or genital areas.

 ● Bruises or injuries that have a particular pattern—a cigarette 
burn, the imprint of a hand or an object such as a cane.

 ● Bruises in different stages of healing.
 ● Unexplained injuries or injuries that do not fit with the elder’s 

(or the elder’s caregiver’s) explanation of how the elder was 
injured.

Nursing consideration: Not all injuries are caused by physical 
abuse. Older adults do fall and bump into things. Nurses 
should perform a thorough physical and mental assessment 
as well as observe the older adults and their interactions with 
family, friends, and healthcare workers to help differentiate 
accidents from abuse.

Self-Assessment Question #1

Sandy is a registered nurse who works in a busy pediatric 
office. One day, a toddler’s 68-year-old grandmother brings 
the child in for a wellness visit. It is a warm summer day, but 
the grandmother is wearing a long-sleeved sweater. Sandy 
asks if the woman would like to remove her sweater since 
it is quite warm in the office due to a malfunction of the air 
conditioning system. The woman shakes her head, rather 
sadly, and declines. As the child and his grandmother leave 
the office, Sandy, who is leaving the office for her lunch break, 
happens to walk by the grandmother’s car. She notices that the 
grandmother has removed her sweater. The upper portions of 
both of the woman’s arms are covered with purple bruises in 
various stages of healing. Sandy is alarmed and is concerned 
that the woman may have been abused.
Which of the following statements best describes Sandy’s 
circumstances?
a. Sandy must realize that older adults fall and bruise 

themselves, and the bruises are most likely caused by an 
accident.

b. Sandy cannot report her suspicions unless the toddler’s 
grandmother admits to abuse.

c. Sandy should get permission from her employer to report 
the abuse.

d. Sandy knows that a pattern of bilateral bruising on the 
upper arms is characteristic of physical abuse.

Sexual abuse
Texas defines sexual abuse as “Any involuntary or nonconsensual 
sexual conduct committed by the person’s caretaker, family 
member, or other individual who has an ongoing relationship 
with the person” (Statutes.capitol.texas.gov, 2015). The Nursing 
Home Abuse Center (2022a) defines sexual abuse of the older 
adult as “an action against an elder that is unwanted and 
sexual in origin. It usually involves those older than 60 years 
of age.” Such actions also include the taking of visual images 
(e.g., photographs of a sexual nature). Furthermore, “[A]dult 
sexual abuse includes any sexual contact with an elder who, 
because of mental illness or dementia, cannot communicate 
their disapproval of the behavior against them or cannot 
communicate consent for the activity” (Nursing Home Abuse 
Center, 2022a).

Signs of sexual abuse inflicted upon the older adult include 
(Nursing Home Abuse Center, 2022a):

 ● Pelvic injury.
 ● Difficulty walking or sitting.
 ● Torn, bloody, or stained underwear.
 ● Bruises of the genitals or inner thigh.
 ● Anal or genital bleeding.
 ● Irritation or pain of the anus or genitals.
 ● Panic attacks.
 ● Signs of posttraumatic stress disorder (PTSD).
 ● Agitation.
 ● Social or emotional withdrawal.
 ● Engaging in inappropriate, unusual, or aggressive sexual 

activities.
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Emotional or psychological abuse
Monica is a nurse practitioner who specializes in geriatric care 
at a large medical center. She stops outside one of her patient’s 
hospital room and overhears the patient’s son speaking in an 
angry tone of voice. He tells his father, “You are really a stupid 
old man. You had better learn to behave yourself or I won’t let 
you come back home to live with me and my family. And believe 
me, nobody else will put up with an old man like you.” Monica 
is horrified and decides to monitor this patient for evidence of 
emotional or psychological abuse.
Emotional and psychological abuse involves intentional acts that 
cause mental pain, fear, or distress in an older adult (Nursing 
Home Abuse Center, 2022b). Examples of this type of abuse 
include (Nursing Home Abuse Center, 2022b):

 ● Barring access to resources.
 ● Humiliating.
 ● Insulting.

 ● Intimidating.
 ● Isolating.
 ● Name calling.
 ● Threatening.
 ● Terrorizing.

Signs of emotional and psychological abuse include (Nursing 
Home Abuse Center, 2022b):

 ● Appearing depressed.
 ● Appearing withdrawn.
 ● Attempting to hurt others.
 ● Avoiding eye contact.
 ● Demonstrating a change in eating or sleeping patterns.
 ● Being isolated from family and friends.
 ● Having low self-esteem.
 ● Having mood swings.

Neglect
Margaret lives in an upper-middle-class neighborhood. She is 
especially fond of her neighbors, Leslie and Paul Mason. She 
thinks they are wonderful people, so kind and thoughtful. And 
they have been so generous to take in Leslie’s elderly mother. 
She thinks, “I wonder if the old lady is sick. I hardly ever see her 
anymore.” That afternoon, Margaret receives some mail for the 
Masons by mistake. She knocks on their door to deliver it and 
Leslie’s mother answers the door and says, “My daughter isn’t 
home. She doesn’t like it when I talk to anybody else.” Even 
though it is a cold winter’s day, Leslie’s mother is wearing a thin 
dress with short sleeves and no shoes or stockings. Her hair is 
dirty and untidy. Margaret asks the woman if she is sick and says, 
“Aren’t you cold in that little dress?” The woman replies, “This is 
the only dress I have.” Could this woman be a victim of neglect?
Texas defines neglect as “The failure to provide for one’s 
self the goods or services, including medical services, which 
are necessary to avoid physical or emotional harm or pain or 
the failure of a caretaker to provide such goods or services” 
(Statutes.capitol.texas.gov. 2015).

Evidence-Based Practice Alert! An estimated 1 in 10 
Americans aged 60 and older have experienced some form 
of abuse. Only about 1 in 14 cases of abuse are reported to 
authorities (National Council on Aging [NCOA], n.d.a). The 
World Health Organization (WHO) reports that 4.2% of abuse 
reported by older adults who live in community settings is 
neglect. In institutionalized settings, 11.6% of the cases of 
older adult abuse reported by older adults were of neglect. 
For neglect reported by staff, 12% of reported cases were of 
neglect (WHO, 2022).

Examples of neglect of the older adult include failure to provide 
or adequately provide (Nursing Home Abuse Center, 2022b):

 ● Basic daily living activities.
 ● Clothing.
 ● Hygiene maintenance.
 ● Medical care.
 ● Nutrition and hydration.
 ● Shelter.

Abandonment
Traffic is heavy, and Liz is late arriving for her shift as a triage 
nurse in the emergency department (ED). As she hurries to 
the ED entrance, Liz notices an elderly man slumped on the 
sidewalk. He is wearing only a thin sweater even though the 
night is cold. He is crying. Liz hurries to him. She asks him his 
name and if he is hurt. He replies, “They told me they were tired 
of taking care of me. They said they were going to get rid of me. 
My own children!” The man has been abandoned.

Abandonment is the desertion of an older adult by a person 
who has the responsibility for providing care for the older 
adult, or by a person with physical custody of an elder. Signs of 
abandonment include, but are not limited to (NCEA, n.d.a):

 ● The desertion of an older adult at a hospital, nursing facility, 
or a similar institution.

 ● The desertion of an older adult at a public location such as a 
shopping center.

 ● An older adult’s report of being abandoned.
Financial abuse
Ruth is helping her 10-year-old daughter deliver Girl Scout 
cookies ordered by friends and neighbors. They stop at Mrs. 
Wilson’s house to deliver her cookies and to obtain payment. 
When Mrs. Wilson answers the door, she smiles and asks them 
to come in. “I’ll just get some cash to pay you.” She leaves 
the room and is gone for nearly 20 minutes. When Mrs. Wilson 
returns, she is tearful and trembling. “My money is gone. I keep 
about $300 in the house. My daughter and her husband were 
here, and every time they visit, I find money missing!” Could 
Mrs. Wilson be the victim of financial abuse?
Financial abuse is the unauthorized use of property, assets, 
funds, credit cards, or bank accounts by someone who is in 
a supposedly trusting relationship with the older adult. This 
includes stealing cash and checks, forging signatures, identity 
theft, charity scams, and making unauthorized or pressuring an 
elder to make financial investments (NCEA, n.d.c; Nursing Home 
Abuse Center, 2022b).

Signs and symptoms of financial abuse include (NCEA, n.d.c; 
Nursing Home Abuse Center, 2020):

 ● Sudden or unexplained changes in bank account balances or 
banking practices.

 ● Adding names to an older adult’s bank accounts, credit 
cards, or bank signature cards.

 ● Unauthorized ATM withdrawals.
 ● Sudden or unexplained changes in a will or other financial 

documents.
 ● Unexplained disappearance of money or valuable 

possessions.
 ● Unpaid bills.
 ● Substandard care even though adequate financial funds were 

available.
 ● Discovery of forged signatures on the older adult’s financial 

documents.
 ● Sudden appearance of relatives who were not previously 

involved with the older adult but who claim that they have 
rights to the older adult’s financial assets.

 ● An older adult’s report of financial abuse.
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Self-neglect
Mr. Samson is a 75-year-old retired electrical engineer. He is a 
widower and has no children. Well-off financially, Mr. Samson 
lives in the home he and his wife shared. One of his few relatives 
is a niece. She arrives at the local Adult Protective Services (APS) 
office in considerable distress. She is concerned about her uncle. 
She tells the caseworker, “My uncle has plenty of money and a 
beautiful home, but he just won’t take care of himself. He won’t 
bathe or eat properly or take his blood pressure medicine. The 
house is getting dirty, too. I try to get him to see a doctor, but 
he won’t! He tells me to mind my own business when I try to talk 
to him about taking care of himself, but something needs to be 
done!” Mr. Samson is a victim of self-neglect.

Nursing consideration: The definition of self-neglect does 
not include a situation where mentally competent elders who 
understand the consequences of their own actions make a 
deliberate and voluntary decision to behave in ways that 
threaten their health or safety (NCEA, n.d.c).

Self-neglect is defined as the behavior of older adults that 
threatens their own health or safety. Examples include an older 
adult who does not take prescribed medications, consume 
adequate food or water, or perform necessary personal hygiene 
(NCEA, n.d.c; Nursing Home Abuse Center, 2020).
Signs and symptoms of self-neglect include the following (NCEA, 
n.d.c; Nursing Home Abuse Center, 2020):

 ● Dehydration.
 ● Malnutrition.
 ● Untreated medical condition.
 ● Failure to seek medical help when needed.
 ● Living in an unsanitary environment.
 ● Living in an unsafe environment.
 ● Inadequate or inappropriate clothing.

Nursing interventions and intent to change practice
Nurses need to have knowledge of the types of older adult 
abuse, how to recognize them, and how to intervene. Changes 
in practice may include, in addition to recognition and 
intervention, the education of healthcare professionals as well as 
the general public regarding what constitutes older adult abuse, 
recognition, and what to do about it.

Self-Assessment Question #2

Alex is a community health nurse in east Texas. He is 
developing a class on older adult abuse for community 
leaders who have expressed concern about this issue in their 
community. Alex researches the various types of older adult 
abuse and how to recognize them.
Alex will provide examples of older adult abuse. Which of the 
following actions is NOT considered to be abuse?
a. Failure of an adult child to provide prescription refills for a 

parent.
b. Removal of the car keys from a parent with significant 

dementia.
c. Failure to routinely toilet a wheelchair confined older adult.
d. Cashing a parent’s Social Security check and giving the 

parent only a small portion of the money.

Self-Assessment Question #3

One of the participants attending the education program tells 
Alex that there is no such thing as self-neglect. “A person can’t 
abuse himself.” Alex responds by explaining?
a. Self-neglect occurs when the behavior of an older adult 

threatens their own health and safety.
b. Self-neglect is a new category of abuse that will eventually 

be removed from the list of types of older adult abuse.
c. Self-neglect is not considered to be abuse unless it is 

accompanied by other, more obvious, types of abuse.
d. Self-neglect is not an “officially” recognized type of abuse 

but can be a problem.

RISK FACTORS FOR ELDER ABUSE
There are a number of risk factors that may increase the potential 
for abuse of an older adult. The following factors are some of the 
issues that increase the risk of abuse (Alegre Home Care, 2021; 
Centers for Disease Control and Prevention [CDC], 2020; WHO, 
2022):
1. Advanced age

The risk of abuse increases for persons over the age of 80. 
Advanced age is often associated with declines in health and 
physical and mental abilities. This can further increase the risk 
for abuse.

2. Gender
Although both male and female older adults suffer abuse, 
women are more likely to be abused.

3. Dementia
Older adults who have dementia are particularly vulnerable 
to abuse since the disease may prevent them from 
recognizing it or reporting it. Dementia is thought to increase 
risk because of increased caregiver burden when dealing 
with cognitively impaired older adults; the inability of the 
older adult to communicate effectively; and the possibility 
that the dementia/cognitive impairment may make the older 
adult aggressive (verbally or physically), thus increasing the 
risk that others may respond aggressively as well (Alzheimer’s 
Association, 2022; CDC, 2020; WHO, 2022).

4. Numerous serious illnesses
Older adults affected by many serious illnesses most likely 
need additional assistance with physical care, financial 
management, transportation to and from healthcare 
appointments, and the normal activities of daily life. Their 
ability to perform self-care activities and their cognitive 
abilities may deteriorate. These needs make an older adult 
vulnerable to physical and emotional regression and place 
additional burdens on caregivers. All of these factors increase 
the risk for abuse (Alegre Home Care, 2021; CDC, 2020; 
WHO, 2022).

5. History of domestic violence
Spouses are often the perpetrators of elder abuse. Domestic 
violence that started when people were young may continue 
as both parties age (Alegre Home Care, 2021; CDC, 2020; 
WHO, 2022).

6. Social isolation
 Older adults who are unable to maintain contact with family 
or friends or participate in social activities are at greater risk 
for abuse. Abusers often deliberately isolate their victims 
from family, friends, and social outlets to hide their abuse. 
Or they may use isolation as a form of abuse (Alegre Home 
Care, 2021; CDC, 2020; WHO, 2022).
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7. Physical immobility
Research has shown that older adults whose physical 
mobility is compromised are at higher risk for abuse. Physical 
immobility may be accompanied by an increased need for 
physical assistance (Alegre Home Care, 2021; CDC, 2020; 
WHO, 2022).

8. Low income
Although abuse can and does occur among persons at all 
socioeconomic levels, research has shown that it is more 
common among those who have a reduced or low income 
(Alegre Home Care, 2021; CDC, 2020; WHO, 2022).

Nursing interventions and intent to change practice
Knowing the risk factors for older adult abuse should trigger 
awareness on the part of the nurse. Incorporating risk factors 
into assessment may help to identify those people suffering from 
abuse and to get them help more quickly (Alegre Home Care, 
2021; CDC, 2020; WHO, 2022).

Self-Assessment Question #4

Monica is a nurse practitioner who specializes in gerontology. 
She is part of a task force that is updating the screening 
methods for older adult abuse.
Monica will be sure to point out which of the following issues 
to her colleagues on the task force? 
a. Persons between the ages of 65 and 75 years of age are at 

the highest risk for abuse.
b. Male and female adults are at equal risk for being abused.
c. Older adults who are unable to maintain contact with 

family or friends are at greater risk for abuse.
d. Domestic violence is a risk factor for abuse only if the 

abuse began at the age of 60 or older.

Risk factors for becoming an abuser
There are risk factors related to the abusers themselves. Some of 
these risk factors include (CDC, 2020; WHO, 2022):

 ● Current diagnosis of mental illness.
 ● Current abuse of alcohol or other substances.
 ● Exposure to or experience of abuse as a child.
 ● Currently lives with an older adult for whom the abuser is 

responsible.
 ● History of poor family interpersonal relationships.
 ● Poor or no preparation for taking care of older adults.
 ● Assumption of caregiving responsibilities at an early age.

 ● Inadequate coping skills.
 ● High financial and emotional dependence upon a vulnerable 

elder.
 ● Lack of social support.
 ● Lack of community support.
 ● Lack of access to community resources.
 ● Culture that has a high tolerance for and acceptance of 

aggressive behavior.
 ● Family members expected to care for older adults without 

help.

REPORTING OLDER ADULT ABUSE
The law
Texas law says that anyone who thinks a child or a person 65 
years or older or an adult with disabilities is being abused, 
neglected, or exploited must report it to the Department of 
Family and Protective Services (DFPS). Texas law further states, 
“A person who reports abuse in good faith is immune from civil 
or criminal liability.” The name of the person making the report 
is kept confidential. However, anyone who suspects abuse and 
does not report it can be held liable for criminal charges, which 
could be a misdemeanor or a felony (Texas Department of 
Family and Protective Services (DFPS), n.d.). 
The following are some key points for Texas nurses when 
reporting older adult abuse (Paxton, n.d.; DFPS, n.d.; DFPS, 
2021a):

 ● Nurses are mandated by law to report any case of suspected 
older adult abuse. Note that anyone in Texas who suspects 
older adult abuse is obligated to report it.

 ● Any person suspecting abuse and not reporting it can be 
held liable for a misdemeanor or state jail felony.

 ● Any Texas resident who knows about older adult abuse and 
decides not to report it will be charged and convicted of a 
Class B misdemeanor.

 ● Texas law forbids anyone from filing a false claim of older 
adult abuse.

 ● Adult Protective Services is responsible for investigating any 
claims of older adult abuse.

 ● A person who reports abuse in good faith is immune from 
civil or criminal liability.

 ● The DFPS keeps the name of the person making the report 
confidential.

 ● If the elder is in immediate danger, calling 911 for prompt 
intervention by emergency and law enforcement personnel is 
the protocol.

 ● The nurse is not responsible for determining why or how the 
abuse occurred.

 ● Suspected abuse of older adults living at home should be 
reported to APS at 1-800-252-5400.

 ● If abuse is suspected within the facility where the older adult 
is hospitalized, where they live as a resident of a long-term 
care facility, or within other healthcare institutions, the nurse 
should follow the policies and procedures of that facility 
for reporting the abuse. If attempts are made to cover up 
suspected abuse, the nurse is still obligated to report it to 
local APS.

 ● Even if a patient or other person that the nurse suspects is 
a victim of abuse asks them not to report it, the nurse is still 
legally mandated to report the suspected abuse.

 ● Anonymous reporting can be done by calling the local elder 
abuse hotline or APS.

 ● Nurses who report elder abuse are not responsible for 
proving that the abuse actually occurred. The agency that 
receives the report of suspected abuse is responsible for 
investigating and determining abuse.

 ● If the older adult suspected of being abused is living in a 
nursing home or assisted living facility, or is living at home 
and relies on a home health provider, the report must be 
made to the Texas Department of State Health Services at 
1-800-458-9858.

 ● If the older adult is a resident of a long-term care facility that 
receives Medicaid funding, the suspected abuse should be 
reported to the Attorney General’s Medicaid Fraud Control 
Unit at 1-800-252-8011.

 ● Abuse of a senior who is not in a healthcare facility can be 
reported to APS at 1-800-252-5400.
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 ● If the situation is urgent or an emergency, and needs to be 
investigated within 24 hours, the Texas Abuse Hotline should 
be called at 1-800-252-5400. The hotline can be called 24 
hours a day, seven days a week.

 ● Reports can also be made using a secure website at https://
www.txabusehotline.org/Login/Default.aspx.

 ● Website reporting should not be used to report urgent or 
emergency situations. Instead, the hotline should be called.

Nursing interventions and intent to change practice
Nurses must know how to report older adult abuse. They should 
help colleagues and members of the community learn how to 
report such abuse.

Self-Assessment Question #5

Angela has recently retired from her position as a professor of history at an urban university in Texas. She comments to her friend, 
a registered nurse, “It’s a joy to be able to do what I want and when I want. Another benefit is that I don’t have to worry about 
reporting abuse since I’m no longer an active educator.”
Which of the following statements concerning Angela’s circumstances is accurate? What should her friend tell her?
a. The responsibility to report older adult abuse is limited to healthcare professionals, but Angela is still accountable for reporting 

child abuse.
b. Anyone in Texas who suspects older adult abuse should report such abuse to the Texas hotline, regardless of the severity of the 

abuse.
c. If Angela encounters an older adult that she suspects is being abused, she does not have to report it if the older adult asks her 

not to.
d. If Angela suspects abuse and does not report it, she can be held liable for a misdemeanor or state jail felony.

ASSESSMENT
The first step is to treat any injuries that require medical 
intervention. After assuring that the older adult is not in 
immediate danger, the nurse should conduct a thorough 
screening assessment. A history and head-to-toe physical exam 

should be obtained in a secure, private setting away from 
potential abusers and in an environment where the older adult 
feels safe (Earlam et al., 2018; Flomenbaum, 2017).

Screening tools
Older adult abuse screening tools may be quite helpful as the 
nurse conducts assessment and screening. Here are examples of 
such screening tools:
Elder Assessment Instrument (EAI)
The EAI is a 41-item assessment tool first published in 1984. It 
has seven sections that help to review signs and symptoms as 
well as other indicators of the various types of abuse (Fulmer, 
n.d.).
Elder-Abuse Suspicion Index (EASI)
The EASI was developed to help physicians identify patients who 
might be victims of abuse. It consists of six items, five of which 
are yes/no questions that the elder answers, and a sixth item 
that asks the physician if they have identified any behaviors that 
suggest abuse (FindLaw, 2021).

H-S/EAST
This is a six-item tool that can be self-reported by the older adult 
or via interview by a healthcare professional. It is suitable in an 
emergency or outpatient setting and has good cross-cultural 
adaptation (NCEA, 2016).
Vulnerability to Abuse Screening Scale (VASS)
This is a 12-item, self-reporting scale concerning dejection, 
coercion, and vulnerability (NCEA, 2016).

Nursing consideration: There are a significant number of 
older abuse screening tools. Healthcare organizations should 
choose (or develop) a tool that best meets their needs and 
ensure that it is consistently utilized.

Interventions for persons suffering from older adult abuse
All older adults should be screened for abuse. In a clinical 
setting, elders need a safe environment so their injuries (if 
present) can be treated and they can answer questions without 
fear of being overheard. Treatment is focused on dealing with 
the current consequences of the abuse and taking steps to 
prevent further abuse (NCEA, n.d.a; Tabloski, 2019).
If older adults are in immediate danger, it is important to 
separate them from the alleged abuser immediately. If the 
caregiver is no longer able to deal with the challenges of caring 
for the older adult, respite services and counseling are options 
that may help alleviate stress (NCOA, n.d.a; Paxton, n.d.).
All healthcare settings are required to have policies and 
procedures for dealing with suspected abuse, including 
circumstances that involve an employee as the possible abuser. 
Remember, the older adult must be separated from the caregiver 
so that the older adult can be questioned in private. Most 
victims of abuse do not readily report the abuse or identify their 
abuser (DFPS, 2021b; NCOA, n.d.a).
Documentation of findings is critical. It is especially important 
that documentation in the medical records be objective and 
factual. A body map is a helpful guide when documenting 
injuries (Stout, 2019; Tabloski, 2019).

Nursing consideration: Nurses must be careful not to draw 
conclusions, document personal opinions, or interpret the 
elder’s comments (Stout, 2019).

Documentation should include the following (DFPS, 2021b; 
Stout, 2019; Tabloski, 2019):

 ● The time and place of injury, if known or reported by the 
older adult.

 ● The date and time of documentation.
 ● The exact location, size, color, and shape of the injury. The 

size should be measured with a ruler or tape measure. The 
size should never be estimated.

 ● The older adult’s comments exactly as stated, in quotation 
marks. The nurse should not try to interpret the remarks or 
document personal opinions about the remarks.

 ● When documenting, the nurse should keep in mind the 
acronym OLD: observe, listen, document.

Here are some suggestions for helping older adults to stay safe 
in their homes (DFPS, 2021b; Olson & Hoglund, 2014):

 ● Assist older adults to develop a safety plan that includes a list 
of actions to take in the event of an abusive situation.

 ● Compile a list of telephone numbers for use in an emergency, 
including 911 or the number of a trusted friend or family 
member who could help in an emergency.
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 ● Facilitate, if needed, a move to an alternative living situation 
(senior living community, assisted living community, long-
term care facility).

 ● Register the older adult’s telephone numbers with the 
National Do Not Call Registry to reduce telemarketing calls 
and the possibility of financial exploitation.

 ● Caution the older adult to shred financial documents before 
throwing them away.

 ● Warn the older adult not to give out personal or financial 
information to anyone except a trusted family member or 
friend.

 ● Help the older adult to develop a strategy to avoid social 
isolation. Referrals can be made to a visitor or to a well-
being check program. Arrange a contact system for trusted 
neighbors, friends, or family members to check in on the 
older adult, or for the establishment of a buddy system for 
one elder to check in with another.

 ● Help the older adult identify transportation services for older 
adults.

Education can help HCPs, those who work in healthcare 
settings, older adults, family members, neighbors, and friends 
recognize and intervene in circumstances involving elder abuse. 
Community education programs can increase awareness of the 
problem and teach people what to do if they suspect elder 
abuse (DFPS, 2021b; Tabloski, 2019).
The primary goals relating to elder abuse are to prevent elder 
abuse and to remove older adults from dangerous situations 

when abuse is discovered. Nurses and other healthcare 
professionals are critical to achieving these goals. By taking a 
proactive stand, they can identify those at risk for or those who 
are currently being abused, act to stop the abuse and protect 
the elders, and work to ensure a safe environment for vulnerable 
older adults.

Self-Assessment Question #6

Lacey is an RN who is in the process of documenting 
suspected older adult abuse. Which of the following examples 
is the best way to document suspected abuse?
a. March 10, 2023. Mrs. Franklin, an 80-year old female, is 

crying and reports that “My daughter keeps screaming at 
me. I’m so afraid of her. She tells me that one day she will 
just throw me out of the car and leave me on the street. 
She tells me this every day.”

b. March 10, 2023. Mrs. Franklin says that she is afraid of her 
daughter. She is worried about being abandoned.

c. March 10, 2023. Mrs. Franklin, an 80-year-old female, 
reports that her daughter screams at her and threatens 
to abandon her. Mrs. Franklin is afraid of her daughter. It 
seems that she is being abused.

d. March 10, 2023. Mrs. Franklin is complaining about her 
daughter. She says that “my daughter keeps screaming at 
me.” It is necessary to talk to the daughter to hear her side 
of the story before proceeding with any type of older adult 
abuse screening. Mrs. Franklin may be confused. 

AGE-RELATED MEMORY CHANGES
Amanda is a 75-year-old retired pharmacist. She enjoys good 
health and has an energetic lifestyle. She enjoys traveling 
throughout the country, is active in her church, and volunteers 
at the local hospital. Amanda has two children who live close by 
and many friends. She laughingly complains, “My memory sure 
isn’t what it used to be. Yesterday I couldn’t remember where I 
put my glasses, and today I had to search for my car keys for 15 
minutes!”
David is 72 years old. He and his wife live in a condo in a 
large urban area. David is a retired business owner and has an 
excellent retirement income. He and his wife enjoy socializing 
and patronizing affluent community events. Lately David has 
become forgetful to the point that his wife is insisting he see a 

doctor. While driving home from a golf game one afternoon, 
David got lost and could not find his way home despite having 
driven the same route numerous times. Today his wife found 
David staring in a puzzled fashion at his car keys. He tells his 
wife, “I found these in my pocket but don’t really know what to 
do with them.”

Older adults who are healthy and have small memory lapses, 
such as forgetting where they put their glasses, are generally not 
experiencing clinically significant memory problems. However, 
elders who get lost in familiar circumstances or forget what 
familiar objects are used for are in need of further evaluation and 
treatment (National Institute on Aging, 2018; Tabloski, 2019).

Normal memory and cognitive changes in aging
Subtle changes in memory occur with age. These changes may 
not be evident, or they may cause concern. The majority of 
changes in memory and cognition are not of major consequence 
and do not interfere with activities of daily living or quality of life 
(Cleveland Clinic, 2022; National Institute on Aging, 2018).
Normal memory and cognitive changes associated with aging 
include the following (Cleveland Clinic, 2022; National Institute 
on Aging, 2018; Tabloski, 2019):

 ● Learning new information occurs at a slower rate, and there 
is greater need for repetition.

 ● The ability to divide attention between two tasks slows.
 ● The ability to maintain sustained attention seems to decline 

with age.
 ● The ability to filter out or discard irrelevant information 

seems to decrease with age.
 ● Mental flexibility declines somewhat with age.
 ● The speed of information processing is slowed.
 ● Simple lapses in memory occur, such as forgetting where car 

keys are.
 ● The speed with which problem-solving skills are used 

decreases.
 ● Reaction time decreases with age.

Research has shown that certain factors are associated with 
preserving cognitive function and delaying the onset of 
dementia, as well as helping compensate for normal memory 

lapses. Here are some of these factors (Cleveland Clinic, 2022; 
National Institute on Aging, 2018; Tabloski, 2019):

 ● Higher education helps preserve cognition and delays the 
onset of dementia.

 ● Making lists and posting notes regarding appointments on 
calendars helps with memory lapses.

 ● A diet high in antioxidants and olive oil lowers the risk of 
dementia.

 ● Memory training and memory enhancement techniques are 
helpful tactics, such as trying to link the name of a person the 
older adult just met with a common object or something else 
that is easily remembered.

 ● Staying mentally active by engaging in such activities as 
board games, cards, or crossword puzzles helps enhance 
cognition.

 ● Positive feelings about life have been linked to enhanced 
cognition.

 ● Engaging in social activities helps slow cognitive decline.
Nurses are in a good position to assess memory loss and to 
offer suggestions to older adults and their families as to how to 
slow age-related cognitive deficits. There are memory changes 
associated with disease and pathological cognitive deficits 
that result in behaviors that are disturbing to the older adult 
experiencing them and to family, friends, and caregivers.
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Nursing interventions and intent to change practice
When evaluating cognition, it is imperative that nurses be 
able to differentiate between normal and abnormal memory 
and cognitive changes in aging. Practice can be changed to 
incorporate such knowledge into assessments and interventions.

Self-Assessment Question #7

Normal memory and cognitive changes associated with aging 
include all of the following EXCEPT:
a. The ability to divide attention between two tasks slows.
b. The ability to filter out or discard irrelevant information 

decreases with age.
c. Mental flexibility tends to increase with age.
d. Reaction time decreases with age.

Abnormal memory and cognitive changes in aging
Mild cognitive impairment
Mild cognitive impairment (MCI) is characterized by significant 
memory problems without loss of independent functioning. 
Older adults with MCI are quite forgetful and struggle to 
remember to perform tasks, such as taking medications and 
paying bills, but are still able to do so without the help of 
another person (Cleveland Clinic, 2022; National Institute on 
Aging, 2018; Tabloski, 2019).
In addition to implementing strategies previously identified as 
helping delay onset of serious cognitive impairment, HCPs can 
suggest the following interventions (Cleveland Clinic, 2022; 
Tabloski, 2019):

 ● Arrange for home health services—a visiting aid to monitor 
medication administration or house cleaning help.

 ● Facilitate the identification of a trusted family member or 
friend to help monitor financial issues, including paying bills.

 ● Use a large calendar to write down reminders for 
appointments, paying bills, and other tasks.

 ● Use a dated pill box to facilitate safe medication 
administration.

 ● Help arrange for a trusted family member or friend to check 
on the older adult at least daily.

 ● Review a list of trusted community services that provide 
assistance with housework, meal preparation, and other 
activities of daily living; many churches have a number of 
service-related programs to help older adults.

Dementia
Dementia is actually a syndrome with signs and symptoms 
caused by several acquired disorders that are progressive 
and life limiting. Initially, those affected lose the ability to 
perform activities of daily living independently. Eventually, they 
become dependent in all aspects of self-care and independent 
functioning (Tabloski, 2019).

Nursing consideration: Dementia can and does affect various 
areas of the brain, including different levels of the cortex. 
This means that there is no consistent course of illness and no 
ability to predict its progression (Tabloski, 2019).

The following are some of the forms of dementia:
 ● Alzheimer’s disease (AD): AD is the most common cause 

of dementia. It is responsible for nearly 80% of all cases of 
dementia (Tabloski, 2019). It causes memory loss, confusion, 
impaired judgment, disorientation, loss of language skills, 
and changes in personality (Rebar et al., 2019).

 ● Vascular dementia: This is the second most common form of 
dementia. It is thought to be caused by cardiovascular issues 
and usually has an acute onset (Rebar et al., 2019; Tabloski, 
2019).

 ● Lewy body dementia: Lewy body dementia includes 
Parkinson’s disease with dementia and dementia with Lewy 
bodies. This particular form of dementia is characterized by 
the presence of round structures called Lewy bodies and 
neuritis found in the brain (Rebar et al., 2019; Tabloski, 2019).

 ● Frontotemporal lobe dementia: This form of dementia is 
characterized by personality changes and atrophy of the 
frontotemporal lobe of the brain and includes Pick’s disease 
(Rebar et al., 2019; Tabloski, 2019).

A number of behaviors are associated with dementia. These 
behaviors can cause significant distress for the older adult’s 
family, friends, and caregivers. Even HCPs can become stressed 
when dealing with such behaviors. The most common causes 
of negative behavior are physical discomfort, overstimulation, 
unfamiliar surroundings, complicated tasks, and frustration. The 
Alzheimer’s Association (2017) has developed a brochure that 
describes various behaviors and how to deal with them.

Nursing consideration: The Alzheimer’s Association (2017) 
recommends a three-step approach to help respond to 
dementia-related behaviors and their etiology:
1. Identify the behavior.
2. Consider possible solutions.
3. Try different responses.

 ● Physical or verbal aggression: Aggression can occur 
abruptly without specific cause or in response to a situation 
in which the elder feels fear or frustration. The first 
appropriate response is to rule out pain or other discomfort 
as the cause. If discomfort is not the trigger of the behavior, 
try to identify the cause. Focus on feelings, not facts. Facts 
may not necessarily be part of the problem. Limit distractions 
and speak calmly. Try to initiate another activity, especially 
one that is relaxing, such as listening to soft music. Make 
sure that both the older adult and the caregiver are safe. If 
the older adult is not able to calm down, call for assistance 
(Alzheimer’s Association, 2017; Rebar et al., 2019; Tabloski, 
2019).

 ● Anxiety and agitation: Check for pain or other forms 
of discomfort, such as a full bladder (Rebar et al., 2019; 
Tabloski, 2019). Listen to the older adult’s concerns, provide 
reassurance, decrease noise and distractions, and move 
the older adult to a calm environment. Involve the person 
in activities, especially ones that promote relaxation. A 
walk may be a useful outlet for pent up energy (Alzheimer’s 
Association, 2017).

 ● Confusion: Dementia may cause the affected person to 
not recognize once-familiar people, places, or objects. 
Suggested responses include staying calm and providing 
a brief explanation of who someone is or where he is. 
Show objects, such as photographs, that help remind the 
older adult of persons and places. Do not take confusion 
or inability to recognize relatives and friends personally 
(Alzheimer’s Association, 2017).

 ● Repetition: Repetition can involve repeating the same 
sentences, constantly asking the same questions, or 
repeating behaviors such as walking or folding clothes. This 
helps the older adult feel comfortable and secure. But such 
behaviors can be stressful for caregivers. Strategies to cope 
with repetition include looking for a specific reason for the 
repetition, such as fear or pain; staying calm and patient; 
providing answers for the older adult even if this requires 
repeating information several times; and redirecting the 
behavior into an activity (Alzheimer’s Association, 2017.).
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 ● Suspicion: Older adults affected by dementia may 
become suspicious of those around them—even close 
family members or trusted caregivers, such as nurses. 
Remember not to take such behavior personally. Offer 
simple explanations; redirect the focus to another activity; 
determine, if possible, if there is a reason for the suspicion 
(for example, abuse); and help the older adult look for items 
that are misplaced (Alzheimer’s Association, 2017).

 ● Wandering and getting lost: Wandering and getting lost 
are common behaviors. Research has shown that 6 in 10 
persons with AD wander at some time. They may be looking 
to establish a routine or attempting to go home. Make sure 
their environments are safe. Encourage activity and redirect 
focus. In healthcare settings, alarm systems that sound 
when an older adult reaches a door or window are helpful 
(Alzheimer’s Association, 2017).

 ● Sleep disturbances: Sleep disturbances are common 
problems. Strategies to help older adults with dementia get 

adequate sleep and rest include the following (Alzheimer’s 
Association, 2017):

 ○ Keeping the environment at a comfortable temperature.
 ○ Encouraging a regular routine of going to bed at the 

same time each night and waking up at the same time in 
the morning.

 ○ Establishing routine mealtimes.
 ○ Limiting naps during the day as much as possible.
 ○ Avoiding stimulants such as food and beverages that 

contain caffeine and loud music before bedtime.
 ○ Incorporating some type of appropriate exercise during 

the day.

The Alzheimer’s Association is a good resource for information 
about dealing with the disease and ways to provide help for 
caregivers. There is information about local chapters on the 
national association’s website. Contact information is available at 
http://www.alz.org and at 1-800-272-3900.

Nursing interventions and intent to change practice
Nurses should be aware of the best ways to intervene with 
a patient who has dementia. They should, as needed, teach 
colleagues and loved ones how to effectively intervene as well.

Self-Assessment Question #8

All of the following are appropriate strategies for dealing with 
behaviors associated with dementia EXCEPT:
a. Encouraging a regular routine of going to bed and waking 

up at the same times.
b. Not taking behaviors personally.
c. Encouraging walking as a useful outlet for energy.
d. Providing detailed explanations as to who someone is.

REDUCING THE IMPACT OF CHRONIC ILLNESS
The rapidly growing number of elders in the U.S. is causing a 
higher demand for healthcare and social services. It is estimated 
that 80% of elders have at least one chronic health condition—
arthritis, hypertension, diabetes, heart disease, or respiratory 
disease—that can lead to disability (NCOA, n.d.b).
The most common causes of disability in the U.S. are (NCOA, 
n.d.b; Tabloski, 2019):

 ● Atherosclerosis.
 ● Chronic back pain.
 ● Degenerative joint disease.
 ● Diabetes mellitus.
 ● Hearing problems.
 ● Mental health problems.
 ● Respiratory disorders.
 ● Stroke.
 ● Vision problems, including blindness.

Fortunately, the rate of disability and functional limitation among 
elders has decreased significantly since the 1980s, with about 
one in five older American adults reporting a chronic disability 
(NCOA, n.d.b; Tabloski, 2019). Nurses have an obligation to 
promote health among older adults. The focus is not only on 
dealing with chronic conditions but also on preventing and 
delaying the onset of chronic conditions and reducing their 
progression.
The following are examples of important nursing wellness 
interventions (Alzheimer’s Association, 2017; NCOA, n.d.b; 
Tabloski, 2019):

 ● Cancer screenings: Screenings for breast, cervical, vaginal, 
colorectal, and prostate cancers according to the most recent 
guidelines.

 ● Lab work: Cholesterol screening, fasting blood glucose, and 
other lab work as indicated.

 ● Bone mass screening: Every two years for those at risk.
 ● Eye examination and glaucoma screening: Annually as 

indicated.

 ● Immunizations: Flu vaccines annually as medically 
appropriate; pneumonia and hepatitis B vaccinations 
according to medical advice.

 ● Mental health screening: Make up an important part of a 
complete history and physical.

The following are some other initiatives to promote a healthy 
lifestyle among older adults (Alzheimer’s Association, n.d.; 
Tabloski, 2019):

 ● Proper diet: Adequate hydration and a nutritious diet are 
important. For older adults living on a fixed income, money 
may be an issue when it comes to purchasing healthy foods. 
Financial resources should be assessed and referrals made to 
financial assistance resources as needed. Dental health may 
also be an issue. Dental health is important to overall health. 
It is also important for proper nutritional intake. If teeth or 
dentures are in poor condition, the older adult may not be 
able to eat adequately.

 ● Exercise: Exercise is important at all stages of life. After 
medical clearance, older adults should be encouraged to 
participate in exercise appropriate for their state of physical 
health.

 ● Socialization: As noted throughout this education program, 
it is essential for older adults to maintain contact with others 
and avoid isolation.

 ● Self-management programs: Nonprofit associations, such 
as the Arthritis Foundation, offer courses on managing the 
effects of aging. Older adults should be given information 
about local programs that help them to age in a healthy 
fashion. Community education provided by hospitals, 
churches, health-related associations, and senior citizens 
centers are all sources that help manage the aging process.

Injury prevention is essential to the health and well-being of 
older adults. More than a third of people over the age of 65 
experience a serious fall every year. Falls are the leading cause 
of accidental death in people over 65 years of age in the U.S. 
The rate of mortality from falls rises with increasing age (NCOA, 
n.d.b; Tabloski, 2019).
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To help decrease the likelihood of falls, tripping hazards—such 
as throw rugs and clutter—should be removed. Grab bars should 
be installed throughout the house. Older adults’ vision should 
be monitored and appropriate interventions (cataract surgery, 
glasses) performed. Decreased vision increases the probability 
of falling (Alzheimer’s Association, 2017; NCOA, n.d.b; Tabloski, 
2019).

Self-Assessment Question #9

All of the following are among the most common causes of 
disability EXCEPT:
a. Atherosclerosis.
b. Chronic back pain.
c. Mental health problems.
d. Substance abuse.

END-OF-LIFE CARE
According to experts in end-of-life care, viewing death as a 
natural part of life is critical. To give compassionate end-of-life 
care, nurses must confront their own feelings about death and 
seek guidance and mentorship when dealing with the loss of 
patients (National Institute on Aging, 2021; Tabloski, 2019).
Each life, and each death, are different. The following are 
suggestions for nurses and other HCPs to help patients die with 
comfort and dignity (National Institute on Aging, 2021; Tabloski, 
2019).

 ● Provide relief of psychosocial distress.
 ● Adhere to treatment regimens to control pain and other 

symptoms.
 ● Coordinate care across the healthcare continuum to provide 

optimal services.
 ● Prepare patients and families for death.
 ● Communicate clearly and clarify goals of treatment 

interventions.
 ● Respect patient and family values.

 ● Support the patient's and family’s decision-making processes.
 ● Explain the benefits and burdens of treatment.

What is a “good death”? A good death means something 
different to different people. Some may want to know their 
diagnosis and prognosis. Others prefer not to know the specifics 
of their prognosis. Some patients want to be surrounded by 
family and friends as death approaches. Still others may prefer 
to be alone or only with those closest to them. Nurses should do 
their best to see that their patients’ end-of-life wishes are fulfilled 
as much as possible (National Institute on Aging, 2021; Tabloski, 
2019).
According to the National Institute on Aging (2021), there are 
four areas of need for patients who are dying:

 ● Physical comfort.
 ● Mental and emotional needs.
 ● Spiritual issues.
 ● Practical tasks.

Physical comfort
Every effort should be made to keep the patient as comfortable 
as possible. Patients in pain should receive as much pain 
medication as prescribed without worrying about possible long-
term problems of dependence or abuse. Suffering from pain 
that could be relieved is unnecessary. It can drain the patient 
of energy and the ability to enjoy being with family and friends 
and participating in social activities to the best of their abilities 
(National Institute on Aging, 2021; Tabloski, 2019).
Dyspnea at the end of life is common
Oxygen should be used as prescribed, the head of the bed 
elevated, a vaporizer used, the window opened, or a fan used to 
facilitate breathing (National Institute on Aging, 2021).
Meticulous skin care should be provided
Alcohol-free lotion can help relieve dry skin. Patients should be 
repositioned frequently, and the skin examined for redness and 
breaks in skin integrity every day. A lip balm may relieve dry lip 
(National Institute on Aging, 2021).

Nausea, vomiting, and loss of appetite are common at the 
end of life
Medications to control nausea, vomiting, and diarrhea may be 
prescribed. Small, frequent feedings are often better tolerated 
than three large meals (National Institute on Aging, 2021; 
Tabloski, 2019).
Temperature intolerance may develop at the end of life
Patients may not be able to inform caregivers that they are too 
hot or too cold. Nurses and caregivers should be alert to clues, 
such as the patient repeatedly trying to remove a blanket or 
sweater, which could indicate they are uncomfortably warm, 
even though they cannot say so (National Institute on Aging, 
2021).
Fatigue is very common for people nearing the end of life
Activities should be kept simple. Energy-saving devices, such as 
shower stools, can help conserve energy (National Institute on 
Aging, 2021).

Mental and emotional needs
Persons at the end of life may feel anxious or depressed. 
Listening to them talk about their concerns is often helpful. A 
counselor familiar with end-of-life issues may be a good resource 
for the dying person (National Institute on Aging, 2021).
Some patients are afraid of dying alone. This fear may be 
increased if family and friends, who are unsure of what to say or 
do, or who have their own concerns about dying, stop visiting. 

If this happens, nurses can try to discuss these concerns and 
facilitate comfort when visiting the dying person (National 
Institute on Aging, 2021; Tabloski, 2019).
Simple physical contact, such as holding a dying person’s hands, 
can be very comforting to them. Before doing so, the caregiver’s 
hands should be warmed by rubbing them together or running 
them under warm water (National Institute on Aging, 2021).

Spiritual issues
Spiritual needs should be addressed. Many people find comfort 
in their religious faith. Praying, talking with clergy and others of 
their faith, reading religious materials, or listening to religious 
music may be comforting (National Institute on Aging, 2021).
Visitors should be encouraged to talk to the dying person, even 
if they seem to be unresponsive. The dying person should always 

be talked to, not about. All caregivers and visitors should tell the 
dying person who they are when they enter the dying person’s 
room. For example, a nurse could say, “Good morning Eleanor. 
It’s Tracey, your nurse. I’ve come to wash your face and make you 
more comfortable” (National Institute on Aging, 2021).

Practical tasks
A dying person may be concerned about many practical 
matters—who will take care of beloved pets when the person is 
gone; who will take care of the surviving spouse, especially if this 

person is elderly; or whether the dying person has made a will. 
These issues may cause a dying person considerable distress 
and should be addressed. Perhaps a friend can reassure the 
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dying person that they will take care of the patient’s beloved 
dog. Or a neighbor may be able to tell the dying person that 
they will make sure their wife has a ride to the grocery store or 

the doctor’s office. Reassuring the dying person that practical 
concerns are being dealt with can be a great comfort (National 
Institute on Aging, 2021).

Nursing interventions and intent to change practice
Nurses’ behaviors should be soothing and consist of what is 
most comforting for the patient. Some people who are outgoing 
and love a crowd may find it most comforting to be surrounded 
by family members and friends. Others may prefer quiet and 
solitude and find it most comforting to be with just one or two 
people. Some experts believe that when death is near, music at 
low volumes and soft lighting are soothing. Nurses and other 
caregivers should get to know what is most comforting for their 
patients before death is imminent so that when the time comes 
they can provide the most comforting environment (National 
Institute on Aging, 2017).
For those people looking for more information about helping the 
person facing end-of-life issues, Caring Info (National Hospice 
and Palliative Care Organization) can be a good resource. This 
organization can be contacted via http://www.caringinfo.org or 
at 1-800-658-8898.

Self-Assessment Question #10

When providing end-of-life care, it is important for the nurse to 
remember that:
a. Nurses’ personal feelings about death do not usually affect 

their ability to provide end-of-life care.
b. “Good death” usually means the same thing to people 

who are dying.
c. Most older adults prefer to be alone when dying so that 

they can prepare themselves for death.
d. According to the National Institute on Aging, there are four 

areas of need for patients who are dying: emotional needs, 
spiritual issues, practical tasks, and physical comfort. 
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CARE OF OLDER ADULTS FOR TEXAS NURSES, 2ND EDITION
Self-Assessment Answers and Rationales

1. The correct answer is D.
Rationale: There are certain patterns of injury that are indicative 
of abuse. One such pattern is bilateral bruising on an older 
adult’s upper arms.
2. The correct answer is B.
Rationale: Removal of the car keys from a parent with significant 
dementia is an appropriate safety measure. It is not abuse.
3. The correct answer is A.
Rationale: Self-neglect is considered to be a type of abuse and 
is defined as occurring when the behavior of an older adult 
threatens their own health and safety.
4. The correct answer is C.
Rationale: Older adults who are unable to maintain contact with 
family or friends are at great risk for abuse. This lack of contact, 
or isolation, makes it more difficult for the older adult to get 
help.
5. The correct answer is D.
Rationale: Failure to report suspected older adult abuse can 
result in a misdemeanor or state jail felony. Anyone in Texas 
who suspects older adult abuse is obligated to report it. The 
hotline should be used in urgent and emergency situations. Even 
if the older adult asks that the abuse not be reported, it is still 
necessary to report the suspected abuse.

6. The correct answer is A.
Rationale: Documentation must be objective without adding 
personal opinions or assumptions. The patient’s exact words 
should be documented in quotes. All older adults should be 
screened for abuse.
7. The correct answer is C.
Rationale: Mental flexibility tends to decrease with age.
8. The correct answer is d.
Rationale: Simple explanations are best when intervening for 
persons with dementia.
9. The correct answer is D.
Rationale: Atherosclerosis, chronic back pain, and mental health 
problems are among the most common causes of disability.

10. The correct answer is D.
Rationale: According to the National Institute on Aging, there 
are four areas of need for those who are dying: emotional needs, 
spiritual issues, practical tasks, and physical comfort.
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INTRODUCTION
Legal and ethical components of nursing practice are complex 
and can generate vigorous debate and moral quandaries. 
In 2014, the Texas Board of Nursing (TBON) established a 
requirement for 2 continuing education contact hours related to 
nursing jurisprudence and ethics prior to the end of every third 
licensure renewal cycle to assist nurses, including APRNs, in 
interpreting legal and ethical guidelines, rules, regulations, and 
position statements (TBON, 2019a).

This course provides principles and best practices for delivering 
nursing care that meets or exceeds legal and ethical standards. 
As required by the Texas BON, it covers:

 ● Information related to the Texas Nursing Practice Act.
 ● BON rules including Board Rule 217.11.
 ● Standards of Nursing Practice.
 ● Texas BON Position Statements.
 ● Professional boundaries.
 ● Principles of nursing ethics.

NURSING JURISPRUDENCE AND NURSING ETHICS
Each nurse, including an APRN, is required to complete at least 
two hours of CNE, as defined in this chapter, relating to nursing 
jurisprudence and nursing ethics before the end of every third, 
two-year licensing period. The Board requires that nurses update 
their address within 10 days of a move or change of address. The 

hours of continuing education required under this subsection shall 
count towards completion of the 20 contact hours of CNE required 
in subsection (a) of this section. Certification may not be used to 
fulfill the CNE requirements of this subsection (TBON, 2019a).

Nursing practice regulation
Numerous laws and guidelines govern nursing practice. 
Professional organizations may establish codes of behavior for 
their membership, and each state has its own nursing practice 
act that sets nursing standards, defines scope of practice, and 
otherwise regulates professional nursing in that state. Most 
nursing practice acts begin by defining critical terms, such as 
the practice of registered nursing and the practice of licensed 
practical nursing, which differentiate between RN and LPN/
LVN practice, according to the scope of practice and education 
requirements (Russell, 2017). In Texas, there are three distinct 
areas of nursing practice: Licensed Vocational Nurse (LVN), 

Registered Nurse (RN), and Advanced Practice Nurse (APRN) 
(TBON, 2019b).
Many state standards and guidelines are patterned after 
those established by national nursing organizations. A revised 
version of the American Nurses Association (ANA) Code of 
Ethics for professional nursing behavior, published in 2015, will 
likely influence the content of state nursing codes because it 
emphasizes nurse obligations to protect patients from harm 
and professional responsibilities in promoting a culture of safety 
(ANA, 2015).
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Each state’s nursing practice act establishes a board of nursing. 
Individual state boards of nursing have the authority to (National 
Council of State Boards of Nursing [NCSBN], n.d.):

 ● Evaluate licensure application.
 ● Issue nursing licenses.
 ● Renew licenses.
 ● Take disciplinary action against licenses of persons who 

violate laws or rules.
 ● Authorize the use of licensing examinations.
 ● Advise on the determination of the legal scope of nursing 

practice in a state.
 ● Approve nursing education programs.
 ● Regulate advanced nursing practice.
 ● Regulate nurse aides/nursing assistants, medication aides/

assistants working in nursing home and home healthcare 
settings.

State nursing boards, such as the Texas BON, and national 
nursing organizations, such as the American Nurses Association, 
play separate but complementary roles in nursing regulation. 
Nursing associations represent their members, while the Board 
serves the people of Texas via ensuring licensed nurses meet 
minimum standards of safe practice (TBON, 2013a).
Codes of ethics published by professional nursing associations 
and organizations are not enforceable as law. However, 

nurses who violate these codes of conduct may be subject to 
disciplinary action for unprofessional conduct by their state 
boards of nursing. Disciplinary actions could include reprimand, 
license suspension, litigation, and/or revocation of the nurse’s 
license (RegisteredNursing.org., 2019). Therefore, it behooves 
nurses to practice within not only legal parameters but ethical 
codes as well.
The Texas BON has a Nursing Disciplinary Matrix to help 
determine appropriate disciplinary action (TBON, n.d.). The 
Matrix helps to determine the appropriate disciplinary action, 
including the amount of any administrative penalty to assess. 
The BON will consider (TBON, n.d.):

 ● The threat to public safety.
 ● The seriousness of the violation.
 ● Any aggravating or mitigating factors.
 ● Whether the person is being disciplined for multiple 

violations of either Chapter 301 or a rule or order adopted 
under Chapter 301 or has previously been the subject of 
disciplinary action by the BON and has previously complied 
with BON rules and Chapter 301.

If a person has previously been the subject of disciplinary action 
by the Board, the Board will consider taking a more severe 
disciplinary action, including revocation of the person’s license 
(TBON, n.d.).

TEXAS NURSING PRACTICE ACT
The Texas Nursing Practice Act (NPA) (including the associated 
Rules of the Texas Administrative Code [TAC]) is the primary 
source of nursing law in Texas. All nurses should be familiar with, 
and know how to access, copies of the current Texas Nursing 
Practice Act, which can be found on the Texas BON website: 
https://www.bon.texas.gov/laws_and_rules_nursing_practice_act.asp. 
What is considered legal and within scope of practice in 
one state may be prohibited in another state, and recent 
amendments to Texas Laws and Rules affect provisions of the 
Texas NPA.

Nursing consideration: The primary goal of the Nursing 
Practice Act is to protect the public from harm (TBON, 2017).

The Texas NPA defines professional nursing as “the performance 
of an act that requires substantial specialized judgment and skill, 
the proper performance of which is based on knowledge and 
application of the principles of biological, physical, and social 
science as acquired by a completed course in an approved 
school of professional nursing." The term does not include 
acts of medical diagnosis or the prescription of therapeutic or 
corrective measures” (TBON, 2017).
The scope of practice for professional nursing involves (TBON, 
2017):

 ● The observation, assessment, intervention, evaluation, 
rehabilitation, care and counsel, or health teachings of a 
person who is ill, injured, infirm, or experiencing a change in 
normal health processes.

 ● The maintenance of health or prevention of illness.

 ● The administration of a medication or treatment as ordered 
by a physician, podiatrist, or dentist.

 ● The supervision or teaching of nursing.
 ● The administration, supervision, and evaluation of nursing 

practices, policies, and procedures.
 ● The requesting, receiving, signing for, and distribution of 

prescription drug samples to clients at practices where an 
advanced practice registered nurse is authorized to sign 
prescription drug orders as provided by Subchapter B, 
Chapter 157.

 ● The performance of an act delegated by a physician under 
Section 157.0512, 157.054, 157.058, or 157.059.

 ● The development of the nursing care plan.

Evidence-Based Practice Alert! Nurses must rely on evidence 
that the scope of practice adheres to all provisions of the NPA.

A professor of nursing is teaching a class on the Texas Nursing 
Practice Act and the Texas BON. The following questions pertain 
to information that the professor will share with the class.

Self-Assessment Question #1

The primary goal of the Texas Nursing Practice Act is to:
a. Establish ethical parameters of practice.
b. Provide health care employers with rules for nursing 

conduct.
c. Protect the public from harm.
d. Differentiate RN from LVN education and training.

ROLE OF THE TEXAS BON
The Texas BON establishes and enforces state standards via 
rules that implement Texas statutes as well as explanatory 
documents such as position statements, interpretive guidelines, 
and frequently asked questions (FAQ) available on the TBON 
website at http://www.bon.texas.gov. These resources can 
inform decision making, assisting nurses in navigating ethical 
and/or legal dilemmas. Here are some examples of frequently 
asked questions and answers from the Texas BON:

 ● Is current cardiopulmonary resuscitation (CPR) certification 
a licensure requirement for nurses in Texas? 
The Texas BON does not require CPR for licensure renewal. 
But employers may have specific requirements for achieving/
maintaining current CPR certification as a condition of 
employment (TBON, 2018a).

 ● Do all nurses have an obligation to initiate CPR for a 
client? 
The BON notes that all nurses have an obligation or duty to 
initiate CPR for clients who require resuscitative measures. 
Furthermore, “in all healthcare settings, nurses must 
initiate CPR immediately in the absence of a client’s do-
not-resuscitate/out of hospital do-not-resuscitate order… A 
do-not-resuscitate/out of hospital do-not-resuscitate order 
is a medical order that must be given by a physician and in 
the absence thereof, it is generally outside the standard of 
nursing practice to determine that CPR will not be initiated” 
(TBON, 2018a).
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 ● What authority or statement does the BON have 
regarding staffing and work hour issues?

 ○  The Texas BON does not have authority over facility 
operations or most facility policies or procedures.

 ○ The Texas BON has no jurisdiction over employment-
related matters, including work hours, scheduling, 
staffing, or extended work hours.

 ○ The Texas BON does have applicable laws and rules 
that pertain to this topic as it relates to a nurse’s duty to 
patients (TBON, 2018a). (See the section on Board Rule 
217.11 for more information).

 ● What is a Safe Harbor Peer Review? 
Safe harbor is a nursing peer review process that a nurse may 
initiate when asked to engage in an assignment or conduct 
that the nurse believes, in good faith, would potentially result 
in a violation of the Nursing Practice Act (NPA) or Board 
rules. When invoked in good faith, safe harbor protects a 
nurse from employer retaliation, suspension, termination, 
discipline, discrimination, and from licensure sanction by 
the Board of Nursing (“BON” or “Board”). Safe harbor must 

be invoked prior to engaging in the conduct or assignment 
for which nursing peer review is requested, and may be 
invoked at any time during the work period when the initial 
assignment changes. Examples of safe harbor situations 
include clinical assignments related to staffing and/or acuity 
of patients when the nurse believes patient harm may result 
(TBON, 2018b).

Self-Assessment Question #2

Sharon believes that her hospital does not provide an 
adequate RN to patient ratio. She contacts the Texas BON and 
asks them to intervene. The BON responds by explaining that:
a. They need more information about staffing patterns before 

they can intervene.
b. The Texas BON has no jurisdiction over employment-

related matters.
c. Sharon should consult an attorney before pursuing this 

concern.
d. The Texas BON is responsible for work hours but not 

staffing.

TEXAS BON RULES
All aspects of Texas BON roles and responsibilities focus on 
facilitating the delivery of safe and effective nursing care. The 
BON rules and regulations relate to nurse education, licensure, 
and practice. As part of its mission statement, the Texas BON 
states that it is “to protect and promote the welfare of the 
people of Texas by ensuring that each person holding a license 
as a nurse in the State of Texas is competent to practice safely. 
The BON fulfills its mission through the regulation of the practice 
of nursing and the approval of nursing education programs. This 
mission, derived from the Nursing Practice Act, supersedes the 

interest of any individual, the nursing profession, or any special 
interest group” (TBON, 2017).
The Texas NPA and BON emphasize that it is the nurse’s 
responsibility and duty to the patient to provide safe and 
effective nursing care. The Texas BON mandates that nurses 
must “know and conform” with the NPA and Board rules as well 
as the laws, rules, and regulations for their particular practice 
setting (TBON, 2017). Complying with this mandate requires a 
thorough understanding of Board of Nursing rules that affect 
practice.

Rule 217.11/Standards of Nursing Practice 
Rule 217.11: Standards of Nursing Practice is among the most 
critical standards for nursing professionals. It applies to all 
vocational nurses, registered nurses, and registered nurses with 
advanced practice authorization, and states that failure to meet 
minimum standards established by the BON may result in action 
against the nurse’s license, even if no actual client injury results. 
Rule 217.11 requires that nurses (TBON, 2013b):

 ● Know and conform to the Texas NPA.
 ● Know and conform to the BON rules and regulations as well 

as to federal, state, or local laws, rules, or regulations that 
affect nurses’ current area of nursing practice.

 ● Implement measures to promote a safe environment for 
clients and others.

 ● Know the rationale for and effects of medications and 
treatments and correctly administer them.

 ● Accurately and completely report and document a client’s 
status; nursing care; physician, dentist, or podiatrist orders; 
administration of medications and treatments; responses; 
and contact with other health care team members 
concerning significant events regarding client status.

 ● Respect the client’s right to privacy by protecting confidential 
information, unless required or allowed by law to disclose the 
information.

 ● Promote and participate in education and counseling to 
client(s), and, where applicable, the family/significant other(s) 
based on needs.

 ● Obtain instruction and supervision as necessary.
 ● Make a reasonable effort to obtain orientation/training 

for competency when encountering new equipment and 
technology or unfamiliar care situations.

 ● Notify the appropriate supervisor when leaving a nursing 
assignment.

 ● Know, recognize, and maintain professional boundaries of 
the nurse–client relationship.

 ● Comply with mandatory reporting requirements of Texas 
Occupations Code Chapter 301 that include reporting a 

nurse who violates the NPA or a Board rule and contributes 
to the death or serious injury of a client; whose conduct 
causes a person to suspect that the nurse’s practice is 
impaired by chemical dependency or drug or alcohol 
abuse; whose actions constitute abuse, exploitation, fraud, 
or a violation of professional boundaries; or whose actions 
indicate that the nurse lacks knowledge, skill, judgment, 
or conscientiousness to such an extent that the nurse’s 
continued practice of nursing could reasonably be expected 
to pose a risk of harm to a client or another person, 
regardless of whether the conduct consists of a single 
incident or a pattern of behavior.

 ● Provide, without discrimination, nursing services regardless of 
the age, disability, economic status, gender, national origin, 
race, religion, health problems, or sexual orientation of the 
client served.

 ● Institute appropriate nursing interventions that might be 
required to stabilize a client’s condition and/or prevent 
complications.

 ● Clarify any order or treatment regimen that the nurse 
has reason to believe is inaccurate, non-efficacious, or 
contraindicated by consulting with the appropriate licensed 
practitioner and notify the ordering practitioner when the 
nurse makes the decision to not administer the medication or 
treatment.

 ● Implement measures to prevent exposure to infectious 
pathogens and communicable conditions.

 ● Collaborate with the client; members of the health care team; 
and, when appropriate, the client’s significant others in the 
interest of the client’s healthcare.

 ● Consult with, utilize, and make referrals to appropriate 
community agencies and healthcare resources to provide 
continuity of care.

 ● Be responsible for one’s own continuing competence in 
nursing practice and individual professional growth.
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 ● Make assignments to others that take into consideration 
client safety and that are commensurate with the educational 
preparation, experience, knowledge, and physical and 
emotional ability of the person to whom the assignments are 
made.

 ● Accept only those nursing assignments that take into 
consideration client safety and that are commensurate with 

the nurse’s educational preparation, experience, knowledge, 
and physical and emotional ability.

 ● Supervise nursing care provided by others for whom the 
nurse is professionally responsible.

 ● Ensure the verification of current Texas licensure or other 
Compact State licensure privilege and credentials of 
personnel for whom the nurse is administratively responsible, 
when acting in the role of nurse administrator.

Case study: Jennifer
Karen has always admired her nurse manager, Jennifer. Jennifer 
has many years of experience as a critical care nurse and has 
earned the respect of her staff. Lately, however, Jennifer has 
been distracted and has difficulty making decisions. One 
morning, Jennifer arrives late to work, wearing the same clothes 
she had on the day before, and smelling faintly of alcohol. She is 
also unsteady on her feet.

Question:
According to standards of nursing practice, what should Karen 
do?
Discussion:
Because Jennifer’s nursing practice is impaired, Karen should 
report Jennifer to their employer and to the Texas Board of 
Nursing, as it is a potential patient safety concern.

NURSING PRACTICE ACT, NURSING PEER REVIEW, AND NURSE LICENSURE  
COMPACT, AS AMENDED SEPTEMBER 2019

The mission of the Texas Board of Nursing (BON or Board) 
is to protect and promote the welfare of the people of Texas 
by ensuring that each person holding a license as a nurse in 
this state is competent to practice safely. The Board fulfills its 
mission through the regulation of the practice of nursing and the 
approval of nursing educational programs. This mission, derived 
from the Nursing Practice Act, supersedes the interest of any 
individual, the nursing profession, or any special interest group 
(TBON, 2019b, 2019c).
The 86th Regular Session of the Texas Legislature passed two 
bills that amended the Nursing Practice Act (NPA).
House Bill (HB) 2059, which relates to human trafficking 
prevention training, requires as part of a continuing competency 
program under Section 301.303 of the Nursing Practice Act 
(Continuing Competency) that a nurse who provides direct 
patient care must complete a human trafficking prevention 
course approved by the executive commissioner of the Health 

and Human Services Commission (HHSC) under Section 116.002 
of the Occupations Code (TBON, 2019b).
HB 2410, which amends Sections 303.005(b) and (d) of the 
Occupations Code, allows a nurse who wishes to have a peer 
review committee determine if a requested act would violate the 
nurse’s duty to a patient to request the review orally if the nurse 
cannot complete a written form at the time of the request. If 
requested orally, the nurse’s supervisor must record the request 
in writing, sign it, and have the requesting nurse sign it as well. 
The statute specifies the details that must be included in the 
written documentation (TBON, 2019b).
For further information on HB 2059 and HB 2410, visit Texas 
Legislature Online at www.capitol.texas.

Nursing consideration: It is the nurse’s responsibility, not the 
employer’s responsibility, to obtain the necessary continuing 
education for licensure.

Case study: April
April has been diagnosed with ovarian cancer. She does not 
want to disclose her diagnosis to anyone, including her husband 
and daughters. Her family members are extremely concerned 
and frightened, and they beg the nurse to tell them what is 
wrong with their loved one. The nurse believes that the client 
needs the support of her family, and that her family has the right 
to know about the diagnosis.
Question:
May the nurse disclose the diagnostic information to the family?

Discussion:
No. Doing so would violate the Nursing Practice Act and HIPAA 
privacy laws. This is clearly an ethical dilemma for the nurse. 
She should seek guidance from a supervisor if she continues to 
struggle with being unable to share this patient information, and 
she should refer the patient to appropriate resources.
The preceding example should trigger an examination of not 
only the standards of nursing practice but also the nurse’s 
role in compliance with such standards. Compliance may also 
pose emotional dilemmas for nurses. The NPA and standards 
of nursing practice are intertwined with each other and with 
position statements issued by the Texas BON.

TEXAS BON POSITION STATEMENTS
Although BON position statements do not have the force of 
law, they are a means of providing direction for nurses on Board 
issues of concern relevant to the public and nursing practice. 
Board position statements are reviewed annually for relevance 
and accuracy related to current practice, the NPA, and the BON 
rules (TBON, 2021). In Texas, the BON views position statements 
as clarifications of the NPA and the Board rules and regulations. 
A violation of a position statement can lead to disciplinary 
action. For example, an LVN may be course-trained to remove 
a PICC line; however, the Board has determined that removal 
of a PICC line is beyond the scope of an LVN and requires 
training through a degree of higher learning (TBON Position 
Statement 15.3).
Position statements address a wide variety of nursing actions. 
The following queries are based on information taken from Texas 
BON position statements (TBON, 2021):

 ● 15.1. May nurses carry out orders from physician’s 
assistants (PA)? 
Nurses may carry out physician orders relayed by a physician 
assistant (PA) when the PA is compliant with laws regulating 
the practice of the PA. The nurse is expected to clarify any 
order the nurse questions by communicating with the PA or 
the physician.

 ● 15.2. May an LVN pronounce death? 
LVNs must initiate CPR in the absence of a clear do-not-
resuscitate (DNR) order. Laws regarding the pronouncement 
of death are not in the NPA or Board rules. LVNs cannot 
pronounce death.

 ● 15.3. Can licensed vocational nurses (LVNs) engage in IV 
therapy, venipuncture, or PICC line care? 
LVNs must complete post-licensure training to engage 
in IV therapy/venipuncture (not typically included in LVN 
curriculum). Insertion or removal of PICC lines is beyond the 
scope of practice for an LVN.
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 ● 15.9. Can RNs or LVNs perform laser therapy? 
A nurse must have the appropriate education, knowledge, 
and experience to perform laser therapy. There are criteria to 
be followed by the nurse who accepts physician delegation 
in the use of nonablative laser therapy. There are specific 
regulations related to laser hair removal from the Texas 
Department of Licensing and Regulation and the Texas 
Department of Health and Human Services.

 ● 15.12. What is the BON’s position on the use of American 
Psychiatric Association diagnoses by LVNs, RNs, or APNs?
LVNs and RNs cannot determine medical diagnoses. Use 
of multidisciplinary psychiatric diagnoses is “permitted 
by advanced practice nurses designated as Clinical Nurse 
Specialists (CNS) or Nurse practitioners (NPs) whose 
population focus area is psych/mental health. Client 
problems beyond the scope of training and education of 
the CNS/NP are to be referred to an appropriate medical 
provider” (TBON, 2021).

 ● 15.15. What is the BON’s jurisdiction over a nurse’s 
practice in any role and use of the nursing title? 
If an RN or LVN functions in a role lower than that for which 
they are licensed, or in another area with an overlapping 
scope of practice, the nurse is still held to the level of 
education and competency of their highest licensure. The 
BON also restricts the use of the titles LVN or RN or any 
designation implying nursing licensure by non-nurses.

 ● 15.18. What is the BON’s position regarding nurses 
carrying out orders from advanced practice registered 
nurses (APRNs)? 
Nurses may carry out orders issued by APRNs, as long as 
such orders are within the APRN’s scope of practice in their 
role and population focus.

 ● 15.19. May nurses carry out orders from pharmacists for 
drug therapy management? 
The BON notes that there are current rules that permit 
pharmacists to write orders for drug therapy management 
(DTM) while working under physician delegation. Nurses may 
carry out these orders, as long as the orders originate from a 
written protocol authorized by a physician.

 ● 15.29 May a nurse establish an interpersonal relationship 
with a client or a client’s family member? 
May a nurse use social media? Nurses have an obligation to 
maintain professional boundaries. Professional boundaries 
are defined as the spaces between the nurses’ power and 
the client’s vulnerability. “Common to the definition of 
professional boundaries from the Texas Board of Nursing and 
from the National Council of State Boards of Nursing is that a 
nurse abstains from personal gain at the client’s expense and 
the nurse refrains from inappropriate involvement with the 
client or the client’s family. Nurses have an ethical and legal 
obligation to maintain client privacy and confidentiality at all 

times, and when using social media do not identify clients 
by name or post or publish information that may lead to the 
identification of a client. Limiting access to postings through 
privacy settings is not sufficient to ensure privacy. Nurses 
must promptly report any identified breach of confidentiality 
or privacy.” The issue of professional boundaries and 
social media use is a complex one. For further information, 
consult https://www.bon.texas.gov/practice_bon_position_
statements_content.asp#15.29. (TBON, 2021).

 ● 15.30 How can nurses deal with workplace violence and 
facilitate a safe working environment? 
As violence in the workplace has the potential to compromise 
collaboration and communication, which may lead to patient 
care errors, this position statement uses evidence-based 
practice research and the standards of nursing practice 
found in Board Rule 217.11(1) to guide nurses in promoting 
a safe patient care environment. For further information, 
consult https://www.bon.texas.gov/practice_bon_position_
statements_content.asp#15.30.

Evidence-Based Practice Alert! Based on the Texas BON 
position statements and evidence-based practice information, 
nurses should take a collaborative approach to reducing 
workplace violence, including implementing policies, 
recognizing professional boundaries, instituting appropriate 
nursing interventions, and obtaining supervision when needed 
(TBON, 2021).

Position statements demonstrate how the Texas Board of 
Nursing interprets appropriate behavior regarding various 
aspects of practice. The NPA, rules/standards of nursing 
practice, guidelines and interpretive guidelines, and position 
statements—among other Board of Nursing publications—
are important resources for clarifying ethical principles and 
delineating professional boundaries in nursing practice.

Self-Assessment Question #3

All of the following statements about nursing practice in the 
state of Texas are correct EXCEPT:
a. LVNs may insert PICC lines after receiving appropriate 

education and training.
b. Nurses may carry out pharmacists’ orders for DTM 

management, as long as the orders originate from a written 
protocol authorized by a physician.

c. All nurses have an obligation to protect their clients’ 
privacy and confidentiality.

d. Nurses may carry out physician orders relayed by a PA and/
or those that originate from a protocol between the PA and 
the physician. 

ETHICS AND THE LAW
Ethics can be defined as systematic rules or principles that 
govern right conduct. Every nurse, upon entering the profession, 
has the responsibility to adhere to the standards of ethical 
practice and conduct set by the profession (Medical Dictionary, 
2020). Most healthcare professions have developed ethical 
codes of conduct that delineate the professions’ goals, values, 
and ideals, which provide guidance as to what the public should 
expect from professionals in any setting.

Ethics and law overlap to a certain extent. Codes of ethics 
generally describe a vision that exceeds what is expected under 
prevailing laws. The law is what must be done; ethical codes 
provide a picture of what ought to be done. Therefore, ethical 
conduct means that at the very least, a nurse or other health care 
professional is performing duties legally and acting with integrity 
and fidelity according to the profession’s principles of ethical 
behavior (Haddad & Geiger, 2022).
It is essential that nurses understand both legal and ethical 
concepts and fulfill their professional roles accordingly. 

Basic legal concepts: Negligence and malpractice
Nurses should be able to define the terms negligence 
and malpractice and identify the elements of malpractice. 
Negligence is defined as doing something or failing to act as a 
careful, reasonable, prudent person would or would not in the 

same situation. As it relates to nursing, negligence is the failure 
to meet accepted standards for nursing competence and scope 
of practice (Jacoby & Scruth, 2017).
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The definition of negligence is not based on what a nurse or 
nurses “think” is appropriate in a given situation. It is based on 
whether a nurse acted with the education, knowledge, and skill 
that is reasonably expected of a nurse with similar education, 
knowledge, and skill (Arganata & Astutik, 2021).
Professional malpractice, a type of negligence, is defined as 
negligence committed in carrying out professional duties. 
The primary question to be addressed is, “What is the nursing 
care that reasonably should have been delivered under the 
circumstances?” If a nurse is sued for malpractice, the judge 
or jury will consider whether the nurse’s actions demonstrated 
knowledge and skill reasonably expected of a nurse with that 
level of education and training. Determination is based on 
nursing standards of care, nursing practice acts, professional 
boundaries, ethical principles, and appropriate care standards as 
established by professional associations, such as the American 
Nurses Association (Haddad & Geiger, 2022).
Some of the major categories of negligence that result in nursing 
malpractice lawsuits are (Oshman Firm, 2017):

 ● Failure to properly monitor.
 ● Medication errors.
 ● Routine procedure errors.
 ● Documentation errors.

There are several generally recognized elements of malpractice: 
Legal duty, breach of duty, causation, and damages/harm.
Legal duty
What is a legal duty? Legal duty is defined as “the responsibility 
to others to act according to the law” (Hill & Hill, n.d.). A nurse’s 
legal duty begins as soon as the nurse–client relationship 
is established. In nurse–client relationship, the client relies 
upon the ability of the nurse to deliver professionally safe and 
competent care (TBON, 2021).

Breach of duty
Breach of duty is defined as a violation of nursing standards 
of care. The client/plaintiff’s attorney will provide evidence to 
support the claim that a breach of duty occurred. A nurse’s 
failure to adhere to standards constitutes a breach of duty 
(Brous, 2019).
Harm
In order for the plaintiff to win a malpractice lawsuit, it must be 
shown that the breach of duty caused harm to the client/plaintiff. 
In other words, actual harm must have occurred because of the 
nurse’s actions or failure to act. Another way of putting this is 
the concept of causation. Causation means that there must be a 
direct cause-and-effect link between the breach of duty and the 
injury (Brous, 2020a).
Damages
The term damages refers to the monetary value of the alleged 
harm. After malpractice has been proven, damages are intended 
to compensate the client/plaintiff for the harm suffered as a 
result of the breach of duty (Brous, 2020b).
Damages usually include out-of-pocket medical and related 
expenses resulting from the occurrence of malpractice. Examples 
of expenses include lost wages, costs of medical treatment, and 
pain and suffering experienced by the client as the result of the 
harm caused by malpractice (Briley, 2019).
For the client/plaintiff to win a malpractice lawsuit, all elements 
of malpractice must be proven. The burden or responsibility 
for proving malpractice remains with the client/plaintiff. The 
nurse (defendant) does not have to prove that their actions were 
not negligent. The client/plaintiff’s attorney must prove that 
malpractice occurred. The defendant’s attorney will attempt to 
convince the judge or jury that each element of malpractice has 
not been proven (Banja, 2019).

Case study: Theresa
Theresa is an RN who works on a surgical unit in a large urban 
medical center. One of her clients, Mr. Manning, is recovering 
from hip replacement surgery performed several days ago. He 
has made excellent progress and is scheduled for discharge 
tomorrow. This client has a reputation as a “complainer.” On the 
morning of discharge, a nursing assistant approaches Theresa 
and tells her that Mr. Manning is complaining of feeling dizzy 
and “not right.” Theresa is very busy and tells the nursing 
assistant to take Mr. Manning’s vital signs. Theresa forgets about 
Mr. Manning. Several hours later, she enters Mr. Manning’s room 
to find him confused and unable to move his right side. He is 

rushed to the intensive care unit, where he is diagnosed with a 
massive stroke and suffers permanent disability. His family files a 
lawsuit and names Theresa as one of the defendants. 
Question:
What might best describe Theresa’s role in the malpractice suit?
Discussion:
Based on the information provided, it does seem as though 
Theresa has breached her duty to Mr. Manning, and she failed to 
provide competent and safe nursing care by not following up on 
a potentially unstable patient.

Malpractice insurance
Although the healthcare organization for which the nurse works 
may cover them under the organization’s malpractice insurance 
policy for medical negligence in a civil suit, it is important that all 
nurses understand the kinds of events and financial limitations 
covered by that policy. Nurses should regularly check their 
employer’s coverage of its nurses to ensure that coverage has 
not changed or even been discontinued.
Some attorneys recommend that nurses carry their own 
malpractice (professional liability) insurance. There are three 
major reasons to have one’s own professional liability policy 
(CPH & Associates, 2020):

 ● An employer’s policy will act in the interest of the employer. 
There may be times that the employer’s interest is the same 
as the nurse’s interest. However, there may be times when 
these interests do not coincide. By having their own policy, 
nurses will have someone representing their interests.

 ● Complaints to boards of nursing are typically not covered 
by an employer’s plan. If a complaint is filed at the board of 
nursing, the nurse runs the risk of losing licensure or being 
disciplined. A personal professional licensure defense policy 
may provide representation in cases of complaints to the 
board.

 ● Nurses may be considered independent contractors, which 
may exclude them from coverage purchased by an employer. 
Nurses should read their employers’ policies to identify the 
extent of coverage provided to them. If the policy is not 
clear, the insurer should be contacted for clarification. Or the 
nurse may contact an attorney to determine coverage.

Nursing consideration: When a hospital or person files a 
complaint with the Board, the Board investigates and seeks to 
determine if discipline is warranted. If an agreement cannot be 
reached, then the Board files a formal complaint.

Ethical principles
The ANA’s Code of Ethics (2015) notes that ethics are an integral 
part of nursing’s foundation. Nurses are expected to adhere to 
the ideals and moral norms of the profession. The Code of Ethics 

explicitly delineates the primary goals, values, and obligations of 
the profession.
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Confidentiality
One of the most prominent legal and ethical issues that nurses 
must deal with is the issue of confidentiality. Nurses have an 
ethical obligation not to disclose information about clients. They 
must maintain the client’s confidentiality, which refers to the 
duty of nurses not to disclose or share information without the 
express consent of the client. They must also respect the client’s 
right to privacy, which means that clients have the right to keep 
information about their lives from being made public, even to 
one other person, if they so choose. Confidentiality is an ethical 
and professional obligation, but privacy may be protected by 
law.
Example
While the dangers of cigarette smoking were apparent as early 
as 1953, it was not until the mid- to late 1960s that the U.S. 
federal government mandated warnings in an attempt to inform 
the public of health dangers associated with smoking. What 
ethical obligations did health care professionals have to act 
on research findings regardless of legislative mandates? What 
options do health care professionals have now when they are 
made aware of a practice that may compromise wellness but 
would require disclosure of confidential client information?
Consider this ethical dilemma

 ● Mrs. Davidson is a 60-year-old investment banker who has 
recently been diagnosed with Stage II breast cancer. Her 
mother and grandmother were breast cancer survivors. 
Mrs. Davison has a 35-year-old daughter, from whom 
she is estranged. After undergoing genetic testing, it is 
determined that Mrs. Davidson has a genetic mutation that 
significantly increases the risk of breast cancer.
Mrs. Davison has made it clear to her physician and the 
nursing staff that she will not be sharing the results of the 
genetic testing with her daughter, Victoria. One of Mrs. 
Davidson’s nurses knows Victoria, since they both attend the 
same church. The nurse believes that Victoria has a right to 
know about the results of the genetic testing. Can the nurse 
legally disclose information about Mrs. Davidson?

 ○ No. The nurse cannot legally disclose information about 
Mrs. Davidson. Health care professionals who see an 
ethical obligation to disclose client information for a 
“greater good” should be aware they have neither the 
legal obligation nor the legal right to do so. Divulging 
confidential information without Mrs. Davidson’s 
permission is prohibited, even though the nurse’s 
concerns about Victoria are reasonable.

In this case, disclosure is not necessary to provide appropriate 
care. The nurse can educate Mrs. Davidson about the 
implications of the test results for both Mrs. Davidson and her 
family members. Providing this information in an objective, 
supportive manner may yield opportunities for further discussion 
and encourage Mrs. Davidson to relay important health-related 
information to her daughter.
Texas BON Scope of Practice Decision Making Model (DMM)
The Texas BON has developed the Scope of Practice Decision 
Making Model (DMM) to begin, identify, or clarify the activity, 
task, procedure, role, or intervention under consideration 
(2019c).
For further information on the model, consult http://txccc.net/
texas-board-of-nursing-releases-new-scope-of-practice-decision-
making-model-dmm/. The DDM has replaced the former Sis-
Step Decision-Making Model (TBON, 2019c).
HIPAA
HIPAA is the acronym for the Health Insurance Portability 
and Accountability Act that was passed by Congress in 1996. 
Among other mandates, HIPAA privacy regulations require 
that health care providers and organizations, as well as their 
business associates, develop and follow procedures that ensure 
the confidentiality and security of protected health information 
(California Department of Health Care Services, 2020; U.S. 

Department of Health and Human Services Office for Civil 
Rights, n.d.).
Here are some examples of the application of HIPAA 
confidentiality mandates.

 ● Mr. Stetson is a 32-year-old male who is admitted to an 
outpatient surgical center for a vasectomy. It is a simple 
outpatient procedure, and Mr. Stetson is preparing to leave 
for home after the procedure. He confides in the nurse that 
he made the decision to have the procedure without telling 
his wife, who wants more children. “We already have two 
kids and that’s as many as I can handle,” he says. The nurse 
believes that the client’s wife has a right to know about her 
husband’s actions. The nurse is a casual acquaintance of 
Mrs. Stetson and wonders if it would be “OK” to tell her in a 
private, non-work-related setting.

 ○ No. The nurse may not disclose privacy-protected 
information to the client’s wife. Disclosure of client 
information is not required by law, nor is it necessary for 
specified health purposes.

 ● Stephanie works in a large office practice setting. One of her 
favorite clients is an 82-year-old woman who, until recently, 
had lived independently in her home for the past 40 years. 
Recently, her 50-year-old divorced daughter moved in with 
the client. “It is such a relief for me. I have someone in the 
house to help with the housework, to drive me places, and to 
just keep me company,” she said. However, the nurse notices 
that there are several bruises on the client’s upper arms and 
discoloration over her left eye. The nurse questions the client 
about the bruises, including asking her if she feels safe in 
her home and if anyone is hurting her. The client responds 
by saying she does not want to cause any trouble and that 
her daughter is a big help “even if she loses her temper 
sometimes.” The nurse suspects abuse. Does the nurse 
have the right to disclose this information to the appropriate 
authorities?

 ○ Yes. HIPAA allows for disclosure of suspected abuse or 
neglect to the extent that disclosure is required by law 
if the client agrees to the disclosure or if the disclosure 
is authorized by law. In most U.S. states and territories, 
nurses are mandated reporters of suspected abuse. In 
this case, the nurse is legally and ethically obligated to 
disclose the suspected abuse. This is known as being a 
mandated reporter (Carlson, 2022). In Texas, nurses are 
mandated to report suspected elder or child abuse within 
48 hours, and they can report anonymously. Confirmation 
of abuse is not the standard—the standard is suspicion 
of abuse. Failure to report is a violation of the law and 
subjects the nurse to disciplinary action.

These two examples are only a tiny fraction of the many ethical/
legal issues that nurses must deal with. Further examples 
may help to clarify such issues as they pertain to professional 
boundaries.
Professional boundaries
Nurses must always act in the best interests of clients and follow 
legal mandates and ethical principles. They must understand 
and apply the concepts of professional boundaries. The National 
Council of State Boards of Nursing (NCSBN) defines professional 
boundaries as “the space between the nurse’s power and the 
client’s vulnerability” (NCSBN, 2018a). In essence, this means 
that nurses must refrain from obtaining personal gain at the 
expense of the client and they must abstain from inappropriate 
involvement in the client’s personal relationships (NCSBN, 
2018a).
Some examples of inappropriately crossing professional 
boundaries include (NCSBN, 2018a):

 ● Confusion between the needs of the nurse and the needs 
of the client, such as when a nurse excessively discloses 
personal information about themselves or becomes involved 
in role reversal (e.g., expecting the client to help the nurse).
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 ● Sexual misconduct (i.e., when the nurse behaves in ways that 
are seductive, sexually demeaning, harassing, or that can be 
interpreted by the client as sexual).

 ● Accessing, or attempting to access, private knowledge about 
the client that is not necessary for the provision of nursing 
care.

Nursing consideration: Professional sexual misconduct is 
considered to be one of the most serious violations of the 
nurse’s professional responsibility (NCSBN, 2018a).

Some common questions related to professional boundaries and 
sexual misconduct include the following items (NCSBN, 2018a):

 ● If a nurse wants to date or marry a former client, is this 
considered sexual misconduct? 
According to the NCSBN, the critical issue here is the word 
former. How long has it been between the end of the 
professional nurse–client relationship and the initiation of 
the personal relationship? Was the client being treated for 
an acute short-term problem, or is the nurse still involved 
in a long-term professional relationship because of a 
chronic or long-term condition? How will the nurse’s access 
to and knowledge of client information impact the future 
relationship? Is there any risk to the client?

 ● What if the nurse and the client live in the same 
community?
Does this mean that the nurse cannot interact with the client 
in social settings? This is a complex, narrow issue. Setting 
appropriate boundaries can be difficult in these kinds of 
situations. Ultimately, the nurse must ask themselves what 
actions must and must not be taken so that professional 
boundaries are maintained and so that they behave in the 
best interests of the client.

 ● If the client consents, does this make a sexual relationship 
between nurse and client acceptable? 
According to the NCSBN, “if the client consents, and even 
if the client initiates the sexual conduct, a sexual relationship 
is still considered sexual misconduct for a health care 
professional. It is an abuse of the nurse-client relationship 
that puts the nurse’s needs first.” The Texas BON considers 
this unprofessional conduct that causes a serious breach of 
the minimum standards of nursing practice and that will likely 
result in revocation of a license or emergency suspension of a 
license (22 Tex. Admin. Code §213.33(b)) (TBON, 2019a).

Additional examples of crossing professional boundaries include 
these inappropriate behaviors (NCSBN, 2018a):

 ● The nurse excessively discloses personal problems, feelings 
of sexual attraction, or other facets of their intimate life with 
the client.

 ● The nurse keeps secrets with the clients.
 ● The nurse believes that only they can meet the client’s needs.
 ● The nurse spends inappropriate amounts of time with certain 

clients, including visiting the client when off duty.
 ● The nurse behaves in a flirtatious manner with the client.
 ● The nurse fails to recognize their inappropriate feelings or 

behaviors and fails to transfer care or consult with supervisors 
in order to protect the best interests of the client.

In summary, the nurse must be aware of their feelings and 
behaviors, be aware of the behavior of other professionals, and 
always act in the best interest of the client (NCSBN, 2018a).
Social media
The use of social media and other forms of electronic 
communication is a critical component of professional nursing 
practice. Occurrences of inappropriate use of electronic media 
have been reported to state BON; have been reported in the 
nursing and general public media; and, in some cases, have 
resulted in severe disciplinary action.

The NCSBN has published a brochure entitled A Nurse’s Guide 
to the Use of Social Media (NCSBN, 2018b). Although many, if 
not most, healthcare organizations have policies that address 
employee use of social media during work hours, many do not 
address the use of such media outside the workplace. When 
using social media outside the workplace, the nurse is still 
vulnerable to accusations of professional misconduct such as 
violations of client’s rights and confidentiality. This brochure 
attempts to address some of these occurrences.
A nurse’s use of social media is still guided by professional, legal, 
and ethical standards. Client information must be protected 
regardless of whether the nurse is on or off duty. Privacy refers 
to the client’s expectation and right to be treated with dignity 
and respect. Federal law reinforces such privacy through HIPAA. 
Breaches of client confidentiality and privacy can be intentional 
or accidental and can occur in a multitude of ways. However, 
even nonintentional breaches leave the nurse vulnerable to legal 
and other forms of disciplinary action. This includes posting 
information via social media (NCSBN, 2018b).
A BON may investigate reports of inappropriate disclosures on 
social media on the grounds of (NCSBN, 2018b):

 ● Unprofessional or unethical conduct.
 ● Moral turpitude.
 ● Mismanagement of client records.
 ● Revealing privileged communication.
 ● Breaching confidentiality.

Nursing consideration: Improper use of social media by 
nurses may violate state and/or federal laws, thus making the 
nurse vulnerable to personal liability claims (NCSBN, 2018b).

Here are a few well-publicized examples of misuse of social 
media as described in the NCSBN white paper on the use of 
social media (NCSBN, 2018b).

 ● A junior nursing student provided nursing care to a 3-year-
old leukemia client as part of her pediatric clinical rotation. 
When the child’s mother was out of the room, the nursing 
student took his picture with her cell phone, posted the 
photo on her Facebook page, and commented about the 
bravery of the child and how proud she was to be a nurse. A 
nurse from the hospital was browsing Facebook and found 
the photo. The nurse reported it to hospital authorities. 
Although the student did not mean to do so, she had 
violated the client’s confidentiality. She was expelled from the 
nursing program, the nursing program was barred from using 
the pediatric site for future student clinical rotations, and the 
hospital faced a HIPAA violation.

 ● A nurse blogged on a local newspaper’s online chat room 
about taking care of a client. The description made the client 
identifiable in the small town where the nurse worked. The 
BON issued a warning to the nurse, advising her that further 
evidence of the release of personal information about clients 
would result in disciplinary action. Note that in Texas, a 
warning is a disciplinary action.

 ● A nurse working at a long-term care facility arrived at work 
and found an email on her work laptop. The email, sent 
during the previous night shift, contained a photo of an 
elderly female wearing a gown with her backside exposed. 
The email and photo were forwarded throughout the facility. 
Some employees were outraged, while others found the 
photo funny. No staff members brought the photo to the 
attention of a supervisor. By mid-day, the director of nursing 
and management had become aware of the incident and 
began an investigation into the matter. The local media also 
became aware of the incident, as did local law enforcement 
personnel, who began an investigation as to whether any 
crime involving sexual exploitation had been committed. 
The incident was also reported to the state’s BON, which 
opened an investigation of its own. Although the original 
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source of the photo distribution was never discovered, 
nursing staff faced potential liability for their willingness to 
share the photo within and outside the facility and for their 
failure to bring it to the attention of management according 
to facility policies and procedures. The client was eventually 
identified, and the family threatened to sue the facility and 
all staff members involved. Several staff members were 
placed on administrative leave while the incident was under 
investigation. The BON complaint, as of this writing, is still 
pending. The incident was also referred to the agency that 
oversees long-term care facilities in that geographic region. 
Additionally, there could be a federal HIPAA complaint to the 
Office of Civil Rights (OCR).

The NCSBN advises nurses to avoid posting information about 
clients electronically and on any type of social media and to 
refrain from discussing patients with family or in public settings. 
They should be aware of and adhere to all employer policies 
regarding social media and promptly report any breach of client 
confidentiality or privacy.

Conclusion
Nursing has consistently been rated among the most trusted 
professions in the U.S. and other countries. To maintain this trust, 
nurses must, at all times, function in a manner that adheres to 
legal and professional standards.

Nurses have legal and ethical obligations to always act in the 
best interests of their clients. They must make themselves aware 
of their NPAs, BON position statements and rules, professional 
boundaries, and standards of practice published by professional 
and specialty nursing associations and practice according to 
these mandates. They must be aware that ignorance of laws and 
standards is no excuse for their violation.
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Self-Assessment Answers and Rationales

1. The correct answer is C.
Rationale: The Texas Nursing Practice Act serves as a way to 
protect the public from harm through regulations and rules 
nurses must follow.

2. The correct answer is B.
Rationale: The Texas BON does not become involved with 
employment concerns, including work hours, scheduling, 
staffing, or extended work hours.

3. The correct answer is A.
Rationale: According to the Texas Nursing Practice Act, inserting 
a PICC line would be a violation of the scope of practice for 
LVNs.
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Course overview
According to the Centers for Disease Control and Prevention 
(CDC), suicide is a serious public health problem that has long-
lasting effects on the individual, family, and community (CDC, 
2019b). In 2018, suicide was the tenth leading cause of death in 
the United States, claiming the lives of more than 48,000 people. 
Additionally in 2018, suicide was the second leading cause of 
death among individuals between the ages of 10 and 34, and 
the fourth among individuals between the ages of 35 and 54. 
Incidences of suicide outnumbered homicides by more than 

two and a half times (CDC, 2019b; National Institute of Mental 
Health, 2020). This course will discuss background, statistical 
data, etiology, risk factors for, and treatment and management 
of suicide in the United States. Risk of imminent harm with 
communication strategies will also be addressed with a special 
focus on the veteran and healthcare workers populations. It is 
intended for all healthcare professionals who care for individuals 
and veterans at risk for suicide or who are survivors of suicide.

Learning objectives
After completing this course, the learner should be able to:

 � Identify risk factors for suicide.
 � Discuss the reasons for an increased risk of suicide among 

the adolescent, healthcare workers, veteran, and LBGTQ 
populations.

 � Describe treatment and management of suicidal ideations 
(management of suicidal behaviors).

 � Understand the prevalence of suicide within the medical 
setting.

 � Select appropriate ways of assessing patients at risk for 
suicide.

 � Screen patients for depression using the Patient Health 
Questionnaire (PHQ-2).

 � Screen the severity of suicidality using the Columbia Suicide 
Risk Assessment.

 � Address safety for patients who are at risk for suicide through 
lethal means removal and creation of a crisis response plan.

 � Collaborate with other healthcare colleagues on patient’s 
depression and level of suicidality.

 � Plan interventions related to the suicidal patient’s depression 
and underlying causes.

 � Identify when to refer a suicidal patient to a mental health 
specialist.

 � List various resources available to assist healthcare providers 
in managing suicidal risk in patients.

 � Discuss the COVID-19 pandemic effects on suicide.

How to receive credit
 ● Read the entire course online or in print which requires a 

4-hour commitment of time.
 ● Complete the self-assessment quiz questions which are at 

the end of the course or integrated throughout the course. 
These questions are NOT GRADED. The correct answer is 
shown after you answer the question. If the incorrect answer 
is selected, the rationale for the correct answer is provided. 
These questions help to affirm what you have learned from 
the course.

 ● Depending on your state requirements you will be asked to 
complete either:

 ○ An affirmation that you have completed the 
educational activity.

 ○ A mandatory test (a passing score of 70 percent is 
required). Test questions link content to learning 
objectives as a method to enhance individualized 
learning and material retention.

 ● If requested, provide required personal information and 
payment information.

 ● Complete the MANDATORY Course Evaluation.
 ● Print your Certificate of Completion.

CE Broker reporting 
Colibri Healthcare, LLC, provider # 50-4007, reports course 
completion results within 1 business day to CE Broker. If you 
are licensed in Arkansas, District of Columbia, Florida, Georgia, 

Kentucky, Michigan, Mississippi, New Mexico, North Dakota, 
South Carolina, or West Virginia, your successful completion 
results will be automatically reported for you.

Accreditations and approvals
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 
Credentialing Center's Commission on Accreditation.
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INTRODUCTION
Because suicide is the tenth leading cause of death in the United 
States, it is a major public health concern. The rate of suicide is 
predicted to increase because of the psychological effects of the 
COVID-19 pandemic (Gold, 2020; National Institute of Mental 
Health, 2020). It is, therefore, imperative that healthcare workers 
understand how to assess for suicide risk and intervene. Through 
these actions, healthcare workers have the responsibility and 
opportunity to save American lives. 
Suicide is defined as death caused by self-directed injurious 
behavior with intent to die because of the behavior. A suicide 
attempt is a nonfatal, self-directed, potentially injurious behavior 
with intent to die because of the behavior and may not result in 
injury. Suicidal ideation refers to thinking about, considering, or 
planning suicide. Though men are more likely to die by suicide, 
women are more likely to attempt suicide. A study done in 2018 
showed a 35% increase in suicide compared to 20 years prior, and 
the suicide rate in males was 3.7 times higher than in females. 
Additional data showed that the most common suicide methods 
in males were firearms (55.9%), followed by suffocation (28.3%). 
Among females the most common methods were firearms 
(31.5%), suffocation (29.9%), and poisoning (29.3%; National 
Institute of Mental Health, 2020). The American Foundation for 
Suicide Prevention (AFSP; 2018) proposes that suicide is under-
reported, and there are challenges in collecting accurate data 
regarding the numbers of deaths by suicide each year. The AFSP 
(2018) stated that 44,965 Americans die from suicide each year 

– this is 123 suicides per day. For each death by suicide there 
are 25 other individuals who attempt to die by suicide (American 
Foundation for Suicide Prevention, n.d.; CDC, 2019a). 
Suicide and suicide attempts take a tremendous emotional 
and economic toll on the families and loved ones of those who 
engage in suicidal behaviors. Friends and family members of 
individuals who attempt or are successful in suicide suffer great 
emotional distress and often experience grief and guilt. These 
family members also have a greater risk of dying from suicide. 
The family also bears an economical burden from suicide, 
including loss of income and increased medical costs. The 
community also bears a great economic burden from suicide 
and attempts. There is cost associated with suicide related to 
medical expenses and loss of work productivity. According to 
CDC, suicide and attempts cost society approximately $70 
billion in 2018. The average cost of just one suicide is nearly $1.5 
million (Rural Health Information Hub, 2019; Suicide Prevention 
Resource Center, n.d.a).
Suicide prevention programs not only save lives but also reduce 
the economic and emotional costs of suicide. The financial 
benefits of implementing suicide preventative measures will, 
hopefully, convince policymakers and lawmakers that suicide 
prevention is not only the “right” thing to do, morally speaking, 
but is also an investment that will save dollars in addition to 
lives. A study reviewing suicide prevention programs revealed 
that the programs are not only effective at saving lives, but are 
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also cost effective (CDC, 2017; Lewitzka et al., 2019). Another 
study estimated a highly favorable benefit–cost ratio of 6 to 1 
for investments in additional medical, counseling, and linkage 
services for suicidal patients (CDC, 2017; Shepard et al., 2016). 

Nursing consideration: According to Durkin 2018, 83% of 
individuals who die by suicide have had at least one contact 
with their primary healthcare provider within 1 year of dying by 
suicide. About 50% of patients made a healthcare visit within 1 
month of death, most often to a specialty setting (25%) or primary 
care setting and did not have a mental health diagnosis (21%).

Case study 1: Amy
Amy is a 21-year-old college student who presents to the 
emergency room (ER) with decreased level of consciousness. 
Her roommate found her in their room. She was garbling 
her words and not making sense, so her roommate became 
frightened and brought her to the ER. Per her roommate, Amy 
has no medical history and has no family in town. 

Self-Assessment Quiz Question #1

You are the nurse who evaluates Amy. You know that a suicide 
attempt is a possibility. You understand that suicide is:
a. Over-reported in the United States.
b. Not commonly seen in the ER.
c. The 10th leading cause of death in the United States.
d. Very uncommon.

Demographics of suicide
The following demographics are from the CDC’s 2018 survey 
(National Institute of Mental Health, 2020):

 ● Among females the suicide rate was highest for those aged 
45 to 64 (10.2 per 100,000).

 ● Among males the suicide rate was highest for those aged 75 
and older (39.9 per 100,000). 

 ● The rates of suicide were highest for Native American, non-
Hispanic males (34.8 per 100,000) and females (10.5 per 
100,000), followed by White, non-Hispanic males (30.4 per 
100,000) and females (8.3 per 100,000).

 ● States with the highest rates of suicide were Alaska, 
Idaho, Montana, Wyoming, New Mexico, Colorado, Utah, 
Oklahoma, Missouri, and West Virginia.

 ● States with the lowest rates of suicide were Illinois, Vermont, 
Massachusetts, New York, and Rhode Island.

 ● Firearms were the most common method used in suicide 
deaths in the United States, accounting for about half of 
all suicide deaths (24,432), followed by suffocation and 
poisoning.

 ● 4.8% of adults age 18 and older in the United States had 
serious thoughts about suicide in 2019.

 ○ Among adults across all age groups, the prevalence 
of serious suicidal thoughts was highest among young 
adults aged 18 to 25 (11.8%).

 ○ The prevalence of serious suicidal thoughts was highest 
among adults age 18 and older who reported having 
multiple (two or more) races (6.9%).

 ● In 2019, 0.6% of adults age 18 and older in the United States 
reported they had attempted suicide in in the past year.

 ○ Among adults across all age groups, the prevalence 
of suicide attempt in the past year was highest among 
young adults 18 to 25 years old (1.8%).

 ○ Among adults age 18 and older, the prevalence of 
suicide attempts in the past year was highest among 
those who reported having multiple (two or more) races 
(1.5%).

Risk factors
Risk factors for suicide can be broken into subcategories of 
health, ethnicity, environmental, history, and special populations. 
Health risks include the following (American Foundation for 
Suicide Prevention, n.d.):

 ● Mental health conditions.
 ● Depression.
 ● Substance use problems.
 ● Bipolar disorder.
 ● Schizophrenia.
 ● Personality traits of aggression, mood changes, and poor 

relationships.
 ● Conduct disorder.
 ● Anxiety disorders.
 ● Serious physical health conditions, including chronic pain.
 ● Traumatic brain injury.

Ethnicity risks include the following (Substance Abuse and 
Mental Health Services Administration [SAMHSA], 2020):

 ● Alaskan Natives.
 ● Native Americans.

Environmental risks include the following (American Foundation 
for Suicide Prevention, n.d.):

 ● Access to lethal means, including firearms and drugs.

 ● Prolonged stress, such as harassment, bullying, relationship 
problems, or unemployment.

 ● Use of alcohol.
 ● Stressful life events, for example, rejection, divorce, financial 

crisis, or other life transitions or loss.
 ● Exposure to another person’s suicide or to graphic or 

sensationalized accounts of suicide, especially in celebrities.
Historical risks include the following (American Foundation for 
Suicide Prevention, n.d.; CDC, 2019a; Substance Abuse and 
Mental Health Services Administration, 2020):

 ● Previous suicide attempts.
 ● Family history of suicide.
 ● Childhood abuse, neglect, or trauma.

Special population risk factors include the following (American 
Foundation for Suicide Prevention, n.d.; American Nurses 
Association, 2020; CDC, 2019a):

 ● Veterans.
 ● Healthcare workers.
 ● Individuals discharged from psychiatric facilities.
 ● LGBTQ+.
 ● Loss survivors.
 ● Disaster survivors.

Protective factors
Although less studied than risks, there are also protective factors. 
These shield individuals from suicide attempts and thoughts. 
Protective factors include the following (CDC, 2019a; The Kim 
Foundation, n.d.):

 ● Effective clinical care for mental, physical, and substance 
abuse disorders.

 ● Easy access to a variety of clinical interventions and support 
for help seeking.

 ● Family and community support.
 ● Support from ongoing medical and mental healthcare 

relationships.
 ● Skills in problem solving, conflict resolution, and nonviolent 

ways of handling disputes.
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 ● Cultural and religious beliefs that discourage suicide and 
support instincts for self-preservation.

 ● Positive self-image.

 ● Involvement in hobbies or activities.
 ● Restricted access to means.

Alcohol and suicide
It is important to discuss the relationship between alcohol and 
suicide because there is a great association. The following data 
link alcohol and suicide:

 ● Alcohol is involved in more than 25% of all suicides in the 
United States (approximately 7,500 per year).

 ●  Suicide is 120 times more prevalent among adult alcoholics 
than in the general population.

 ●  Alcohol abusers have higher rates of both attempted and 
completed suicide than nonabusers’ rates.

 ●  More than 33% of suicide victims used alcohol just before 
death.

The main risks for suicide related to alcohol are similar to the 
other risk factors but vary some. They include the following 
(Montgomery County Emergency Service, n.d.):

 ●  Personal loss such as divorce, separation, or death.
 ●  Job issues such as unemployment or financial loss.
 ●  History of abuse, trauma, violence, or pain.
 ●  Past suicidal behavior and attempts.
 ●  Legal/criminal justice issues.
 ●  Early onset of drinking.

 ●  Family history of alcoholism.
 ●  Access to firearms.

Alcohol increases impulsivity and decreases inhibition. It 
increases negative self-image and decreases self-esteem, 
and deepens depression and social isolation. All these effects 
rise with the amount and length of time alcohol is consumed. 
Alcohol use fosters a lower concern for the future consequences 
of actions. Many suicide attempts occur during binge drinking. 
Some 18% of those who are alcohol dependent complete 
suicide. Alcohol plays a major role in suicides 
among elders and veterans. Men account for 80% of suicides 
associated with alcohol misuse; women account for 20%. Alcohol 
use is also often a factor in suicidal behavior among male teens 
(Montgomery County Emergency Service, n.d.).

Evidence-based practice! Alcohol consumption is a 
significant risk factor leading to suicide. Alcohol remains the 
leading risk factor for suicide among individuals between the 
ages of 14 and 49 years in the United States.

Etiology of suicide versus nonsuicidal injury
The etiology of suicide is complex and heterogeneous, with 
varying etiology in different geographic regions, sociopolitical 
settings, age groups, and sexes. Given that there is no effective 
algorithm to predict suicide in clinical practice, it is imperative 
to educate to improve the recognition and understanding of 
clinical, psychological, sociological, and biological factors to aid 
in the detection of high-risk individuals and to provide treatment 
selection (Soreff, 2019; Turecki & Brent, 2016). 
The use of psychotherapeutic, neuromodulatory, or 
pharmacological techniques for the treatment of mental 
disorders can often contribute to the prevention of suicidal 
behavior. It has been established by mental health services that 
regular and timely follow-up of people who attempt suicide is 
critical in the prevention of future suicidal behavior (Turecki & 
Brent, 2016).
To assist in understanding suicide, there needs to be a 
differentiation between active and passive suicide. “Active 
suicidal ideations” are defined as thoughts about taking action 
to end one's life, including identifying a method, having a plan, 
or intending to perform a suicidal act. When one has a specific 
plan or intention, it is associated with a much higher risk of the 
patient attempting suicide in the following 12 months. “Passive 
suicidal ideations” are defined as thoughts about death or 
wanting to be dead with no plan or intention to act (Soreff, 2019; 
Turecki & Brent, 2016).
 Approximately 30% of adolescents with suicidal ideation will 
go on to attempt suicide within 1 year. People who attempt 
suicide and present to an emergency department have a 1.6% 
risk of dying by suicide within a 12-month period and a risk of a 
repeated suicide attempt of 16.3%, with a 5-year risk of suicide 
of 3.9% (Soreff, 2019; Turecki & Brent, 2016).
In contrast, nonsuicidal self-injury is defined as self-injurious 
behaviors with no intent to die. It differs from suicide attempts 
with respect to the person’s motivation. Nonsuicidal self-injurious 
behavior is more common in younger patients. There is a 
difference in the psychopathology and functional impairment 
associated with suicidal and nonsuicidal behaviors. Nonsuicidal 
self-injury most commonly consists of repetitive cutting, burning, 
rubbing, or picking. The main motivations in nonsuicidal self-
injurious behaviors are to get attention, to relieve distress, to 
induce self-punishment, to “feel something,” or to escape a 

difficult situation (Soreff, 2019; Turecki & Brent, 2016). Healthcare 
workers need to see the nonsuicidal self-injury as a cry from the 
individual for help that must not be ignored.
Suicidal events are denoted as the onset or worsening of suicidal 
ideation or a suicidal attempt. It is often meant as an endpoint 
when rescue procedures are initiated. Patients included in this 
category are those with ideation who then receive emergency 
intervention, and might have made a suicide attempt had they 
not been recognized and treated. At the same time, it needs 
to be noted that some suicides occur impulsively. Easy access 
to a means of suicide may contribute to increased suicide rates 
(Milner et al., 2017). 
Deliberate self-harm is defined as any type of self-injurious 
behavior, including suicide attempts and nonsuicidal self-injury. 
The combination of these two categories into one reflects the 
recognition that the individual has a high comorbidity and a 
shared condition. In this case, the nonsuicidal self-injury is a 
strong predictor of eventual suicide attempt. It is important 
to distinguish between events classified as a suicide attempt 
motivated by a true desire to die and the desire to attract 
attention, to escape, or to communicate hostility. Of note is 
that suicide attempts and nonsuicidal self-injury cannot be 
differentiated unless a specific intent is revealed by the individual 
(Turecki & Brent, 2016). A discussion regarding self-injurious 
behavior is presented laterin this continuing education course.
The United States Food and Drug Administration (FDA) requires 
a warning on certain prescription medications because they 
are linked with suicidal behavior. These medications include 
antidepressants, anticonvulsants, and analgesics (Soreff, 2019). 
Initially, FDA required the warning only for patients that had 
childhood and adolescent self-destructive events. But, after 
further research, the same link to suicide was found in adults and 
was, therefore, expanded to the adult population. Similarly, after 
discovering a link between suicide and the use of gabapentin, 
lamotrigine, oxcarbazepine, and tiagabine, compared with 
the use of topiramate, FDA required warning labels on these 
anticonvulsants. Finally, because of increased risk of suicide and 
suicidal ideation, pain medications are required to have warning 
labels, including the Schedule IV drug tramadol (Soreff, 2019).
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Case study 1: Amy

Self-Assessment Quiz Question #2

When you are evaluating Amy, you notice that she has garbled 
speech and her eyes remain closed. She also has a low blood 
pressure and heart rate. You know that in female suicide 
attempts, a common mode is:
a. Poisoning.
b. Jumping off tall buildings.
c. Driving off high inclines.
d. Cutting throat.

Self-Assessment Quiz Question #3

Which of the following statements from Amy’s roommate makes 
you suspect that Amy’s condition is from a suicide attempt 
because you know that it is an environmental risk factor?
a. Amy sometimes has painful menstrual cramps.
b. Amy has all A’s in her college courses.
c. Amy works part time at Starbucks.
d. Amy was drinking a lot of alcohol.

Levels of risk
It is estimated that about 5% of adults and 11% of youths 
are thinking about dying by suicide at any given time. 
Unfortunately, there is no certain way to predict who will go on 
to attempt suicide (Suicide Prevention Resource Center, 2019). 
In recognizing the risk to all age groups, it is imperative that 
healthcare workers accurately assess for suicidal ideation. To 
do this, healthcare workers must identify individual risk factors, 
use appropriate screening tools to determine suicide risk, and 
identify levels of risk (U.S. National Library of Medicine, 2020).
Individuals at risk for suicide may display warning signs; the more 
warning signs one presents with, the greater the risk of suicide. 
Levels of risk can be broken into two categories: immediate risk 
and serious risk. The following are considered immediate risks 
(Suicide Prevention Resource Center, n.d.b): 

 ● Talking about wanting to die or to kill oneself.
 ● Looking for a way to kill oneself such as searching online or 

obtaining a gun.
 ● Talking about feeling hopeless or having no reason to live.

Patients who display the following behaviors are considered 
at serious risk of suicide (Suicide Prevention Resource Center, 
n.d.b):

 ●  Talking about feeling trapped or in unbearable pain.
 ●  Talking about being a burden to others.
 ●  Increasing the use of alcohol or drugs.
 ●  Acting anxious or agitated, or behaving recklessly.
 ●  Sleeping too little or too much.
 ●  Withdrawing or feeling isolated.
 ●  Showing rage or talking about seeking revenge.
 ●  Displaying extreme mood swings.

Nursing consideration: Suicidal thoughts and behaviors are 
linked to many different types of circumstances, including 
illness and life stressors. In addition to understanding the 
developmental stages of individuals, the healthcare worker 
needs to understand stressors that exist within certain age 
groups to appropriately understand and assess suicide risk, as 
well as to provide treatment options and referrals. 

Cultural and geographic factors
It is important to recognize that cultural influences might 
supersede geographic location. The suicide rates of immigrants 
correlate more closely with the rates of their country of origin 
than with the rates of the country where they live. In general, 
indigenous populations have high rates of suicide, which are likely 
caused by a disruption of traditional cultural and family supports, 
increased prevalence of alcohol and substance use, and lower 

socioeconomic status, which are also independent risk factors 
for suicide in the general population (Turecki & Brent, 2016). 
Geographic origin is another source of variation in the incidence 
of suicide. It is interesting to note that, compared to the United 
States, more people die by suicide each year in Europe, North 
America, and South America (Turecki & Brent, 2016).

Economic factors 
Suicide and suicide attempts are fairly equal in both low-income 
and high-income countries, with some variances among gender 
and age groups. In high-income countries such as the United 
States, suicide is most common among middle-aged men and 
women (ages 45 to 54 years; Substance Abuse and Mental 
Health Services Administration, 2020).
Economic crises resulting in unemployment and decreased 
personal income have been correlated with increases in suicide, 

particularly in men, although a direct causal relationship has not 
yet been established. Poverty rates have been found to have 
a strong association with suicide death rates among men and 
women above the age of 20 years. While unemployment may 
contribute, it is to be noted that the subsequent poverty and 
lack of resources also contribute to the risk of death by suicide 
(Kerr et al., 2017).

Family and home factors
Suicidal behaviors run in families, with the odds ratios of first- or 
second-degree relatives for displaying similar suicidal behaviors 
being 1:7 for first-degree relatives and 1:62 for second-degree 
relatives when adjusting for degree of relation. These findings 
indicate that genetic factors can increase suicide risk. The data 
also support that the risk of suicide attempts is higher in relatives 
of people who have died by suicide, and that the risk of dying 
by suicide is higher in relatives of people with a history of suicide 
attempts (Ballard et al., 2019; Oppenheimer et al., 2018).
Another well-identified risk factor for death by suicide is 
exposure to early life adversity, generally defined as parental 
neglect or childhood physical, sexual, or emotional abuse. 
Early-life adversity might also be transmitted through families, 
partly explaining the familial aggregation of suicidal behavior. 
Early-life adversity might induce long-term effects through 

nongenetic alterations in genetic pathways. The highest risk 
for suicidal behavior across the life span exists when a mood 
disorder associated with suicidal ideation co-occurs with other 
disorders that either increase distress, such as panic disorder 
or posttraumatic stress disorder, or decrease restraint, such as 
conduct and antisocial disorders and substance abuse (Ballard 
et al., 2019; Oppenheimer et al., 2018; Turecki & Brent, 2016). 
One study compared hospitalized patients with a history of 
child abuse to nonabused patients. Findings of this study 
were that nearly 5% of children who had experienced child 
abuse attempted suicide within 10 years after their admission. 
Additionally, 20 years after the initial hospitalization, more than 
36% of patients had a record of repeated suicide attempts 
(Wong et al., 2020).
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Mental health factors
 As discussed previously, psychopathology is associated with 
suicidal behaviors and is an important predictor of suicide. Some 
psychiatric illnesses are more strongly associated with suicidal 
behaviors than others. Major depressive episodes, which are 
associated with either major depressive disorder or bipolar 
disorder, account for at least half of suicide deaths. Among 
patients with bipolar disorder, mixed-state episodes are most 
strongly associated with suicide attempts. Mixed-state bipolar 
disorders and psychotic episodes concurrent with underlying 
depression can significantly increase the risk of imminent suicidal 
acts and require special attention (Turecki & Brent, 2016).
Suicide risk is highest within the first year of a mental illness 
diagnosis and is associated with feelings of hopelessness. Major 
clinical predictors of suicide include the following (Turecki & 
Brent, 2016): 

 ● Depressive symptoms. 
 ●  Young age. 
 ●  Male sex. 
 ●  Education. 
 ●  Positive symptoms. 
 ●  Illness insight. 

Almost all individuals who intentionally end their lives, regardless 
of whether they meet criteria for a psychiatric disorder, show 
evidence of hopelessness, depressed mood, and suicidal 
ideations. Individuals exhibiting suicidal behaviors have 
been shown to have altered levels of serotonin and serotonin 
signaling. Evidence suggests that individuals exhibiting 

suicidal behaviors have specific serotonin genotype and 
phenotype patterns, as well as low serotonin levels associated 
with personality traits linked to suicidal behaviors, such as 
impulsiveness and aggression (Ballard et al., 2019; Oppenheimer 
et al., 2018; Turecki & Brent, 2016). 
The other neurotransmitters implicated in depression and 
suicide are glutamate and gamma-aminobutyric acid (GABA). 
Consequently, therapies targeting the glutamate pathway, such 
as ketamine administration, have provided some promising 
initial results in the treatment of severe depression and suicidal 
ideations (Turecki & Brent, 2016). 
Patients recently discharged from inpatient psychiatric units are 
at very high risk for subsequent completed suicide. Multiple 
other factors such as alcohol- and drug-related disorders 
are common in people who die by suicide and exacerbate 
underlying risks or interact with depression to increase suicidal 
behaviors (Substance Abuse and Mental Health Services 
Administration, 2020).

Evidence-based practice! Studies have shown that 9 out of 10 
suicide victims suffered from at least one severe psychological 
problem. Consequently, seeking and receiving psychological 
help is presumed to be a protective factor against suicide. 
Follow-up and a warm relationship with a nurse are imperative 
when a patient has been identified to have suicide ideations or 
discloses symptoms of a psychological problem.

Stigma
Stigma is defined as behaviors that are often perceived by 
the general public to be disgraceful or shameful. It has been 
well established in the literature by a number of researchers 
that persons with suicidal thoughts were less likely to seek 
psychological help compared to those who have psychological 
problems but no suicidal thoughts. Those who do not seek 
psychological help tend to have negative attitudes and are more 
likely to have a stigma against help-seeking behaviors. A study 
identified that most people who seek and receive psychological 
help tend to experience shame and feel stigmatized after 
receiving the needed help (Carpiniello & Pinna, 2017).

It has also been shown that people with no history of suicide 
tend to have more disapproving attitudes toward suicidal 
ideations and behaviors than people with a suicidal past. The 
disapproving attitudes of others thus create and potentiate the 
feelings of shame for seeking psychological help among people 
with suicidal behaviors. The stigma and attitudes described 
earlier are not just individual perceptions; rather, they are 
social conceptions rooted within a cultural perspective. These 
perspectives may vary across regions and countries, thereby 
explaining the regional and nationwide differences in the 
incidence of suicide and help-seeking behaviors (Carpiniello & 
Pinna, 2017).

Social factors
Social isolation in various forms can be a significant risk factor for 
suicide. Social isolation can occur for certain groups in certain 
geographic regions. For instance, in a small rural community, 
the LGBTQ+ population may be isolated or marginalized, which 
may place the individuals within it at a greater risk for death 
by suicide. In another example, questioning youth who are not 
connected with their family have a significantly higher suicide 
attempt rate than their peers who have a supportive family. 
In a broader view, there are several social factors associated 
with an increased risk of suicide: living alone, a high degree of 
introversion, traumatic events that  occurred in adulthood, and 
interpersonal stressors. Extreme hopelessness, helplessness, 
and worthlessness, which may or may not result from depressive 
psychopathologic disorders, have also been shown to contribute 
to increased risk (Ballard et al., 2019; Oppenheimer et al., 2018; 
Turecki & Brent, 2016).
Media reporting of suicide has also been shown to affect suicide 
rates, particularly within the first 30 days after the suicide. The 

increases in the rates of suicide were proportional to the amount 
of publicity when details of the suicide method are provided, 
if the suicide was a celebrity, and whether the suicide was 
romanticized. There are fewer suicides when the media reports 
suicides in association with mental illness and the adverse 
consequences of the suicide on survivors. Of all age groups, 
adolescents and young adults are more susceptible to the effects 
of suicide media publicity (Turecki & Brent, 2016). One study 
found that when the media reported that a celebrity suicide  
was caused by depression, more people sought depression 
treatment (Singh, 2020). Responsible media coverage is an 
important part of suicide prevention.

Evidence-based practice! Elderly death by suicide is 
common and under-reported. Those over the age of 85 have 
over 4 times higher rate of suicide compared to the nation’s 
overall rate. Loneliness, loss, pain, loss of independence, and 
depression are major contributing factors to elderly suicide.

Emotional factors 
Bereavement following the loss of a close friend, relative, or a 
loved one can cause a significant amount of emotional distress, 
which can, in turn, lead to an inability to cope with the loss. It 
has also been shown that in cases of violent deaths, people are 

more likely to experience grief complicated by suicidal ideations 
(Turecki & Brent, 2016; U.S. National Library of Medicine, 2020). 
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Physical factors
Physical illness, along with concurrent depression, has been 
shown to be a risk factor contributing to the etiology of suicide. 
Examples of physical disease whose concurrent occurrence 
with mental illness has been shown to increase suicidal risk 
are asthma, chronic obstructive pulmonary disorder, multiple 
sclerosis, osteoporosis, and coronary artery disease. Chronic 
diseases that can increase the risk of suicide independent of a 
concurrent mental health disorder include epilepsy, migraines, 
and inflammatory bowel disease (Stickley et al., 2020).
Sleep disturbances and insomnia may increase the risk of suicide 
ideation or suicidal behaviors and can be independent of the 

presence of depressive signs and symptoms. Research has 
established that insomnia, nightmares, and other sleep disorders 
have each been found to contribute to the risk for suicidal 
ideation and behavior. Being awake at night, by itself, confers 
increased risk of suicide (Stickley et al., 2020). 
Athletes and veterans who have sustained chronic traumatic 
brain injuries are very vulnerable to the possibility of suicidal 
behaviors and suicidal ideations. These resultant suicidal 
behaviors and ideations are possibly a result of a decrease 
in effective impulse control following repeated brain injuries 
(Stickley et al., 2020).

Classifying risks
There are various ways of classifying specific levels of risk. The 
simplest identifies three levels of risk: low, moderate, and high 
(Suicide Prevention Resource Center, n.d.b):
1. Low risk: Patients are identified to be at low risk if they have 

thoughts of death but do not have a plan for suicide or 
suicidal behaviors. 

2. Moderate risk: Patients have suicidal ideation. However, 
suicidal intent is minimal and there are no clear plans for 
suicide. Patients at moderate risk may have had a previous 
suicidal attempt.

3. High risk: Patients at high risk have a suicide plan with 
preparatory or rehearsal behavior. Patients at high risk may 
fall into two subcategories:

 ● Patients who have severe psychiatric symptoms or an 
acute precipitating event, access to lethal means, poor 
social support, or impaired judgment. 

 ● Patients who do not have access to lethal means, 
have good social support, and/or intact judgment; 
psychiatric symptoms, if present, have been addressed.

Case study 2: Mrs. B.
Mrs. B.– 35 years old, married, two kids (ages 10, 15) – presents 
for an annual checkup with her primary care doctor. She 
appears uncomfortable and refuses to make eye contact with 
the front desk nurse, with whom she is usually friendly. She has 
been seeing Dr. Duke, but she is scheduled to see his partner, 
Dr. Cook, this afternoon because Dr. Duke is on vacation. Dr. 
Cook’s nurse, Joan, notices that Mrs. B. is not her usual self and 
appears “out of it” today and is rather irritable. She seems to 
have burn marks on her arms but is wearing a long-sleeve shirt 
and dismisses the marks as, “I burned myself on the oven.” 
When asked by the nurse, Mrs. B. denies suicidal ideation; 
however, there was no follow-through using a screening tool 
to determine a plan or potential plan. Mrs. B. reports to the 
nurse that she has not been sleeping, does not have much of 
an appetite, and is struggling to get her husband to understand 
her needs “since he is so busy with his job and an affair”, and 
her parents have moved 500 miles away. Mrs. B. has a history 
of depression, which was diagnosed as postpartum depression 
when her second child was born. Her second child is now 10 
years old and she has no documented depressive symptoms. 
Of note, during the postpartum period, she had an episode of 
a suicide attempt. Dr. Cook is extremely busy today, and when 
Joan brings Mrs. B.’s apparent depressed mood to his attention, 
he is extremely dismissive and remarks that her history of 
depression and prior suicide attempt was a thing of the past. 2 
weeks later Mrs. B. is found by her older son after attempting to 
hang herself. She was admitted to the intensive care unit at the 
local hospital. 

Self-Assessment Quiz Question #4

Based on the information provided, Mrs. B. falls into which of the 
following categories of suicide risk?
a. No risk.
b. Low risk.
c. Moderate risk.
d. High risk.

Self-Assessment Quiz Question #5

Which of the following was the strongest predictor of Mrs. B.’s 
current suicide attempt?
a. Postpartum depression.
b. Previous suicide attempt.
c. Isolation.
d. Being married.

Self-Assessment Quiz Question #6

Mrs. B. came to see her primary healthcare provider for her 
annual checkup. Based upon the previous reading, what 
percentage of individuals see their healthcare provider within 1 
year of a suicide attempt?
a. 25%.
b. 45%.
c. 75%.
d. 83%.

PREVENTION OF SUICIDE
Suicide is preventable just like most public health problems. 
In 2017, CDC developed a suicide technical package that 
addresses programs, practices, and policies that have evidence 
of impact on suicide or risk or protective factors for suicide. This 
package includes seven strategies (CDC, 2017):
1. Strengthen economic supports.
2. Strengthen access and delivery of suicide care.
3. Create protective environments.
4. Promote connectedness.
5. Teach coping and problem-solving skills.
6. Identify and support people at risk.
7. Lessen harms and prevent future risk.

There is evidence that strengthening household financial security 
and stabilizing housing can reduce suicide risk. One study found 
that suicide can be decreased by increasing the minimum wage 
and the earned income tax credit for low-educated adults in 
America. Results showed that a 10% minimum wage increase 
reduced suicides by 2.7%. Increasing the earned income tax 
credit reduced suicides by 3%. When both policies are increased 
by 10%, it is estimated that more than 700 suicides could be 
prevented each year (Kaufman et al., 2020). Suicide rates among 
adolescents in foster care are 3.6% higher than the general 
population. While there are many factors that put this population 
at a higher risk of suicide, unstable housing is thought to 
contribute (Brown, 2020). 
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Following are programs that promote this goal (CDC, 2017):
 ● Federal State Unemployment Insurance program.
 ● Unemployment insurance compensation.
 ● Medical benefits.
 ●  Neighborhood Stabilization program.

Strengthening access and delivery of suicide care can 
substantially impact suicide. One study compared rates of 
suicidal behaviors before and after interventions that increased 
mental health services. These interventions included increasing 
hospital staff with providers trained in trauma, increasing 
nonacute mental health services, expansion of mental health 
assessment, and increasing re-engagement of 45% of patients 
who were lost to services. After implementation, it was found 
that 28% of suicide attempts and 29% of suicides could be 
avoided. This confirms that when mental health services and 
access are strengthened, there is a powerful impact on suicide 
(Atkinson et al., 2019). 
Programs that achieve this include health insurance policies that 
cover mental health conditions, increase provider shortages in 
underserved areas, and care delivered through a system that 
supports suicide prevention and patient safety (CDC, 2017).
Creating protective environments is critical in preventing suicide. 
An analysis on firearm regulations and suicide rate found that 
policies that have strict gun control did reduce suicide rates in 
several countries (Hurka & Knill, 2020). More evidence comes 
from a study done to determine the effectiveness of building 
a physical barrier on a bridge. The conclusion was that the 
construction of a physical barrier on a bridge would be a highly 
cost-effective project in the long term as a result of overall 
reduced suicide mortality (Okolie et al., 2020). 
Approaches include the following (CDC, 2017):

 ● Erecting barriers or limiting access to bridges, rooftops, and 
railway tracks.

 ● Safe storage of medications and firearms.
 ● Signs posted with suicide hotline number.
 ● Community policies to reduce excessive alcohol use.

Promoting connectiveness has shown to decrease suicidal 
behaviors. It has already been mentioned that social support is a 
protective factor for suicide. One study confirmed this for social 
support and found that social connectedness was an even better 
protective factor for suicide. Social connectiveness is defined 
as the experience of feeling close and connected to others. 
It involves a sense of belonging and feeling loved and valued 
(Reyes et al., 2020). Another study found that suicidal behavior 
decreased in an LGBTQ+ population when participates were 
connected with an LGBTQ+ community (Kaniuka et al., 2019). 

Examples of enhancing connectiveness are school-based 
programs in help-seeking, reaching out, and talking to trusted 
adults; religious activities; community cleanup; and group 
exercise (CDC, 2017).
Teaching coping and problem-solving skills decreases suicide. 
One study examined optimism and coping in relation to suicidal 
behaviors in college students. Researchers found that both 
optimism and good coping skills reduced suicide risk and that 
optimism had a greater protective factor (Shangwen Yi et al., 
2020). Examples include school-based programs that teach 
emotional regulation, conflict resolution, help-seeking and 
coping skills; parenting programs that educate and support 
caregivers in good parenting skills; and sessions that enhance 
positive parent-child interactions (CDC, 2017).
Identifying and supporting people at risk greatly reduces suicide. 
Suicide prevention gatekeeper training (GKT) is the practice 
of educating the public on how to recognize, approach, and 
support a person at risk of suicide. Training is generally targeted 
to teachers, coaches, clergy members, and anyone who has a lot 
of contact with adolescents and young adults. The educational 
programs vary but most include knowledge about suicide, 
attitudes about suicide intervention, and self-efficacy to intervene 
in a suicidal crisis (MacDonald-Hart, 2020). 
Approaches for identifying and supporting people at risk for 
suicide include the following (CDC, 2017):

 ● Training for teachers, coaches, clergy, emergency responders, 
and primary and urgent care providers on how to identify 
suicidal people.

 ● Crisis intervention such as hotlines, online chatting, text 
messaging, and in person.

 ● Treatment for at-risk patients such as psychotherapy and 
medication.

 ● Follow-up with providers to prevent reattempts.
Finally, suicide can be reduced by lessening harms and 
preventing future risk. Research has shown that postventions 
to suicide survivors are effective at improving bereavement 
and suicidal ideation, especially when the postvention includes 
face-to-face interaction, intensive grief therapy, peer support 
and involvement, and a focus on grief (Andriessen et al., 2019). 
Lessening harms for suicide survivors can be accomplished 
by postvention such as debriefing sessions; counseling or 
bereavement support groups for survivors; and safe reporting 
and messaging about suicide, such as including suicide 
prevention messages, stories of hope and resilience, risk and 
protective factors, and links to helping resources (CDC, 2017).

Structuring the assessment interview
The Universal, Selective, Indicated (USI) model is used for 
categorization of suicide prevention interventions where different 
populations have been targeted based on their level of risk. 
These targeted populations can include a nation, a county, or 
a local community. The purpose is to increase awareness of 
suicide and mental health, removing barriers to healthcare, 
promoting help-seeking behaviors and protective factors such 
as social support and coping skills, and mitigating the impact 
of economic downturns. Examples of universal interventions 
include awareness campaigns, educational programs, limiting 
access to suicide means, promoting responsible media 
reporting, and governmental initiatives that improve economic 
crises (Wasserman et al., 2020).
If significant risk factors are present, or if any suicide warning 
signs are evident, the healthcare worker must conduct a suicide 
inquiry. Although patients will not usually spontaneously report 
suicidal ideation, 70% of them typically communicate their 
suicidal thoughts to significant others (National Institute of 
Mental Health, 2020).

Evidence-based practice! According to National Institute of 
Mental Health (2020), it is important to ask patients directly 
about suicide and to obtain additional information from 
family members, friends, other clinicians, EMS personnel, 
and appropriate others. When conducting a suicidal 
inquiry, it is imperative that clinicians use a nonjudgmental, 
noncondescending, matter-of-fact approach.

Many healthcare providers find it difficult to ask patients 
questions about suicide. Psychiatric trained nurses offer this 
advice (Phelan, 2018):

 ● Be direct; Do not be afraid to use the word “suicide.”
 ● Gather more information using open-ended questions such 

as, “How long have you been feeling this way?”
 ● Validate the patient’s feelings.
 ● Do not try to cheer them up.
 ● Let them talk and be an active listener.



Page 39  EliteLearning.com/NursingBook Code: ANCCTX2023

Screening tools 
In consideration of all groups of individuals and healthcare 
workers, this section will  include tools that may be used within 
the community. Tools such as the PHQ-2, PHQ-9, and the 
Columbia tool are found in primary healthcare settings and 
mental healthcare settings. 
P4 Screener 
The P4 screener assesses patients by asking four types of 
questions regarding past suicide attempts, plan for acting 
out suicide, probability of completing suicide, and preventive 
factors. Depending on responses, patients are classified as 
minimal, lower, or higher risk for suicide, which will result in 
providing resources and follow-up to the patient based upon 
their risk level (ahpnetwork, n.d.). 
The Patient Health Questionnaire 2 (PHQ-2) 
The PHQ-2 is designed to screen as a first-step approach for 
depression in the primary healthcare setting. This validated 
tool contains two questions for the patient about the frequency 
of depressed mood and a lack of feeling pleasure. Individuals 
who screen positive on the PHQ-2 need to be further evaluated 
with the PHQ-9 to determine whether they meet criteria for a 
depressive disorder (American Psychological Association, 2020).

The Patient Health Questionnaire 9 (PHQ-9) 
The PHQ-9 is a multipurpose tool for screening, diagnosing, 
monitoring, and measuring the severity of a patient’s depression 
in the primary healthcare setting. The tool rates the frequency 
of symptoms, which then factors it into the scoring severity 
index. Question 9 on the tool screens for presence and duration 
of suicide ideation. There is a follow-up questionnaire on the 
PHQ-9 that screens and assigns weight to the degree that 
the depressive problems are affecting the patient’s level of 
function. It can be used repeatedly to determine improvement 
or worsening of depression in response to treatment (American 
Psychological Association, 2020).
Columbia-Suicide Severity Rating Scale (C-SSRS) 
The C-SSRS screening tool assists the user in determining 
whether someone is at risk for suicide, how severe or immediate 
that risk is, and what level of support the individual needs. 
The screener using the tool will ask the individual whether and 
when they have thought about suicide; which actions they have 
taken to prepare for suicide and when; and whether and when 
they have attempted suicide (whether it was interrupted or 
if they stopped on their own; Health Resources and Services 
Administration, n.d.). This tool can be found here:
https://suicidepreventionlifeline.org/wp-content/
uploads/2016/09/Suicide-Risk-Assessment-C-SSRS-Lifeline-
Version-2014.pdf

Appropriate actions for people at risk for suicide
The National Institute of Mental Health (2019) suggests five 
steps in helping a person who is in emotional pain (National 
Institute of Mental Health, 2019):
1. Ask, “Are you thinking about killing yourself.”
2. Keep them safe: Reduce access to lethal items or places.
3. Be there: Listen carefully and acknowledge their feelings.

4. Help them connect by saving the National Suicide 
Prevention Lifeline and Crisis Text Line on your phone so 
you can help the patient access them.

5. Stay connected: Stay in touch after a crisis or after discharge 
from treatment.

Documentation of risk assessment
Documentation must be thorough and objective. Healthcare 
providers should never express opinions or make judgments 
such as “Patient is completely irrational.” Instead, note patient’s 
exact words, in quotes (Patient states, “You are the ones who are 
crazy and I am going to kill myself to get away from everyone 
and everything”). 
The following Information must be documented (Hall, 2016; 
National Institute of Mental Health, 2019; Turecki & Brent, 2016):

 ● The tools used to conduct the risk assessment.
 ●  The results of the risk assessment.
 ●  The treatment plan and rationale for treatment plan.
 ●  Any consultations that were done and the results of those 

consultations.
 ●  Results of ongoing assessment.
 ●  Treatment outcomes. 

Treatment and management of suicide ideations/behaviors
The treatment and management of suicide is complex, and 
clinicians must develop a biopsychosocial treatment plan, 
which is critical for the appropriate management of suicidal 
ideation. Healthcare workers must assess the willingness and 
the availability of family members to participate in a treatment 
plan crafted to address suicidal ideations. Proven effective 
interventions in suicide prevention include restriction of access to 
lethal means, policies to reduce harmful use of alcohol, school-
based awareness programs, pharmacological and psychological 
treatment of depression, chain-of-care and follow-up of at-risk 
individuals, responsible media reporting, and policy responses to 
mitigate the impact of economic downturns.

Evidence-based practice! The Assess, Intervene and Monitor 
for Suicide Prevention model (AIM-SP) has been proposed as 
a framework for implementing the Zero Suicide model (ZS) 
in clinical care. Assess has already been discussed. Intervene 
consists of conducting suicide-specific brief and psychosocial 
interventions. Monitor includes strategies for ongoing 
monitoring  during high-risk periods, and increased contact. 
AIM-SP provides guidelines for best practice in suicide 
prevention and is applicable in a wide variety of settings.

Psychosocial treatment interventions
Two therapies that are evidence based and specific to suicide are 
cognitive behavior therapy (CBT) and dialectical behavior therapy 
(DBT). Randomized controlled trials (RCTs) have indicated that the 
most effective psychosocial treatment interventions are cognitive 
behavioral therapies and others with interpersonal orientations 
that target precipitants to self-harm. Brief CBT, web-based CBT, 
CBT/DBT-informed family treatment, and DBT are effective, 
not only in reducing suicidal ideation, but also in preventing 
the onset of suicidal ideation and preventing post-treatment 
suicide attempts and reattempts. The effects are decreased 

hospitalizations and emergency department visits, lower costs, 
and lowered medical risk of self-injurious acts. DBT skills are 
also efficacious in reducing nonsuicidal self-injury. Compared to 
usual treatments, the suicide-specific intervention Collaborative 
Assessment and Management of Suicidality (CAMS) was found to 
decrease suicidal ideation and thoughts of self-harm in inpatients 
receiving care from individual therapy from a CAMS-trained 
provider. However, the efficacy of these treatments may vary with 
special high-risk populations, such as people with schizophrenia or 
in people in prison (Brodsky et al., 2018).
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Pharmacological treatments of mental health disorders have 
strong evidence of reducing suicidal behavior. Antidepressants 
have shown a protective effect on suicide. Lithium has shown to 
have antisuicidal effects in the general population. Schizophrenia 
patients on a second-generation antipsychotic also show less 
suicidal behavior. The use of ketamine as a single dose was 
found to rapidly reduce suicidal thoughts in patients and lasted 
up to a week (Wasserman et al., 2020).
Although these treatment options are promising, there is a need 
for additional research regarding the components of treatment 
that are most effective at decreasing suicide and in which 
therapy offers the best results based on specific populations. A 
barrier to these treatment options is lack of provider training. 
Increased provider training can make these treatments more 
available to patients and save lives. 
Brief Interventions
The safety plan intervention (SPI) includes evidence-based 
suicide risk reduction strategies such as decreased access to 
lethal means of suicide, brief problem-solving and coping skills, 
increasing social support, and identifying emergency contacts 
for suicide crisis. The provider and the patient collaborate on a 
six-step safety contract (Brodsky et al., 2018): 
1. Identifying warning signs.
2. Individual coping skills.
3. People and places for distraction.
4. People to contact for help.

5. Professionals to contact for help.
6. Steps for means safety such as gun vaults.

Nursing consideration: In a study, after receiving instructions 
to give the SPI to patients with positive suicide screens, nurses 
with no formal training were more likely to ask about access to 
lethal means. 

Brief intervention is another crisis response planning. Here the 
patients use a small card to write out steps for self-identifying 
personal warning signs, coping strategies, social support, and 
accessing professional services. In a study on high-risk active 
duty soldiers, this intervention was found more effective than 
contracts for safety in preventing attempts, reducing suicide 
ideation, and reducing hospitalization (Brodsky et al., 2018).
Lethal Means Restriction
Legislation that restricts access to firearms, pesticides, barbiturate 
prescriptions, and charcoal, along with detoxification of 
domestic gas, modification of analgesics packaging, mandated 
use of catalytic converters in automobiles, erection of barriers 
at common jumping locations, and lowered toxicity of 
antidepressants have decreased suicide. Provider training called 
Counseling on Access to Lethal means (CALM) includes strategies 
for talking to patients about reducing their means for suicide. This 
training increased providers’ confidence and resulted in positive 
changes in clinical practice (Brodsky et al., 2018).

Follow-up and monitoring
After being identified as at risk for suicide or after discharge 
from the emergency department after an attempt, contacting 
people and providing support has been shown to decrease 
suicidal behaviors and deaths. In a randomized control trial, 
the brief intervention and contact (BIC) reduced the number 
of suicide deaths in the 18 months following discharge from 
the emergency room. This intervention is a 1-hour information 
session and follow-up contact with the patient. There has 
been a reduction in suicide repeat attempts in Norway after 
implementing interdisciplinary chain-of-care networks. Whether 
in person or by telephone, follow-ups reduced suicidal thoughts 
and increased hope in suicide attempters. 
A literature review revealed that five methods of follow-up 
interventions (phone, postal letter/cards, in-person, e-mail, and 
texting) were successful in decreasing suicidal behavior. Social 
support strategies have also been implemented to follow up with 
and monitor individuals following suicidal behaviors. In India, 

a peer support intervention led to a 36% decrease in suicide 
attempts. Finally, the Attempted Suicide Short Intervention 
program (ASSIP) involves safety planning and postal letters over 
a 2-year period. Results from studies suggest that ASSIP had an 
efficacy rate of 80% in reducing suicide reattempts and led to 
significantly less time spent in hospitals at follow-up (Brodsky et 
al., 2018).
Barriers to these interventions include gaps in training and 
fluctuations of suicide risk. In the United States, formal training 
in suicide risk assessment and management remains limited, 
even with updated guidelines in psychology, social work, and 
psychiatry. A study showed that a person’s suicidal ideation, 
hopelessness, burdensomeness, and loneliness fluctuated over 
hours and days (Brodsky et al., 2018).
The Assess, Intervene and Monitor for Suicide Prevention model 
has 10 steps for applying best suicide prevention practices daily 
into clinical care and are depicted in Figure 1.

Figure 1. Assess, Intervene and Monitor for Suicide Prevention model

Assess Step 1: Inquire explicitly about 
suicidal ideation and behavior, 
past and present.

Step 2: Identify risk factors in addition 
to suicidal ideation and behavior.

Step 3: Implement and maintain continued 
focus on safety.

Intervene Step 4: Introduce and develop 
a collaborative safety plan 
intervention for managing 
suicidality, including lethal 
means restriction.

Step 5: Initiate coping strategies and 
supports.

Step 6: Integrate suicide-specific treatment 
planning process.

Monitor Step 7: Increase flexibility and 
contact availability.

Step 8: Initiate increased monitoring 
during periods of highest risk.

Step 9: Involve family 
and other social 
supports.

Step 10: Invoke 
clinician peer 
support and 
consultation.

(Brodsky et al., 2018)

Several studies have shown that when policies are enacted that 
decrease heavy alcohol consumption, such as higher alcohol 
taxation, suicide attempts and deaths go down (BU School of 
Public Health, 2016). School-based programs that decrease 
suicide have been discussed prior. In an evaluation of another 
school-based program called safeTALK, the authors found the 
program to be effective at reducing suicidal behavior and that 
it was a cost-effective strategy (Kinchin et al., 2019). Media 

reporting of suicide has also been touched on previously in this 
course. More evidence on media’s impact on suicide comes from 
Niederkrotenthaler and colleagues (2020). Their findings were 
that reporting celebrity death by suicide had a significant impact 
on suicides in the general population. They concluded that 
guidelines on responsible reporting would decrease this impact 
(Niederkrotenthaler et al., 2020).
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Case study 3: Eddy
Eddy is a 32-year-old, single, college-educated White male. 
He lives with a roommate and works as a graphic artist. He is 
talented and gets jobs easily but has trouble keeping them. He 
experiences intense shame about the quality of his work. Eddy 
periodically engages in nonsuicidal self-injurious behaviors 
by cutting himself without suicidal intent on his upper arms 
with a knife. He has never tried to end his life, but has had 
intermittent active suicidal ideation with a plan to jump from 
the roof of his building. On two occasions he has gone to the 
roof and contemplated jumping, but did not. Eddy abuses 
alcohol and binges on cocaine. He has aggressive episodes 
where he gets into verbal confrontations with strangers. Eddy 
reports being physically abused by his older brother until he 
was 10 years old. Eddy had 3 years of outpatient therapy for 
depression and has been to the ED twice for nonsuicidal self-
harm behavior and active suicidal ideation. His ideation and 
urges to self-harm fluctuate. Relationships with his mother and 
best friend are his stated reasons for living, and he has other 
supportive family members in his life – his uncle and cousin.

Self-Assessment Quiz Question #7

You are the nurse who has evaluated Eddy. You have already 
assessed him as high risk for suicide. You and Eddy have a good, 
open rapport. Your next priority is to:
a. Implement and maintain a safety plan (SPI).
b. Recommend he talk to his mother about his art.
c. Reassure him that alcohol does not impact suicidal behaviors.
d. Discharge him from the clinic.

Self-Assessment Quiz Question #8

When assessing for access to a means for suicide, you know that 
common means are:
a. Firearms.
b. Pills.
c. High places.
d. All the above.

Self-Assessment Quiz Question #9

According to the Zero Suicide model, what is recommended 
during periods of suicidal crisis?
a. Isolation.
b. Increased contact with support people and professionals.
c. Decreased medication use.
d. Going to church.

Self-Assessment Quiz Question #10

When developing Eddy’s safety plan, who should be on his list of 
people to contact for help?
a. Neighbor.
b. Coworker.
c. Roommate.
d. Aunt.

Evidence-based practice! Ketamine (Ketalar), a glutamatergic 
drug used as an anesthetic, has been used to treat suicidal 
behavior. Research has demonstrated that low doses of 
ketamine used as an antidepressant invoked a positive 
response within minutes of administration in patients with 
major depressive bipolar disorders. Because it has a rapid 
onset, ketamine is useful in treatment of suicidal patients 
in emergency settings. Drawbacks include potential for 
misuse and abuse, short action, and adverse cardiac and 
psychotomimetic side effects (Turecki & Brent, 2016).

Effectiveness of crisis hotlines and online programs in preventing suicide
Crisis telephone helplines, or crisis hotlines, are a valuable 
resource in community suicide prevention. There is some 
evidence that helplines reduce distress and suicidal behaviors 
in many callers. Crisis lines, available 24 hours a day, provide 
immediate access to crisis intervention, particularly to those 
who are unwilling or unable to have a face-to-face interaction 
with a mental healthcare provider. Some examples of crisis 
hotlines are the National Suicide Prevention Lifeline (funded by 
SAMHSA), the Veterans Crisis Line, and some local initiatives 
such as the Crisis Support Services of Nevada and the California 
Suicide Prevention Initiative. Crisis lines have an evidence rating 

of “some evidence,” which is defined as likely to work, but 
further research is needed to confirm effects. These strategies 
have been tested more than once and results trend positive 
overall (County Health Rankings and Roadmaps, 2020).
Crisis hotlines play a role in intervening during an individual’s 
crisis point, which may lead to a suicide attempt. Hotlines, 
which provide 24-hour service with referrals and resources, 
have demonstrated the ability to reduce suicide attempts while 
connecting the individual with community resources for follow-
up (County Health Rankings and Roadmaps, 2020).

Engagement of supportive third parties
Supportive third parties include family, friends, employers, 
work colleagues, and community resources. Family, friends, 
employers, and work colleagues would all benefit from 
education and training in how to recognize suicidal ideation 
and what to do about it. Community resources are an integral 
component of the support network. Many school-based, 
workplace-based, and community-based interventions and 
multicomponent primary care interventions can reduce the 
incidence of suicide and suicidal behavior. It has also been 
shown that the organization of primary care resources and 

access to care can reduce the incidence of suicide (Turecki & 
Brent, 2016). 
When addressing outcomes for treatment of depression and 
anxiety, the integration of primary care with mental health 
resources has been shown to provide significantly more benefits 
compared to the approach of having primary care working 
separately from mental health services. This has been shown 
to improve suicidal ideation in older patients with depression 
(Turecki & Brent, 2016).

Continuity of care
Continuity of care is essential when working with patients who 
have suicidal ideation. Healthcare providers must consider the 
following points for ensuring continuity of care (National Action 
Alliance for Suicide Prevention, 2019):

 ● In the inpatient setting, regular, thorough communication 
among members of the healthcare team is essential. Such 
communication should include the patient and family. 
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 ● There should be a formal method of documentation and 
process for communicating with outpatient services before 
discharge so that the plan of care is uninterrupted.

 ● If the patient is not hospitalized, it is essential that a process 
of strict follow-up and monitoring be established.

 ● All patients should be monitored on an ongoing basis. This 
includes family healthcare providers as well as mental health 
specialists.

 ● Patient and family education is an ongoing process. Patients 
and families must understand the treatment plan, including 
the medication regimen and recognition of suicidal ideation 
and how to implement it. Patient and family knowledge 
should be assessed on an ongoing basis.

YOUTH AND SUICIDE
In the United States, suicide is the second leading cause of 
death among youth aged 10 to 19 years. Additionally, the 
rates of suicide in this population increased 33% between 
1999 and 2014. Impulsivity is the most common etiology for 
suicide among younger children. They often report feelings 
of sadness, confusion, anger, or problems with attention and 
hyperactivity. Among suicidal teenagers, they report feelings 
of stress, self-doubt, pressure to succeed, financial uncertainty, 
disappointment, and loss; for some, suicide allows escape from 
these feelings (American Academy of Child and Adolescent 
Psychiatry, 2018). 
Risk factors for suicide among youth are similar to the general 
population’s and include the following (American Academy of 
Child and Adolescent Psychiatry, 2018):

 ●  Family history of suicide attempts.
 ●  Exposure to violence.
 ●  Impulsivity.
 ●  Aggressive or disruptive behavior.
 ●  Access to firearms.
 ●  Bullying.
 ●  Feelings of hopelessness or helplessness.
 ●  Acute loss or rejection.

In addition to statements such as “I wish I were dead,” other 
common warning signs for youth suicide include the following 
(American Academy of Child and Adolescent Psychiatry, 2018):

 ●  Changes in eating or sleeping habits.
 ●  Frequent or pervasive sadness.
 ●  Withdrawal from friends, family, and regular activities.
 ●  Frequent complaints about physical symptoms often related 

to emotions such as stomachaches, headaches, and fatigue.
 ●  Decline in the quality of schoolwork.
 ●  Preoccupation with death and dying.
 ●  Stop planning for the future.
 ●  Giving away important possessions.

CDC developed the Youth Risk Behavioral Surveillance system 
(YRBS) that includes national, state, and local school-based 
representative samples of 9th through 12th grade students, 
including suicidal behavior data. The following is reported by 
this survey. 
From 2009 to 2019, prevalence of suicide attempts increased 
overall among female, non-Hispanic White, non-Hispanic Black, 
and 12th grade students. Data from 2019 reflect substantial 
differences by demographics regarding suicidal ideation and 
behaviors. For example, during 2019, a total of 18.8% of 
students reported having seriously considered suicide, with 
prevalence estimates highest among females (24.1%); White 
non-Hispanic students (19.1%); students who reported having 
sex with persons of the same sex or with both sexes (54.2%); 
and students who identified as lesbian, gay, or bisexual (46.8%). 
Among all students, 8.9% reported having attempted suicide, 
with prevalence estimates highest among females (11.0%); 
Black non-Hispanic students (11.8%); students who reported 
having sex with persons of the same sex or with both sexes 
(30.3%); and students who identified as lesbian, gay, or bisexual 
(23.4%; CDC, 2019c).
Typically, the male suicide rate has been higher than in females, 
but recent evidence shows that this gap is narrowing. In their 
study Ruch and colleagues (2019) found that young females 
were choosing the more lethal means of suicide by hanging or 
suffocation. This is particularly concerning because, as in the 
general population, more young females attempt suicide than 
males (Ruch et al., 2019). 
About 48% of youth presented to an emergency department 
within a year of their suicide. Of these, 32% were seen for 
mental health reasons (Rhodes et al., 2019). It is critical that 
emergency departments develop protocols to better identify 
mental health disorders and provide follow-up care for youth at 
risk for suicide.

Strategies for decreasing suicide in the youth
Because adolescents are high risk for suicide, several programs 
have been developed specifically for this population.
The Reconnecting Youth Program
The Reconnecting Youth program is a school-based suicide 
prevention program with a curriculum that focuses on students 
who have poor academic achievement and are at increased 
risk of dropping out of school. These students are more likely 
to show symptoms related to suicidal behaviors, including 
substance abuse, depression, aggression, and suicidal ideation 
(Reconnecting Youth, Inc., n.d.). Participating students are taught 
how to build resilience by controlling early signs of substance 
abuse and emotional distress. The Reconnecting Youth program 
helps reduce risk factors for suicide such as anger, depression, 
and hopelessness. It can also lead to increased self-esteem and 
social support (Reconnecting Youth, n.d.). 
The Good Behavior Game
The Good Behavior game (GBG) is a program for students in 
the early years of elementary school. It is based on classroom 
interactions by building teamwork and fostering behavior 
management to help children develop. It uses intrinsic 
self-regulation by rewarding teams that meet the behavior 
standards set by their teachers. A fundamental goal of the 
program is to create a positive classroom environment, free 
from aggression and disruptive behavior, where students are 

supported by their peers and can learn effectively (Suicide 
Prevention Resource Center, 2017).
The Good Behavior game has been shown to improve such 
key risk factors as drug use, tobacco use, and alcohol use in 
adolescence and early adulthood. It works by targeting early 
aggressive 
and disruptive behavior, which is a shared risk among 
students, and, thereby, prevents later maladaptive behavioral 
outcomes. A reduction in the above-mentioned risk factors 
has a potential for affecting suicide rates. It is well known that 
poor academic performance can be linked to an increased 
propensity for suicidal behaviors, impulse control problems, 
drug use disorders, and antisocial personality disorder (Suicide 
Prevention Resource Center, 2017).

Evidence-based practice! The Good Behavior game (GBG) 
has been shown to decrease key risk factors such as drug 
use, tobacco use, and alcohol use in adolescence and early 
childhood. A reduction in these risk factors could positively 
affect suicide rates by preventing suicide-related risk factors 
and improving academic performance. The GBG program was 
shown to delay the onset of suicide attempts in females and 
led to a reduction in relative risk for suicide attempts by up to 
30% (Suicide Prevention Resource Center, 2017).
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VETERANS AND MILITARY PERSONNEL AND SUICIDE
The Centers for Disease Control and Prevention National Death 
Index monitors death rates and causes, including suicide. Key 
findings from the latest report are as follows (U.S. Department of 
Veteran Affairs, 2019): 

 ●  The number of veteran suicides exceeded 6,000 each year 
from 2008 to 2017. 

 ●   Among US adults, the average number of suicides per day 
rose from 86.6 in 2005 to 124.4 in 2017. These numbers 
included 15.9 veteran suicides per day in 2005 and 16.8 in 
2017. 

 ●   In 2017, the suicide rate for veterans was 1.5 times the 
rate for nonveteran adults, after adjusting for population 
differences in age and sex. 

 ●   Firearms were the method of suicide in 70.7% of male 
veteran suicide deaths and 43.2% of female veteran suicide 
deaths in 2017. 

 ●   In addition to the aforementioned veteran suicides, there 
were 919 suicides among never federally activated former 
National Guard and Reserve members in 2017, an average 
of 2.5 suicide deaths per day. 

Veteran suicide rate is 1.5 times higher than that of the general 
population’s rate. Additionally, compared to nonveteran 
women, the rate is 2.5 times higher for female veterans. Suicide 
rates are especially high among older veterans. According to 

the VA, about 58% of all veterans committing suicide were ages 
55 years or older. Approximately 20 veterans commit suicide 
daily, and nearly 75% are not covered under VA healthcare 
(Hooper, 2020). 
In a summary of multiple studies, the VA found a variety of 
factors that may increase the risk of suicide, especially where 
multiple factors exist (Hooper, 2020):

 ●  Acute psychosocial stressors.
 ●  Having low cholesterol.
 ●  Higher doses of opioid medications for pain control.
 ●  Insomnia.
 ● Mental health conditions such as anxiety disorder, manic-

depressive disorder, depression, post-traumatic stress 
disorder (PTSD), and traumatic brain injury (TBI).

 ●  Substance abuse, especially heavy binge drinking.
In the general population and in veterans, mental illness is 
strongly associated with suicide. While alcohol and drug abuse 
account for higher suicide risk, other co-occurring mental 
disorders are often associated between substance abuse and 
suicide. The most common mental health illnesses in veterans 
are PTSD and depression. Approximately 50% of returning 
Iraq and Afghanistan veterans have a mental health diagnosis 
(Hooper, 2020).

Strategies for decreasing suicide in veterans
Healthcare providers should have knowledge regarding 
available resources to give to suicidal patients and to refer 
when needed. The Veterans Administration Health Service 
Department has implemented several programs to aid veterans 
at risk for suicide or who have attempted suicide previously. 
In addition, research studies and data collection are evolving 
to determine needs of this population and specific target 
interventions that can be used. 
The Veterans Crisis Line is a confidential resource that connects 
veterans, as well as their family and friends, in crisis with qualified 
and trained responders in the U.S. Department of Veterans 
Affairs. Veterans and loved ones can connect either via phone 
or online chat. Alternatively, veterans can send a text message 
through their mobile phones. Once the crisis line is contacted, 
veterans and family members can receive confidential support 24 
hours a day, 7 days a week (Logan et al., 2016; U.S. Department 
of Veteran Affairs, 2019).
The Army Study to Assess Risk and Resilience in Servicemembers 
(Army STARRS) is a project developed through a partnership 
between the National Institute of Mental Health and the U.S. 
Army that ran from 2004 through 2014. This project aimed to 
specifically identify modifiable risk and protective factors for 
suicide among soldiers. The intention of the study was to identify 
opportunities to improve soldier well-being and reduce the risk 
of self-harm. Now as an expanded project, the Army STARRS-
LS is a longitudinal study to continue to track military personnel 
into their transition into their civilian life (Logan et al., 2016; U.S. 
Department of Veteran Affairs, 2019). 

In addition to the Veterans Crisis Hotline and the Army STARRS 
and Army STARRS-LS projects, the current #BeThere campaign 
by Veterans Affairs Department targets, through media and 
other outlets, all audiences and age groups to become involved 
and perform a simple act of kindness towards a veteran or 
service member who is going through a difficult time. This 
campaign not only encourages individuals to do something 
for a veteran or service member, but also to spread the word 
and share ideas through social media. The campaign provides 
education regarding signs to watch for that require further 
care, local resources for veterans and their families, and simple 
ideas to implement personally. Connectedness as a protective 
mechanism assists in reducing the feelings of isolation and 
aloneness, which are known to have detrimental effects on 
individuals feeling stress or distress. The printable versions 
of the #BeThere campaign and all resources are available 
for free through the following link: http://spreadtheword.
veteranscrisisline.net/ (Logan et al., 2016; U.S. Department of 
Veteran Affairs, 2019).
The VA relies on multiple sources of information to identify 
deaths that are caused or are most likely caused by suicide. It 
has undertaken the most comprehensive analyses of veteran 
suicide rates in the United States. The ongoing collection of 
data and strategic initiative development such as the #BeThere 
campaign highlights the VA’s ongoing commitment to the 
mental health and well-being of our veterans. 

HEALTHCARE PROVIDERS AND SUICIDE
Healthcare providers are another population that is at high 
risk for suicide. This is especially true for physicians and 
nurses and is more common among females. Physicians are 
40% more likely to die by suicide and nurses are 33% more 
likely compared to the general population. According to the 
American Psychiatric Association, physicians have the highest 
suicide rate of any profession with one completed suicide 
every day. One study showed that the suicide rate among 
female nurses (10 per 100,000) was significantly higher than the 
general population’s rate (7 per 100,000). Additionally, male 
nurse suicides (33 per 100,000) were higher compared to the 
general population (27 per 100,000; Carr, 2020; Dutheil et al., 
2019; Kalmoe et al., 2019). 

Second-victim distress is a phenomenon that can happen 
to clinicians involved in errors or adverse events. Physicians, 
nurses, and specialists directly involved in an adverse patient 
event or traumatic episode can experience an emotional 
response that might lead to difficulty sleeping, guilt, anxiety, 
and reduced job satisfaction. Evidence points to mental illness 
and burnout as causes for increased suicide in the healthcare 
provider population. There are similar risk factors for suicide 
between physicians and nurses, but there are also differences 
(Carr, 2020; Dutheil et al., 2019; Estes & Holland, 2020; Kalmoe 
et al., 2019).
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Risk factors for suicide among physicians include the following 
(Cheney, 2020; Dutheil et al., 2019; Kalmoe et al., 2019):

 ●  Being female.
 ●  Asian and Pacific Islander ancestry.
 ●  Mental illness.
 ●  Substance abuse.
 ●  Poor job satisfaction.
 ●  More time spent doing administrative tasks and time 

pressure.
 ●  Anesthesiologists.
 ●  Psychiatrists.
 ●  General practitioners.
 ●  General surgeons.
 ●  Civil legal problems.
 ●  Health problems.
 ●  Older age. 

 

Risk factors for suicide by nurses includes the following 
(American Nurses Association, 2020):

 ●  Exposure to repeated trauma.
 ●  Scheduling long, consecutive shifts.
 ●  Repeated requests for overtime.
 ●  Workplace violence, incivility, and bullying.
 ●  Inadequate self-care.
 ●  Isolation from family and friends.
 ●  Fearing for one’s safety or the safety of loved ones.
 ●  Financial stressors.
 ●  Access to and knowledge of lethal substances.
 ●  Constant high workplace stress.
 ●  Loneliness after relocation, transfer, or new job.
 ●  Issues with management.
 ●  Work/life role conflict.
 ●  Feelings of being unsupported in the role.
 ●  Feelings of being unprepared for the role.
 ●  Fear of harming a patient.
 ●  Being evaluated for substance use disorder.
 ●  Depression.

Strategies for prevention of suicide in healthcare providers
Because the healthcare provider population is at high risk for 
suicide, several strategies have been developed to decrease 
the risk. The Healer Education Assessment and Referral (HEAR) 
program combines an educational campaign with a free, 
confidential assessment by a trained counselor and includes a 
referral for treatment. The HEAR program has been shown to 
be effective among physicians and nurses. There have been 320 
physicians and residents referred to mental health treatment 
since the program’s inception 9 years ago. HEAR provides 
education about risk factors and proactive screening focused 
on identifying, supporting, and referring clinicians for untreated 
depression or suicide risk. HEAR has been acclaimed as a 
best practice in suicide prevention by the American Medical 
Association (Carr, 2020).
The Accreditation Council for Graduate Medical Education 
(ACGME), The American Foundation for Suicide Prevention, 
and Mayo Clinic partnered and launched an initiative to prevent 
physician and medical trainee suicides. They list a library of 

educational resources on the ACGME website that targets this 
population. The resources include a 4-minute video that advises 
medical students, residents, and fellows on how to support 
each other, express concern to peers, and encourage help-
seeking behavior; a comprehensive guide to help graduate 
training programs respond to a resident death by suicide; 
and additional information and access to support (American 
Foundation for Suicide Prevention, 2016).
Safe Call Now is a crisis referral program for public safety 
employees, emergency services personnel, and their families. 
Disaster Distress Helpline provides crisis counseling for those 
(including healthcare providers) in emotional distress related to 
natural or human-caused disasters. This program is provided by 
SAMHSA; is available 24 hours a day, 7 days a week; and is a 
national hotline providing crisis counseling. Crisis Text Line is a 
crisis support for frontline workers from trained crisis responders 
(American Nurses Association, 2020).

SUICIDE AND THE COVID-19 PANDEMIC
Although there is still much unknown about the effects of the 
COVID-19 pandemic, it is relevant and necessary to address 
suicide during a pandemic. According to CDC, mental health 
challenges arise from the morbidity and mortality of COVID-19 
disease itself as well as from mitigation activities, including 
the impact of physical distancing, quarantine, school closures, 
social isolation and loss of job/income. Compared to the period 
of April to June of 2019, symptoms of anxiety disorder and 
depressive disorder increased considerably (3 times) in the 
United States during the same time period in 2020. All of these 
are risk factors for suicide. 
Data also reveal the following (CDC, 2020):

 ●  Overall, 40.9% of respondents reported at least one adverse 
mental or behavioral health condition, including symptoms 
of anxiety disorder or depressive disorder (30.9%).

 ●  Symptoms of a trauma- and stressor-related disorder (TSRD) 
related to the pandemic (26.3%).

 ●  Increased substance use to cope with stress or emotions 
related to COVID-19 (13.3%).

 ●  The percentage of respondents who reported having 
seriously considered suicide in the 30 days before 
completing the survey (10.7%). 

 ●  Suicidal ideation was significantly higher among 
respondents aged 18 to 24 years (25.5%), minority racial/
ethnic groups (e.g.), Hispanic respondents (18.6%), non-
Hispanic Black respondents (15.1%), self-reported unpaid 
caregivers for adults (30.7%), and essential workers (21.7%).

The etiology of suicide during the COVID-19 pandemic is 
theoretical at this point, but there is some early data on the 
association. The first suicidal case related to COVID-19 was 

reported from south India on February 12, 2020, where a 
50-year-old man wrongly corelated his normal viral infection 
to COVID-19. He was so emotionally disturbed after reading 
death reports in the newspaper that he committed suicide. 
In Delhi, India, one COVID-19 suspected man admitted to a 
hospital committed suicide by jumping off the seventh floor of 
the hospital building. Psychosocial distress linked to COVID-19 
has swept the globe. In Chicago, a man shot his significant 
other before shooting himself after believing the two of them 
were infected with the virus (Thakur & Jain, 2020). 
The pandemic has created social isolation, which induces a 
lot of anxiety in many people. The most vulnerable people 
are those with existing mental health issues like depression 
and older adults living in loneliness and isolation. Isolation 
and quarantine create psychological fear and the feeling of 
being trapped. Domestic violence, including intimate partner 
violence and child abuse and neglect, has also increased with 
mandated isolation. These are strong predictors for suicide. 
This is compounded by not knowing when it will end (Thakur & 
Jain, 2020).
The global economic effects of COVID-19 also contribute to 
mental health illness and suicidal ideation. Economic crisis 
has historically created panic, mass unemployment, poverty, 
and homelessness. It is also predicted that suicide rates will 
increase because of financial concerns. In the United States at 
the time of writing, there has already been a vast increase in 
unemployment (4.6 million) during coronavirus emergency, the 
worst unemployment rate since the Great Depression (Thakur & 
Jain, 2020).
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Healthcare providers stress, anxiety, and pressure are 
at a peak and resources are tapped, including personal 
protective equipment. Many workers become sick and must 
quarantine, leaving high workloads on the remaining staff. The 
psychological effects of working in these conditions create 
unbearable stress. Added to that are fear of getting COVID-19 
infection, helplessness, and distress when witnessing infected 
patients die alone. 
Social boycott and discrimination have also added a few cases 
to the list of COVID-19 suicides. Another COVID-19 suicide 
case was in Bangladesh where a 36-year-old man committed 
suicide because of social avoidance by the neighbors, in 

addition to not wanting to pass the virus on to the community 
(Thakur & Jain, 2020).
Historically, during periods of pandemics, natural disasters, or 
war, suicide rates momentarily decrease. However, after the 
crisis passes, rates of suicide increase. COVID-19 is especially 
challenging because of its effects on physical and mental health 
in addition to the economy and social lives. It has been shown 
that for every 1% increase in the unemployment rate there is a 
0.79% increase in suicides among people ages 65 and younger. 
An estimated impact of the COVID-19 recession is a 3.3% to 
8.4% increase in suicides. However, research has shown that 
policy responses and governmental expenditures may offset 
this suicide forecast.

Strategies for prevention of suicide during the COVID-19 pandemic
Some people may stockpile their medications during a 
pandemic in order to prepare for a possible shortage. This 
puts the individual at risk for suicide by overdosing because 
they have means that they may not have had before. It is also 
possible that more people will purchase firearms during the 
pandemic because of concerns for increased crime, thereby 
making a suicidal means accessible (Wasserman et al., 2020).
It has been advised that governments, at the national and 
regional level, restrict and increase monitoring of sales of lethal 
means for suicide such as firearms and pesticides. Additionally, 
consideration should be given to a temporary restriction on 
the amount of some medications administered per person, 
especially potentially lethal medications. Increasing public 
awareness and policies to ensure or reinforce safe storage of 
firearms, medications, and pesticides at home is important. 
Public awareness on reducing access to lethal means of suicide 
should also be increased (Wasserman et al., 2020). 
The link between increased alcohol use and suicide has been 
well established. Alcohol abuse is predicted to increase with the 
COVID-19 pandemic because of the psychosocial stressors such 
as family conflict, unemployment, and financial crisis. Because 
alcohol enhances impulsivity, aggressiveness, loneliness, and 
hopelessness, suicidal behaviors increase. 
Government interventions to reduce high-alcohol consumption 
during the pandemic include increasing public awareness 
about the negative effects of alcohol use, debunking the myth 
that alcohol consumption protects an individual from the virus, 
and, if necessary, restricting the amount of alcohol available. 
Other interventions that may prevent increased alcohol use are 
increased follow-up consultations with individuals at risk for 
alcohol abuse, promotion of safe drinking, and online tools for 
monitoring alcohol use (Wasserman et al., 2020).
As addressed, irresponsible media portrayal of a suicide may 
increase suicidal behaviors. Additional consideration when 
reporting suicide during the COVID-19 pandemic includes 
avoiding oversimplification of suicide and speculation on 
causes of an individual suicide. It is recommended instead that 
the public should be educated on the complexity of suicide and 
prevention and treatment options. Journalists should be made 
aware of the World Health Organization (WHO) guideline for 
responsible suicide reporting. Time spent researching media 
during a crisis increases; so does emotional distress from this 
research. It is, therefore, recommended to limit media exposure 
during the COVID-19 pandemic (Wasserman et al., 2020). 
WHO, the United Nations, and national and local authorities 
are developing resources that promote mental health and are 
raising awareness about predicted increases of mental health 
problems and suicide during the pandemic. These will likely 
decrease suicidal behaviors. Suicide prevention resources 
should include literacy and knowledge regarding mental health 
and they should  provide advice on coping skills, help-seeking, 
and resources for care (Wasserman et al., 2020).
During the COVID-19 pandemic, schools have closed, and 
many remain closed as of this writing. This has reduced or, 

in most cases, stopped any mental health interventions that 
were school based. Additionally, by not being able to interact 
at school, peer relationships are significantly affected. These 
relationships are important in the development of autonomy 
and independence. To further exacerbate the issue of not 
having interaction through school is the increased use of social 
media. This may result in pathological Internet use, a higher 
risk of cyberbullying, and other negative health outcomes – 
including suicide (Wasserman et al., 2020).
To offset these effects, governments are advised to resume 
school-based interventions as soon as schools reopen. 
Increasing online resources for youth mental health through 
helplines and referral resources is also recommended. Teachers 
and parents are also encouraged to have conversations with 
children about their feelings and anxieties surrounding the 
pandemic (Wasserman et al., 2020). 
There has been an abundance of research that states that 
appropriate and accessible care for mental health problems, 
substance abuse, and physical illnesses is effective in reducing 
suicidal behaviors. During the COVID-19 pandemic, there is 
substantial taxing of healthcare resources, resulting in deficits 
in mental healthcare. Other exacerbators of this shortage are 
closed practices and increased sick leave of mental healthcare 
providers. We have already discussed the tremendous stress on 
healthcare workers during this pandemic. These effects further 
limit mental healthcare resources (Wasserman et al., 2020). 
Interventions to increase access to mental health services 
include financially supporting mental health services, ensuring 
access, increasing staff, providing telemedicine services, and 
providing online self-care tools. Hospitals are encouraged 
to appropriately plan and adjust resources to improve 
mental health services, including implementing telemedicine 
(Wasserman et al., 2020).
Increasing gatekeeper training would help with the decreased 
access to gatekeepers because of the pandemic, induced 
shutdowns, and physical distancing. The Alliance Project 
and the Zero Suicide Alliance have made strides to increase 
gatekeeper training. They both offer brief online training 
sessions. The Australian gatekeeper training involves some 
global initiatives and has an online course for training. This 
project has been proven to improve knowledge, attitudes, and 
assisting behaviors toward adults with mental health disorders 
(Wasserman et al., 2020).
We know that people with psychiatric disorders are already 
at risk for suicide. Several added factors from COVID-19 have 
increased this population’s risk even more. There is a strong 
association between mental health disorders and health risky 
behaviors such as smoking, alcohol use, and low adherence 
to social distancing, thereby placing them at higher risk for 
COVID-19 infection. Interventions targeted at outreach and 
increased follow-up with people who have mental health 
disorders could decrease this risk (Wasserman et al., 2020). 
Because domestic violence has increased during this global 
crisis, efforts to curb this violence need to be initiated. 



EliteLearning.com/Nursing  Page 46Book Code: ANCCTX2023

Surveillance methods such as text messages, hidden 
smartphones, and other interventions that allow victims to 
safely seek help should be implemented. Other solutions 
include increased surveillance methods through routine 
inquiries and telemedicine, linking police records to medical 
records to identify at-risk people, and cognitive behavioral 
therapy for victims (Wasserman et al., 2020).
Bereavement from COVID-19 is predicted to be a significant 
problem. Grief is complicated by many factors, such as 
traumatic death, unexpected death, and low social support, all 
of which have risen during the pandemic. Complicated grief 
increases suicide independent of comorbidity with a mental 
health disorder. A study recently reported that depression, 
anxiety, and PTSD have risen among adults aged 59 to 80 
during the pandemic. Some possible solutions include phone 
calls and online programs that allow face-to-face interaction 
via camera and socially distanced visits outdoors with masks 
(Wasserman et al., 2020).

Telemedicine is one of the best methods to increase access 
to mental health services during the COVID-19 pandemic. 
Telemedicine is the delivery of healthcare remotely through 
technology. It can include two-way audio and video visits 
between patients and providers, or self-help applications or 
websites that offer treatment through telemental healthcare. One 
advantage of offering mental health services by telemedicine 
is that these visits are led by interviews and not by physical 
assessment. Another advantage is that the cost is less for a 
telemedicine visit than for an in-person visit. Stigma is also 
reduced during a telemedicine visit, which is a common barrier 
to patients seeking mental healthcare. Possible barriers to 
telemedicine include lack of Internet access, lack of electronic 
devices, limited technological capabilities of users, limited 
insurance coverage, integration into healthcare systems, legal 
regulation and ethical challenges, and linking to emergency 
services when a patient is at imminent risk for suicide (Thakur & 
Jain, 2020; Wasserman et al., 2020).

SUICIDE AND THE LGBTQ POPULATION
Another population at greater risk of suicide in the United 
States is the LGBTQ community. The 2020 National Survey on 
LGBTQ Youth Mental Health brings some startling awareness 
of this population’s risk for suicide. The survey was the largest 
of its kind and was developed by The Trevor Project, which 
is an LGBTQ youth crisis intervention and suicide prevention 
organization. A staggering two out of five (40%) LGBTQ 
members had seriously considered committing suicide in 
the past year. Additionally, 68% of this population reported 
symptoms of generalized anxiety disorder, 55% reported major 
depressive disorder, and 48% reported acts of self-harm. Many 
reported that they were not being screened for mental health 
disorders. Approximately 50% reported that they wanted 
mental healthcare in the past year but could not receive it, and 
they cited affordability as the greatest barrier (Fitzsimons, 2020; 
The Trevor Project, n.d.a).

Some 15% of the respondents to the survey had attempted 
suicide in the past year. This is likely a result of the link 
between rejection, discrimination and victimization, and stress 
in this population. About 80% of trans and nonbinary youth 
reported that their gender identity was respected by “all or 
most” people in their lives. Many of the mental health issues, 
including suicidal behaviors, in this population can be linked 
to rejection from family and conversion therapies that send the 
message to the individual that something is bad and wrong 
with them (Fitzsimons, 2020; The Trevor Project, n.d.b). 
Many LGBTQ members do not receive validation for grief over 
a lost loved one because of societal sigma. This was especially 
prominent among HIV/AIDS survivors who lost many of their 
peers. Complicated grief is a known risk for suicide (National 
LGBT Health Education Center, 2018). The disparity of suicide 
among this population must be addressed.

Strategies for LGBTQ suicide prevention
There are no specific screening tools for suicide in the LGBTQ 
community. However, because we know this is a high risk 
for suicide group, it is recommended that health centers 
have a reliable system for routine data collection on sexual 
orientation and gender identification of their patients. It is also 
recommended that healthcare providers be trained on the 
risk factors and warning signs of suicidal behaviors that have 
been discussed in this course (National LGBT Health Education 
Center, 2018).
Interventions for suicide prevention in this population include 
building resilience. Protective factors for suicide in this 
population include acceptance by family of origin, having a 
supportive social network, and access to and use of LGBTQ 
inclusive medical and mental health resources. It is suggested 
that healthcare providers implement the “minority stress 
treatment principles” when delivering care to LGBTQ patients. 
These principles have been shown to lessen stigma and 
discrimination and are as follows (National LGBT Health 
Education Center, 2018):

 ●  Normalize adverse impact of minority stress.
 ●  Facilitate emotional awareness, regulation, and acceptance.
 ●  Empower assertive communication.
 ●  Restructure minority stress cognitions.
 ●  Validate unique strengths of LGBTQ individuals.
 ●  Foster supportive relationships and community.
 ●  Affirm healthy, rewarding expressions of sexuality and 

gender.
It was found that more LGBTQ patients accessed healthcare 
in centers that made intentional efforts to be inclusive and 
welcoming. Therefore, it is recommended that all healthcare 
employees, including nonclinical staff, should learn how to 
provide LGBTQ-affirming care (National LGBT Health Education 
Center, 2018).

Healthcare providers should understand that it is important for 
them to support and validate an LBGTQ person’s grief even 
if they cannot relate. Because many in this population do not 
have children, they may experience intense grief over the loss 
of a pet. Bereavement support groups are an excellent way to 
valid grief and help an individual through the grieving process 
(National LGBT Health Education Center, 2018).
The following are resources for healthcare providers and 
organizations related to the LGBTQ population (National LGBT 
Health Education Center, 2018):

 ●  American Foundation for Suicide Prevention: LGBT 
Initiative: https://www.afsp.org

 ●  Multiple LGBTQ-specific resources, including mental health 
educational resources and training tools.

 ●  SAMHSA: Suicide Prevention: https://www.samhsa.gov/find-
help/suicide-prevention

 ●  Information and resources on suicide prevention and risk 
for behavioral health professionals, the general public, and 
people at risk.

 ●  National Strategy for Suicide Prevention: https://www.
samhsa.gov/childrens-awareness-day/event/resources-
suicide-prevention

 ●  Report outlining a national strategy to guide actions for 
suicide prevention, with objectives and goals across four 
strategic directions: wellness and empowerment, prevention 
services, treatment and support services, and surveillance.

 ●  Suicide Prevention Resource Center (SPRC): suicide 
prevention among LGBT youth: www.sprc.org/training-
institute/lgbt-youth-workshop

 ●  Workshop for professionals who serve youth: free workshop 
kit to help staff in schools, youth-serving organizations, 
and suicide prevention programs to take action to reduce 
suicidal behavior among LGBTQ youth.
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Conclusion
According to CDC (2016), suicide is a serious public health 
problem that has long-lasting effects, not only on the individual 
but also on the family and on the community. Nationally, 
suicide is in the top 10 leading causes of death. The etiology 
of suicide is complex and heterogeneous, with varying etiology 
in different geographic regions, sociopolitical settings, age 
groups, and sexes (Turecki & Brent, 2016). 
It is estimated that 70% of individuals who come to a primary 
care setting have a mental health concern. Almost 25% of the 
population will struggle with a mental illness at some point in 
their lifetime (American Psychological Association, 2018). A 
suicide risk assessment model created by an organization needs 
to be intentional and outline a clear sequence of events that 
identifies the risk, addresses the risk, and follows through with 
crisis planning as appropriate (Suicide Prevention Resource 
Center, n.d.b). 
The prevention and treatment of suicide is complex, and 
clinicians must develop a biopsychosocial treatment plan, 

which is critical for the appropriate management of suicidal 
ideation. Proven effective interventions in suicide prevention 
include restriction of access to lethal means, policies to reduce 
harmful use of alcohol, school-based awareness programs, 
pharmacological and psychological treatment of depression, 
chain-of-care and follow-up of at-risk individuals, responsible 
media reporting, and policy responses to mitigate the impact of 
economic downturns.
It is imperative that all healthcare workers understand the 
background and statistical data of suicide in the United 
States. Additionally, clinicians should be aware of the etiology 
of suicide, the use of suicide risk assessment tools, and the 
implications related to the higher risk groups such as youth, 
veterans, healthcare workers, and LGBTQ. They should be 
prepared to implement treatment and management options 
and risk of imminent harm communication strategies. It will save 
American lives.
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ASSESSMENT AND PREVENTION OF SUICIDE FOR HEALTHCARE PROFESSIONALS

Self-Assessment Answers and Rationales
1. The correct answer is C.
Rationale: Suicide was the 10th leading cause of death in the 
United States in 2018, claiming the lives of more than 48,000 
people.

2. The correct answer is A.
Rationale: Among females the most common methods of 
suicide are firearms (31.5%), suffocation (29.9%), and poisoning 
(29.3%).

3. The correct answer is D.
Rationale: Environmental risks include the following: Access 
to lethal means, including firearms and drugs. Prolonged 
stress, such as harassment, bullying, relationship problems, 
or unemployment. Use of alcohol. Stressful life events, such 
as rejection, divorce, financial crisis, other life transitions or 
loss. Exposure to another person’s suicide or to graphic or 
sensationalized accounts of suicide.

4. The correct answer is D.
Rationale: Patients at high risk have a suicide plan with 
preparatory or rehearsal behavior.

5. The correct answer is B.
Rationale: While her history of postpartum depression and 
isolation are concerns that she may attempt suicide, the 
previous suicide attempt is the strongest predictor for the 
current suicide attempt.

6. The correct answer is D.
Rationale: According to Durkin (2018), 83% of individuals who 
die by suicide have had at least one contact with their primary 
healthcare provider within 1 year of dying by suicide. 

7. The correct answer is A.
Rationale: Evidence has shown that collaborating on an SPI 
reduces suicidal behaviors. Here are the steps of SPI: Warning 
signs. Internal coping strategies. People and social settings that 
provide distraction. People to contact for help. Professionals/
agencies to contact. Ways to make the environment safe.

8. The correct answer is D.
Rationale: Common means for suicide that need to be assessed 
for are firearms, pills or other ingestible poisons, sharp objects 
such as knives/scissors/razors, proximity to high places such 
as rooftops/bridges, and the opportunity for hanging or 
asphyxiation.

9. The correct answer is B.
Rationale: The ZS model recommends provision of increased 
contact during periods of suicidal crises.

10. The correct answer is C.
Rationale: During the assessment, Eddy identified sources of 
support as his mother, roommate, uncle, and cousin.
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INTRODUCTION
AIn 1973, the American Nurses Association (ANA) developed 
standards as a framework for psychiatric-mental health nursing 
practice, which evolved into the “Psychiatric-Mental Health 
Nursing: Scope and Standards of Practice” (2nd edition, 
2014). These practice guidelines provide a foundation for 
standardization of the professional role, scope, and standards of 
practice for psychiatric-mental health nurses. During the 1980s 

and 1990s, respectively, the American Nurses Credentialing 
Center (ANCC) and American Association of Nurse Practitioners 
(AANP) implemented specialty certifications relevant to the 
level of education and experience of the applicants. Increasing 
numbers of psychiatric mental health nurse practitioners 
(PMHNPs) have obtained certification to provide advanced care 
to individuals in both acute and community health settings. 
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HISTORY OF MENTAL HEALTHCARE 
Before the late 1800s, unusual behaviors were commonly 
thought to be caused by demonic forces. Those who displayed 
strange behaviors were often banished or confined. People with 
these odd behaviors were treated poorly and the treatments 
were aggressive and torturous. In the late 1700s, Philippe Pinel 
became the superintendent of a mental institution in France 
(Keltner, 2015). He noted the substandard conditions of the 
institution and the brutal treatment of the patients. He was 
the first to begin what became known as moral therapy, which 
consisted of better treatment, including unchaining patients and 
allowing them time outside. Soon after, William Tuke founded a 
similar facility in England (Boyd, 2018; Kibria & Metcalfe, 2016). 
This facility was based on the religious teachings of the Quakers 
and ensured moral treatment. Tuke saw this institution as a 
refuge for those with mental illness. 
In the United States, Dorothea Dix, a Boston school teacher, 
was instrumental in opening a state hospital that endorsed a 
warm and caring environment, providing food and protection 
for Massachusetts residents (Boyd, 2018; Forrester, 2016). This 
facilitated a movement toward a more humanistic view of those 
with mental illness.
In the late 1800s and early 1900s, Sigmund Freud developed 
his landmark work regarding how childhood experiences and 
faulty parenting shape the mind (Boyd, 2018; Fromm, 2013). 
This began the movement toward scientific reasoning and 
understanding behaviors. Freud influenced researchers such 
as Carl Jung and Alfred Adler as well as other researchers who 
contributed to the fields of behaviorism, somatic treatments, 
and biology (Wedding & Corsini, 2020). With these new 
developments, patients with psychiatric disorders began to 
receive needed psychiatric treatment and rehabilitation. 
In 1946, the United States passed the National Mental Health 
Act, which resulted in the establishment of the National 

Institute of Mental Health or NIMH. In the second half of 
the 20th century, equality became a central tenet in mental 
health treatment. Many mental healthcare consumers became 
advocates and began to promote the rights of those with mental 
illness, working to demolish stigma, discrimination, and forced 
treatments. 
In 1979, the National Alliance on Mental Illness, an advocacy 
group, was formed. Through the work of the alliance and other 
advocacy efforts, mental health patients were granted autonomy 
and began participating in their own care. 
The 1990s were known as the decade of the brain, with focus 
placed on neuroscience and brain research. 
It stimulated a worldwide growth of scientific research and 
advances, including the following: 

 ● Research on genetic basis for mental illnesses.
 ● Mapping of the genes involved in Parkinson, Alzheimer’s, and 

epilepsy.
 ● Discovery of the actions and effects of neurotransmitters and 

cytokines. 
 ● Advancements in neuroimaging techniques that have 

increased our understanding of normal brain function and 
pathologic states (Halter, 2018). 

In 1990, the Human Genome Project began to map the human 
genome. This 13-year project strengthened the theory that there 
are biological and genetic explanations for psychiatric conditions 
(https://www.genome.gov/human-genome-project). Although 
researchers have begun to identify genetic links to mental illness, 
research has yet to reveal the exact nature and mechanisms 
of the genes involved. It has been established, however, that 
psychiatric disorders can result from multiple mutated or 
defective genes.

EPIDEMIOLOGY
Epidemiology is the scientific study of the distribution 
(frequency, pattern) and determinants (causes, risk factors) of 
health-related states and events (not just diseases) in specified 
populations including neighborhoods, schools, cities, states, 
countries, and globally (https://www.cdc.gov/). Concepts related 
to epidemiology include incidence and prevalence. Applied 
to mental health, incidence is the number of new cases of a 
mental disorder in each period. Prevalence is the total number 

of cases in each population for a specific period. According to 
2019 data from the National Institutes of Mental Health (NIMH), 
an estimated 51.5 million adults aged 18 or older (20.6%) in 
the United States have been diagnosed with mental illness. 
Lifetime prevalence estimates 49.5% of adolescents have been 
diagnosed with a mental disorder and 22.2% have had severe 
impairment (NIMH).

POLICY AND PARITY
The first Surgeon General's report on mental health was 
published in 1999. This landmark report, which was based 
on scientific literature and included a focus on mental health 
providers and consumers, concluded that mental health is 
fundamental to holistic health and that effective treatments for 
mental disorders are available.
In 2003, the President's New Freedom Commission on Mental 
Health recommended that the healthcare system needed to 
streamline care for those suffering from mental illness. This 
commission advocated for early diagnosis, prevention, and 
treatment and set forth new expectations for recovery and 
assistance for those experiencing mental illness to find housing 
and work.
In 2006, the Institute of Medicine (now the Health and Medicine 
Division of the National Academies) Committee on Crossing 
the Quality Chasm published Improving the Quality of Health 
Care for Mental and Substance Use Conditions. The Quality 
Chasm series highlights effective treatments and addresses large 
gaps in care, focusing on voluntary treatment. Additionally, this 

promotes a system that treats mental health issues separately 
from physical problems. A strong recommendation was made for 
equality in financial reimbursement and quality treatment. The 
Mental Health Parity and Addiction Equity Act of 2008 (Office 
of the Federal Register, 2013) sought to improve the quality of 
treatments for those with mental illness by advocating mental 
health coverage at the same annual and lifetime benefit as any 
medical-surgical coverage (Centers for Medicare & Medicaid 
Services, n.d.). This Act required any business with more than 
50 employees to have mental health coverage at the same 
level as medical-surgical coverage (Centers for Medicare & 
Medicaid Services, n.d.). This includes deductibles, copayments, 
coinsurance, out-of-pocket expenses, and treatment limitations. 
The requirements under the Act are applied indirectly to small 
group health plans in tandem with the Affordable Care Act’s 
essential health benefit requirements (Centers for Medicare & 
Medicaid Services, n.d.).
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PSYCHIATRIC AND MENTAL HEALTH NURSING
The psychiatric nurse promotes mental health through the 
assessment, diagnosis, and treatment of human responses to 
mental health problems and psychiatric disorders (American 
Nurses Association, 2014, p. 129). Psychiatric nursing integrates 
the use of self, neurobiological theories, and evidence-based 
practice in planning treatments. Nurses work in a variety of 
inpatient and outpatient settings with individuals and families 
across the lifespan who exhibit mental health needs. Specific 
activities of the psychiatric nurse are defined by the Psychiatric-
Mental Health Nursing: Scope and Standards of Practice, 
published jointly by the American Nurses Association, the 
American Psychiatric Nurses Association, and the International 

Society of Psychiatric Mental Health Nurses (American Nurses 
Association, 2014). 
Nurses encounter patients in crisis in many clinical settings. 
The crisis may be physical, emotional, mental, or spiritual. 
Regardless of the origin, these patients express a variety of 
feelings including hopelessness, helplessness, anxiety or anger, 
low self-esteem, and confusion. Many individuals act withdrawn, 
suspicious, depressed, hostile, or suicidal. Additionally, the 
individual may be intoxicated or withdrawing from alcohol or 
other substances. Knowledge of basic psychiatric concepts 
increases nursing competency in any clinical setting.

DSM-5 NOMENCLATURE FOR DIAGNOSES AND CLASSIFICATIONS
Blood tests, though useful for diagnosing many physical 
disorders, cannot diagnose all psychiatric disorders. Instead, 
healthcare practitioners base their diagnoses primarily on 
symptoms. Emil Kraepelin was the first healthcare provider 
to recognize and categorize patients’ symptoms into mental 
disorders around the turn of the 20th century (Boyd, 2018). 
Today, healthcare providers often use other forms of tests, 
such as genetic testing, computerized tomography, magnetic 
resonance imaging, and positron emission tomography, to 
detect changes in the brain and brain activity.
By 1880, researchers had developed seven classifications of 
mental illness: mania, melancholia, monomania, paresis, dementia, 
dipsomania, and epilepsy (APA, n.d.). By 1918, the need for 
uniformity in diagnoses drove the Committee on Statistics of the 
American Medico-Psychological Association, which later became 
the American Psychiatric Association (APA, 2013), to develop the 
first Statistical Manual for the Use of Institutions for the Insane. 
The purpose of this document was to gather statistical information 
from institutions regarding 22 known disorders. Following World 
War II, US Army psychiatrists expanded the diagnostic categories 
to better incorporate the types of problems veterans experienced 
as a result of combat (APA, n.d.). 
In 1952, the APA published the first edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM). Since then, the 

APA has published new editions of the DSM every 5 to 10 years. 
In 2013, the APA released the fifth edition of the DSM, the most 
recent version (APA, 2013). The DSM-5 is the result of a 12-year 
revision process involving hundreds of professionals, field trials to 
demonstrate the reliability of the data, and public and professional 
review and comment (APA, 2013).
The purpose of the DSM-5 is to facilitate healthcare providers’ 
diagnosis of mental disorders and development of individualized 
treatment plans (APA, 2013). The DSM-5 bases disorders on 
a continuum from mental health to mental illness. A mental 
disorder is defined in the DSM-5 as a syndrome characterized 
by clinically significant disturbance in the individual’s cognition, 
emotion regulation, or behavior that reflects a dysfunction in the 
psychological, biological, or developmental processes underlying 
mental functioning (APA, 2013, p. 20). The definition also reflects 
the high level of disability or distress in occupational or other life 
activities that results from the mental disorder.
Some healthcare providers feel that the DSM-5’s categorical 
classifications limit its use because individuals may not fit neatly 
into one specific category. Regardless, the DSM-5 serves as 
a guideline to assist practitioners in making sound clinical 
decisions. Diagnosis does not always imply etiology; therefore, 
using the DSM-5 to predict behavior or response to treatment is 
inappropriate (APA, 2013). 

THEORIES RELATED TO PSYCHIATRIC AND MENTAL HEALTH NURSING
Mental health professionals base their work on assessments, 
behaviors, and theories. These are often described as 
explanations or hypotheses and tested for relevance and 

soundness. In mental health, theories are often borrowed from 
other disciplines and inspire treatments for the practice of 
psychiatric nursing.

Freud’s psychoanalytic theory
Sigmund Freud, referred to as the father of psychoanalysis, 
revolutionized thinking about mental disorders (Townsend, 
2019). His theories of personality structure, level of awareness, 
anxiety, the role of defense mechanisms, and stages of 
psychosexual development revolutionized the psychiatric 
world (Townsend, 2019). Although Freud started as a biological 

scientist, he changed his approach to conversational therapy. 
He concluded that talking about difficult issues involving intense 
emotions had the potential to heal problems that could cause 
mental illnesses. This led Freud to develop his psychoanalytic 
theory (https://pmhealthnp.com/pmhnp-topics/sigmund-freud-
psychoanalytic-theory/).

Erikson’s theory on the stages of human development
Erik Erikson, a developmental psychologist, emphasized the 
role of the psychosocial environment and expanded on Freud’s 
psychoanalytic theory. The Eight Stages of Man, is organized by 
age and developmental conflicts:
1. Basic trust versus mistrust.
2. Autonomy versus shame and doubt.
3. Initiative versus guilt.
4. Industry versus inferiority.

5. Identity versus role confusion.
6. Intimacy versus isolation.
7. Generativity versus stagnation.
8. Ego integrity versus despair. 
Analysis of behavior using Erikson’s framework helps nurses 
to identify long term successful resolution of psychosocial 
development across the lifespan.

Harry Stack Sullivan’s interpersonal theory
Interpersonal theories are the cornerstone of mental health 
nursing. Harry Stack Sullivan, an American-born psychiatrist, 
identified personality as an observable behavior within 
interpersonal relationships, which led to the development of his 
interpersonal theory. Sullivan believed that anxiety or painful 
feelings arise from insecurities or the inability to meet biological 
needs. All behaviors are designed to help individuals through 

interpersonal interactions by decreasing anxiety. Individuals 
are unaware that they act out behaviors to decrease anxiety 
and therapy can help the patient gain personal insight into 
these insecurities. He was the first to use the term participant 
observer, which refers to the idea that therapists must be part 
of the therapeutic session. Sullivan insisted that healthcare 
professionals should interact with patients as authentic human 
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beings through mutual respect, unconditional acceptance, and 
empathy. Sullivan developed the concept of psychotherapeutic 
environments characterized by accepting the patient and the 
situation, which has become an invaluable treatment tool. 

Even today, many group psychotherapies, family therapies, 
and training programs use Sullivan’s design of an accepting 
atmosphere (Halter, 2018).

Hildegard Peplau’s theory of interpersonal relations
Hildegard Peplau, sometimes referred to as the mother of 
psychiatric nursing, published the theory of interpersonal 
relations in 1952, which became a foundation for modern 
psychiatric and mental health nursing (Townsend, 2019). The 
goal of interpersonal therapy is to reduce or eliminate psychiatric 
symptoms by improving interpersonal functioning (Sadock, 
& Ruiz, 2015). Sullivan’s work greatly influenced Peplau. She 
developed the first systematic framework for psychiatric nursing, 
focusing on the nurse-patient relationship. Peplau established 
the foundation of professional practice for psychiatric nurses 
and continued working on psychiatric nursing theory and 
advancement of nursing practice throughout her career. She was 
the first nurse to identify mental health nursing as a specialty 
area with specific ideologies and principles, and the first to 

describe the nurse-patient relationship as the foundation for 
nursing practice (Boyd, 2018). 
Peplau created a major shift from a care model focused 
on medical treatment to one based on the interpersonal 
relationship between nurses and patients. She further 
proposed that nurses are both participants and observers in the 
therapeutic treatment of patients. Her theory recognizes the 
ability to feel in oneself the feelings experienced by another; 
she identified this as empathetic linkage (Boyd, 2018). Another 
key concept, according to Peplau, is anxiety, which is an energy 
that arises when present expectations are not met (Boyd, 2018). 
Throughout her career, Peplau’s goal was for nurses to care for 
the person and the illness.

B.F. Skinner’s behavioral theory
Behavioral theories supply techniques that patients can use 
to modify or replace behaviors. This is an important concept 
in psychiatric nursing management and is the basis of 
several approaches that research has shown to be successful 
in altering specific behaviors. B. F. Skinner, a prominent 
behaviorist, researched operant conditioning, the process 
through which consequences and reinforcements shape 
behaviors. Behavioral therapy is grounded in the assumption 
that maladaptive behaviors can be changed, and positive and 
negative reinforcements can be used to help modify behavior. 

Behavioral therapy is often used in treating people with phobias, 
alcoholism, and anxiety. Another type of behavioral therapy 
is modeling, in which the therapist or nurse role-plays specific 
behaviors so that the patient can learn through imitation. 
Role-playing allows the patient to practice modeled behaviors 
in a safe environment. Another form of behavioral therapy is 
systematic desensitization, which targets a patient’s specific fears 
and proceeds in a step-by-step manner to alleviate those fears 
with the help of relaxation techniques (Keltner, 2018).

Aaron Beck’s cognitive behavioral therapy
Whereas behaviorists focus on the belief that behaviors can 
be changed, other researchers focus on cognition or thoughts 
involved in behaviors. Aaron Beck developed cognitive 
behavioral therapy after working with depressed patients. 
Cognitive behavioral therapy is based on cognitive psychology 
and behavioral therapy. Beck believed that depression was the 

result of distorted thinking processes and negative self-concept 
(https://www.ncbi.nlm.nih.gov/books/NBK470241/). Using 
this approach, the nurse can help the patient identify negative 
thought patterns and then help the patient recondition these 
cognitive distortions into more appropriate beliefs that are based 
on facts (https://www.ncbi.nlm.nih.gov/books/NBK470241/).

Humanistic Theories
Humanistic theories focus on the potential and the free will 
of patients. These theories emphasize self-actualization, the 
highest potential and productivity that an individual can achieve 
in life. For example, Abraham Maslow believed that motivation 
is driven by a hierarchy of needs that leads to becoming the 

best person possible. This model allows the nurse to work with 
the patient to create an individualized care plan based on the 
current hierarchical needs of the patient https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC4130906/.

THE STRESS-DIATHESIS MODEL
The Stress-Diathesis Model was originally developed to explain 
schizophrenia during the 1960s, but later adapted to study 
depression during the 1980s (Colodro-Conde, et.al, 2018). 
According to this model, stress activates certain vulnerabilities 

(diathesis), which predisposes the individual to psychopathology. 
This model has been criticized for its vagueness, yet these 
principles are used to understand other psychiatric disorders.  

BIOLOGICAL MODEL
Mental health nurses also attend to the physical needs of 
psychiatric patients. The nurse may administer prescribed 
medication, nutrition, and hydration to ensure optimal 
physiological functioning of the patient. The biological model of 
mental illness focuses on the chemical, biological, and genetic 
makeup of mental illness. This model seeks to understand 
how the body and brain interact to create experiences and 
emotions, and how social, environmental, cultural, spiritual, and 
educational factors influence individuals (Halter, 2018). All the 
theories discussed in this section play a vital role in how the 
nurse cares for the patient with a mental health disorder.

Self-Assessment Quiz Question #1
Which best describes Aaron Beck’s Contribution to the mental 
health profession?
a. Hierarchy of needs.
b. Cognitive behavioral therapy.
c. Empathetic linkages.
d. Operant conditioning.
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ETHICAL, LEGAL, AND CULTURAL CONSIDERATIONS
The term ethics refers to an individual’s beliefs about right 
and wrong and societal standards regarding right and wrong. 
Bioethics refers to ethical questions related specifically to 
healthcare (Halter, 2018).
Ethics are linked to cultural values. Societal standards and 
values can be determined only within a specific group. However, 
fundamental principles of ethics exist in all cultures and are 
inherent in all human beings. Understanding how cultures view 
mental illness and the accompanying patient symptoms can 
influence how decisions, particularly ethical decisions, are made. 
Nurses can be an instrumental part of effective decision making 
when cultural values and societal standards differ.

A thorough understanding of general ethical principles is 
necessary to make reasonable, fair, and sound judgments in 
providing care. Nurses who choose to work in the specialty of 
mental healthcare will encounter ethical questions on almost 
a daily basis. Issues such as autonomy, confidentiality, patient 
protection, therapeutic relationships, mental health competency, 
and mental health admissions are particularly complicated. 
To better guide the nurse in making ethical choices, an 
understanding of the American Nurses Association Code of 
Ethics and the five basic principles of bioethics is useful.

American Nurses Association Code of Ethics
The American Nurses Association (ANA) established an ethical 
standard for the nursing profession that guides ethical analysis 
and decision making (ANA, 2015). Ethics is a branch of philosophy 
where one reflects on morality, which is the person’s character, 
values, and conduct in a particular situation (ANA, 2015). 
The Code of Ethics is the foundation for nursing theory and 
practice where values and obligations shape the nursing 
profession (ANA, 2015). This living document changes based on 
nursing’s social context, with a revision occurring at minimum 
every 10 years (ANA, 2015). The ANA Code divides ethical 
issues into nine provisions, based on general ethical principles:

 ● Provision 1 
 ○ The nurse practices with compassion and respect for 

the inherent dignity, worth, and unique attributes of 
every person, including self-determination (ANA, 2015).

 ● Provision 2 
 ○ The nurse’s primary commitment is to the patient, 

whether an individual, family, group, community or 
population (ANA, 2015). 

 ● Provision 3 
 ○ The nurse promotes, advocates for, and protects the 

rights, health, and safety of the patient (ANA, 2015).
 ● Provision 4 

 ○ The nurse has authority, accountability, and 
responsibility for nursing practice, makes decisions, and 
takes action consistent with the obligation to promote 
health and to provide optimal care (ANA, 2015).

 ● Provision 5 

 ○ The nurse owes the same duties to self as to others, 
including the responsibility to promote health and 
safety, persevere wholeness of character and integrity, 
maintain competence and continue personal and 
professional growth (ANA, 2015). 

 ● Provision 6
 ○ The nurse, through individual and collective effort, 

establishes, maintains, and improves the ethical 
environment of the work setting and conditions and 
employment are conducive to safe, quality care (ANA, 
2015).

 ● Provision 7 
 ○ The nurse, in all roles and settings, advances the 

profession through research and scholarly inquiry, 
professional standards development, and the generation 
of both nursing and health policy (ANA, 2015). 

 ● Provision 8 
 ○ The nurse collaborates with other health professionals 

and the public to protect human rights, promote health 
diplomacy, and reduce health disparities (ANA, 2015).

 ● Provision 9 
 ○ The profession of nursing, collectively through its 

professional organizations, must articulate nursing 
values, maintain the integrity of the profession and 
integrate principles of social justice into nursing and 
health policy (ANA, 2015).

The ANA Code may be viewed at no charge on the ANA 
website (https://www.nursingworld.org/coe-view-only).

Bioethical principles
Bioethics is a branch of ethics that studies the implications of 
biological and biomedical advances and can be considered a set 
of guiding principles for the nursing profession that go beyond 
right and wrong. Bioethical principles fall into five categories 
(Boyd, 2018; Halter, 2018). These principles are meant to be 
guidelines to help all clinicians in decision making.

 ● Beneficence: Clinicians have a duty to assist the patient 
to achieve a higher level of well-being. This concept 
encompasses kindness and generosity toward the patient in 
providing care. An example of this is changing healthcare 
policy or making sure a patient brought to the emergency 
department in severe pain gets medication as soon as 
possible.

 ● Fidelity: Healthcare providers have a duty to be honest and 
trustworthy. This concept includes loyalty, advocacy, and a 
commitment to the patient. An example of this is staying 
abreast of best practices in nursing or advocating for the 
patient to receive high-quality services. Another example is 
being faithful in your promises to check on a patient within a 
specific timeframe. 

 ● Autonomy: The healthcare provider acknowledges the 
patient’s right to make their own decision, even if the nurse 
disagrees with the decision. An example of this is a patient 
with cancer who refuses treatments that may prolong their life.

 ● Justice: Healthcare providers must recognize that all persons 
are entitled to equal treatment and quality of care. For 
example, it can be particularly difficult to provide emotional 
support and counseling equally to both the family harmed by 
an intoxicated driver and to the driver. Healthcare providers 
should strive to be nonjudgmental and fair to all patients, 
regardless of age, gender, race, sexual orientation, diagnosis, 
or any other differentiating characteristic.

 ● Veracity: The healthcare provider should always be truthful 
with the patient. This allows the patient to make informed 
decisions about their treatment. For example, talking to the 
patient about the side effects of medications is showing 
respect to the patient by being truthful.

Self-Assessment Quiz Question #2
Patients admitted to inpatient psychiatric units are scheduled 
for group therapy two times daily. Attendance is strongly 
encouraged, but not mandatory. Which ethical principle is 
demonstrated by this unit policy?
a. Autonomy.
b. Justice.
c. Beneficence.
d. Veracity.
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IMPORTANT LEGISLATION IN MENTAL HEALTH
Section 1 of the 14th Amendment to the US Constitution 
adopted on July 9, 1868, states:

All persons born or naturalized in the United States, and 
subject to the jurisdiction thereof, are citizens of the United 
States and of the state wherein they reside. No state shall … 
deprive any person of life, liberty, or property, without due 
process of law; nor deny to any person within its jurisdiction 
the equal protection of the laws (U.S. Constitution). The 
issue of liberty has been tested repeatedly in the courts in 
cases in settings where U.S. citizens have been held against 
their will, including in psychiatric institutions.

Keltner and Steele (2018) provide an overview of landmark 
legal decisions related to patients with psychiatric disorders. 
Historically, these nine rulings have had a major impact on the 
legal rights of patients with psychiatric disorders. A summary of 
each of these legal decisions is as follows:

1843 – The M’Naghten rule first identified a legal defense 
of not guilty by reason of insanity by stating that persons 
who do not understand the nature of their actions cannot 
be held legally responsible for those actions (https://www.
law.cornell.edu/wex/m%27naughten_rule). 
1965 – In Griswold v. Connecticut, The Supreme Court first 
recognized that a person has the right of marital privacy 
under the Constitution of the United States (https://www.
law.cornell.edu/wex/griswold_v_connecticut_(1965)). 
1966 – In Rouse v. Cameron, the courts found that a patient 
committed to an institution must be actively receiving 
treatment and not merely warehoused (https://casetext.
com/case/rouse-v-cameron)
1968 – In Meier v. Ross General Hospital, a physician was 
found liable for the death of a hospitalized patient who 
committed suicide while under his care. The patient had 
a previous suicide attempt before the hospital stay. The 
physician was liable for failing in his duty to warn of the 
threat of suicide in this patient (https://caselaw.findlaw.com/
ca-supreme-court/1822578.html)
1972 – In Wyatt v. Stickney, the entire mental healthcare 
system of Alabama was sued for an inadequate treatment 
program. The court ruled that each institution within the 
mental healthcare system must (1) stop using patients for 
hospital labor needs, (2) ensure a humane environment, 
(3) maintain minimum staffing levels, (4) establish 
human rights committees, and (5) provide the least 
restrictive environment possible for the patients (https://

mentalillnesspolicy.org/legal/wyatt-stickney-right-treatment.
html).
1976 – In the well-known case of Tarasoff v. The Regents 
Of the University of California, the parents of Tatiana 
Tarasoff sued the university following the 1969 death of 
their daughter at the hands of Prosenjit Poddar. Poddar had 
told his therapist that he planned to kill Tarasoff when she 
returned from summer break. Although the therapist had 
contacted the police, law enforcement released Poddar 
because he appeared rational. The court found that the 
therapist had a duty to warn of threats of harm to others 
and was negligent in not notifying Tarasoff of the threats 
that had been made against her (https://law.justia.com/
cases/california/supreme-court/3d/17/425.html).
1979 – Patients at Boston State Hospital sought the right 
to refuse treatment in Rogers v. Okin. Based on the 1965 
decision regarding the right of personal privacy, the court 
found that the hospital could not force nonviolent patients 
to take medication against their will. This ruling also 
included the directive that patients or their guardians must 
give informed consent before medications could be given 
(https://pubmed.ncbi.nlm.nih.gov/6134270/  
and https://muse.jhu.edu/article/404046).
1983 – In Rennie v. Klein, a patient claimed a hospital 
violated his rights when he was forced to take psychotropic 
medications. The ruling again addressed the right to refuse 
treatment and the right to privacy, and it furthered the 
necessity of obtaining informed consent (https://pubmed.
ncbi.nlm.nih.gov/11648483/).
1992 – Foucha v. Louisiana demonstrated that the nature 
of an ongoing psychiatric commitment must bear some 
reasonable relation to the purpose for which the patient 
is committed (Foucha v. Louisiana, 1992). When Foucha 
was first hospitalized, the indication was a patient who 
was considered mentally ill and dangerous. The ruling 
recognized that patients who are no longer mentally ill 
do not require hospitalization and that patients are not 
required to prove themselves to be no longer dangerous 
(https://www.law.cornell.edu/supct/html/90-5844.ZO.html).

Mental health laws have been created to protect patients with 
psychiatric disorders and regulate their care. These laws often 
vary by state. Check the Nurse Practice Act within the respective 
state of practice to determine state-level regulation.

MENTAL HEALTH AND DEINSTITUTIONALIZATION
The changes in mental healthcare over the years show a shift in 
care from institutionalization to community settings, also known 
as deinstitutionalization (Boyd, 2018). Deinstitutionalization was 
also significant because this shaped our current community 
and mental health treatment for many vulnerable individuals 
including the homeless and those with substance use disorders. 
During the era of state hospitals, mentally ill individuals were 
less likely to be chronically homeless. While deinstitutionalization 
was a noble concept, it was not well implemented. The lack of 
existing public health infrastructure left communities unprepared 
to manage those with chronic mental illness. Additionally, the 
arrival of inexpensive and accessible illicit drugs like crack 
cocaine, changed the face of communities and left those with 
mental illness even more vulnerable. The lack of affordable 
treatment for mental health disorders contributes to both 
individual and public health risk. 
Two of the most important concepts in civil rights law are the writ 
of habeas corpus and the least restrictive alternative doctrine 
(Halter, 2018). The writ of habeas corpus pertains to holding 
people against their will. Psychiatric patients are included in this 
protection and they have the right not to be detained unless 
individual welfare is involved. Additionally, the least restrictive 

alternative doctrine states that a patient’s autonomy must be 
upheld whenever possible (https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2733575/pdf/behavan00025-0105.pdf). In practice 
it means that nurses need to try to manage patients’ symptoms 
and behaviors with psychotherapeutic interventions (milieu 
management, communication, and behavioral approaches) 
first. If symptoms are not fully or adequately managed, nurses 
should document what was attempted and ineffective in order 
to move to more restrictive measures or levels of care (i.e. move 
up the treatment hierarchy to more restrictive approaches such 
as medications/chemical restraints, seclusion, and/or physical 
restraints). Each time a more restrictive measure is applied, 
documentation needs to support which lesser restrictive 
strategies were attempted and describe their lack of efficacy.
An understanding of civil rights and state regulations is 
important to patient care procedures. Admission of psychiatric 
patients can be voluntary or involuntary, but neither voluntary 
nor involuntary admission indicates the ability of the patient to 
make decisions (Halter, 2018). Admission procedures are in place 
to protect the patient and the public. Involuntary admission 
is used when patients are a danger to self or others or cannot 
take care of themselves. However, all patients are to be treated 
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with respect and have the right to informed consent, the right 
to refuse medications, and the right to the least restrictive 
treatments (Boyd, 2018). Furthermore, the patient must be seen 

by a specified number of providers who confirm that the patient 
meets the criteria for involuntary admission.

THE CONSUMER BILL OF RIGHTS AND CONFIDENTIALITY
In 1997, President Clinton appointed the Advisory Commission 
on Consumer Protection and Quality in the HealthCare Industry. 
The Commission, co-chaired by Donna Shalala, secretary of the 
Department of Health and Human Services at the time, issued 
its final report, which included a Consumer Bill of Rights & 
Responsibilities. Of interest to psychiatric nurses is the section 

on confidentiality of health information. Patients with psychiatric 
disorders are expressly protected in the confidentiality of their 
records; practitioners may not share information with any third 
party without the express written consent of the patient or their 
legal guardian. The patient can withdraw consent to release 
information at any time. 

CONSUMER BILL OF RIGHTS AND RESPONSIBILITIES

The Commission's consumer bill of rights consists of the following rights and responsibilities:
1. Access to Accurate, Easily Understood Information about health plans, facilities, and professionals to assist consumers in making 

informed health care decisions;
2. Choice of Health Care Providers that is sufficient to ensure access to appropriate high quality care. This right includes providing 

consumers with complex or serious medical conditions access to specialists, giving women access to qualified providers to cover 
routine women's health services, and ensuring continuity of care for consumers who are undergoing a course of treatment for a 
chronic or disabling condition;

3. Access to Emergency Services when and where the need arises. This provision requires health plans to cover these services 
in situations where a prudent layperson could reasonably expect that the absence of care could place their health in serious 
jeopardy;

4. Participation in Treatment Decisions including requiring providers to disclose any incentives -- financial or otherwise -- that might 
influence their decisions, and prohibiting gag clauses that restrict health care providers' ability to communicate with and advise 
patients about medically necessary options;

5. Assurance that Patients are Respected and Not Discriminated Against, including prohibiting discrimination in the delivery of 
health care services based on race, gender, ethnicity, mental or physical disability, and sexual orientation;

6. Confidentiality provisions that ensure that individually identifiable medical information is not disseminated and that provide 
consumers the right to review, copy, and request amendments to their medical records;

7. Grievance and Appeals Processes for consumers to resolve their differences with their health plans and health care providers -- 
including an internal and external appeals process; and

8. Consumer Responsibilities provisions that ask consumers to take responsibility by maximizing healthy habits, becoming involved 
in health care decisions, carrying out agreed-upon treatment plans, and reporting fraud.

Note. Adapted from the President's Advisory Commission. (1997). Consumer bill of rights and responsibilities. Retrieved from https://govinfo.library.
unt.edu/hcquality/press/cborimp.html

In addition to the Consumer Bill of Rights, the Health Insurance 
Portability and Accountability Act (HIPAA) was enacted in 1996 
and went into effect in 2003 (U.S. Department of Health and 
Human Services, 1996). This act was designed to protect patient 
health information more securely and has been a major force 
behind the use of electronic health records. 
There are a few circumstances where confidentiality may be 
waived in mental health (U.S. Department of Health and Human 
Services, 2000). If the patient has made a direct threat against 
another person, the healthcare provider has a clear duty to 
warn the endangered individual (U.S. Department of Health 
and Human Services, 2000). If the patient has reported actual 
or suspected abuse (including molestation) or neglect of a 

minor child, the healthcare provider has an obligation to report 
this to the appropriate Child Protective Services division of the 
state’s Office of Family and Children. A judge may also order 
documents (clinical records) to be turned over to the court for 
examination. A subpoena to appear in court does not constitute 
a judge’s order to release information; it merely mandates the 
appearance of the subpoenaed individual. Violation of the 
confidentiality of a patient with a psychiatric illness in situations 
other than those outlined by law may subject the nurse to 
legal action and revocation of licensure. Most agencies have 
an acceptable form that identifies to whom information can 
be released, the date that the release is valid, and types of 
information that can be shared.

NURSING LIABILITY IN MENTAL HEALTH
The state nurse practice act (NPA) is the single most important 
piece of legislation for the nurse because it affects ALL facets of 
nursing practice. Each state has its own NPA for which the courts 
have jurisdiction.  NPA's generally grant specific provisions on 
how nurses practice in a state and define 3 levels of nurses: 
LPNs, RNs, and APRNs with defined scopes of practice. The 
nurse practice act also established a state board of nursing. Its 
main purpose is to ensure enforcement of the act and protect 
the public. 
Individuals who present themselves as nurses must be licensed. 
The National Council of State Boards of Nursing serves as 
a clearinghouse, further ensuring that nursing licenses are 
recorded and enforced in all states. Individual state boards of 
nursing develop and implement rules and regulations regarding 
the discipline of nursing. Most changes deal with modifications 

with rules and regulations rather than the act itself. Nurses 
must be advised of the provisions of the state’s nurse practice 
act. Thus, what is acceptable in one state is not necessarily 
acceptable in another state. 
The nurse has legal liability in the psychiatric setting when caring 
for patients (Boyd, 2018). Torts are wrongful acts that result in 
injury, loss, or damage and can be intentional or unintentional 
(Boyd, 2018). Intentional torts are voluntary acts that result in 
harm to the patient and include the following:

 ● Assault involves any action that causes an individual to fear 
being touched in any way without consent. Examples of this 
include making threats to restrain a patient or making threats 
to administer an injection for failure to cooperate.

 ● Battery involves harmful or unwarranted contact with a 
patient; actual injury may or may not occur. Examples of this 
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include touching a patient without consent or unnecessarily 
restraining a patient.

 ● False imprisonment involves the unjustifiable detention of 
a patient. Examples of this include inappropriate use of a 
restraint or inappropriate use of seclusion

Unintentional torts are involuntary acts that result in harm to the 
patient and include the following:

 ● Negligence involves causing harm by failing to do what 
a reasonable and prudent person would do in a similar 
circumstance (anyone can be negligent). Examples of this 
include failing to erect a fence around a pool and a small 

child drowns or   leaving a shovel on the icy ground and 
someone falls down on it and cuts their head.  

 ● Malpractice is a type of negligence that refers specifically to 
healthcare professionals. An example of this includes a nurse 
who does not check the treatment orders and subsequently 
gives a medication that kills the patient.

CULTURAL CONSIDERATIONS IN MENTAL HEALTHCARE
Culture influences various aspects of mental health, including 
the recognition and expression of psychiatric symptoms, 
coping styles, community support, and the willingness to seek 
treatment. Cultural concepts of distress are recurrent, locality-
specific patterns of aberrant behavior that are not linked to a 
specific diagnostic category in the Diagnostic and Statistical 
Manual of Mental Disorders, fifth edition (American Psychiatric 
Association, 2013). More impoverished communities have 
environmental risks such as a lack of access to healthy nutritious 
foods, clean soil, and clean air in urban areas. This may impact 
mental health via physiological/neurological impact and deficits, 
especially in vulnerable populations. 
As of 2021, the percentage of the US population that self-
identified as African American had grown to 13.4% (U.S. 
Census Bureau QuickFacts: United States). Although anyone 
can develop a mental health problem, African Americans may 
experience barriers to appropriate mental  healthcare(National 
Alliance on Mental Illness, n.d.a). For example, the poverty rate 
among African Americans in 2020 was 19.4%, with 11.4 million 
people of all races living in poverty (Income and Poverty in 
the United States: 2020 [census.gov]). Poverty directly relates 
to mental healthcare access. The poverty rates in the African 
American community combined with provider bias and patient 
distrust of the health system can result in subpar mental health 
care for African Americans (NAMI: National Alliance on Mental 
Illness. In addition, the African American community has 
experienced increasing diversity because of immigration from 
Africa, the Caribbean, and Latin America. Mental healthcare 
providers need to understand this diversity and develop 
cultural competence (Boyd, 2018). Contributing to this cultural 
consideration is the estimation that over half of the prison 
population has a mental illness and that African Americans are 
five times more likely to be incarcerated than Whites (Mental 
Health America, n.d.; Sakala, 2014).
The Latin/Hispanic American population is rapidly growing, 
currently comprising 18.6% of the nation’s total population (U.S. 
Census Bureau QuickFacts: United States). In 2020, 17.0% of 
Latin/Hispanic Americans were living in poverty. Rates of mental 
health disorders in this population are similar to those of non-
Hispanic Caucasians, with some exceptions: 

 ● Older Hispanic adults and Hispanic youths are more 
vulnerable to the stress associated with immigration and 
acculturation’ and experience more anxiety, depression, and 
drug use than non-Hispanic youths.

 ● Depression in older Hispanic adults is closely correlated 
with physical illness; and suicide rates were about 50% 
that of non-Hispanic Whites, although suicide ideation and 
unsuccessful attempts were higher (State of Mental Health in 
America - 2020_0.pdf (mhanational.org). 

 ● There is a higher incidence of post-traumatic stress disorder 
(PTSD) in Hispanic men, some of which may be attributable to 
social disorder experienced before immigration. As of 2020, 

there were 1.2 million Hispanic or Latinos who are US military 
veterans (U.S. Census Bureau QuickFacts: United States).

 ● The rates of substance use disorders are slightly lower 
in Hispanic women and slightly higher in Hispanic men. 
Hispanics are approximately twice as likely as Whites to die 
from liver disease, which could be associated with substance 
use (Hispanic Health | VitalSigns | CDC). 

There are few Hispanic children in the child welfare system, but 
Hispanics are twice as likely as Whites to be incarcerated at 
some point in their lifetime (Sakala, 2014). The lack of Spanish-
speaking mental healthcare providers has been a problem, likely 
causing fewer than 1 in 11 Hispanic individuals with a psychiatric 
disorder to seek treatment (Mental and Behavioral Health - 
Hispanics - The Office of Minority Health (hhs.gov)). Misdiagnosis 
is common and is often related to language barriers. Among 
Hispanics living in the United States, one in three do not speak 
English well (Hispanic Health | VitalSigns | CDC). Hispanic 
Americans are more likely to use folk remedies solely or as a 
complement to traditional care, and some may consult church 
leaders or healers for more traditional care (Hispanic/Latinx | 
NAMI: National Alliance on Mental Illness).
Asian Americans and Pacific Islanders comprise just over 20 
million of the US population and are considered one of the 
fastest growing racial/ethnic groups within the United States 
(U.S. Census Bureau, 2020; Wyatt, Ung, Park, Kwon, & Trinh-
Shevrin, 2015). By 2060, it is projected that 1 in 10 children in 
the United States will be Asian (Wyatt et al., 2015). There are 
numerous ethnic subgroups included in the Asian American/
Pacific Islander demographic, with over 100 languages and 
dialects (Asian American/Pacific Islander Communities and 
Mental Health | Mental Health America (mhanational.org)).  
Thirty-two percent of Asian Americans have difficulty accessing 
mental healthcare services because they do not speak fluent 
English (Asian American/Pacific Islander Communities and Mental 
Health | Mental Health America (mhanational.org)). For example, 
older Asian Americans may not understand questions or the intent 
of a medical interview, and they may give affirmative answers to 
avoid confrontation. Asian Americans and Pacific Islanders are the 
least likely of any group to seek help with mental health issues 
(Hernandez, Nesman, Mowery, Acevedo-Polakovich, & Callejas, 
2015). Although fewer mental health concerns are reported in this 
group, few epidemiological studies have included this population 
(Asian American/Pacific Islander Communities and Mental Health 
| Mental Health America (mhanational.org)). Asian Americans 
tend to exhibit somatic (physical) symptoms of depression more 
frequently than emotional symptoms (Boyd, 2018; Kalibatseva & 
Leong, 2011). The focus on physical symptoms and misdiagnosis 
serves as a barrier to mental healthcare for this population. Suicide 
rates within this population should be monitored closely by 
examining risk factors such as acculturation, family discrimination, 
social acculturalization, and discrimination (Boyd, 2018; Wyatt et 
al., 2015).
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NURSING CARE IN MENTAL HEALTH 
Standards of practice
The American Nurses Association’s scope and standards of 
practice of psychiatric-mental health nursing (Psychiatric-Mental 
Health Nursing Scope and Standards of Practice) provides the 
foundation for the application of the nursing process to patients 
with psychiatric disorders (American Nurses Association, 2014). 
The PMHNP Scope and Standards of Practice also serves as a 
reference document for the National Council Nursing Licensure 
Examination (NCLEX) and many state nurse practice acts. 
The PMHNP Scope and Standards of Practice includes each 
step of the nursing process: assessment, diagnosis, planning, 
implementation, and evaluation.
When using the PMHNP Scope and Standards of Practice, 
the nurse should consider the individual’s age, language, 
and culture. The nurse should also address each patient’s 
developmental level. Note that the age and the developmental 
level may be incongruent in certain mental illnesses. Use 
age-appropriate communication techniques to establish a 

therapeutic alliance with both the patient and the family. 
Additionally, observations of behaviors and reactions are just as 
important as the conversation. Parents are often present during 
a child assessment. However, if abuse or neglect is suspected, 
it may be prudent to talk to the child or adolescent alone. In 
cases involving child sexual abuse or other uncomfortable issues, 
the nurse may need the assistance of a healthcare provider with 
advanced training to interview the child. 
When working with adolescents, the therapeutic alliance may be 
hindered by concerns of confidentiality. Reassure the adolescent 
that conversations are confidential, and information is only 
shared with team members, except in certain circumstances. 
In cases of suicidal or homicidal thoughts, sexual abuse, or 
other high-risk behaviors, the nurse must share the assessment 
information with other healthcare professionals and the parents. 
In fact, identifying risk factors in this age group is an important 
aspect of the assessment.

THE NURSING PROCESS IN MENTAL HEALTH 
The physiological health exam and work-up is an initial step for 
thoroughly and accurately diagnosing and managing mental 
health conditions, including common screening labs and physical 
exams to rule out common medical issues that could be causing, 
mimicking, or contributing to mental health symptoms. Some 
physiological conditions present with psychiatric symptoms. 
Ensuring that the patient has a baseline physical assessment 
assist in the accurate diagnosis and appropriate treatment of 
all conditions, thus demonstrating the mind-body connection. 
Because of this link, the history and presenting symptoms of the 
patient are of utmost importance. 

The nursing process is a systematic way of developing an 
individualized plan of care for those experiencing a disruption 
in mental health status. The traditional nursing process consists 
of performing a comprehensive assessment, formulating 
nursing diagnoses, developing a care plan, implementing 
selected nursing interventions, and evaluating the outcome or 
effectiveness of those interventions (Boyd, 2018). Most facilities 
have their own documentation that follows accepted guidelines 
for mental health assessment. 

Assessment
Creating a therapeutic alliance is an important step in the holistic 
care of the patient. This connection provides an optimal setting 
for obtaining the psychosocial and psychiatric history. The first 
step is to obtain a thorough history of the patient, incorporating 
elements of current and past health problems, social issues 
affecting health, and cultural or spiritual beliefs that may support 
or interfere with prescribed healthcare treatments (Halter, 
2018). The nurse should obtain the history in an environment 
conducive to effective communication between the nurse and 
the patient. Family members and significant others may or may 
not be present, or they may be present for a portion of the 
time and then be asked to step out to maintain the patient’s 
confidentiality. Interviews should be conducted in a private 
conference room or patient’s room (if inpatient or residential) 
rather than in a public area where others may overhear. If 

personal safety is a concern, the nurse may request another staff 
member to be present. The nurse should remove distracting 
elements such as a television or radio. If the nurse determines 
that the patient is too ill to be able to provide accurate 
information or that the interview process itself will be detrimental 
to the patient’s health, then the nurse should obtain information 
from other reliable sources, such as family members, social 
workers, therapists, and primary healthcare providers (Boyd, 
2018). Documentation of the source of information is important, 
particularly when the patient is unable to provide an accurate 
history. Although the psychiatric nurse may gather information 
from other sources, it is important that the nurse not disclose any 
information regarding the patient’s status without the patient’s 
written consent to avoid a breach in confidentiality.

Nursing diagnosis and planning
Most healthcare facilities have an existing form to guide the 
nurse in data collection. The data collection process assists the 
nurse in developing a nursing diagnosis list. After identifying 
real and potential problems, the nurse develops written nursing 
diagnoses to address each problem. Nursing diagnoses are 
important in structuring appropriate, efficient nursing care 
while serving as a common language nursing team members. 
Prioritization is also based on Maslow's Hierarchy of needs so 
that physiological and safety needs that are outlined in nursing 
diagnoses will be addressed first. The nursing diagnosis drives 

the planning process in the care of patients with psychiatric-
mental health disorders. Implementation of interventions is 
driven by goals established during the planning process. Short- 
and long-term goals must be observable, measurable (i.e., goals 
or outcomes that can be evaluated) and realistically attainable in 
the given time frame and setting. Identifying contributing factors 
and behavioral symptoms can directly lead to the development 
of short- and long-term goals that help evaluate progress. 
Interventions for this population will always include therapeutic 
communication and the mental status examination (Boyd, 2018). 

The biopsychosocial framework
The biopsychosocial framework is a well-accepted, holistic 
model for organizing healthcare issues (Boyd, 2018). Three 
interdependent domains have separate treatment focus but 
interact to provide a framework for implementing nursing care 
through a systematic process. 
The biologic domain is related to functional health patterns 
in mental health such as sleep, exercise, and nutrition. 

Pharmacologic principles in medication administration are 
related to neurobiological theories. The psychological domain 
contains the interpersonal dynamics that influence emotions, 
cognition, and behavior. This generates theories and research 
critical in understanding symptoms and responses in mental 
disorders. Therapeutic communication techniques exist in this 
domain, as there are many cognitive and behavioral approaches 
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in patient care. The social domain accounts for the family and 
community influences in mental disorders. While these influences 
do not cause mental illness, manifestations and disorders are 
significantly affected by these factors.

Boyd, 2018

A comprehensive nursing assessment enables the nurse to make 
sound clinical judgments and plan appropriate interventions. 
Assessment skills in psychiatric nursing are essential in-patient 
care. Although data collection and assessment vary among clinical 
agencies, the psychiatric examination consists of two parts: the 
psychiatric history and the mental status exam. Patients are often 
reluctant to discuss mental illness because of the associated 
stigma. Clinical reasoning in nursing practice depends on critical 
thinking skills such as problem solving and decision making, where 
nurses must analyze, interpret, and evaluate biopsychosocial data 
in the context of the nursing process. 

THE MENTAL STATUS EXAMINATION
The mental status examination is a structured means of 
evaluating the psychological, physical, and emotional state of 
a patient with a psychiatric disorder to facilitate appropriate 
healthcare treatments. The nurse may also identify significant 
problem areas to be addressed in the treatment plan. Mental 
status exams are an essential tool for evaluating the safety of 
the patient and caregivers. Although each healthcare facility 
may vary slightly in its approach, all mental status exams include 

the same basic elements. These include an assessment of the 
patient’s appearance, behaviors, thoughts, and moods. These 
are called the ABC's of MSE: (1) A-appearance, (2) B- Behavior 
and (3) C- Cognition which includes mood, affect and speech. 
Speech is a reflection of cognition (https://psychscenehub.com/
psychinsights/ten-point-guide-to-mental-state-examination-mse-
in-psychiatry; Boyd, 2018).

Appearance
Appearance includes primarily objective data based on 
observations of the patient's general appearance. The nurse 
assesses the patient’s overall hygiene and grooming, considering 
gender, apparent age, height/weight, dress, odors, and tattoos/
piercings. 

Height and weight should be documented along with nutritional 
status. The nurse evaluates if the patient looks the stated age 
since chronological age may not be a reflection of the client’s 
physical/mental status. For example, a patient appears in their 
50s, but the actual age is 35, suggesting poor self-care or 
illnesses (Boyd, 2018).

Behavior
The patient’s behavior should be noted during the interview. 
Consider any mannerisms, notable movements such as agitation, 
physical slowing (retarded movements), tics, or other abnormal 
movements. It is important for the nurse to be developmentally 

and culturally aware during the mental status examination. For 
example, American culture considers eye contact to be a sign of 
respect and attention, but other cultures deem eye contact as 
offensive, challenging, or arrogant (Boyd, 2018).

Mood and affect
Mood is subjective (whatever the patient states) so this must 
be asked directly (e.g., How is your mood?) and is typically 
documented in quotations (Mood is "happy"). Affect is objective 
data (the nurse’s observations) based on clinical descriptors 
that take into account the tone, range, and quality, together 
with facial expressions and body language that reveal the 
emotional state or feelings of the person. Mood and affect do 
not necessarily have to be consistent or similar. For example, 
a patient may state that their mood is “fine” but through their 
presentation they are expressing significant difficulty in their 
emotions with anger, sadness, or depression. Affect is the facial 
expression, body language, voice, or tone that reveals the 
emotional state or feelings of a person (Boyd, 2018). 
A dysphoric mood indicates that the patient is persistently 
depressed, lethargic, apathetic, or “down” and is usually 

accompanied by a depressed affect. However, the affect may 
also be described as anxious or flat, meaning that there is no 
facial expression of feelings. A euphoric mood is an elevated 
emotional state that may be associated with an affect that is 
giddy, cheerful, or excessively bright. A labile affect is one that 
is rapidly changing and unpredictable – the patient may be 
cheerful, then suddenly become enraged with little provocation 
or may burst into tears unexpectedly. A labile affect can 
accompany various psychiatric disease states such as depression 
or psychosis. Substance use can also affect the patient’s mood 
in many ways, depending on the degree of intoxication, 
the substance used, and any withdrawal symptoms. Some 
medications can interfere with the physical expression of an 
emotion, resulting in a flat or blunted affect (Boyd, 2018). 
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Thought processes
Thought processes refer to the way thoughts are organized 
and structured. One can think of thought process as HOW one 
is thinking and thought content as WHAT they are thinking. 
Speech assessment reveals both. Normally, thoughts are 
logical, sequential, and easily understood by others (in the 
absence of a known speech or communication disorder). 
Patients with disorganized thoughts may respond to questions 
with nonsensical speech because speech often reflects the 
thought process. There may be difficulty in performing simple 
activities such as bathing or eating without assistance, even in 
the absence of a physical impairment. Patients may mix up or 
confuse medications when a structured system (such as a weekly 
pill dispenser) is not available. Thoughts can be rapid, racing, 
or slowed. Poverty of speech can occur where questions are 
answered with one or two words and patients may be unable to 
expand on responses or use their imagination. Thoughts can be 
either abstract or concrete (Boyd, 2018).

A patient’s thought processes may also show flight of ideas, as 
in the following example: “I came here in an ambulance. I wish 
I had more money! Did you see that TV show about Pekingese 
dogs the other night?” When a patient is experiencing a flight 
of ideas, speech is often accelerated and thoughts are random, 
abruptly changing with little association between thoughts 
(Boyd, 2018). When assessing a patient’s thought processes, the 
nurse might also note the phenomenon of word salad. In a word 
salad, the patient’s statements have no logical connections, and 
the thoughts are jumbled – for example: “I don’t. Here, he said. 
My house. Mouse. Spouse.” The previous statement also serves 
as an example of clang association, which is a pattern of using 
words because they have similar sounds and not because of the 
actual meanings of the words. A patient may use neologisms or 
words that don’t exist in the English language. Words such as 
“frugelzip” or “rappeliciosity” will have a meaning that is clear 
only to the patient.

Thought content
Thought content refers to what the patient is thinking about. 
Initially, it is helpful to assess preoccupations or obsessions about 
real-life events, such as finances, employment, or relationships 
(Boyd, 2018). Sometimes a patient can experience intrusive or 
ruminating thoughts. An intrusive thought is an unwelcome idea 
that occurs without conscious effort, and ruminative thoughts 
are thoughts that seem stuck in the patient’s mind. An obsessive 
patient may have ruminative thoughts that may be unusual, such 
as a desire to check the door repeatedly to ensure it is locked or 
the belief that germs may be everywhere. Obsessive thoughts 
will often lead to compulsive behaviors – such as ritualized 
handwashing – in part as an attempt to relieve intrusive thoughts 
and their accompanying anxiety. The nurse’s role is to help the 
patient understand that these thought processes are irrational.
Thought content problems are of essential importance. 
Hallucinations are false sensory perceptions (Boyd, 2018). 
Auditory, visual, olfactory, gustatory, or tactile symptoms may 
be present. Auditory hallucinations, such as hearing voices, 
are the most common in psychiatric disorders (Boyd, 2018). 
Visual hallucinations are false visual perceptions, such as seeing 
people who are not present. Patients can also experience a 
tactile hallucination, known as a false perception of touch (Boyd, 
2018). Tactile hallucinations can present as “hands touching me” 
or “bugs crawling on me” and can exist with psychological or 
medical conditions such as withdrawal. When caring for a patient 
experiencing hallucinations, it is important to remember that 
the brain perceives the reported sensation, meaning that to the 
patient, it is very real. It is important for the nurse to address 
hallucinations with the patient; however, nursing judgment on 
how to therapeutically address them is critical. Initially, pointing 
out that the hallucination does not exist may jeopardize the 
development of a secure nurse-patient relationship; however, 
rationalizing with and helping the patient reason are important 
elements in the progression of treatment.
Delusions are fixed false beliefs (Boyd, 2018). The patient 
experiencing a delusion is certain that something is true, even 
when there is no substantiating evidence to prove the belief. 
Paranoid patients may be frightened as they often believe they 

are being watched, monitored, or spied upon by others. These 
individuals may report cars following them or mysterious phone 
calls late at night. Occasionally, a patient with paranoia may 
fear being poisoned and refuse medications or food. Religious 
delusions can also occur where the patient may feel persecuted 
by demons or may be very excited about a special relationship 
with God or with angels. Careful assessment by the healthcare 
provider is important to determine a patient’s baseline religious 
beliefs so as not to label a thought as delusional when it is 
a well-accepted belief for the patient. Somatic delusions are 
uncomfortable beliefs that there is something wrong with one’s 
body (Boyd, 2018). For example, some patients may believe that 
their bowels are necrotic or dead or may believe that their brain 
is missing.
Other delusions may exist such as a belief that aliens are 
broadcasting signals, or a belief that loved ones have been 
replaced by clones. It is always essential to determine what 
feelings are elicited in the patient because of the delusional 
thoughts. Paranoid thoughts will drive fear and fight-or-flight 
responses. The patient may set up protective traps around the 
home to prevent others from entering. Religious delusions may 
be pleasant and make the patient feel special, or they may 
be so persecutory that the patient becomes depressed and 
suicidal. Somatic delusions can lead to excess visits to healthcare 
providers and may result in the label of “hypochondriac” for the 
patient.
Ideas of reference can also occur in which the patient may 
believe that all events in the environment are related to or about 
them (Boyd, 2018). Patients experiencing ideas of reference may 
believe that, when in a group setting, others are talking about or 
ridiculing them (Boyd, 2018). Sometimes, ideas of reference are 
associated with grandiosity, or the belief that one is especially 
important or powerful (Boyd, 2018). An elderly homemaker 
who suddenly believes herself to be the next Marilyn Monroe 
may be experiencing grandiosity. Grandiose patients attempt 
to convince others of their importance and may present with 
perceived rude or arrogant behavior patterns.

Cognition and memory
Cognitive abilities are the elements of thinking that determine 
attention, concentration, perception, reasoning, intellect, and 
memory (Boyd, 2018). Attention span is particularly important 
in evaluating the mental status because a decreased attention 
span often limits comprehension. Decreased concentration levels 
and distractibility may occur in patients with disorders that affect 
attention, as well as for those with depression and other mental 
health concerns.
The nurse can assess the patient’s perception by asking open-
ended questions that encourage description, such as “What 

makes you feel anxious?” (Boyd, 2018). Intellect is assessed 
through clinical assessment as well as intelligence testing 
(American Psychiatric Association, 2020). Intelligence quotients 
(IQs), as well as cognitive, social, and psychomotor capabilities, 
are assessed to determine intellectual function. Intellectual 
disabilities are categorized as mild, moderate, severe, or 
profound. Although IQ scores can serve as a parameter for 
these categories, the level of severity is determined by adaptive 
functioning (American Psychiatric Association, 2020).
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An assessment of memory consists of three basic parts: 
immediate recall, recent memory, and remote memory (Boyd, 
2018). A simple test of recall is to give the patient three items to 
remember and then 5 minutes later ask the patient to state those 
items. Immediate recall can be quickly determined by asking 
what a patient consumed for breakfast. Recent memory is recall 
of one to several days. Questions regarding family members’ 
names or place of residence help assess recent memory. Remote 
memory is recalled from several days to a lifetime. Asking 
patients where they grew up, what their parents’ names were, or 
where they went to school readily provides this information. 

Memory assessments help in differentiating a thought disorder 
from a dementia disorder. Patients with a primary psychiatric 
disturbance may be delusional in their beliefs but extremely 
accurate in memory and recital of facts and dates. A patient 
with early dementia may lose some short-term memory first, 
progressing to the loss of immediate recall, then finally to long-
term memory loss (Boyd, 2018). Orientation means that patients 
are aware of who they are (person), where they are now (place), 
the approximate time and date (time), and awareness of the 
circumstances (situation). A disoriented person may be suffering 
from a cognitive disorder, drug or alcohol use or withdrawal, or 
several physical or psychological health problems.

Insight and motivation
Insight refers to patients that demonstrate understanding 
of their illness and the steps necessary to treat or manage 
the illness. The determination of a patient’s level of insight 
is often associated with treatment adherence. The goal 
is that understanding leads to adherence. Occasionally, 
nurses encounter patients who demonstrate good insight 
and knowledge, but continue to display nonadherence to 
recommended treatments. Nurses should ask these patients 

about barriers to treatment, such as financial constraints or 
concerns regarding health insurance. The stigma of having a 
psychiatric diagnosis may lead the patient to feel ashamed or 
angry. Anger may be causing the patient to intentionally deny 
and refuse adequate treatment. Hidden motivations, such as the 
defense mechanisms may also have a significant impact on the 
patient.

Judgment
Healthcare choices can reflect judgment. This can be a positive 
or negative reflection on an ability to reach a logical decision 
about a situation (Boyd, 2018). For example, the patient with 
diabetes who continues to consume a diet high in sugar is 
demonstrating poor judgment. Actions and behaviors are often 
signs of judgment capabilities. A manic patient may spend 
their life savings on a trip or a lottery ticket. However, once 
in the normal or melancholic state, the patient may have no 
memory of the incident. Proper evaluation of the mood state 

when the actions were carried out is an important part of the 
assessment. Conversely, the patient who recognizes that an 
increase in paranoia is a sign of decompensation and seeks 
out emergency treatment is demonstrating good judgment. A 
patient’s insight, or awareness of their own feelings, relates to 
the ability to display logical judgment (Boyd, 2018). Assessing 
and understanding a patient’s ability to make positive or 
negative choices is an important piece of planning effective 
mental healthcare.

Safety
Finally, an evaluation of safety is important in any mental status 
assessment. The essential areas to examine include safety of 
self and safety of others. The nurse should determine if the 
patient has thoughts or urges of intentional harm. When suicidal 
thoughts are noted, inpatient treatment must be considered. 
Assessing suicide risk consists of asking the patient about a 
suicide plan, suicidal intent, and the available means to harm 
oneself. A well-developed suicide plan with means at hand 
may necessitate forcing an involuntary hospital stay, whereas 
an impulsive episode of self-mutilating may be best treated by 
an intensive outpatient program with family supervision. For 
example, a hunter who thinks about shooting himself is at much 
higher risk than the office worker who doesn’t own or have 
access to a gun. Determining the lethality of the means available 
is also essential.
Patients experiencing extreme emotional pain may also self-
mutilate by cutting or burning their arms, legs, or other areas. 
Although this is not considered suicidal behavior, it is high-risk 
behavior that indicates significant emotional distress.

The nurse should also determine the degree of risk of harm 
to others. There are two distinct areas in which patients with a 
psychiatric disorder may lose their rights to confidentiality: a 
threat to harm or kill another person and the report of child or 
elder abuse (Halter, 2018; U.S Department of Health and Human 
Services, 2019). Duty to warn is an obligation to warn third 
parties when they may be in danger from a patient (Halter, 2018, 
p. 99; Duty to Warn). The nurse must use all means necessary to 
reasonably contact the individual at risk, including notifying the 
police. In most healthcare settings, there are policies to ensure 
the report is made accurately and documented appropriately. 
Across the United States, nurses are considered mandatory 
reporting agents when a patient offers knowledge of abuse, 
molestation, or neglect of vulnerable patients. The nurse is 
obligated to report this to the local Child Protective Services 
agency (Duty to Warn). However, there is a conflict between 
state and federal law when child abuse is revealed during 
drug and/or alcohol treatment, and a court order is required 
for disclosure (Halter, 2018). State laws vary and healthcare 
providers should be very clear on their respective state laws and 
facility policy in terms of confidentiality.

THE THERAPEUTIC RELATIONSHIP
Hildegard Peplau applied Sullivan’s teaching to her own theory, 
which nurses still use today in practice. Peplau viewed the nurse-
patient relationship as representative of the patient’s relationship 
with other important people in their life (husband, wife, mother, 
father, etc.). By analyzing the dynamic between the self and 
the patient, the nurse draws inferences about how the patient 
interacts with others and helps the patient to develop insight 
into these behaviors to promote change. Furthermore, Peplau 
applied Sullivan’s views on anxiety as a driving force behind 
behaviors and related these views to nursing practice and a 
patient’s ability to perceive and learn. For example, mild anxiety 
promotes learning, whereas severe or panic levels of anxiety 
prevent learning and distort perceptions (Keltner, 2014, p. 87).

From her own research, Peplau developed the therapeutic 
model of the nurse-patient relationship and introduced this in 
1952 in her book entitled Interpersonal Relations in Nursing: 
A Conceptual Frame of Reference for Psychodynamic Nursing. 
Today, this framework is relevant as a basis of nurse-patient 
relationships. The nurse performs several roles while engaged 
in the relationship, including advocate, teacher, role model, 
and healer. Peplau saw these roles as significant in each phase 
of the nurse-patient relationship, all of which overlap and work 
together to facilitate interventions. There are traditionally three 
phases in the therapeutic relationship: the initiation (orientation) 
phase, the working phase, and the termination phase (Edberg, 
Nordmark, & Hallberg, 1995). Peplau (1952) identified five 
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phases: orientation, identification, exploitation, resolution, and 
termination.
In the orientation phase, the nurse establishes rapport and 
begins to discuss the parameters of the relationship. The nurse 
also collaborates with the patient to identify the problem and 
extent of intervention needed, and how the patient and the 
nurse will work together to find solutions (Jones & Bartlett 
Learning, n.d.). Here the nurse can discuss confidentiality 
while developing the plan of care. The nurse will also address 
termination of the relationship. This involves informing the 
patient that the interactions will take place over a specific 
period. This helps the patient plan for the termination phase 
so that complications are less likely to arise when the nurse-
patient relationship ends. An example of an orientation-phase 
introduction is:

Good morning, Mr. Jamison. I am Chris and I will be your 
nurse while you are a patient. I would like to arrange a time 
to meet this morning to discuss how we will work together 
to develop the plan of care for the next week. Together 
we will develop strategies to manage your depression and 
we will continue to meet daily to evaluate what you have 
accomplished before you are discharged.

In the working phase, identification, exploitation, and resolution 
take place. During identification, the patient begins to identify 
with the nurse independently, dependently, or interdependently 
(Jones & Bartlett Learning, n.d.). It is during identification that 
the nurse reinforces the understanding of the meaning of the 
patient’s situation (Jones & Bartlett Learning, n.d.). During 
exploitation, the patient utilizes the nurse’s services based on 
personal needs, and once needs are resolved during resolution, 
mature goals emerge (Jones & Bartlett Learning, n.d.). During 
this working phase, the patient can practice new techniques 
or behaviors to manage thoughts, feelings, and behaviors that 
have contributed to their symptoms and created problems 
in relationships, occupational functioning, or interpersonal 
well-being. These skills and strategies can be practiced within 

the safety of the inpatient, partial hospital, or outpatient 
environment. The nurse helps to promote problem-solving skills, 
self-esteem, and behavioral changes. Unconscious thoughts 
and behaviors may arise in the working phase. It is important 
to address lingering or past issues to aid in the resolution of 
present symptoms. The patient learns about self, develops 
coping mechanisms, and tests new behaviors. During this phase, 
transference and countertransference often occur. Transference 
takes place when the patient unconsciously displaces 
feelings for another onto the nurse (Boyd, 2018). Likewise, 
countertransference can occur when the nurse’s emotions may 
also be displaced onto the patient (Boyd, 2018). The nurse’s self-
awareness and ability to maintain healthy boundaries and remain 
patient focused are important elements of the nurse-patient 
relationship.
The termination phase is the final phase of the relationship. 
In this phase, the nurse and the patient discuss the goals and 
outcomes achieved, review coping skills, and determine how to 
incorporate new behaviors into life outside of the facility. Closure 
of the relationship occurs so that the patient and the nurse can 
move forward. However, this phase can elicit strong emotions 
of loss or abandonment. For the nurse, feelings of guilt can 
arise if the patient has not met all goals. It is not appropriate for 
the nurse to meet with the patient once discharged. The nurse 
can plan for discharge by recalling successes achieved with the 
patient and taking pride in helping the patient gain positive 
outcomes to date. The patient may experience feelings of 
abandonment which may be revealed in behavior or emotions. 
For example, the patient may avoid signing necessary papers 
or have sudden outbursts. The nurse may need to discuss the 
importance of the termination phase with the patient, help 
redirect the patient to reflect on successes achieved while 
working together, and refer the patient to the next level of care, 
if appropriate (https://psychscenehub.com/psychinsights/ten-
point-guide-to-mental-state-examination-mse-in-psychiatry/).

THERAPEUTIC COMMUNICATION
Therapeutic communication and the therapeutic relationship 
are a significant part of mental health nursing. Hildegard Peplau 
reiterated this sentiment in her work many times, stating that 
understanding was central to the nurse-patient relationship 
(Ramesh, 2013). Therapeutic communication differs from social 
communication in that patient goals are the central focus of 
the interaction. The goal may be to solve a problem, examine 
self-defeating behaviors, or promote self-care. Additionally, 
therapeutic communication involves active listening and 
responding in a way that creates rapport and moves the patient 
toward the end goal.
Therapeutic communication involves trust, boundaries, empathy, 
genuineness, and respect for the patient, regardless of the 
patient’s condition (Halter, 2018; Morgan & Townsend, 2019). 
Sometimes, recognizing an individual’s behaviors and making 
statements can add to the assessment data and provide insight 
into the patient’s current state. An example is “I notice you are 
pacing more today.” Allow the patient to respond. Remember 
that no response from an individual provides further insight into 
the individual’s state of mind. 
One important aspect of therapeutic communication is the 
therapeutic use of self. This is when the nurse uses self-
disclosure in a goal-oriented manner to promote trust and teach 
the patient how to view the feelings or actions of others (Riley, 
2015). Use of self, however, should not reveal personal details. 
Effective use of self involves self-reflection, self-awareness, 
and self-knowledge. As in any nurse-patient interaction, it 
is important to remain objective and nonjudgmental while 
considering the patient’s needs. Nonverbal communication 
can tell the nurse a lot about the patient. Awareness of how 
the patient gestures or moves while conversing is vital in 
determining verbal/nonverbal congruence. Sitting across from 

the patient with an open stance demonstrates openness and a 
willingness to listen. An angled position or sitting side by side 
can promote comfort. Additionally, the doorway should never 
be blocked; this promotes safety as well as prevents the patient 
from feeling trapped or confined (Boyd, 2018). 
A general opening, such as asking how the patient slept, can help 
facilitate the conversation. Gradually start asking open-ended 
questions to encourage the patient to engage, such as “Tell me 
a little about what has been going on.” If anxiety or nervousness 
is observed, the nurse may need to step back and alter the 
questions or provide encouraging statements such as go on or tell 
me more about that. Those types of statements confirm that the 
nurse is listening and is open to knowing more about the topic. 
Why questions can be perceived as challenging and judgmental 
(e.g., “Why would you do that?”). Reword the question so that 
the patient can answer without feeling belittled or betrayed. It 
is important to get as much of the patient’s history as possible. 
However, this may be difficult if the patient has severe symptoms 
that may limit their ability to carry on a conversation. In that case, 
observation will take precedence in the interview. 
Samples of therapeutic and nontherapeutic communication 
techniques are provided in Table 1. Therapeutic and 
nontherapeutic communication techniques. Each of these 
techniques will elicit responses that give the nurse insight into the 
patient’s thoughts and emotions (Boyd, 2018). Use open-ended 
questions so that the patient can respond with more than a yes or 
no answer. Give the patient enough time to answer the question 
as well. Avoid using jargon or medical terminology (https://
publichealth.tulane.edu/blog/communication-in-healthcare/).
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Table 1. Therapeutic And Nontherapeutic Communication Techniques

Therapeutic Example
Open-ended question “How are you feeling?”

Offering self “I’ll sit here with you for a while.”

Giving general leads “Go on … you were saying.”

Silence Sitting quietly.

Active listening Leaning forward, making eye contact, and being attentive.

Restating “So, what you’re saying is …”

Clarification “I don’t quite understand. Could you explain …”

Making observations “I notice that you shake when you say that.”

Reflecting feelings “You seem sad.”

Encouraging comparisons “How did you handle this situation before?”

Interpreting “It sounds like what you mean is …”

Nontherapeutic Example
Closed-ended question “Did you do this?”

Challenging “Just what do you mean by that, huh?”

Arguing “No. That’s not true.”

Not listening Body turned away, poor eye contact.

Changing the subject (Patient states he is sad.) “Where do you work?”

Being superficial “I’m sure things will turn out just fine!”

Being sarcastic “Well, that’s not important or anything. Not!”

Using clichés “All’s well that ends well.”

Being flippant “I wouldn’t worry about it.”

Showing disapproval “That was a bad thing to do.”

Ignoring the patient “Did anyone see the news today?”

Making false promises “I’ll make the doctor listen to you!”

(Boyd, 2018)

During the evaluative process, the nurse will assess the use of 
defense mechanisms that may indicate the need for ongoing 
revision of the plan of care. Consistent evaluation of goals and 
progress is integral for successful nursing care of the patient 
with a psychiatric-mental health disorder. Sigmund Freud, the 
grandfather of psychotherapy, believed that most psychiatric 
disturbances arise out of childhood experiences and the way 
human beings respond to their environment, and are based 
on unconscious drives or motivations (Halter, 2018). Freudian 
therapy, developed in 1936 and referred to as psychoanalysis, 
attempts to bring the unconscious into consciousness to allow 
individuals to work through past issues and develop insight 
into present behaviors. Although classic psychoanalysis as 
developed by Freud is rarely used today, Freud’s understanding 
of anxiety as well as the unconscious mind are significant drivers 
in understanding the human response with defense mechanisms 
(Halter, 2018). 

Any behavior or psychological strategies employed (often 
unconsciously) to protect a person (the real self or 'ego') from 
discomfort, uncomfortable emotions, anxiety, or tension that 
may result from unacceptable thoughts or feelings is considered 
a defense mechanism. Most individuals use defense mechanisms 
from time to time, but problems may occur when they are 
used exclusively or in place of healthier coping mechanisms. 
Therefore, recognition and nursing interventions focused on 
adaptive coping strategies should be implemented before 
working to replace the person's usual defense mechanisms. 
Defense mechanisms are behaviors that an individual uses to 
deal with stressors. Defense mechanisms can be beneficial and 
protective for the patient, or they can be counterproductive and 
maladaptive. Table 2. Defense mechanisms provides an overview 
of commonly utilized defense mechanisms; a brief discussion of 
some of these defense mechanisms follows (https://www.ncbi.
nlm.nih.gov/books/NBK559106/)
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Table 2. Defense Mechanisms  
Defense Mechanism Definition Example
Repression Involuntarily forgetting painful events. A woman who was sexually abused as a child cannot 

remember that it occurred.

Suppression Voluntarily refusing to remember events. An emergency room nurse refuses to think about the 
child who is dying from injuries sustained in an auto 
accident.

Denial Refusing to admit certain things to oneself. An alcoholic man refuses to believe that he has a 
problem, in spite of evidence otherwise.

Rationalization Trying to prove one’s actions are justifiable. A student insists that poor academic advice is the reason 
he cannot graduate on time.

Intellectualization Using logic without feelings. A father analyzes why his son is depressed without 
expressing any emotions of concern.

Identification Attempting to model one’s self after an admired 
other.

An adolescent tries to look and dress like his favorite 
musician to feel stronger and more in control.

Displacement Discharging pent-up feelings (usually anger) on 
another.

A child who is yelled at by her parents goes outside and 
kicks the dog.

Projection Blaming someone else for one’s thoughts or 
feelings.

A jealous man states that his wife is at fault for his abuse 
of her.

Dissociation Unconsciously separating painful feelings and 
thoughts from awareness.

A rape victim “goes numb” and feels like she is floating 
outside of her body.

Regression Returning to an earlier developmental level. A 7-year-old child starts talking like a baby after the birth 
of a sibling.

Compensation Covering up for a weakness by overemphasizing 
another trait.

A skinny, nonathletic child becomes a chess champion.

Reaction formation Acting exactly opposite to an unconscious 
desire or drive.

A man acts homophobic when he secretly believes he is 
gay.

Introjection Taking on values, qualities, and traits of others. A 12-year-old girl acts like her teacher when the teacher 
is out of the room.

Sublimation Channeling unacceptable drives into acceptable 
outlets.

An angry woman joins a martial arts club and takes 
lessons.

Conversion Converting psychiatric conflict into physical 
symptoms.

A lonely, elderly woman develops vague aches and pains 
all over.

Undoing Trying to counteract or make up for something. A man who yells at his boss sends her flowers the next 
day to “make up.”

(Boyd, 2018)

Denial
Denial indicates an inability to believe or act on some type of 
news or information. This may be attributed to unconscious 
forces that override a person’s rational thoughts or the premise 
that changing a behavior is more difficult and anxiety provoking 
than continuing the behavior. For example, a man with lung 
cancer may continue to smoke because quitting smoking may 
mean acknowledging a life-threatening illness, or a woman with 
alcoholism may continue to drink to avoid facing a dysfunctional 

marriage. Denial provides protection by allowing the psyche 
to slowly grasp traumatic events (e.g., death of a loved one), 
but it becomes maladaptive when the person can’t move on. 
Understanding denial as a psychological process is important, 
especially when it may seem that a patient is not adhering to a 
plan of care (https://www.ncbi.nlm.nih.gov/books/NBK559106/).

Repression and suppression
Repression and suppression are defense mechanisms that 
are commonly confused with each other. In repression, a 
person cannot voluntarily recall a traumatic event such as a 
rape or terrorist attack (Halter, 2018). Only through therapy 
and sometimes hypnosis can the memories start to painfully 
resurface; when they do, the event will be as acutely distressful 

as if it had just happened. In suppression, a person chooses to 
ignore or forget painful events; however, when queried, they can 
instantly recall them (Halter, 2018). This can be very productive 
for the nurse in an emergency, when they are able to temporarily 
push aside personal feelings and reactions to deal with the crisis 
at hand (https://www.ncbi.nlm.nih.gov/books/NBK559106/).

Displacement
Displacement occurs in our everyday lives. For example, when 
a person has a bad day at work and goes home and takes it out 
on their spouse or children, displacement has occurred as the 
person has shifted their feelings away from the intended object 
(job, boss, etc.) and onto an innocent and unsuspecting other. 

Displacement can be the defense mechanism behind anger 
outbursts such as road rage (https://www.ncbi.nlm.nih.gov/
books/NBK559106/).
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Rationalizing
Rationalizing is the attempt to explain away situations while 
not taking responsibility for one’s own actions. A senator who 
is arrested for taking gifts or money from lobbyists may try to 

rationalize this behavior by saying, everyone does it, or that’s 
the way you get business done (https://www.ncbi.nlm.nih.gov/
books/NBK559106/).

Identification
An adolescent who tries to emulate a respected authority figure 
is using identification. Identifying with others and trying to 
be like them is adaptive and useful when the role model is a 
positive influence (e.g., father, mother, minister), but it can be 
very maladaptive when the role model is a negative influence 
(e.g., gang leader, rock star with drug problems). The psychiatric 
nurse who understands the various defense mechanisms patients 
in emotional distress use will be able to develop a treatment 
plan that addresses the use of defense mechanisms and presents 
alternatives that are more conducive to mental health and 

improved quality of life (https://www.ncbi.nlm.nih.gov/books/
NBK559106/).

Self-Assessment Quiz Question #3
Which best describes the meaning of defense mechanisms?
a. Behaviors used to deal with stressors.
b. False sensory perceptions.
c. Beliefs that lack substantiation.
d. Overall emotional state.

THERAPEUTIC APPROACHES IN MENTAL HEALTH
Milieu therapy
The word milieu means surroundings or environment; milieu 
therapy is also referred to as therapeutic community. Milieu 
therapy is a structuring of the environment in order to affect 
behavioral changes and improve the psychological health and 
functioning of the individual. The goal of milieu therapy is to 
manipulate the environment so that all aspects of a patient’s 
hospital environment are considered therapeutic (Townsend, 
2019). Within this setting, the patient is expected to learn 
adaptive coping, interaction, and relationship skills that can be 
generalized to other aspects of the patient’s life. Although milieu 
therapy was originally developed for patients in the inpatient 
setting, these principles have been adapted for a variety of 
outpatient settings (https://easpublisher.com/media/articles/
EASJNM_22_129-135.pdf)
Care of patients in the therapeutic milieu is directed by an 
interdisciplinary treatment team, but overall management is the 
responsibility of the nurse. The initial assessment is made by 
the nurse or psychiatrist and the comprehensive treatment is 
developed by the treatment team. Basic assumptions of milieu 
therapy include the opportunity for therapeutic intervention, 
the powerful use of peer pressure within the environment, and 
inappropriate behavior can be addressed as it occurs (Boyd, 2018).
There are certain conditions that promote a therapeutic community. 
1. The patient is protected from injury from self or others.
2. The patient’s physical needs are met.
3. Programming is structured, and routines are encouraged.
4. Staff members remain relatively consistent.
5. Emphasis is placed on social interaction among patients 

and staff.
6. Decision-making authority is clearly defined.
7. The patient is respected as an individual and is encouraged 

to express emotion
8. The patient is afforded opportunities for freedom of choice.
9. The environment provides opportunities for testing new 

behaviors. 
(Townsend, 2019;  
https://currentnursing.com/pn/milieu_therapy.html)

It is understood that basic physiologic needs are fulfilled, and 
safety is paramount. Within this environment, a democratic 
self-government exists through community group participation. 
This promotes member interaction and communication. The 
therapeutic milieu provides structure and consistent limit 
setting at a time when individuals need it the most. These 
elements provide an assessment of the patient’s progress 
toward treatment goals. The nurse assumes responsibility for 
the overall management of the therapeutic milieu including 
assessment, safety and limit setting, medication administration, 
and education. 
 Effects of the environment can easily be understood by thinking 
about common events in one’s own life. Going to a party may 
evoke a sense of festivity, joy, and excitement; going to a funeral 
can cause somber feelings of sadness; when walking into a 
quiet library, a person may feel the need to whisper and walk 
softly; and a starkly painted, tiled hospital room may lead us to 
feel fearful, anonymous, or disengaged. Even schools reflect 
environmental or milieu manipulation and effects (consider a 
Montessori-style school compared with a stricter military school). 
Inpatient psychiatric settings and residential settings are the 
most common places in which milieu therapy occurs. A patient 
who is disorganized, paranoid, or agitated responds better to an 
environment that is calm, well structured, and predictable, with 
staff persons who are pleasant in nature but consistent, directive, 
and firm.

Self-Assessment Quiz Question #4
The nurse is explaining milieu therapy to a group of students. 
What is the primary role of the nurse in milieu therapy?
a. Conducts individual, group and family therapy
b. Directs drama that portrays real life situations
c. Assumes responsibility for management of milieu
d. Focuses on rehabilitation and vocational training

Group therapy 
Irvin Yalom, MD, has been highly influential in the development 
of group therapy. Dr. Yalom’s first book, The Theory and Practice 
of Group Psychotherapy (1970), became a foundational text for 
many psychotherapists and advanced practice nurses interested 
in group therapy. Dr. Yalom postulated that when individuals 
are grouped together, certain characteristics of the individuals 
will emerge that are reflective of family-of-origin and childhood 
issues (1970). In therapy sessions with groups of people, these 
negative or destructive childhood events can be reworked and 
reframed, leading to healthier adult coping responses while the 
group members develop identities and go through phases.

In a counseling group setting, members can discuss stressors 
in a safe environment. The group often provides a sense of 
community and the feeling that the individual is not alone in 
dealing with their problems (Corey, Corey, & Corey, 2013). Dr. 
Yalom termed this concept universality (Yalom & Leszcz, 2014). 
Thus, universality, or the camaraderie sense of we are all in this 
together, serves to encourage trust and move the group into 
productivity. Individual group members grow and develop self-
awareness through the relationships developed and feedback 
gathered from those around them (Corey et al., 2013).
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Yalom’s stages include orientation, conflict development, 
cohesion, and working (Yalom & Leszcz, 2014). There are many 
other theories regarding groups; although they may differ in 
certain ways, they all show how the group forms interpersonal 
relationships cohesively. The group leader recognizes what 
phase the group is in and helps facilitate progression toward the 
group’s goals.

The best size for a therapy group is usually 6 to 12 members 
(Boyd, 2018). In larger groups, some members may be ignored 
or can more easily avoid participation. In smaller groups, the 
gatherings can turn into a series of individual therapy sessions 
with the group leader while everyone else watches. Training in 
facilitation of therapy groups is standard in graduate programs 
for advanced practice nurses, psychiatric and psychological 
master’s programs, and clinical doctoral programs.

Psychoeducational groups 
Psychiatric nurses are often responsible for facilitating 
psychoeducational groups in mental health settings, where 
there is a defined group leader and specific content or topics 
to be discussed. Topics are frequently based on developing 
skills important to daily living and maximizing the quality of 
life. Some topic examples include strategic management of 
symptoms, medication education, coping with stress, and 
relapse prevention. Psychoeducational groups emphasize group 
member interaction and participation, but they also emphasize 
learning new behaviors. The facilitator may organize hands-on 

activities and sometimes give homework assignments. Other 
non-nursing personnel may conduct psychoeducational groups; 
however, psychiatric nurses are in a unique position based 
on their education, training, and holistic approaches, to help 
bridge the gap between patients’ physical and mental health. 
Psychoeducational groups may be larger than strictly therapeutic 
groups, although larger groups can be difficult to manage 
depending upon the personality mix of those attending (https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC7001357/).

Cognitive-behavioral therapy (Individual therapy)
Cognitive-behavioral therapy (CBT), pioneered by Aaron Beck 
(1967) and Albert Ellis (1973), focused on the relationship 
between a patient’s perceptions about events and the resultant 
feelings and behaviors. This cycle of thoughts that influence 
feelings and behaviors is demonstrated in this example:

Imagine you are driving down the interstate at 75 miles per 
hour. You check your rear-view mirror and see the flashing 
lights of a state trooper. Knowing that you are driving over 
the speed limit, you are certain you will be pulled over and 
given a traffic ticket. You think of the two glasses of wine 
you just consumed with dinner. “What if my blood alcohol 
level is too high? I can’t be arrested! I would lose my job! 
They’ll take away my nursing license!” Your palms get 
sweaty and your heart starts to race. Barely able to contain 
your panic, you swerve quickly into the right-hand lane 
without signaling and cut off a car coming up behind you. 
The car honks, you pull onto the shoulder, and finally stop. 
In dread, you look out the window for the trooper, who 
drives past you down the highway.

In this example, the driver’s thoughts of breaking the law by 
speeding and getting arrested for drunk driving cause the driver 
to feel anxious and panic, which results in erratic behavior and 
nearly causes an accident. Now consider this example:

Imagine yourself driving down the interstate. You check 
your mirror and see the flashing lights of a state trooper. 
You know you’re driving over the speed limit, but so are 
many drivers around you. You think of the two glasses of 
wine you had with dinner, but you did eat a large portion 
and you don’t feel drowsy – besides, that was several hours 
ago. You determine that the state trooper must be on the 
way to the scene of a crime or accident, so you signal a 
right turn, check your mirrors, and carefully pull over onto 
the shoulder of the road. The state trooper drives past you 
and you continue your journey.

CBT is based on the supposition that behaviors are a result of 
distorted thinking about situations (Yalom & Leszcz, 2014). These 
distortions can take the shape of catastrophizing, which involves 
thinking that the worst that can possibly happen will happen 
or has happened; perceiving threats where none exist; thinking 
only of negative outcomes; or making over-generalizations. 
In anxiety disorders, fear is the driving force for distorted 
thoughts. These distorted thoughts impact feelings and lead to 
behaviors such as situational avoidance where objects or places 
may become a self-reinforcing behavior as the person has no 
additional life experience to combat the distorted thinking. 
Cognitive restructuring is used to help the patient examine 

their beliefs in more detail and to break down the resultant 
feelings and behaviors into A (antecedent), B (behavior), and C 
(consequence). 

Exposure is a CBT technique that provokes the patient’s 
anxiety over a feared idea or object in a controlled, supportive 
environment (Boyd, 2018). A person afraid of heights might be 
asked to work toward standing on a footstool for a minute or 
two in the clinician’s office. Gradual exposure to the situation 
allows the patient to systematically desensitize to the stressor 
with tools to manage thoughts and feelings that arise when 
confronted with the feared stimulus. Flooding exposes the 
patient to the stressful object or idea all at once; although this 
technique can be used, trained clinicians should judiciously use 
it as it may produce panic symptoms. Skills training may also be 
employed in CBT. This specifically trains the individual based 
on their needs. Cognitive-behavioral techniques are useful with 
most psychiatric conditions and mental health states to improve 
mental flexibility and resilience, moving the person towards 
health on the health-illness continuum. Helping the patient to 
identify beliefs (true or false) about situations enables the patient 
to challenge the beliefs that are detrimental to recovery (McKay 
et al., 2015). Psychiatric nurses of all levels can utilize the basic 
skills of CBT in teaching their patients how to reframe distorted 
thoughts that lead to emotional turmoil and erratic behaviors.
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Family therapy (Social theory)
Individuals with psychiatric, mental health, or behavioral 
problems often live in a family environment. Children and 
adolescents are still part of the family unit although the nature 
of “family” may differ in situations concerning foster care or 
residential treatment centers. Adults may live alone or with 
others, be married or single, and live with or without children 
of their own. Even adults who live alone often have significant 
family relationships with parents, children, or others. The concept 
of “family” is identified by the patient but usually involves other 
persons with whom the patient interacts on a frequent basis and 
in whom the patient has significant emotional investment.
Family therapy is based within the understanding that, although 
there is an identified patient, problems may arise out of 
dysfunctions within the system because the family is a unit 
and problems are relational to each other (Friedman, Bowden, 
& Jones, 2003; Sexton & Alexander, 2015). Family therapies 
focus on strengths of the individual patient and the family as 
a basis for treatment. Understanding how the family functions 
and relates to one another helps contribute information that 
is helpful in the development of a plan of care. Family therapy 

is complex, and master’s or doctorate-level clinicians should 
be utilized for this type of intense treatment. The Commission 
on Accreditation for Marriage and Family Therapy Education 
(COAMFTE) offers specialized accreditation to marriage and 
family therapy programs; this encourages programs to continue 
monitoring and maintaining their rigor and development and 
demonstrates that programs are meeting industry standards and 
their own objectives (COAMFTE, n.d.)
Treating the family via emotional or cognitive methods 
allows problems to be addressed within the family dynamic; 
treating the patient apart from his or her family alone will not 
correct these systemic problems, and relapse is likely (Sexton 
& Alexander, 2015). Cognitive awareness (as in CBT) helps 
individuals and families recognize the cyclic nature of thoughts 
creating feelings, which create behaviors, which reinforce 
thoughts, and which continue circularly. Addressing this from a 
systems nature allows all members of the family unit to explore 
their role within this continuum and work toward healthier 
interactions simultaneously.

Community support groups (Social theory)
Many community support groups exist to help individuals who 
are experiencing specific mental health problems. Groups 
exist for gambling addiction, rape and sexual abuse support, 
bipolar disorder, depression, grief and bereavement, suicide, 
attention deficit disorder, PTSD,  substance abuse, and many 
more. Support groups differ from therapy groups in several 
important ways. Support groups are a network of members with 
similar traits or characteristics; support groups are leaderless 
– they may have a nominated leader, but that person is also a 
victim or patient and a group member; support groups are not 
managed by a healthcare professional; support groups are free 
or have minimal cost; support groups may meet less frequently 
than therapy groups but for a longer period of time (years to 
indefinitely); and support groups are usually self-sustaining. If 
members lose interest, the group can’t find a place to meet, 
or membership wanes, then the group may end (https://www.
frontiersin.org/articles/10.3389/fpsyt.2021.714181/full).

The National Alliance on Mental Illness (NAMI) is the nation’s 
largest grassroots support organization for families and persons 
affected by mental illness. Established in 1979, NAMI is a 
powerful lobbying force in Washington, DC, with affiliates in 
every state and more than 1,100 communities across the country. 
NAMI focuses on fighting against the stigma associated with 
mental illness and provides support for families and patients with 
psychiatric illnesses.

Self-Assessment Quiz Question #5
Which of the following is considered a support group?
a.  Cognitive behavioral therapy.
b. Alcoholics Anonymous.
c. Family therapy.
d. Medication education.

BRAIN ANATOMY AND PHYSIOLOGY 
Within the brain, several areas influence behaviors and are 
related to psychiatric-mental health disorders, such as the areas 
involved in mood, anger, and thoughts. Therefore, it is important 
for nurses to understand how the brain regulates mood 
and behaviors. The cortex, the outer surface of the brain, is 
associated with rational thinking (Halter, 2018). The orbitofrontal 
cortex, which is in the forehead, regulates sympathetic and 
parasympathetic signals and houses the executive functions 
(Norris, 2019). Examples of executive functions include decision 
making, organizing, and determining right from wrong. 
Additionally, the cortex is adjacent to other areas of the brain, 
connecting rational thought to mood.
Several other areas of the brain also have a role in psychiatric-
mental health disorders. The frontal lobe, for example, is heavily 
involved in decision making. The parietal lobe integrates 
sensory and motor information. The occipital cortex is the vision 
center. The cerebellum works to create muscle tone, posture, 

and coordination. The temporal lobe is involved with memory, 
smells, sounds, and language. The hypothalamus regulates body 
temperature and metabolism, and research suggests that it plays 
a role in emotions. The pituitary gland regulates hormones, and 
the brainstem controls basic vital functions such as respiratory 
rate, heart rate, reflexes, and movement (Norris, 2019).
The limbic system, which is involved in emotions, has a central 
role in psychiatric-mental health disorders. The limbic system 
contains the amygdala, which regulates mood and emotions 
such as anger; the hippocampus, which regulates memory; and 
the anterior cingulate, which regulates sensations (Norris, 2019; 
Stahl, 2020). These areas all work together to compose emotions 
and the body’s responses to emotions. There are millions of 
connections among these areas. These connections, or pathways 
of electrical impulses, allow parts of the brain to communicate 
with one another and respond to stimuli.

NEUROTRANSMITTERS
The presynaptic area located at one end of each neuron 
holds neurotransmitters. A neurotransmitter is a chemical that 
carries a message to another neuron. An electrical charge, 
usually powered by a sodium-potassium channel, causes a 
reaction from one end of the neuron to the other, releasing 
the neurotransmitter into the synapse like a gun firing (Norris, 
2019; Stahl, 2020). The neurotransmitter then crosses the space 
or synapse between the neurons and attaches to a specific 
receptor on the postsynaptic cell. Once the neurotransmitter 
has delivered the message to the postsynaptic cell, it is 

released back into the synapse (Stahl, 2020). Once released, 
the neurotransmitter can be destroyed by specific enzymes or 
be taken back into the presynaptic area by a process called 
reuptake (Stahl, 2020).
Psychiatric-mental health treatment is based on enabling 
neurotransmitters with messages to attach to the postsynaptic 
neurons (Stahl, 2020). Each neurotransmitter attaches to a 
receptor like a key fitting into a lock. This causes a reaction in 
the neuron referred to as a second messenger system. These 



EliteLearning.com/Nursing  Page 68Book Code: ANCCTX2023

exchanges must happen several times before the goal of change 
in the neurons and brain occurs. Sometimes a message gets 
lost or is incorrectly transmitted. This can lead to emotional 
dysregulation and psychiatric symptoms (Stahl, 2020).

Dopamine, serotonin, and norepinephrine are the most 
important neurotransmitters in mental health. In addition, two 
amino acids, gamma-aminobutyric acid and glutamate, have a 
role in psychiatric-mental health, with each having its own effect 
on mood and behavior.

Dopamine
Dopamine is a neurotransmitter associated with psychosis 
and influences several areas of the brain. Dopamine regulates 
movement and coordination, emotions, and decision making. 
Decreased levels of dopamine can cause Parkinson’s disease. 
Conversely, increased levels can lead to schizophrenia or mania 

(Stahl, 2020). Dopamine also stimulates the hypothalamus 
to release sex, thyroid, and adrenal hormones (Stahl, 2020). 
Antipsychotic medications aim to decrease symptoms of 
psychosis by enhancing the impact of dopamine on the 
postsynaptic cells.

Serotonin
Serotonin is a neurotransmitter found in the limbic system, 
the brain cortex, and the stomach. Research suggests that low 
levels of serotonin are implicated in depression, whereas excess 
levels have a role in anxiety, mania, aggression, and possibly 
schizophrenia. Serotonin is also associated with appetite, mood, 

aggression, libido, sleep, and arousal, as well as perception of 
pain (Stahl, 2020). Medications that support serotonin are the 
first line of action against depression and are components of 
some antipsychotic medications.

Norepinephrine
Norepinephrine is a neurotransmitter found in various parts of 
the brain and the brainstem. Norepinephrine regulates mood, 
cognition, perception, sleep, arousal, and cardiovascular status 
(Stahl, 2020). Excess levels can trigger a fight-or-flight response 
and long-term elevations are associated with mania and anxiety. 

When norepinephrine is depleted, depression can occur. 
Research suggests that norepinephrine plays a role in the chronic 
pain that can accompany depression. Medications that increase 
the messages or actions of receptors that involve norepinephrine 
are usually antidepressants.

Gamma-Aminobutyric Acid
Gamma-aminobutyric acid (GABA), an amino acid, is an 
inhibitory protein. It is concentrated in the frontal and temporal 
lobes of the brain, where it slows down activity. GABA works 
like a light switch, turning on and off other excitatory molecules 

(Stahl, 2020). When there is not enough GABA in the brain, 
anxiety can occur. Medications such as benzodiazepines aim to 
increase levels of GABA to slow down the brain activity involved 
in, for example, panic attacks and anxiety.

Glutamate
Glutamate is an excitatory amino acid that functions to open 
the calcium channel so that neurons fire faster (Stahl, 2020). 
This causes excitement in the brain. Researchers are currently 
investigating the role of glutamate in ADHD, anxiety disorders, 
depression, mania, and mood disorders (Stahl, 2020).

Self-Assessment Quiz Question #6
Dopamine is responsible for which of these symptoms?
a. Sleep.
b. Psychosis.
c. Arousal.
d. Catatonia.

PSYCHOPHARMACOLOGY AND THE BRAIN
Typically, medications that treat psychiatric-mental health 
disorders work by either increasing or decreasing the activity 
of neurotransmitter receptor systems in several ways (Stahl, 
2020). For example, benzodiazepines aim to slow down brain 
activity, thus reducing anxiety, by increasing levels of GABA. It is 
important to remember that the change in the neurotransmitter 
system either facilitates or inhibits different functions in the brain. 
Medications can have a single specific target, such as serotonin 
reuptake inhibitors, or they can target multiple transporters, such 
as serotonin and norepinephrine reuptake inhibitors.
Simply stated, psychiatric medications block receptors or 
increase the number of neurotransmitters available for use, thus 
changing the message at the postsynaptic site. For example, 
consider a patient with depression who takes a selective 
serotonin reuptake inhibitor (SSRI). The medication increases 
the serotonin in the synapse, making more serotonin available 

for the receptors (Stahl, 2020). The message is sent via the 
postsynaptic cell and a second messenger to change the cell. 
The result is a decrease in depressed mood. Note that it might 
take several weeks of changes to this system for the desired 
health outcome to occur (Stahl, 2020).
Because neurons and the messages they carry are interrelated, 
even medications that target only one neurotransmitter can 
affect other neurotransmitters and messages. These alterations 
can cause changes in basic drives, sleep patterns, body 
movements, and autonomic functions (Stahl, 2020). These are 
side effects of medications affecting neurotransmission. For 
example, several psychotropic medications have the side effect 
of drowsiness. This occurs because the medication affects 
more than one neurotransmitter and message. Side effects are 
often the result of unintended changes in the neurotransmitter 
systems.

Classifications in psychopharmacology
Medications play a role in the treatment of nearly every 
psychiatric condition. For the purposes of this course, 
psychotropic medications are classified into seven broad 
categories: antidepressants, anti-anxiety agents (also called 
anxiolytics), antipsychotics and their “partners” anticholinergics 
(used to reverse some side effects), mood stabilizers, sedative-

hypnotics, psychostimulants, and miscellaneous medications 
designed to reduce or prevent alcohol or drug dependence, 
including nicotine dependence (Stahl, 2021)
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Complementary and alternative therapies in mental health
Herbals and dietary supplements have gained interest in 
Western cultures as people search for natural remedies. Many 
people feel that natural herbal remedies are healthier and 
safer overall than pharmaceutical drugs. The Food and Drug 
Administration (FDA) considers herbal supplements, vitamins, 
and other dietary supplements to be food sources and, as 
such, only monitors information on the product’s label and 
does not regulate their manufacturing or usage. This can result 
in wide variances in the amount of active ingredient that may 
be available in a certain product; some products have even 
been found to contain no active ingredients after undergoing 
laboratory evaluation. Some herbal supplements have been 
used in the treatment of mental health conditions, as these 
products are available over the counter in many stores. Patients 
may seek information available on the Internet and then choose 
supplements based upon their understanding. The nurse 
should always assess the use of herbal and other supplements 
and educate patients about known mechanisms of action, side 
effects, and possible interactions with pharmaceutical drugs. It 
is important to review available research regarding supplements 
and use this evidence when providing patient education. The 
role of certain natural herbs in the treatment of psychiatric 
disorders is discussed below.
St. John’s wort (Hypericum perforatum) is derived from the St. 
John’s wort plant. It is primarily used to address depression. 
St. John’s wort is thought to affect serotonin and monoamine 
oxidase inhibitors in the brain, similar to antidepressants. There 
are numerous studies that demonstrate reports of drug-to-drug 
interactions in patients who used St. John’s wort while taking 
other medications (including prescribed antidepressants), so it is 
important that the nurse   teaches patients not to combine this 
supplement with other medication, as it may increase the risk for 
serotonin syndrome. 
Valerian root (Valeriana officinalis) is powdered and taken in a 
capsule form. It is believed to work on the gamma-aminobutyric 
acid (GABA) system to alleviate anxiety and treat insomnia. 
Valerian should not be taken with other central nervous 
system depressants (especially anesthetics, barbiturates, and 
benzodiazepines) because it can potentiate their effects. 
Side effects include headaches, uneasiness, dizziness, and, 
sometimes, excitability.
Kava kava (Piper methysticum) is a South Pacific oceanic 
herb with sedative, analgesic, and mild euphoria-inducing 
properties. Kava kava may act on GABA in a manner similar to 
benzodiazepines, and it does have drug-to-drug interaction 
effects with those products. Side effects of kava kava can include 
stomach disturbances, dizziness, and a temporary yellowing of 
the skin. A person with liver impairment or one who is a heavy 
alcohol user should never use kava kava because it has been 
linked with hepatotoxicity (Rivers, Xing, & Narayanapillai, 2016). 
Banned in some European countries, kava kava is still widely 
available for over the counter or Internet purchase in the United 
States, Australia, and New Zealand (Rivers et al., 2016).
Ginseng (Panax ginseng) is a stimulating herb that can produce 
energy similar to caffeine, meant to result in improved endurance 
and reduced fatigue. Jitteriness and nervousness can be side 
effects of this supplement, as can insomnia, hypertension, 
restlessness, and, possibly, mania.
Ginkgo biloba (Ginkgo biloba) has gained popularity for its 
theoretical ability to improve blood flow to the brain to promote 
alertness, mental sharpness, and memory; to treat fatigue and 
stress; and to improve endurance. Ginkgo biloba has antioxidant 
properties, reducing free radicals in the body that cause cellular 
death (Tulsulkar & Shah, 2013). Ginkgo biloba can interfere with 
blood clotting and reduce platelet action, leading to increases 
in bleeding times. It may interfere with anticoagulant therapy 
and should not be taken by patients with circulatory problems 
who are taking such medications such as Coumadin, Plavix, or 

aspirin. Side effects of ginkgo biloba include headaches, nausea, 
vomiting, stomach upset, and, occasionally, skin allergies (Izzo, 
Hoon-Kim, Radhakrishnan, & Williamson, 2016).
Chamomile preparations are often used in Europe to facilitate 
digestion, ease gas, and decrease cramping (Mahady, Wicks, & 
Bauer, 2017). It has been shown to be safe for children and is a 
first line of therapy in Germany for treating sensitive skin infants 
and young children (Mahady et al., 2017).
To address vitamin and mineral needs, a one-a-day multivitamin 
supplement for adults and a chewable daily supplement for 
children can be helpful. Iron deficiency is associated with fatigue 
and oral conditions such as stomatitis. Omega-3 fatty acids 
(fish oil, flaxseed oil) have shown positive benefits in treating 
behavioral problems (Bondi et al, 2014; Raine, Portnoy, Liu, 
Mahoomed, & Hibbeln, 2015). The fat-soluble vitamins A, D, 
and K can be dangerous in high doses. B-complex vitamins are 
associated with energy. Given with calcium, vitamin B6 has been 
shown to reduce premenstrual symptoms (Masoumi, Ataollahi, & 
Oshvandi, 2016). L-methylfolate (Deplin), a prescription medical 
food, is a derivative of folic acid (a B vitamin). It is a dietary 
supplement that has demonstrated effectiveness in enhancing 
the treatment of depression and is monitored by the FDA 
(Shelton, Manning, Barrentine, & Tipa, 2013).
Massage is the manipulation of the body’s soft tissues to 
promote circulation and relaxation. There are numerous types of 
massage techniques, varying from light touch to deep muscle 
work and from specific to generalized body parts. Swedish 
massage is meant to provide relaxation and increase circulation; 
Shiatsu massage, influenced by Chinese medicine, is used by a 
specialized practitioner who applies pressure to acupoints on the 
body with the intention of increasing the life flow (or Japanese 
ki; Halter, 2018).
Reflexology, also called zone therapy, is the application of 
massage or pressure to the hands and feet to alleviate distress 
in different parts of the body. The theory of reflexology is that all 
of the body is represented in areas in the hands and feet, and 
thus stimulating these trigger points can eliminate distress in 
the related body system(s) https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4624523/).
According to traditional Chinese medical theory, acupuncture 
points are situated along meridians (channels) in the body that 
align with a vital energy flow, the Qi (Halter, 2018). Illness or 
distress interrupts the Qi. Acupuncturists insert tiny filiform 
needles along the meridians to stimulate and readjust the 
energy flow. Practitioners diagnose which systems in the body 
are affected based on inspection, auscultation, olfactory senses, 
palpation, and taking a limited history of symptoms. Side effects 
to the treatment are generally mild and may include slight 
headaches, nausea, or pain in certain areas. In the Western 
hemisphere, a common use of acupuncture is for the treatment 
of pain (Halter, 2018 (https://www.sciencedirect.com/science/
article/pii/S2213422021000883?via%3Dihub).
Hypnosis is a technique that induces a deep relaxation and 
calm, trance-like state of mind. The patient’s focus of awareness 
becomes so restricted that external noise and distractions are no 
longer present in the conscious mind. Hypnotherapy is practiced 
by highly trained clinicians, often psychologists, to achieve 
certain therapeutic goals with the patient, such as recovering 
memories lost through the defense mechanism of repression, 
learning to be less anxious when faced with anxiety-provoking 
situations, or reducing or eliminating undesirable behavior 
such as smoking. The patient undergoing hypnotherapy 
must be relaxed and receptive to the procedure (https://
positivepsychology.com/hypnotherapy/).
Psychiatric nurses should familiarize themselves with the various 
modalities of psychotherapy, the medications used in the 
treatment of psychiatric illness, as well as the complementary 
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and alternative therapies and the various somatic therapies 
used in the treatment of psychiatric disorders. Psychiatric nurses 
provide psychoeducational services to patients and their families 
and should have a thorough understanding of the treatment 
modalities commonly used in psychiatric practice.

Self-Assessment Quiz Question #7
Which complementary alternative medicine interferes with 
anticoagulants?
a. Chamomile.
b. Ginseng.
c. Ginkgo biloba.
d. St. John’s wort.

Self-Assessment Quiz Question #8
Which complementary alternative medicine should be avoided 
in patients who report heavy alcohol use?
a. St. John’s Wort.
b. Ginseng.
c. Valerian root.
d. Kava kava.

OTHER THERAPIES IN MENTAL HEALTH
Electroconvulsive therapy
Mental health professionals once used ECT, introduced in 
the 1930s, to treat a broad range of psychiatric disturbances 
(George et al., 2020). With strong advances and refinements 
in the field, professionals may still use ECT to treat certain 
conditions such as severe depression (major depression), mania, 
or psychosis (George, et. al, 2020). To perform ECT, the patient 
is given a short-acting sedative, followed by a muscle relaxant. 
The muscle relaxant prevents tonic-clonic jerking of the body 
caused by seizure activity that, historically, was the cause of 
physical injuries to the patient. After the patient is anesthetized, 
electrodes are placed on the sides of their head and an 
electrical stimulus that is sufficient to trigger a seizure is given. 
Ideally, the seizure activity lasts about 15 seconds (Townsend, 
2014). Breathing is supported during the procedure by nurse 
anesthetists or anesthesiologists. The ECT session is repeated 

two to three times a week for 3 to 4 weeks and is often done on 
an outpatient basis (Townsend, 2019).
Providers usually use medications and therapy before deciding 
to use ECT. ECT has an effectiveness rate of approximately 
60% to 70% in the treatment of depression (George, et. al, 
2020). There are few contraindications to ECT; however, caution 
should be used in pregnancy, patients with cardiac conditions, 
or patients with intracranial pressure because of disease 
(Townsend, 2019). Side effects of ECT include memory loss and 
some confusion in recalling events right before and after the 
procedure. Some people complain of long-term memory and 
cognitive problems. Also, complications related to the use of 
anesthetics (allergic reaction, respiratory suppression) can occur.

Transcranial magnetic stimulation
Transcranial magnetic stimulation (TMS) is a noninvasive 
treatment for depression. The patient is exposed to electrical 
energy that is passed through a coil of wires to produce a 
powerful magnetic field (George, et. al, 2020). Magnetic 
waves pass through the brain and skull painlessly, while the 
patient remains awake for the procedure. It is most effective 

when administered for 40 minutes daily for 4 to 6 weeks. It 
is thought to work by stimulating nerve cells to produce the 
neurotransmitters that relieve depression. Side effects of TMS 
are few, with patients reporting only mild headaches. TMS 
cannot be used if the patient has implanted or permanent metal 
in the skull or brain (George, et. al, 2020).

Vagus nerve stimulation
Vagus nerve stimulation (VNS) is an adjunctive, long-term, 
invasive therapy for adult patients with serious and persistent 
depression (George, et. al, 2020). Most of these individuals 
have shown no improvement in condition after trials of four or 
more antidepressants before attempting VNS therapy. A VNS 
implant is a small, battery-powered device, similar to a cardiac 
pacemaker, that is surgically implanted subcutaneously under 
the skin of the upper left or right chest. Internally, a wire runs 

from the device to the vagus nerve, which then carries electrical 
impulses to the brain. These impulses are emitted every few 
minutes. The device is thought to work by electrically stimulating 
the production of neurotransmitters that are associated with 
depression treatment. The side effects of VNS include a tickle in 
the throat (may trigger a cough reflex), mild hoarseness or other 
voice changes, and, rarely, difficulty swallowing, shortness of 
breath, neck pain, and a prickling sensation in the skin.

Case study 1
Mrs. Jones was admitted as an involuntary patient to the 
psychiatric unit. She was brought to the emergency department 
by her daughter, who reported her mother was showing “new 
and bizarre” behaviors. She has a history of schizophrenia, which 
has been well controlled until this episode.
The psychiatric nurse begins the mental status exam of Mrs. 
Jones. The nurse notes that she is wearing a short dress that is 
on backwards. She appears disheveled and unkempt; she has 
not eaten any of her breakfast. Further, the nurse observes that 
Mrs. Jones has taken the blankets off the bed and laid them out 
on the floor. She has also taken the toilet paper and unrolled it 
into a pile on the floor.
When the nurse introduces herself, Mrs. Jones is at the window 
talking in nonsensical words. She is wringing her hands and 
appears to be fixated on something outside. She does not 
acknowledge the nurse.

Later, she turns around and exclaims, “Sally, I am so glad you are 
here. Tea is almost ready. Flubrubaroo?” She moves to the pile of 
blankets and stands in the middle of them, smiling at the nurse.
The nurse smiles and begins to talk to Mrs. Jones. The nurse 
explains again that she is a psychiatric nurse and is there to care 
for her. She states, “Oh no, dear, have you tokenitnd?”
The nurse notes that Mrs. Jones’ affect is flat as she stares out at 
the window but animated when speaking in nonsensical words. 
The nurse asks her name. Suddenly, the patient turns to the nurse 
and starts talking very quickly, saying, “I know it is late. What was 
the dog’s name again? I must go to the store. More milk.”
Questions
1. Which components of the mental status examination can 

the nurse document from this interaction with Mrs. Jones?
2. How might you describe Mrs. Jones’ affect?
3. How would you summarize the nurse’s observation and 

evaluation of Mrs. Jones’ thought processes?
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4. What other health status information is helpful for the nurse 
to assess?

Responses
1. The psychiatric nurse can document Mrs. J’s appearance, 

her behavior, and her affect, but not her mood. 
Documentation can also include thought processes and 
thought content. The psychiatric nurse is unable to assess 
Mrs. J’s memory, cognition, insight, motivation, and 
judgment as well as her safety.

2. In addition to being flat and animated, Mrs. J’s affect may 
also be described as anxious. Because her affect seems to 
be fluctuating, there may be an incongruence between her 
affect and behavior.

3. Word salad is a common finding and learners should be 
familiar with the term. Mrs. J’s nonsensical and disorganized 
speech gives some indication of her thought processes. 
Her thought process appears to be confused. She exhibits 
word salad and her thought processes are disjointed and 
incoherent. Mrs. J’s thought content is not clear as she does 
not respond coherently to the questions being asked.

4. It would be helpful for the psychiatric nurse to obtain 
information from the patient’s daughter. What has Mrs. J 
been exhibiting at home? What is Mrs. J’s baseline level of 
functioning? Were there any past episodes of self-harm or 
dangerous behavior? Over what period has this change in 
behavior occurred? Were there any triggers?

Case study 2
Donald is a 45-year-old male patient employed as a financial 
manager by a large bank. Because of economic downturns, there 
have not been as many opportunities to gain new business, 
which has led to fierce competition between financial managers.
Donald presents to his primary care provider’s office reporting 
recent episodes of shortness of breath, sweating, anxiety, and 
the strong feeling that he is about to die. These symptoms 
started 3 months ago, occurring once or twice a week. Within 
the past few weeks, Donald reports he has experienced 
symptoms daily and he has begun to fear leaving his home 
because he is afraid that he will have another attack. His 
attendance at work has suffered and he reports that his 
supervisor told him that he might lose his job as a result. This has 
caused problems between him and his wife and she has started 
talking about leaving him to move back in with her parents.
An electrocardiogram, stress test, and laboratory testing 
are performed, all of which show normal results. Donald is 
prescribed alprazolam (Xanax) by his primary care provider 
and referred to the local mental health center for treatment. 
Once there, he meets with a therapist for a comprehensive 
assessment. Donald is diagnosed with panic disorder and 
agoraphobia. He is referred to the psychiatric nurse practitioner 
for a medication evaluation and treatment. The nurse 
practitioner recommends that Donald start taking sertraline 
(Zoloft), 50 mg daily, and that he uses the Xanax only as needed 
to avoid tolerance and dependency.
Questions
1. What are other therapies that are most likely to be 

beneficial for Donald?
2. Are there any ancillary services that could also be helpful to 

Donald?

3. Which recommendations regarding his relationship status 
with his wife could the nurse practitioner discuss with 
Donald?

Responses
1. Panic attacks and panic disorder are treatable and respond 

well to medications and therapy. Cognitive-behavioral 
therapy is indicated to help this patient learn to identify 
anxiety-provoking triggers and reframe how he thinks about 
these events. Relaxation training, such as guided imagery 
and mindfulness, could be helpful in teaching Donald a 
means of reducing the anxiety once it occurs.

2. Another recommendation for Donald would be to include 
regular daily exercise in his routine (aerobic or weightlifting) 
because exercise can have a significantly positive effect on 
panic disorder treatment.

3. Donald may wish to consider the need for marital therapy 
sessions to work on improving communication with his 
wife. If she is willing to participate in Donald’s treatment 
plan, they may also want to join a National Alliance on 
Mental Illness (NAMI) support group to learn more about 
psychiatric disorders and the rights of individuals who 
have such disorders. Finally, mental and behavioral health 
problems are considered medical problems and are 
protected under the federal Family and Medical Leave 
Act of 1993. If Donald’s symptoms increase and become 
more debilitating, the psychiatric nurse practitioner treating 
Donald can provide him with a work statement and absence 
excuse that should help to protect his employment status 
and prevent him from losing his job while he is receiving 
treatment.

Case study 3
Mr. Fisher is a young adult male patient who has been newly 
diagnosed with panic attacks. The psychiatric mental-health 
nurse working in the outpatient clinic meets with Mr. Fisher, who 
was recently prescribed benzodiazepine by the psychiatrist for 
his panic attacks. Mr. Fisher asks the nurse what it means to have 
“a chemical imbalance” in the brain. He also asks how the new 
medication will “fix” his panic attacks.
Questions
1. How should the nurse explain “a chemical imbalance” in the 

brain to Mr. Fisher?
2. How should the nurse describe how benzodiazepine 

medications work?
Responses
1. The psychiatric-mental health nurse should explain to Mr. 

Fisher that neurotransmitters are chemicals in the brain 
that form messenger systems between neurons to help the 
brain and body regulate functions (e.g., thinking, feeling) 
and react or behave. The nurse also explains that there are 
excitatory and inhibitory amino acids that assist in regulating 
these brain functions. The nurse describes that a person’s 
emotions and behaviors are the result of the functioning of 

these chemicals carrying messages between the neurons 
and amino acids. When there is an imbalance among 
neurotransmitters, the messenger system receives too many 
or too few messages, impairing regulation.

2. The nurse should explain that, in a person with panic 
disorder, the function of GABA may be altered. Normally, 
GABA slows down other chemicals that are more excitatory. 
If GABA is not working correctly or at the correct level, there 
is no way to slow down the other chemicals. The result may 
be panic attacks. There are anti-anxiety medications, such as 
benzodiazepines, that aim to increase levels of GABA to help 
slow down brain activity; they decrease anxiety by changing 
how the chemicals in the brain communicate and work.

Healthcare Considerations
1. Therapeutic use of self is one of the foundations of mental 

health nursing.
2. An understanding of the mental health exam is fundamental 

to the diagnosis and treatment of mental illness.
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Conclusion
The brain is an amazing organ that not only monitors changes in 
the external world but also regulates internal body functions. The 
brain initiates basic drives and controls contractions of muscles, 
internal organs, sleep cycles, moods, and emotions. Knowledge 
of how the brain works with regard to neurotransmission is 
an important aspect of understanding psychiatric-mental 
health disorders and the medications used to alleviate 
patient symptoms. Neurotransmitters carry specific messages 
from neuron to neuron to produce emotions and behaviors. 
Psychiatric-mental health medications work by altering these 
messenger systems. The neurotransmitters involved in mood 
and behavior include serotonin, norepinephrine, and dopamine. 
Through epidemiological research, healthcare providers can 
learn more about the prevalence of psychiatric and mental 
health disorders, as well as ways to identify persons who are 
at risk. This information becomes an important part of the 
nurse’s assessment and identification of patients with psychiatric 
disorders. Recognizing an individual’s behaviors and making 

statements can add to the assessment data and provide insight 
into the patient’s current mental health state. 
Assessing the patient, performing mental status assessments, 
identifying priority problems, developing goals and objectives, 
and developing evidence-based plans of care comprise the 
core steps of the systematic approach to caring for patients with 
psychiatric disorders. After these processes have taken place, 
the provision of relevant and appropriate nursing interventions 
follows. The therapeutic relationship is established during initial 
patient encounters, during the assessment and implementation 
of interventions during the nursing care planning process. 
Psychiatric nurses who use therapeutic communication will 
be able to conduct effective, comprehensive mental status 
examinations that provide the information necessary to develop 
a comprehensive mental healthcare plan, regardless of practice 
setting. 
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BASIC PSYCHIATRIC CONCEPTS

Self-Assessment Answers and Rationales
1. The correct answer is B.
Rationale: Aaron Beck developed cognitive behavioral therapy 
after working with depressed patients. Cognitive behavioral 
therapy is based on cognitive psychology and behavioral 
therapy. 

2. The correct answer is A.
Rationale: The unit policy regarding voluntary patient 
participation in group therapy preserves the ethical principle of 
autonomy. The principle of autonomy presumes that individuals 
are capable of making independent decisions for themselves 
and that healthcare workers must respect these decisions. 
Beneficence refers to one’s duty to benefit or promote the 
good of others. Justice reflects the nurse’s duty to treat all 
patients equally. Veracity refers to the duty to be truthful 
(Boyd, 2018). 

3. The correct answer is A.
Rationale: Defense mechanisms are behaviors that an 
individual uses to deal with stressors. Defense mechanisms 
can be beneficial and protective for the patient or they can be 
counterproductive and maladaptive.

4. The correct answer is C.
Rationale: The nurse assumes responsibility for the milieu. 
The nurse is responsible for the overall environment as well 
as assessment and medication administration. The therapist 
is primarily responsible for group and individual therapy in a 
traditional care model. Psychodrama uses role-play to express 
feelings. The occupational therapy assists the patient to 
develop independence in life skills. (Boyd, 2018)

5. The correct answer is B.
Rationale: Many community support groups exist to help 
individuals who are experiencing specific mental health 
problems. Groups exist for gambling addiction, rape and 
sexual abuse support, bipolar disorder, depression, grief and 
bereavement, suicide, attention deficit disorder, Tourette’s 
disorder, substance use disorders, and many more. 

6. The correct answer is B.
Rationale: Dopamine is a neurotransmitter associated with 
psychosis and influences several areas of the brain.

7. The correct answer is C.
Rationale: Ginkgo biloba can interfere with blood clotting and 
reduce platelet action, leading to increases in bleeding times. 
It may interfere with anticoagulant therapy and should not be 
taken by patients with circulatory problems who are taking 
such medications such as Coumadin, Plavix, or aspirin.

8. The correct answer is D.
Rationale: :A person with liver impairment or one who is a 
heavy alcohol user should never use kava kava because it has 
been linked with hepatotoxicity (Rivers, Xing, & Narayanapillai, 
2016)
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Course overview
Healthcare professionals will encounter difficult or hard to 
manage patients during their career. Examples of these difficult 
encounters include workplace violence, non-adherence to 
medical treatments, and manipulation of caregivers. This course 
explores how healthcare professionals can avoid potentially 
violent situations and work with difficult patients by being 

prepared and recognizing the signs and risk factors for these 
occurrences. De-escalation skills, diagnosis, preventative 
measures, training, and planning are all presented in this course 
to help healthcare professionals respond to difficult patients and 
ensure a healthy environment for everyone.

Learning objectives
After completing this course, the learner will be able to do the 
following:

 � Interpret the early warning signs of workplace violence in 
patients who are aggressive.

 � Apply healthcare professional interventions for managing 
patients who are assaultive or have the potential to engage 
in workplace violence.

 � Differentiate risk factors associated with nonadherence.
 � Compare healthcare professional interventions that may be 

used when caring for patients who are nonadherent.
 � Distinguish ways in which manipulative behavior can be 

identified.
 � Choose effective healthcare professional interventions for 

patients who demonstrate manipulative behaviors.
How to receive credit

 ● Read the entire course online or in print which requires a 
5-hour commitment of time.

 ● Complete the self-assessment quiz questions which are at 
the end of the course or integrated throughout the course. 
These questions are NOT GRADED. The correct answer is 
shown after you answer the question. If the incorrect answer 
is selected, the rationale for the correct answer is provided. 
These questions help to affirm what you have learned from 
the course.

 ● Depending on your state requirements you will be asked to 
complete either:

 ○ An affirmation that you have completed the educational 
activity.

 ○ A mandatory test (a passing score of 70 percent is 
required). Test questions link content to learning 
objectives as a method to enhance individualized 
learning and material retention.

 ● If requested, provide required personal information and 
payment information.

 ● Complete the MANDATORY Course Evaluation.
 ● Print your Certificate of Completion.

CE Broker reporting
Colibri Healthcare, LLC, provider # 50-4007, reports course 
completion results within 1 business day to CE Broker. If you 
are licensed in Arkansas, District of Columbia, Florida, Georgia, 
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South Carolina, or West Virginia, your successful completion 
results will be automatically reported for you.



Page 75  EliteLearning.com/NursingBook Code: ANCCTX2023

Accreditations and approvals
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 

Credentialing Center’s Commission on Accreditation.

Individual state nursing approvals 
Colibri Healthcare, LLC is accredited as a provider of nursing 
continuing professional development by the American Nurses 
Credentialing Center’s Commission on Accreditation. In addition 
to states that accept courses offered by ANCC accredited 
Providers, Colibri Healthcare, LLC is an approved Provider of 
continuing education in nursing by: Alabama Board of Nursing, 
Provider #ABNP1418 (valid through February 5, 2025); Arkansas 
State Board of Nursing, Provider #50-4007; California Board of 
Registered Nursing, Provider #CEP17480 (valid through January 
31, 2024); California Board of Vocational Nursing and Psychiatric 
Technicians (LVN Provider #V15058, PT Provider #V15020; valid 
through December 31, 2023); District of Columbia Board of 

Nursing, Provider #50-4007; Florida Board of Nursing, Provider 
#50-4007; Georgia Board of Nursing, Provider #50-4007; Kentucky 
Board of Nursing, Provider #7-0076 (valid through December 31, 
2023; CE Broker Provider #50-4007); Michigan Board of Nursing, 
Provider #50-4007; Mississippi Board of Nursing, Provider #50-
4007; New Mexico Board of Nursing, Provider #50-4007; North 
Dakota Board of Nursing, Provider #50-4007; South Carolina 
Board of Nursing, Provider #50-4007; and West Virginia Board of 
Registered Nurses, Provider #50-4007. This CE program satisfies 
the Massachusetts States Board’s regulatory requirements as 
defined in 244 CMR5.00: Continuing Education. 

Activity director
Lisa Simani, MS, APRN, ACNP 

Disclosures
Resolution of conflict of interest
In accordance with the ANCC Standards for Commercial Support 
for continuing education, Colibri Healthcare, LLC implemented 
mechanisms prior to the planning and implementation of the 
continuing education activity, to identify and resolve conflicts of 
interest for all individuals in a position to control content of the 
course activity.

Sponsorship/commercial support and non-endorsement
It is the policy of Colibri Healthcare, LLC not to accept 
commercial support. Furthermore, commercial interests are 
prohibited from distributing or providing access to this activity to 
learners.

Disclaimer
The information provided in this activity is for continuing 
education purposes only and is not meant to substitute for the 
independent medical judgment of a healthcare provider relative 

to diagnostic and treatment options of a specific patient’s 
medical condition.

©2023: All Rights Reserved. Materials may not be reproduced without the expressed written permission or consent of Colibri 
Healthcare, LLC. The materials presented in this course are meant to provide the consumer with general information on the topics 
covered. The information provided was prepared by professionals with practical knowledge of the areas covered. It is not meant to 
provide medical, legal, or professional advice. Colibri Healthcare, LLC recommends that you consult a medical, legal, or professional 
services expert licensed in your state. Colibri Healthcare, LLC has made all reasonable efforts to ensure that all content provided in 
this course is accurate and up to date at the time of printing, but does not represent or warrant that it will apply to your situation nor 
circumstances and assumes no liability from reliance on these materials. Quotes are collected from customer feedback surveys. The 
models are intended to be representative and not actual customers.

Course verification
All individuals involved have disclosed that they have no 
significant financial or other conflicts of interest pertaining to this 
course. Likewise, and in compliance with California Assembly Bill 

No. 241, every reasonable effort has been made to ensure that 
the content in this course is balanced and unbiased. 

INTRODUCTION
Hospitalization can sometimes be frightening, disorienting 
and may even cause a patient to resort to behaviors that 
include hostility, noncompliance, and manipulation. Healthcare 
professionals working in a general hospital setting may not have 
been given specific instructions in handling such situations. 
In acute care settings, security staff frequently manage the 
occasional behavioral incident associated with patient aggression. 
However, psychiatric healthcare professional personnel are trained 
in the management of aggressive behavior and crises. 
Healthcare institutions must take necessary precautions to 
protect healthcare professional personnel from workplace 
violence. The Occupational Safety and Health Act of 1970 
requires that employers ensure each employee has a place 
of employment that is free from recognized hazards that are 
causing, or are likely to cause, death or serious physical harm 
(Occupational Safety and Health Administration [OSHA], 2017). 
Healthcare professionals may experience difficulty with patients 
who are noncompliant or nonadherent treatment. The concept 
of noncompliance, or nonadherence, is a subject of debate 

in healthcare. At issue is the right of the patient to choose a 
treatment course that is different from the recommendations of 
the healthcare team. Discovering the cause of nonadherence 
is a necessary first step. If it can be determined, then patient 
education or problem solving by the healthcare professional - 
may assist in future adherence. Helping patients truly understand 
the risks of not following the treatment regimen can go a long 
way toward achieving better adherence.
Another way patients may demonstrate difficult behavior in a 
hospital setting is through manipulation. The term manipulate 
means to influence the behavior or emotions of others, 
often at their expense, for one’s own purposes. The stress of 
hospitalization may cause a patient to resort to manipulation 
in an effort to meet needs that are absent in a hospital setting. 
Patients who demonstrate manipulative behaviors are typically 
trying to gain power over the healthcare professional to get what 
they need/want. This behavior can evoke a negative response 
towards the patient from healthcare professionals and other 
clinicians.

FACTORS THAT MAY INCREASE THE RISK OF WORKPLACE VIOLENCE
Workplace violence ranges from offensive or threatening 
language to homicide. Incidents of violence are episodes or 
outbursts that involve hitting, choking, or assaulting another 
person; damaging property; throwing cups; smashing glassware, 
and so forth. One of the difficulties with providing a safe 

environment is that sickness and potential life-threatening factors 
cause stress in patients, their family members, and personnel in 
healthcare workplaces. Such stress can aggravate factors that 
lead to violence, which is reportedly on the increase (American 
Nurses Association [ANA], 2017).
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Research demonstrates that among healthcare personnel, nurses 
are the most likely victims of workplace violence (OSHA, 2017). 
According to one report (Dwyer, 2017), 21% of nurses have 
experienced some form of violence, verbal assault, physical 
assault, or rape. The risk factors for violence vary with each 
healthcare facility, depending on location, size, and type of 
care. It is a problem that the American Nurses Association has 
considered high priority (ANA, n.d.) and the ANA has been 
instrumental in sponsoring appropriate legislation to address 
it. Common risk factors for workplace violence in healthcare 
settings include poor or inadequate security measures, poorly 
lit public areas of the facility, and long waiting times in areas 

that are overcrowded or otherwise uncomfortable. Healthcare 
facilities are also places where drugs and money are viewed as 
easily available. Patients, their visitors, and healthcare staff are 
all at risk for involvement with violence for many reasons. Staff 
may lack training in recognition and management of violent 
behavior. Patients may feel extreme anxiety because of their 
medical condition and react in violent ways. Distraught family 
members and other visitors may think they are not getting the 
information they want or getting it quickly enough. Factors that 
may influence the risk for violence in healthcare settings are 
listed in Table 1.

Table 1: Factors That May Increase the Risk of Violence in Healthcare Settings
Patients and Visitors Staff Environment

Patients who are acutely agitated, 
violent, or volatile.

Lack of training in recognition, early 
intervention, and management of escalating, 
hostile, and assaultive behavior or patients 
who are potentially volatile.

Poor or inadequate security measures.

Patients with a history of violence or 
certain psychotic diagnoses.

Low staffing levels during times of specific 
increased activity, such as mealtimes, visiting 
hours, and shift changes.

Poorly lit corridors, rooms, parking lots, 
and other areas.

Patients who are on criminal holds by 
police and the criminal justice system.

Solo work, particularly in remote locations. Highly accessible worksites with little or no 
privacy.

Patients with a history of trauma. Interventions demanding close physical 
contact, such as examinations, treatments, or 
transporting patients.

Unrestricted movement of the public in 
clinics and hospitals.

Patients who abuse drugs or alcohol, are 
under the influence of these substances, 
or are withdrawing from substances.

Shift work, including commuting to and from 
work at night.

Long waits in emergency or clinic areas 
that are overcrowded and uncomfortable.

Distraught family members. Demanding workloads. Availability of drugs or money at hospitals, 
clinics, and pharmacies, making them likely 
targets for robbery.

Presence of gang members. The use of temporary and inexperienced staff; 
working alone.

Prevalence of handguns and other 
weapons; home visiting, with its associated 
isolation.

Based on National Institute for Occupational Safety and Health. (2017). Occupational violence. Centers for Disease Control and Prevention. https://
www.cdc.gov/niosh/topics/violence/training_nurses.html

Occupational Safety and Health Administration. (2017). Workplace violence. U.S. Department of Labor. https://www.osha.gov/SLTC/workplaceviolence

Townsend, M. C., & Morgan, K. (2017). Essentials of psychiatric mental health nursing: Concepts of care in evidence-based practice (7th ed.). F. A. Davis. 

Workplace violence is destructive and has a profoundly negative 
impact on healthcare professionals. Nurses may experience 
physical injuries, psychological trauma, anxiety, or even death. 
Feelings such as anger, depression, fear, self-blame, and 
powerlessness might take over the healthcare professional’s life. 
This can affect the institution by causing loss of job satisfaction, 
low worker morale, increased job stress, and increased staff 
turnover rate (Mento et al., 2020; OSHA, 2017).
Members of the healthcare professional staff need guidelines 
for dealing with workplace aggression, just as they do for a fire 
or dangerous situations. These guidelines should be based on 

a team approach with security staff because both groups have 
their own perspectives and skills to offer. In particular, healthcare 
professionals who work in long-term care facilities should have 
training in the management of patients who are potentially 
aggressive; both the frequency of incidents and the delicate 
nature of some patients’ conditions increase the likelihood 
of violent incidents. The areas of a hospital where violence is 
most likely to occur are the emergency department, psychiatric 
services, and geriatric units (ANA, 2021). Ideally, all healthcare 
professionals should receive education on how to handle 
violence in their workplace.

INCIDENCE OF WORKPLACE VIOLENCE IN HEALTHCARE SETTINGS
Hospital workers are at high risk for experiencing violence in the 
workplace (National Institute for Occupational Safety and Health 
[NIOSH], 2017). Data collected between 2002 and 2013 revealed 
the incidence of nonfatal assaults on hospital workers was 8.3 
assaults per 10,000 workers. This rate was much higher than the 
rate of nonfatal assaults in private sector industries, which was 
two per 10,000 workers. Healthcare workers are four times more 

likely to experience workplace violence than individuals in other 
professions. It continues to be a critical issue for all hospital 
workers. Individual states have enacted legislation to help curb 
this problem. Through these efforts, emergency departments 
in particular have added secure entry systems and, as much as 
possible under current budget restrictions, additional security 
personnel.

PREVENTION OF WORKPLACE VIOLENCE IN THE HEALTHCARE SETTING
Nurses in all healthcare settings should expect training in dealing 
with patient aggression. Being prepared for situations that may 
escalate allows healthcare professionals and other staff to defuse 
potentially violent situations before injuries occur. Areas where 
patients are most likely to become violent require higher staff-
to-patient ratios to decrease incidents of violence. Suggested 
prevention strategies include maintaining a means of escape 
from the threat until help arrives, consistent enforcement of 

prevention policies, and fostering good working relationships 
with security personnel (Martinez, 2016; Edward, et al., 2016).
Patients are not the only individuals responsible for workplace 
violence. Family, other visitors, staff, and vendors are all potential 
aggressors. Nurses educated in de-escalation techniques may 
be able to help any of these individuals calm down rather than 
create a violent episode. Everyone benefits when an emotionally 
charged situation does not end in violence of any sort.
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Evidence-based practice! Although most healthcare professionals work in places that have some sort of building that contains 
staff, patients, their families, and the supplies needed to administer care, home health healthcare professionals are out in the 
community. This requires some additional considerations when it comes to working safely. For one thing, home healthcare 
professionals are usually on their own – there is just one of them! Although history has shown that the public has a soft heart for 
healthcare professionals, it is imprudent to count on that alone. Nurses going out into the community and rural countryside must be 
cognizant of the norms for the area. They need to follow the policies and procedures of their workplace. Keeping safe practices in 
mind, such as making sure all car maintenance is up to date, is important. Consulting other home care workers and reading articles 
about current safety issues (Marrelli & Rennell, 2020) that focus on the unique needs of in-home providers help prepare for safe and 
successful visits. 

DIAGNOSTIC ASSESSMENT
The following are the Diagnostic and Statistical Manual of Mental 
Disorders (5th ed.; DSM-5) diagnoses and North American 
Nursing Diagnosis Association (NANDA) nursing diagnoses 
that might be applicable to patients with potentially aggressive 

behavior. Of course, circumstances may warrant additions to the 
list of diagnoses for any specific patient, but those listed here are 
likely for anyone experiencing potentially aggressive behavior 
and mental health issues.

DSM-5 psychiatric diagnoses
Patients considered more at risk for becoming aggressive are 
those who have had a previous violent outburst: The highest 
predictor of violence is a previous violent episode. Patients with 
the following DSM-5  
mental disorders may exhibit aggression (American Psychiatric 
Association, 2013):

 ● Neurocognitive disorders
 ● Alcohol and other substance use disorders, intoxication, or 

withdrawal
 ● Bipolar disorder and/or mania
 ● Schizophrenia
 ● Borderline personality disorder

NANDA nursing diagnoses 
The NANDA nursing diagnoses that are often considered 
with patients who are at risk for violence include the following 
(Herdman & Kamitsuru, 2018):

 ● Confusion (acute, chronic)
 ● Coping (ineffective, readiness for enhanced, defensive)
 ● Fear
 ● Hopelessness

 ● Memory, impaired
 ● Nonadherence
 ● Self-esteem (chronic low, risk for low)
 ● Self-mutilation or risk for self-mutilation
 ● Social interaction, impaired
 ● Suicide risk

PREVENTION AND EARLY DETECTION
Nurses need to be aware of how they deal with patient anger. 
For example, becoming angry in response to anger will not 
be therapeutic and will actually create a situation in which 
the healthcare professional is unable to defuse a patient’s 
aggression. Such behavior will more likely intensify the patient’s 
emotions. Overly controlling behavior may lead to a power 
struggle with the patient. Simply withdrawing from an angry 
patient will almost always be ineffective. If the patient’s angry 
feelings are escalating, the patient is communicating loss of 
control and needs help regaining composure (Townsend & 
Morgan, 2017).
Nurses should not overlook personal feelings of anxiety during 
an interaction with a patient. If their intuition gives them a 
message that a patient may become dangerous or that the 
situation may be getting out of hand, healthcare professionals 
should do the following:

 ● Seek help early.
 ● Use healthcare professional skills to establish and maintain a 

trusting relationship with the patient. 
 ● Conduct a thorough psychosocial and mental status 

assessment.
 ● Be a good monitor of a potential crisis.
 ● Pay attention to “gut” reactions.

 ● Inform the patient that violent or aggressive behavior is not 
acceptable.

 ● Use calming statements to lower the patient’s anxiety and 
decrease the likelihood of aggression. 

 ● Encourage the patient to talk things through rather than 
acting out. 

 ● Ask very simple, short-answer questions and not broad 
questions in these situations.

 ● Anticipate potential problems; have a plan for obtaining 
help from security and/or other staff members, as well as an 
escape route out of the patient’s room.

 ● Know each patient’s history and current problems. Consider 
obtaining an order for medication to calm a patient who 
has a history of aggressive behavior (if this appears in the 
patient’s history or if the patient’s behavior suggests loss of 
control and emotional escalation).

 ● Be alert to patients whose primary or secondary diagnoses 
are associated with a high degree of potential for violent 
occurrences (e.g., patients experiencing delirium or 
dementia, and patients with certain substance use disorders).

Nurses should request a psychiatric consultation for any patient 
who demonstrates violent behavior. A thorough assessment 
is crucial in making a correct diagnosis so that appropriate 
treatment may be initiated (Townsend & Morgan, 2017).

EARLY WARNING SIGNS
Considering the source and target of the patient’s anger, as 
well as the likelihood of escalation, is important. Patients who 
are potentially violent are often demanding, argumentative, 
hostile, and perhaps challenging and blatantly threatening in 
all their interactions. This behavior may be directed toward staff 
members, other patients, or the patients’ family and friends, 
depending on the situation. Authority figures are often the 
recipients of verbal and other abuse, although anyone who is 
“in the way” may be the target of patients who cannot control 
themselves.

A history of previous violence is the highest predictor of future 
violence. Patients who are at risk for violence often have a history 
of recent acts of aggression or violence and might exhibit the 
following behaviors  (NIOSH, 2017):

 ● Becoming extremely loud, shouting, and making menacing 
verbal or physical threats.

 ● Becoming physically tense and appearing rigid and tight.
 ● Clenching their teeth and hands or wringing their hands.
 ● Becoming quite agitated, anxious, and restless; pacing 

around if mobile; seeming quite jittery.
 ● Exhibiting a labile mood but mostly anger.
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PRELIMINARY ACTIONS
The healthcare professional staff should carefully manage 
patients who are agitated and seem to be at risk for violence. 
The following steps are important for healthcare professionals to 
remember in these situations (NIOSH, 2017; OSHA, 2017):

 ● Maintain a demeanor that helps defuse anger. Present a 
calm, caring attitude.

 ● Give patients who exhibit irritability choices and options, but 
make sure they are valid, true choices and options.

 ● Do not be demanding and argumentative; perhaps some 
rules or procedures can be waived temporarily. Patients who 
are angry and potentially violent generally feel helpless and 
powerless. They need help with their self-control.

 ● To avoid power struggles with these patients, do not confront 
them. This approach will help de-escalate the patients’ 
behavior and the situation.

 ● Open and consistent communication should be ongoing 
among staff members and between the patient and the staff. 
Talk to the patient. Try to find out what is precipitating this 
crisis.

 ● Do not match the threats. Do not give orders. Acknowledge 
the person’s feelings (e.g., “I know you are frustrated.”). Ask 
the patient what they would like done (e.g., “How can the 
staff help?” “How can I help?”).

 ● Decrease the stimuli for the patient. The loud and unfamiliar 
noises of the hospital may be particularly stressful, and bright 
lights may be bothersome.

 ● Avoid any behavior that may be interpreted as aggressive 
(e.g., moving rapidly, getting too close, touching, or 
speaking loudly). Physical touch can be a trigger. Patients 
may misinterpret the contact and feel threatened with bodily 
harm, and they may feel the need to defend themselves. 
Delay procedures that may escalate a patient’s potentially 
violent behavior.

 ● Before the situation gets out of control, check the 
environment. Look for potentially dangerous objects and 
remove them if possible. Items such as glasses, scissors, food 
utensils, and other breakable or sharp objects can be used as 
weapons.

 ● Avoid being alone and vulnerable with a patient who is 
potentially violent or being trapped in a room away from 
the exit; stay between the patient and the door. Team up 
with another member of the staff when encountering such a 
patient; there can be safety in numbers.

 ● Alert other members of the healthcare professional staff of 
a potential problem. Do not call on new and inexperienced 
staff members. Additional personnel should be available to 
help with a crisis.

WHEN VIOLENCE ERUPTS
If the risk for violence escalates and a patient is behaving in a 
threatening manner, the healthcare professional staff must act 
quickly. This may mean administering medication against the 
patient’s will. In such situations, following the textbook protocols 
may not be possible. The best rule of thumb is to follow 
hospital policy and state laws, protect the patient, and provide 
for the safety of all present. Careful and timely evaluation of 
the situation means containing any violence using the least 
restrictive means possible. Rigid adherence to precise procedure 
may not result in the desired outcome.
Nurses should always seek assistance in an emergency. They 
should get help from the security staff, other available healthcare 
professionals, or any other hospital personnel. A patient who 
has a weapon should be disarmed by persons who are trained 
to do so. If the patient cannot be disarmed easily, the safety 
of healthcare personnel and that of others in the area must be 
considered. Shields and barriers may protect against knives but 
not against a patient with a loaded gun. Other patients and 
visitors should be moved to safe and secure areas, and local 
police should be engaged in such a situation.
If the patient is unarmed, antianxiety or antipsychotic 
medication, physical restraints, or possibly both may be needed. 
This is often the decision that needs to be made by appropriate 
medical staff, quickly and with assurance, based on existing 
protocols and appropriate training. Erring on the side of caution 
is the best choice because the safety of all in the area is a 
priority. At the same time, the lowest level of effective restraint 

is desirable. Knowledge of the hospital’s policies, state laws 
and regulations, the patient, and appropriate and available 
interventions is necessary for successful resolution of a violent 
episode.

Healthcare Professional Consideration: All healthcare 
professionals are taught how to give an intramuscular injection 
– carefully measuring the amount, “mapping” out the site, 
wiping the area clean, inserting the needle, aspirating, and 
then proceeding to inject the liquid. Admittedly, some of these 
steps have been brought into question, but when dealing with a 
patient who is agitated or possibly combative, the focus needs 
to be on the outcome, which is that the patient safely receives 
the calming agent. How does this translate to an actual patient 
setting? As a patient is crawling down the hallway, trying to 
get away from the four healthcare professional assistants who 
are holding him down, the healthcare professional needs to 
intervene quickly. In this situation, the healthcare professional 
should try to calm the patient and create a safe environment 
as soon as possible. The use of restraints is desirable before 
medication to control difficult behavior is administered. On 
some occasions, restraint provided by staff may be all that is 
initially available. Once the staff has the patient’s movements 
under control, the healthcare professional must act swiftly and 
decisively in administering the medication, even if this means 
giving a non-textbook injection. Those holding the patient can 
only do so for a certain period. Any such interventions should 
be in keeping with state laws and institution policy.

RESTRAINTS
Each healthcare institution has, or should have, some guidelines 
for the use of chemical or physical restraints in potentially violent 

situations, and all healthcare professionals should be aware of 
the procedures used in their institution.

Chemical restraints
The medication protocol generally consists of giving a patient 
who cannot be “talked down” an initial, low dose of a high-
potency antipsychotic (such as haloperidol) or a short-acting 
antianxiety medication (such as a benzodiazepine). Oral 
medications may be offered first, but if escalation is rapid, 
an intramuscular medication may be required. The patient is 
observed at 15-min intervals or possibly on a continuous basis. In 
some instances, medication may be given as often as every half 
hour until the violent episode is in check or the maximum dose is 
reached. 

The healthcare professional responsibilities involved in handling 
a violent episode by medicating a patient with a potent 
pharmacologic agent include the following: 

 ● Checking for or obtaining a healthcare practitioner’s order to 
administer medication.

 ● Preparing the medication: capsules, tablets, or liquid; 
intramuscular injection, intravenous drip, or butterfly infusion.

 ● Assessing the patient’s vital signs before giving the drugs if 
this can be done safely.

 ● Informing the patient of the procedure that will follow and 
providing reassurance and support if needed.
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 ● After the medication has been administered, observing the 
patient, assessing for a decrease in signs and symptoms 
of aggression, and noting any untoward side effects of 
medication given.

 ● Periodically checking the patient’s vital signs.
 ● Documenting the incident and the medications given by 

recording the information in the patient’s medical record or 
as the institution directs.

Mechanical restraints
As with protocols for using medications, each healthcare 
institution should have a procedure to follow for mechanically 
restraining a patient. Without an order for an involuntary 
commitment, however, the patient cannot be held against their 
will (Tamura et al., 2015).
When a patient in a general hospital setting is at high risk for 
harm, the number of staff members needed to restrain the 
patient depends on the patient’s size, strength, and potential for 
violence (Francis & Young, 2017). The general recommendation 
is that one staff member needs to be available to hold each 
extremity, and an additional staff member must be available 
to apply the restraints; if six staff members are available, one 
person can support the patient’s head.
The patient is held by the arms and legs and walked, carried, 
or placed in as comfortable a position as possible (usually in 
a hospital bed with side rails up) and put in wrist and ankle 
restraints. These restraints may be cotton, gauze, cloth, or 
leather, depending on the patient’s size and strength.
Ideally, one person (one of the registered healthcare 
professionals) should be in charge of a group of five or 
six staff members. If no one is in charge, the possibility 
of miscommunication can produce a disjointed effort. 
Consequently, the patient may escape and be harmed or do 
harm. The confusion that ensues when no one is in charge 
invariably adds to the patient’s sense of being out of control 
and thus escalates the situation. The decision as to which staff 
member will be in charge should be made before any action 
is taken. A “show of force” of five or six staff members may be 
enough to defuse the situation.
The best approach toward the patient is a uniform one. All staff 
members should move or walk toward the patient together. 
Sometimes, this simple show of force subdues a patient. Before 
the approach is undertaken, to avoid confusion, the team leader 
should assign which staff member will hold which extremity. 
Staff members should try to be calm themselves. They should 
not speak loudly; instead they should be firm and speak slowly, 
clearly, and precisely. A soft voice may have a quieting effect on 
the patient.

The healthcare professional responsibilities involved in handling 
a violent episode by mechanically restraining a patient include 
the following: 

 ● Staff should monitor the patient frequently, according to the 
facility’s protocol.

 ● At least every 2 hr, the restraints should be untied and the 
patient’s position should be changed (Francis & Young, 
2017). Although the patient may not need to be restrained 
this long.

 ● Staff should not negotiate with the patient.
 ● Staff should not confuse the patient with options.
 ● Staff should remember that this patient is out of control.
 ● Staff can say something like the following: “We feel you are 

not in good control of yourself right now. We will help you 
calm down.”

The room should be checked for potentially dangerous objects. 
Nurses should remove any watches, eyeglasses, jewelry, shoes, 
belts, and other items that could be a hazard. No place is 
absolutely free of danger. Patients have broken light bulbs and 
cut themselves with the shards or used pajama waist cords to 
hang themselves. Nurses should be cautious and aware. Nurses 
should look around the area from the patient’s eye level so they 
can see what the patient sees.
The safety of the patient and the staff should be considered at all 
times. The goal is to demonstrate no tolerance for the violence 
and to present the intervention as not punitive but an attempt to 
help the patient regain some self-control over violent behavior. 
Patients should be shown respect and allowed to maintain their 
dignity. The staff should know the patient’s name and use it.
Nurses should use calming statements or phrases and always 
explain step-by-step to the patient what is happening. They 
should be firm and provide information on why the staff is 
acting the way they are. For example, if giving an injection, 
the healthcare professional should say tell the patient that the 
injection is intended to relax and calm the patient. While putting 
on restraints, the healthcare professional should acknowledge 
that they may not be comfortable but that they will be removed 
as soon as possible. Providing these brief explanations will take 
away the unknown and, ideally, help the patient accept the 
interventions a little more calmly.

HEALTHCARE PROFESSIONAL INTERVENTIONS FOR PATIENTS WITH  
POTENTIALLY AGGRESSIVE BEHAVIORS

The role of the healthcare professional in the management of a 
patient’s aggressive behaviors will be found within the protocol, 
policy, or procedure manual of each institution, as well as in 
the scope of practice or mental health act of the state. Nurses 
need to remain nonconfrontational. A calm, quiet approach 
that acknowledges the patient’s anxiety and probable dislike of 
the situation will provide the best possibility of de-escalating 
the patient’s aggression. By acknowledging the patient’s 
feelings and providing the patient with an opportunity to talk, 
the healthcare professional establishes rapport and offers an 

opening for the patient to vent verbally rather than resorting to 
violence. Becoming aware of the potential of a violent episode 
before the situation escalates is a skill healthcare professionals 
should master. When a situation has arisen that requires 
intervention, healthcare professionals must carefully document 
all that happened, including any precipitating factors, attempted 
interventions, and the length of time it took to resolve the 
situation. Within this framework, the healthcare professional 
interventions in Table 2 may apply.
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Table 2. Independent Healthcare professional Interventions and Their Rationale for Patients Who Exhibit Aggressive 
Behaviors
Independent Healthcare professional Interventions Rationale

Use good interpersonal skills. Be nonconfrontational. Establishing rapport can help decrease the likelihood of 
aggression.

Assess for potentially violent occurrences. Maintaining alertness to possibilities of violence allows the 
healthcare professional to be prepared.

Acknowledge the patient’s feelings (e.g., “You seem angry.”). 
Listen actively.

Providing an opening for verbal discussion can decrease possible 
violent episodes.

Anticipate a potential problem. It is important to stay aware of environmental cues for escalating 
violence.

If a patient’s anger is escalating, communicate verbally with then 
in a soft but firm voice.

Attempt to foster a therapeutic relationship by conveying 
empathy, acknowledging the patient’s feelings.

Encourage patients to express anger verbally rather than by 
“acting out” their feelings.

Dealing with anger in this way will create a safe environment and 
help the patient learn more effective coping skills.

Be respectful of a patient’s personal space. Allowing a patient plenty of room sometimes keeps anger at a 
lower level.

Teach stress reduction techniques (e.g., deep breathing). Providing alternative outlets for anger is good patient education.

Continuously observe patients who are potentially dangerous to 
themselves or to others.

Evaluation is part of the healthcare professional process.

Assess the patient’s coping skills and ability. Crisis intervention techniques may work to prevent violent 
eruption.

Help the patient maintain control by offering choices, talking, or 
walking.

Physical activity can sometimes defuse angry outbursts.

Initiate or collaborate on a plan that includes a team approach to 
restraining a patient.

Prepare ahead of time for potential violence.

Alert others of the potential problem. Do
not approach an aggressive patient alone.

Use of a team to demonstrate a show of force is often all that is 
needed to defuse a potentially violent situation.

Monitor the situation for the safety of others and the staff. Ask those who can to leave the area if violence is erupting.

Based on Halter, M. J. (2018). Varcarolis’ foundations of psychiatric mental health nursing: A clinical approach (8th ed.). Elsevier.

Townsend, M. C., & Morgan, K. (2017). Essentials of psychiatric mental health nursing: Concepts of care in evidence-based practice 7th ed.). F. A. 
Davis.

HOLISTIC CONSIDERATIONS
Healthcare is one of the professions where the incidence of 
workplace violence is particularly concerning to governing 
agencies such as the ANA (2017), OSHA (2017), and, within the 
Centers for Disease Control and Prevention, NIOSH (2017).
Nurses need to educate themselves on how to identify 
institutional policies that might put them at higher risk for 
workplace violence. They should learn how to recognize 
warning signs and behaviors and how to develop a workplace 
violence-prevention program. The Centers for Disease Control 
and Prevention offers a free online course, Workplace Violence 
Prevention for Nurses (https://www.cdc.gov/niosh/topics/
violence/training_nurses.html). Developing an awareness 

of changes in the environment involves paying attention, 
intentionally. As both witnesses to and recipients of workplace 
violence, healthcare professionals can campaign this cause 
at their facility to increase the care and safety of all staff. The 
healthcare profession does not tolerate violence of any kind, 
from any source (ANA, 2021).
The best way to deal with any patient’s violent behaviors is to 
defuse the agitation during the early stages of escalation. Nurses 
need to watch for early warning signs and try to avoid dangerous 
outbursts. When this fails, their own safety and that of other 
patients and staff members, as well as that of the patient, must 
be considered.

Case study 1
Martha, who is a newly graduated nurse, is working on a detox 
unit. Susan is her lead nurse. Susan has asked Martha to go 
quickly and administer an injection to a newly committed patient 
who is trying to get out of the hospital. Martha has drawn up 
the medication and goes to where she finds the patient on 
the floor, physically restrained by four coworkers. The patient 
is constantly trying to get away by moving along the floor in a 
crawling manner, keeping his hips in motion. The staff is getting 
tired. Several minutes go by while Martha is attempting to 
give the injection. Susan comes to the group and realizes the 
difficulty Martha is having. 

Self-Assessment Quiz Question #1
What should Susan do immediately?
a. Quietly tell Martha to “go ahead and give him the 

injection.”
b. Announce loudly to all, “Carefully lift him up and carry him 

to his room.”
c. Ask Martha, “Why can’t you just give this medication as 

you were asked?”
d. Take the syringe from Martha, and give the injection 

herself.
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Self-Assessment Quiz Question #2
What action should Susan take later?
a. Tell Martha that she is not working out on this unit and will 

need to transfer to another one.
b. Ask Martha to submit her resignation as she does not seem 

to be doing a good job.
c. Take some time with Martha to explore her feelings about 

the situation and why she failed to give the injection.
d. Meet with the staff, who were holding the patient down, 

and explain to them that Martha is just inexperienced. 

 Case study 2
Erik Nilsson is admitted to a large general hospital for a surgical 
procedure scheduled for early the next morning. He is 68 
years old, and English is his second language. Although he can 
understand some words and phrases, his ability to speak in 
English is extremely limited. Erik is accompanied to the hospital 
by his daughter, Astrid, who can translate for Erik during the 
admission process. She tells Jackie, the healthcare professional 
conducting the interview, that her father lives with her and 
her family. Astrid says that she does not think he is especially 
worried about his surgery but did add that lately she has noticed 
that her father exhibits mood swings.

Self-Assessment Quiz Question #3
What would Jackie’s best response be to this information?
a. Make a note to ask Erik about his “mood swings.”
b. Ask Astrid to describe what she means by “mood swings.”
c. Tell Erik that Astrid said he had “mood swings.”
d. Inform the doctor that Astrid reported Erik having “mood 

swings.”

Case study 3
That evening, Erik speaks in an agitated manner, in Swedish, 
to another patient. Jackie, his evening healthcare professional, 
goes to Erik’s bedside to calm him down and see what is 
wrong. He is gesturing and muttering to himself, quite loudly at 
times. Jackie notifies the physician on call. When the physician 
examines Erik, he still appears agitated but somewhat calmer. 
The attending practitioner orders a sedative and informs 
Jackie that he will check with her again in an hour. Erik falls 
asleep in a short while. The rest of the evening shift progresses 
unremarkably.

Self-Assessment Quiz Question #4
Based on the information presented, what healthcare 
professional actions should Jackie take at this point?
a. Arrange for security to send someone to stay right outside 

Erik’s room.
b. Locate some restraints and place them in Erik’s room.
c. Check on Erik at frequent intervals throughout the night.
d. Treat the patient the same as any other patient.

Case study 4
Jackie wakes Erik at about 6:00 a.m. and administers his 
preoperative medications. Erik is taken to surgery at 7:00 
a.m. The surgery goes well, with no complications. Erik has an 
uneventful recovery and is returned to his unit at 2:00 p.m. His 
daughter and son-in-law are waiting to see him.
Although he appears somewhat sleepy, Erik is mumbling to 
himself and gesturing with his hands. Neither his daughter nor 
his son-in-law can understand what he is saying. They try to visit 
with him briefly but finally leave, telling him to get some rest 
and they will return later.
Erik dozes off, but when he awakes, the unusual behaviors 
seem to increase. Erik’s voice becomes louder. He then begins 
to appear very tense, grimacing and clenching his fists. When 
Jackie approaches him, he seems angry with her, and she is 
confused as to why. The nurse reports her concerns to her unit 

manager: “I’m not sure what’s going on with Erik, but I feel 
somewhat frightened of him.” 

Self-Assessment Quiz Question #5
What is the best action for the nurse manager to take at this time?
a. Instruct Jackie to pass information on to the next shift 

regarding Erik’s behavior.
b. Remind Jackie that she is expected to act independently, 

not rely on her supervisor.
c. Go with Jackie to visit Erik and see if together they can 

figure out what is going on.
d. Make sure that Jackie did nothing to anger Erik while 

caring for him.

Case study 5
Jackie and the nurse manager decide that they both will go to 
Erik’s room together to conduct a postoperative assessment. 
As they approach Erik’s bedside, he begins shouting, trying to 
pull out his intravenous line and catheter, and attempting to 
leap out of the bed. He picks up a water bottle that was on his 
over-the-bed tray and throws it at the healthcare professional unit 
manager. It hits her on the arm, stunning her but not hurting her.

Self-Assessment Quiz Question #6
Of the following, which is the best choice for the nurse 
manager to do first?
a. Initiate a call for help from the rest of the staff.
b. Ask for an interpreter to be sent to the unit.
c. Have someone call Erik’s surgeon.
d. Call Erik’s family.

Self-Assessment Quiz Question #7
Which of the following would be the best response to Erik 
following his behavior?
a. “You know this kind of behavior cannot be tolerated here.”
b. “No one here is deserving of your violent actions.”
c. “You seem to have lost control. We are going to help you 

calm down.”
d. “Now why would you do something like that?”
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Case study 6
Staff arrive on the scene ready to assist in restraining Erik. In 
the meantime, a Swedish-language interpreter has come to 
the unit. After the interpreter is introduced, Erik seems to calm 
down considerably.

Self-Assessment Quiz Question #8
The nurse manager asks the interpreter to convey to Erik which 
of the following?
a. “You seem to be upset. Tell us what’s bothering you.”
b.  “Why are you behaving so poorly?”
c.  “What are you thinking? Throwing things is not allowed 

here.”
d. “Were you really trying to hurt someone?”

Case study 7
The on-call healthcare practitioner responsible for Erik’s care 
arrives and, after reviewing the situation, orders medication 
to calm Erik. The interpreter tells Erik, in his own language, 
about the medication and why he is receiving it. Erik responds 
favorably to this and accepts the medication. A staff member 
is assigned to remain at Erik’s bedside until he falls asleep. Soft 
restraints are made available at the bedside in case they are 
needed.
After this incident is under control, the unit manager, Jackie, 
and the other staff involved go to a conference room to review 
the episode. A plan is made to confer with the family about 
Erik’s reported “mood swings,” request a psychiatric evaluation, 

use Swedish-speaking personnel when available, and maintain 
close observation of the patient. Jackie asks the team why Erik 
behaved in this way.

Self-Assessment Quiz Question #9
What response is most likely accurate and helpful to Jackie?
a. “We really can’t say.”
b. “It’s hard to know. What do you think?”
c. “Some people are just that way.”
d. “It is not possible to say accurately why Erik is behaving in 

this manner.”

 Case study 8
The nurse manager may also tell Jackie, “Often patients will 
react aggressively, and the staff has no sure way of knowing why 
this happens. It could be that the ‘mood swings’ mentioned by 
the daughter are connected to Erik’s current behavior. It might 
be the unknowns of the hospital process or of what the findings 
from his surgery will indicate. The fact that Erik does not speak 
English well may increase what might be normal anxiety to a 
frightening level.”

Self-Assessment Quiz Question #10
What guided everyone on the staff and facilitated the positive 
outcome?
a. No one person tried to tell others what to do.
b. Everyone on staff liked and felt sorry for Erik.
c. Jackie had had a lot of experience dealing with aggressive 

patients.
d. The staff all kept in mind that the most important thing is 

to provide a safe environment.

NONCOMPLIANCE
There is some debate among healthcare professionals regarding 
the concept of noncompliance. Healthcare professionals have 
argued that a diagnosis of noncompliance labels the patient 
negatively, arguing that it places the emphasis on the patient’s 
behavior instead of on a mutual process with the healthcare 
professional and other healthcare providers. At the heart of this 
argument is the issue of the right of the patient to choose a 
treatment course that is different from the recommendations of 
the healthcare team.
Treatment adherence is usually associated with optimal health. 
The most obvious result of nonadherence is that the disorder 
may not be relieved or cured. For example, when patients with 
glaucoma fail to take their prescribed medications, optic nerve 
damage and blindness may be the result. For patients with an 
erratic heart rhythm, failure to comply with suggested treatment 
can lead to cardiac arrest. Stroke may be the outcome when 
people with high blood pressure ignore prescribed treatment. 
Failing to take prescribed doses of an antibiotic can cause an 
infection to flare up and may contribute to the emergence 
of drug-resistant bacteria. These failures to follow healthcare 
suggestions are not only frustrating but are also costly because 
of the undesired patient outcomes.

Healthcare Professional Consideration: Sometimes, 
patients who need to take medication regularly are the 
ones who are the most worried about addiction. In some 
cases, the family is also worried that their loved one will 
become addicted. In many cases, prescribed drugs are 
reducing symptoms, not curing the disease. Many psychiatric 
medications reduce symptoms, but, from the patient’s 
perspective, the side effects seem to be worse than the 
symptoms. When patients begin to feel better, they stop 
taking their medication. After a period of time without the 
medication, the symptoms return, and the patients must 
start the cycle all over again. Education of patients and their 
families is critical in helping them understand why they are 
taking their medications, the expected side effects, when 
there is reason to be concerned about developing tolerance 
or dependence, and that continuing the medication is 
what will make them continue to feel better. A similar 
situation exists in the frequent nonadherence with antibiotic 
treatments. Although patients are told to take the entire 
prescription, they often stop once they feel better. Again, 
education is the key to patients’ adherence to treatment. 
Verbal instruction followed by giving the patient a written 
pamphlet is often necessary to achieve adherence.

INCIDENCE 
Although it is almost impossible to correctly determine statistics 
related to nonadherence, estimates have been made. It is 
estimated that 125,000 deaths and up to 10% of hospitalizations 
could be prevented, as well as between $100 and $289 billion 
saved, if patients took their medications as prescribed (Boylan, 
2017; Cutler et al., 2018). That represents between 3% and 10% 
of total U.S. healthcare costs. 
One meta-analysis (Cutler et al., 2018) examined the economic 
impact of numerous different disease processes and found the 

average cost of nonadherence per person was up to $44,000 a 
year. 
Medication nonadherence leads to poor health outcomes, 
increased health costs, and increased health risks for individuals 
and populations. Misuse and overuse of antibiotics have 
contributed to the emergence of antibiotic-resistant strains of 
bacteria (U.S. Food and Drug Administration, 2020). Population 
health is affected by medication nonadherence; an example 
of this is persons with tuberculosis who did not adhere to 
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treatment protocols, creating the antibiotic-resistant tuberculosis 
strain now evident (Centers for Disease Control and Prevention, 
2017).
Patients fail to take medications as prescribed approximately 
50% of the time, which often leads to hospitalization and 
emergency room visits (Brown & Sinsky, 2017). One of the 
recommended means of improving adherence is to involve 
the patient in the development of the treatment plan (Brown & 
Sinsky, 2017).

Patients with mental health disorders are frequently nonadherent 
with medications. Some psychiatric medications do have 
intrusive side effects that may seem to the patient more difficult 
to bear than the illness itself. Patients who are nonadherent with 
medications may also be nonadherent with interventions such as 
rehabilitation, relaxation, counseling therapy, quitting smoking, 
or losing weight.

HEALTH BELIEF MODEL
Many attempts have been made to create a conceptual model 
of adherence that will enable healthcare providers to predict 
and understand patients’ behavior. The Health Belief Model 
offers some understanding of the phenomenon of adherence. 
The model proposes reasons for people’s varied and unique 
responses to illness (Jones et al., 2015). The significance of 
this model is that it suggests that patients’ choices depend on 
their beliefs, not necessarily on the medical evaluation of the 
situation.
The Health Belief Model proposes that changes in beliefs about 
the severity of and susceptibility to a health outcome and its 
consequences are associated with the motivation to take action. 
Once an individual feels threatened, a decision is made from 
among alternative actions based on a cost-benefit analysis. This 
model also emphasizes the concept of self-efficacy. Patients 
must feel capable of mastering their environment and behavior 
to risk trying to make behavioral changes. If they do not feel 
capable, assistance may be offered by healthcare providers 

through skill practice and positive reinforcement so that the 
patients come to see that they are capable of change.
The model postulates that people choose healthcare actions 
when they are faced with a threat to their health. The actions 
they choose depend on their perceptions of the situation. They 
decide how much of their personal goals they might be risking 
and compare it with how severe the threat is to their health. 
Then a further determination is made as to whether the costs to 
their lifestyle are worth the potential benefits. Unfortunately, a 
lot of this “balance sheet” is based on personal viewpoints and 
not on medical facts. Even when patients decide on a course 
of action that is adherent, they struggle with long-term habits 
that must be overcome. Lifelong habits are difficult to change, 
and the ease of continuing a previous pattern of behavior works 
against making healthy lifestyle changes (Jones et al., 2015). For 
many patients, nonadherence may be the perception that the 
illness is less of a problem than the treatment. Some changes are 
much more difficult than others as well.

LEGAL AND ETHICAL ISSUES
Healthcare professionals face increasingly complex situations 
in which the patient’s wishes may deviate from the treatment 
recommendations. Some ethical guidelines can help 
healthcare professionals choose a response to a patient who is 
nonadherent. In addition, to practice within the law, healthcare 

professionals must be aware of legal guidelines. This area 
of healthcare is changing quickly. Healthcare professionals 
need to be clear about their obligations to patients and be 
knowledgeable about patients’ rights.

Rights of the patient
Inviolability is the fundamental right of every individual to be left 
alone. The US Constitution and Bill of Rights are based on this 
principle. The individual has authority over what happens to their 
body. In practice, however, the situation is not always so clear. 
In some instances, individual rights may interfere with the rights 
of others. In addition, fluctuations in public sentiment may affect 
the decisions made by practitioners and institutions.
Ethicists differ in their perceptions about the dilemmas that 
healthcare professionals face. The concept of personal freedom 

becomes unclear when the perspective is one of social 
responsibility. Some ethicists believe that people can have both 
individual autonomy and responsibilities to one another.
The issue of mandatory testing for communicable diseases 
illustrates the dilemma of conflicting principles. Inviolability 
would guarantee the individual the right to refuse such testing. 
The principle of social responsibility would support mandatory 
testing because the individual has the obligation to participate 
to protect others.

Legal concerns
One legal issue that affects Healthcare Professional when 
discussing patient adherence to treatment is the issue of 
competence. A patient is considered competent if they are able 
to participate in making decisions, which means the patient has 
the ability to comprehend information, understand choices, 
and communicate their decision verbally or nonverbally to 
the healthcare team. For example, patients must be able to 
understand the nature of their illness and the available treatment 
alternatives. Equally important is an understanding of the 
consequences of any decision the patient might make about 
these alternatives.
Patients are presumed to be competent. This assumption means 
that the burden of proving incompetence belongs to parties 

other than the patient. Unless otherwise indicated, patients 
are assumed to be making competent choices about their 
healthcare.
At times, however, patients may be caught in a frustrating 
contradiction between the issues of adherence and competence. 
A patient may refuse a treatment recommendation. Healthcare 
professionals may label the patient incompetent because of 
the refusal. In this situation, a cognitively capable patient has 
made an informed decision. However, because the patient has 
made the decision, which opposes that of the treatment team, 
healthcare professionals view the patient as incompetent.

Special cases
Rights of Women Who Are Pregnant
Pregnancy offers a unique slant to the issue of patients’ rights. 
For some people, the fact that the fetus is affected by the 
mother’s behavior alters the mother’s right to personal freedom. 
The legal system has increasingly overridden the right of the 
pregnant mother to disregard medical advice. The legal basis for 
these decisions is weak. However, societal support for protecting 
the unborn fetus can result in a disregard for the rights of the 
pregnant woman. The ongoing debate over the rights of the 

unborn fetus versus the rights of the mother evokes intense 
emotions on both sides of the issue.
Withholding Nutrition
There is little consensus on the ethics of withholding or 
withdrawing nutrition from patients. When a patient chooses 
to refuse nutrition, it is often difficult for healthcare providers 
to honor this wish. Healthcare professionals may be concerned 
about participating in behavior that will lead to hunger or thirst 
in the patient. The American Nurses Association (2015) maintains 
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the position that the decision to withhold artificial nutrition 
and hydration should be made by the patient or the patient’s 
surrogate after consultation with the healthcare team.
In some ethical deliberations, a distinction is made between 
allowing a patient to die and killing a patient. The difference 
lies with the intent of the actions. Nutrition may be withheld on 
the premise that, if given, it will prolong life and thus prolong 
suffering. This is different from starving a patient with the 
intent to kill them. Others argue that the finality of the act of 
withholding nutrition makes the act untenable.
It is imperative that every healthcare professional be familiar with 
the legalities surrounding the patients’ right to refuse treatment. 
They should find out if there are advance directives that have 
addressed this issue. In addition, careful thought concerning 
the healthcare professional’s ethical position on these issues is 
necessary. The answers are not always clear in the increasingly 
complex environment of healthcare today. Although it may be 
difficult for healthcare professionals to act on patients’ wishes 
that are contrary to their own beliefs, they are usually mandated 
to do so by the policies of the institution where they work. 
Although they may be free to operate on their own principles 

and beliefs, they should be fully aware that by doing so their job 
might be in jeopardy in some situations.
The Patient Who Signs Out Against Medical Advice
Leaving the hospital against medical advice (aka AMA) may be 
an extreme example of nonadherence. It is rarely a spontaneous 
act. There are often warning signals or repeated conflictual 
interactions with staff members before the patient actually signs 
out of the hospital.
Healthcare professionals and physicians react strongly when a 
patient leaves against medical advice. Healthcare providers may 
attempt to cajole or coerce the patient into staying, since there 
are often concerns about the patient’s safety and the providers’ 
obligations to the patient. Healthcare professionals may also 
feel a personal failure when a patient’s choice is to leave against 
medical advice.
Patients should be free to leave against medical advice as 
long as they are competent and not endangering their lives. It 
is not appropriate to medicate a patient who is nonpsychotic 
and threatening to leave against medical advice. Using drugs 
as chemical restraints in this manner is battery from a legal 
standpoint.

RISK FACTORS
Nonadherence has meaning in the patient’s life. The healthcare 
professional must be able to carefully assess the patient’s 
situation to understand this meaning. In this way, the healthcare 
professional can uncover and deal with obstacles to adherence. 
Patients’ individual characteristics and living conditions 
will influence the likelihood of their being compliant or 
noncompliant. For example, if the patient’s home has no running 

water, then maintaining cleanliness will be more problematic for 
them than it will be for someone living with modern plumbing. 
Knowledge of risk factors can help healthcare professionals be 
more aware of the possibility that patients may have difficulties 
following their treatment plans. This knowledge is most helpful 
when it is used to prevent possible problems with compliance.

Psychological and cognitive risk factors
The most important psychological risk factors include the 
following:

 ● Cognitive abilities
 ● Mental status
 ● Denial and anxiety
 ● Addictions
 ● Depression
 ● Past experiences

Psychological and cognitive factors influence adherence to 
treatment. To be able to comply, patients must understand the 
information presented to them. Teaching should be brief and 
focused. Complex information should be broken into smaller 
and more understandable parts whenever possible. It is helpful 
to simplify teaching material as much as possible. Use of written 
materials that reflect a fourth- or fifth-grade reading level is 
appropriate so that the patient’s level of health literacy is not 
overestimated.
Patients with cognitive deficits may not be able to learn. 
Patients must have an adequate attention span to be capable of 
concentrating and learning new behaviors. If the patient has little 
focus or scope of attention, the healthcare professional should 
attempt to consult with a family member or other support person 
and determine who should receive healthcare information 
because the patient is not capable of understanding it.
Similarly, patients with changes in mental status may be unable 
to integrate new learning material effectively. Their judgment 
may be significantly impaired. A thorough mental status 
examination is needed if there is any indication that a patient’s 
mental status is compromised.
Some patients may be in denial, a defense mechanism used 
to guard against uncomfortable feelings. They may be too 
frightened by their illness to be able to accept it. This can cause 
them to feel their treatment recommendations are unnecessary. 
They need time to adjust and an opportunity to discuss these 
difficult feelings.
Denial is a normal part of grieving and sometimes occurs in 
people when they find out they have a terminal illness. Illness 
and hospitalization involve losses for people regardless of the 
prognosis, and denial may be part of any patient’s presentation. 

Sometimes giving patients time to adjust to their new status is 
sufficient and they will be ready to accept and, ideally, adhere to 
their new treatment needs.
Anxiety reduces the ability to process information or to make 
decisions. An anxious patient might exhibit a number of 
different emotions and behaviors, including anger, complaining, 
demanding, withdrawing, or even crying. When a patient’s 
anxiety is reduced, it will help the patient in adhering to the 
treatment regimen. Many patients are fearful of the unknown. 
Education often allays these fears.
Dependence on medications and illegal substances affects 
adherence because these drugs may be the priority in the 
individual’s life. If the treatment regimen interferes in any way 
with the behaviors surrounding the need to maintain the drug 
to avoid withdrawal, the patient will not be adherent until the 
substance use disorder is treated. The classic example of this 
is the patient with an alcohol use disorder who has cirrhosis. 
The recommended treatment is abstinence from alcohol, but 
few patients who misuse alcohol can accomplish this without 
professional intervention.
A person who suffers from a depressive disorder will not take 
in information or make decisions as well as one who is not 
depressed. Individuals who are depressed are more likely than 
others to be nonadherent to treatment plans. They commonly 
have low self-esteem and feelings of hopelessness that can 
interfere with their ability to follow a regimen to better their 
health. To a large degree, they lack the energy to comply. 
Although depression is the most common mental health 
problem in the United States and one of the easiest to treat, it 
is the least treated; thus, patients who are depressed are often 
overlooked. Patients with depression often have other physical 
inflammatory illnesses such as heart disease, diabetes, or chronic 
obstructive pulmonary disease. 
Finally, patients enter the healthcare system with ideas and 
beliefs that affect the course of their current hospitalization. 
Previous experiences that were negative can affect a patient’s 
expectations. If a patient enters the system expecting the worst, 
chances are good that healthcare recommendations will not be 
viewed in a positive light. Healthcare professionals can influence 
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these patients to take a more positive outlook by building trust 
and meeting their expectations as much as possible. When 

healthcare professionals cannot meet these expectations, it can 
be helpful for them to explain why.

Age
The estimated rate of nonadherence for older adult patients is 
50%. They are more at risk for nonadherence than other adult 
patients. Because of their unique needs, older adult patients 
present a challenge in adherence. Their hearing, vision, and 
cognitive functioning are likely to be impaired in some way. 
These impairments, as well as years of ingrained habits, make 
changes in behavior more difficult.
Most patients 60 years of age or older require vision correction 
of some sort. These impairments make self-administration of 
medications particularly difficult. Almost one third of all people 
aged 65 to 79 years have significant hearing impairment. In 
older adult patients, recall is best when material is given verbally. 
Information must be delivered slowly and audibly. Reinforcing 
verbal instruction with written materials is essential and teach 
back will assess understanding. Print materials with large-type 
fonts and pictures are most effective.
Depression is common in older adult patients. It often goes 
undetected and untreated. Depression lessens the ability of 
older adult patients to adapt to changes in lifestyle. Seemingly 

simple tasks such as picking up a pill become difficult. Plans for 
self-management must take this loss of dexterity into account.
Older adults often find that their social support systems are 
shrinking. Friends and relatives may be ill, dying, or making 
changes in living arrangements. This resulting isolation can affect 
adherence.
The number of medications prescribed for older adult patients 
can be a problem. At least one fourth of older adult patients 
recently discharged from hospitals have six or more prescriptions 
that require self-administration. Medication costs must be 
considered, as well as the ability to obtain the medications if 
transportation and mobility are issues (Townsend & Morgan, 
2017).
It is easy to see why the nonadherence rates for older adult 
patients are high. This population is also less likely to be 
assertive about their needs with healthcare providers. Older 
adult patients constitute a major part of general care patients 
today. Healthcare professionals need to be sensitive to the 
unique needs of this age group.

Social and economic risk factors
The social spheres that most affect a patient’s health behaviors 
are:
1. Family and significant others
2. Relationships with healthcare providers
3. Cultural or ethnic groups
4. Religious community or beliefs
5. Economic status
Patients are more likely to adhere with their treatment plans 
if their family or significant others are supportive of it and 
encourage them to follow it. They are also more likely to be 
adherent if they have a positive relationship with their healthcare 
team, are included in the decision-making process, and are 
acknowledged for being adherent.
A patient’s cultural or religious beliefs and practices may prohibit 
adherence with a treatment regimen. In some religions, use of 
certain types of medical interventions is regarded as a lack of 
faith in God, and those interventions are therefore prohibited. 

Some cultures have lay healers, and the patient may wish 
to combine the healer’s cures with medical treatment. Many 
cultures view healing as a family affair; therefore, the family will 
always need to be present and involved in the patient’s care. 
Healthcare professionals must try to understand and appreciate 
the importance of these practices to help patients be adherent.
A significant concern related to nonadherence is limited income. 
Patients may have hospitalization coverage but lack sufficient 
funds to follow through on recommendations after discharge. 
A patient who must choose between feeding their family and 
buying blood pressure medicine has no choice at all. This is 
particularly true for older adult patients who are frequently on 
fixed, limited incomes. Choices between food and medication 
are not easy ones, and healthcare professionals can help access 
as much assistance as is available to older adult patients. It is 
helpful to examine older adult patients’ finances with them and 
plan realistic healthcare choices together.

Environmental risk factors
The healthcare setting can influence patient adherence. The 
most common factors are comfort issues and ease of access, 
including transportation. The needs of patients who are 
physically impaired must be considered carefully. For example, 
an older adult who has been directed to return to the clinic after 
a surgical admission may not keep this appointment. The patient 
may not have transportation, the parking may be remote and 
require walking a long distance between the parking lot and 
office, or the stairs may be too much to handle. If there is little 
to motivate patients’ return, then when they are feeling well, 
environmental obstacles will result in nonadherence.
Determining risk factors early in treatment enables healthcare 
professionals to intervene effectively. Healthcare professionals 

are in the best position to use their skills to develop a care plan 
with the patient that maximizes adherence. In the same way, 
knowledge of risk factors affecting compliance can enhance 
discharge planning and make it more effective.
Situational factors are best dealt with through anticipatory 
planning. A conversation with the patient about the possibility 
of these events occurring and how to deal with them can ensure 
their adherence. A patient on a restricted diet, for example, is 
asked to consider eating at home until they are familiar with the 
diet. The patient is also given ideas about what to order in a 
restaurant that would be allowed on this diet. The patient may 
feel uncomfortable explaining their diet to friends. Role playing 
can be helpful in these situations. 

Case study 9
Bill is a 32-year-old, single African American man diagnosed with 
bipolar disorder who stopped taking his medications 3 weeks 
ago. His family brought him into the emergency department 
because of his manic behavior. 

Self-Assessment Quiz Question #11
The healthcare professional caring for this patient knows that:
a. Most drugs for psychiatric illnesses have few side effects.
b. The severity of side effects for antipsychotic drugs varies 

according to their gender. 
c. A bipolar patient often stops taking their medication when 

they are manic.
d. Medications for bipolar disorder have few side effects.
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Self-Assessment Quiz Question #12
To avoid medication noncompliance in the future, the 
healthcare professional should:
a. Limit disclosure of the severity of the illness to the patient 

and family.
b. Encourage the patient to purchase needed medications at 

their own expense.
c. Teach the family some of the symptoms (rapid speech, 

change in energy level) that would show medication 
nonadherence early.

d. Use scare tactics wherever necessary to obtain compliance.

DIAGNOSTIC ASSESSMENT
The Diagnostic and Statistical Manual of Mental Disorders (5th 
ed.; DSM-5) diagnoses and the NANDA nursing diagnoses 
that might be applicable to patients who are nonadherent are 

detailed in this section. Of course, circumstances for any specific 
patient who is nonadherent may warrant additions to the listings.

DSM-5 psychiatric diagnoses
Medication treatment nonadherence, as it is referred to in the 
DSM-5, can occur in patients with any diagnosis. However, 
especially for patients with psychiatric diagnoses, the effects 
of nonadherence can be unsafe. Patients with the following 
DSM-5 diagnoses may be particularly at risk for nonadherence 
(American Psychiatric Association, 2013):

 ● Neurocognitive disorders.
 ● Substance-related disorders.
 ● Bipolar disorder.
 ● Schizophrenia.
 ● Feeding and eating disorders.
 ● Personality disorders.

NANDA nursing diagnoses
The following are NANDA nursing diagnoses that are associated 
with patient nonadherence (Herdman & Kamitsuru, 2018):

 ● Anxiety (e.g., mild, moderate, severe).

 ● Coping (ineffective, defensive).
 ● Family processes (e.g., dysfunctional, interrupted).
 ● Self-care deficit (e.g., bathing, dressing, feeding).

THE HEALTHCARE PROFESSIONAL’S REACTION TO THE PATIENT WHO IS NONADHERENT
Healthcare professionals’ willingness to examine their attitudes 
and feelings toward the patient is of primary importance in 
working with patients who are nonadherent. The identity of 
a healthcare professional is closely tied to the concepts of 
helping, caring, and service. When a patient appears to reject 
a healthcare professional’s expertise in promoting wellness, 
the healthcare professional must deal with many intense and 
conflicting emotions.
Many healthcare professionals state that they would prefer to 
spend their time with motivated patients who want to get well 
rather than with patients who do not comply with their treatment 
plan. They express anger that the patients are “wasting” a 
bed, precious resources, or the healthcare professionals’ time. 
It is important to understand that many patients who are 
nonadherent are not deliberately working against the treatment 
team.
Sometimes anger can lead to withdrawal of services. A 
healthcare professional may avoid going into the patient’s room 
or omit teaching the patient because “the patient isn’t going 
to do it anyway.” The healthcare professional should deal with 
these feelings in another way because it is obviously not helpful 
to punish the patient with these behaviors. Discussing the 
patient’s case with the healthcare team and getting suggestions 
for new approaches to handling the patient can be helpful. 
Discussions may need to focus on the degree to which care is 
patient-centered, so that patients feel they are active, respected 
partners in healthcare decisions. Patients will resist interventions 
if they feel that their needs are not being heard or respected. 
When they do resist and appear to be nonadherent, this may be 

a signal to the healthcare team that an internal assessment of the 
system’s approaches to patient care should be conducted (see 
Box 1).
At times, healthcare professionals may feel unable to “allow” a 
patient to be nonadherent. This situation might occur when the 
healthcare professional has some commonality with the patient, 
such as being the same age as the patient or having a parent 
who died of the disease the patient has. Healthcare professionals 
who feel powerless in the face of a patient’s nonadherence may 
push the patient to adhere while assuming decision-making 
responsibilities that belong to the patient.

Box 1. Cycle of Nonadherence Between Patients and 
Healthcare professionals
Depending on the reasons for nonadherence, the patient may 
be quite happy to be left alone or to be overly dependent on 
the healthcare professional. More likely, however, the patient 
will feel that their real healthcare needs are going undetected. 
This behavior may become a cycle.
Nonadherence Cycle

 ● Patient is nonadherent
 ● Healthcare professional feels angry, powerless, and so forth
 ● Healthcare professional withdraws or overreacts
 ● Patient’s needs go unmet

Healthcare Professional Strategies to Stop This Cycle
 ● Becoming aware of feelings
 ● Performing a healthcare professional assessment
 ● Using care planning as a mutual process

INDEPENDENT HEALTHCARE PROFESSIONAL INTERVENTIONS
Healthcare professionals can be key players in enhancing 
adherence on the part of their patients. By establishing rapport 
and creating trust, they present themselves to their patients 
as informed and knowledgeable persons who can answer 
questions and offer ways to adhere to plans of care. Healthcare 
professionals can reassure patients that it is not always easy 
to change long-term behaviors and gently reinforce why 
some changes may be necessary. Providing their patients with 
education as to the reason for certain treatment regimens 
is something healthcare professionals are well equipped to 
do. Often patients are more likely to follow through on their 

treatment requirements when they fully understand the reason 
and importance of what they are doing.
Patients benefit from the help of family and friends; healthcare 
professionals can assist their patients in obtaining support from 
these individuals. If there is a particular part of the treatment 
that goes against the patient’s belief system in some way, the 
healthcare professional can help explain this to the healthcare 
team and together they (including the patient) can try to come 
up with an alternative intervention. Healthcare professionals 
implement their role as a patient advocate when they assist in 
these situations.
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In addition to being professionals with a job to do, healthcare 
professionals are also individuals with their own belief systems. 
When patients are nonadherent, healthcare professionals can 
take it personally and react poorly in the situation. It is helpful 

for healthcare professionals to examine their reactions and why 
the patient may be acting in this way. Table 3 provides some 
suggested healthcare professional interventions along with their 
rationale for working with patients who are nonadherent.

Table 3. Independent Healthcare professional Interventions for Patients Who Are Nonadherent and Their Rationale 
Independent Healthcare professional Interventions Rationale

Develop awareness of feelings toward patients who are 
nonadherent with their treatment regimens.

If unaware of personal feelings toward patients who are 
nonadherent, there is the possibility to be unaware of feelings of 
anger and/or powerless toward patients. This may a withdrawal 
from the patients and thus their needs will go unmet.

Develop a trusting relationship with patients. Trust is basic to a therapeutic relationship. The quality of the 
healthcare professional-patient relationship has been shown to 
be a powerful predictor of adherence.

Assess patients’ mental status. Several studies have shown that clinical depression is a risk factor 
for nonadherence (Brown & Sinsky, 2017).

Explain clearly why the treatment is necessary and what to 
expect (e.g., delayed benefits, general side effects). Ask the 
patients to identify benefits of treatment, and how likely they 
think it is that there will be consequences of the current illness or 
health problem (perceived susceptibility and perceived severity).

A complicated or demanding treatment plan is an ordeal for 
even the most motivated patients. Patients need to understand 
why the plan is necessary; otherwise, they have little incentive to 
follow through with it.

Include the patients in setting goals and planning care.
Ask the patients to identify potential barriers to adherence (e.g., 
social, economic, or environmental factors).

The mutuality of expectations of patients and healthcare 
professionals makes it more likely that patients will be adherent 
with the treatment plan. Encourage patients to ask questions and 
express their concerns regarding their illness and the advantages 
and disadvantages of a treatment regimen.
Addressing issues and strategizing with the patients as to how 
best to deal with these issues will help with adherence and help 
to reinforce the importance of the treatment plan.

Teaching should be aimed at the patients’ learning level. To be able to adhere, patients must understand the information 
presented to them:

 ● Teaching should be brief and focused.
 ● Complex information should be broken into smaller, more 

understandable parts whenever possible.
 ● Teaching material should be simplified as much as possible. 

Aim for a reading level of fourth or fifth grade with few words 
with more than three syllables.

Encourage patients to report problems with their treatment 
regimen, such as any unwanted or unexpected side effects, 
before adjusting or stopping it.

Patients often have valid reasons for not following a treatment 
plan. The better the understanding of patients’ concerns about 
their treatment regimen, the more likely its importance will be 
explained (Jones et al., 2015).

Encourage patients to request the support and help of family or 
friends.

If family members or other caregivers are not providing direct 
care to patients, and if patients are having difficulty following 
through on taking medications or other therapies, family 
members may be helpful in reminding patients to take their 
medications.

Communicate concerns about the patients’ nonadherence with 
other members of the healthcare team. Revisit the facility’s 
philosophy about patient-centered care.

The healthcare team may detect and help solve nonadherence 
problems, including health system problems as well as patient 
issues.

HOLISTIC CONSIDERATIONS
Patients do have the right to choose their own treatment 
and make their own decisions unless their choices will harm 
themselves or others. However, healthcare professionals and 
other clinicians may have a better knowledge base about 
treatment options. The healthcare professionals’ role is to 

educate patients so that they can make an informed choice and 
not to assume patients do not know what is best for themselves. 
Walker (2017) outlined four basic philosophical orientations for 
clinician-patient relationships related to adherence.

Paternalism
The paternalism model is based on the expertise of the clinician, 
coupled with a grounding in beneficence (the doctor or 
healthcare professional knows what is best for the patient). This 
framework often conflicts with the concept of patient autonomy. 

This model is most acceptable in emergency situations and 
to value-neutral, technical decisions. There has been a shift in 
healthcare in recent decades toward more patient-centered, 
autonomous decision making.

The Radical individualism model
The patient has absolute autonomy and absolute rights 
over decisions regarding their body. The patient is capable 

of assessing alternatives, and healthcare staff members are 
obligated to adhere with these wishes.

The consumer model
This relationship model is market based. Healthcare is seen as 
a commodity with the patient as a consumer. This relationship 

model tends to undermine the caregiver ethos by encouraging 
emotional disengagement.
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Shared decision-making model
Also known as the reciprocal model or negotiated contract 
model, the shared decision-making model lies between the 
extremes of paternalism and radical individualism. It is rooted in 
the concept of shared humanity in all participants. It emphasizes 
the relationship to the patient, not the disease.

Holistic healthcare professionals, understanding the experience 
from their perspective, work with the patient. They recognize 
that the burden of responsibility for the ultimate decision and 
change belongs with the patient. The healthcare professional’s 
duty is to educate and empower the patient.

Case study 10
Michael Longfellow is a 60-year-old male patient who was 
admitted to the hospital after he fell and broke his hip. He had 
been helpless at home for several hours after the fall because 
his wife was away from the house. When she returned and found 
him, he was immediately brought to the hospital by ambulance. 
On the day of admission, surgical repair was performed.
After surgery, Michael was disoriented for several days. He was 
confused, belligerent, and had visual hallucinations. Medication 
for agitation was required some of the time. Michael’s blood 
pressure and pulse rate were high. Eventually, his mental status 
cleared, and the remainder of the postoperative period went 
smoothly. Michael’s incision began healing, and his vital signs 
became stable.
Pain management, however, remained a problem for Michael; 
it was difficult to develop a pain management regimen that 
enabled Michael to experience pain relief. He was unwilling to 
practice coughing or deep breathing as recommended because 
of reported pain. It was a constant struggle to assist him with 
ambulation exercises, although he had been informed of the 
dangers from immobility many times. He developed pneumonia, 
and his hospitalization continued.
His wife and adult children rarely visited and were unwilling 
to talk with staff members. Michael reported that he had not 
worked for years and relied on his wife for much of his care and 
support. He gave vague reasons for this situation, stating that 
he had been laid off and that there were never any jobs in his 
field of employment.
The healthcare professional staff began to be concerned 
as time passed and Michael did not appear to be assuming 
responsibility for his recovery. He, on the other hand, was 
eager to return home and pressured his physician to let him 
go prematurely. The staff called a patient care conference to 
discuss the discharge plans for Michael.
During the conference, several of the healthcare professionals 
on the evening shift expressed concern that Michael would not 
be well taken care of if he were to return home at this time. 
They had met his wife because she visited in the evening after 
work. They described her as “cold” and “mean.” They were sure 
that she would provide no assistance to Michael, who would be 
forced to fend for himself at home.
The night healthcare professionals described ongoing 
episodes of insomnia that the patient had experienced since 
his admission. One of the healthcare professionals had found 
Michael attempting to smoke in his room. She stated that he 
drank cup after cup of coffee whenever he could. She thought 
that he was simply a patient who was nonadherent with his 
treatment plan and should be discharged as soon as possible 
with home care assistance.
One of the healthcare professionals mentioned the possibility 
that Michael might have an alcohol use disorder. She cited his 
delirious episode after admission, his low pain tolerance, and 
the dysfunction in the family as possible indicators that he might 
have a substance use problem. The physician added that the 
hypertensive episode after surgery and the insomnia supported 
that assessment.
The social worker remembered that Michael’s wife had bitterly 
discussed with her Michael’s lack of employment and his 
previous falls. The social worker admitted that she had focused 
on the wife’s hostility instead of on the possibility of an alcohol 
use disorder. She added that the behavioral habits of smoking 
and excessive coffee drinking have been linked in the literature 
to problem drinking.
It was agreed that the social worker would meet again with 
Michael’s wife and discuss the possibility that Michael has an 

alcohol use disorder. With the information from that interview 
identifying Michael with a pattern of problem drinking, it was 
easier to approach Michael about his problem, and he was, 
in fact, assessed and referred for treatment of an alcohol use 
disorder.
Questions
1. What are the staff’s issues regarding Michael’s nonadherence 

to his treatment plan?
2. What are some approaches that the healthcare professionals 

can use when caring for patients who are nonadherent?
Discussion
1. The evening staff healthcare professionals who described 

the patient’s wife as cold and mean were clearly angry. If 
they had examined their feelings closely, they might have 
discovered that they were angry with the patient for his 
unwillingness to participate in recovery. It is often easier to 
be angry at a healthy, and distant, family member than to 
be angry with the patient. It can be difficult for healthcare 
professionals to accept their anger toward a patient who is ill 
and with whom they interact on a daily basis.
It seems like the night healthcare professionals felt little 
compassion for this patient. They were most likely dealing 
with feelings of powerlessness. Michael was a patient who 
ignored the rules and the healthcare advice offered to him. 
Powerlessness is difficult for anyone to experience and is 
most often masked by anger and rejection. When staff learn 
how to use techniques of brief assessment and intervention 
with patients who have alcohol problems and see their role 
in patient-centered care more clearly, they will feel less 
powerless.
Most of the issues of nonadherence in this case study may 
be attributable to the patient’s unrecognized alcohol use 
disorder. Michael was unwilling to adhere to treatment 
recommendations because of his as-yet-untreated alcohol 
use disorder. His wanting to leave the hospital may be, in 
large part, motivated by his desire to have easier access 
to alcohol. If he had been discharged to home without 
treatment of this problem, his chances of a successful 
recovery would have been low. In addition, his alcohol 
use would have placed him at risk for more falls and other 
physical problems.
In this example, the staff needed to learn to look beyond 
Michael’s nonadherent behavior and find out what was really 
occurring. He was certainly not following the treatment plan, 
but it was not simply negativity. There was an unidentified 
problem beneath the surface that needed resolution before 
Michael could address his nonadherence.
Family issues in this case study should not be overlooked. 
The wife and adult children should be included in 
discussions, with some focus on their own possible health 
issues, needs, and feelings as well. Further assessment and 
referral may be appropriate for the entire family. Because 
adherence to the treatment plan will be critical for a 
successful outcome for Michael, paying attention to family 
issues interfering with adherence is important.

2. Much of the time, the healthcare team is asking the patient 
to make significant changes in a lifelong pattern of behavior. 
This is not easy for anyone. Creating attainable short-term 
goals for which the patient can experience success is helpful 
in ultimately reaching long-term goals. The healthcare 
professional provides thorough and appropriate education 
and training on any aspect of the patient’s care plan to 
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enhance cooperation with the recommended treatments and 
interventions. Use of Internet or smart phone resources can 
help remind and educate the patient. Teaching family and 
friends to be alert for signs of changes in behavior is part of 
a holistic approach. Establishing a strong sense of rapport is 
essential to teaching being effective.
It is also useful to discuss with the patient why adherence 
is difficult for them. Finding the root of the problem and 
addressing it directly can help with optimizing the patient’s 
ability to carry out the plan of care and achieve the desired 
health benefits. For example, the patient may not remember 
to take a prescribed medication because it is effectively 
working and there are no symptoms triggering the need to 
keep taking the drug. The healthcare professional can assist 
the patient with finding other reminders as to when the 
medication should be taken. Many people have cell phones 
equipped with alarm features, so teaching the patient how 
to use this alarm function may be a constructive way to gain 
adherence to medication use.
Healthcare professionals who acknowledge their own 
problems make it less likely that those problems will interfere 
with helping the patient. Healthcare professionals, just like 
patients, may find it difficult to follow many health-related 
behaviors. Adherence on the healthcare professionals’ part 
helps patients see congruence in what is practiced by others 
and what is asked of them. However, examining their feelings 
is not always the easiest thing for healthcare professionals to 
do. Because patients present with many different issues, it 

is likely that situations will arise when the patients’ problems 
match ones that healthcare professionals, themselves, 
are experiencing. Self-awareness is critical for successful 
interactions in these situations. Healthcare professionals 
are not perfect, and they may have unsolved problems and 
issues, but knowing what they are is important.
There is also the recognition that patients do have the right 
to nonadherence. Sometimes the patient is making choices 
for reasons the healthcare professional has not considered. 
It is essential to examine why the patient stopped (or never 
started) the treatment as prescribed. There is also a time 
when patients will have to live with the consequences of their 
own actions. The self-aware healthcare professional knows 
that there are limits to what teaching and explaining can do 
to change the health behaviors of others. 

Evidence-based practice! Some technology-based 
interventions, such as reminder apps on a cell phone or digital 
patient education are becoming more common, but do they 
really work? Some clinical trials have been examining the 
effectiveness of smart phone reminders and education for 
mental health patients. One meta-analysis (Linardon & Fuller-
Tyszkiewicz, 2020) examined numerous clinical trials, and the 
adherence and improvement in behavior was not consistently 
improved. Mental health patients often drop out of programs 
or trials, and low levels of adherence are seen as common for 
this population. Healthcare professionals can only continue to 
offer education and support for the patient and their family.  

MANIPULATIVE BEHAVIORS
Illness poses a severe threat to a person’s security, self-esteem, 
and autonomy. It results in a loss of self-control and a fear of 
becoming helpless and dependent. The healthcare system 
may also place patients in childlike positions. The resulting 

anxiety may prompt a regression to manipulation as a coping 
mechanism even in patients who do not typically demonstrate 
manipulative behaviors.

A DEVELOPMENTAL VIEW OF MANIPULATIVE BEHAVIORS
Before healthcare professionals can intervene effectively, they 
must understand not only what manipulation is and how they 
respond to it but also where it begins. How does manipulation 
become entrenched as a need-gratifying mechanism?
The use of manipulation as an adaptive, need-gratifying 
mechanism starts early in life. It is defined as an automatic 
behavioral pattern that infants use to get their basic needs met. 
They manipulate without any regard for the needs of others. 
In newborns, who are utterly dependent on others, the use of 
manipulation is acceptable and, in fact, vital. It is a matter of 
survival.

As children grow and develop, they test a variety of adaptive 
maneuvers to manipulate the environment to gratify their needs. If 
a child’s unacceptable behaviors are met with clear and consistent 
limits delivered by primary caretakers with unconditional love and 
acceptance (of the child if not of the behavior), then the child will 
gradually develop a sense of self-esteem and self-control. Slowly, 
children learn to replace manipulation with more independent, 
adaptive behaviors.
If, on the other hand, a child’s first limit-testing manipulative 
efforts are met with inconsistent limits or with no limits at all, with 
conditional love, and with lack of acceptance of the child, then the 
child will not learn how to fulfill their needs and how to gain love 
and acceptance from others (Townsend & Morgan, 2017).

ADAPTIVE MANIPULATION VERSUS MALADAPTIVE MANIPULATION
Manipulation, learned early in life, is a process that occurs 
consciously or unconsciously in virtually all interpersonal 
interactions.
When manipulation is used in an adaptive sense, it is just one 
of many behaviors that a person can call on to ensure that their 
needs are fulfilled. It is neither the only need-gratifying behavior 
nor the dominant one.
For manipulation to be considered maladaptive, it depends on the

 ● extent to which it is used as a dominant need-gratifying 
mechanism.

 ● degree to which a person is aware of using it.
 ● degree to which the person is self-oriented and not oriented 

to others.
 ● degree to which others are treated as objects.
 ● effect on others, such as the person who has been 

manipulated feeling angry but not necessarily being certain 
as to why.

Unquestionably, the word manipulator has taken on a derogatory 
or pejorative connotation. However, the fact is that everyone 
manipulates at times as a way of ensuring that needs are 
met. It is important to understand that isolated instances of 
manipulation do not make a person a manipulator. It is when 
manipulation as a need-gratifying mechanism becomes an 
adult behavioral pattern that it is viewed negatively. When it is 
adopted as the primary means of decreasing anxiety without the 
opportunity of learning or experiencing personal growth, then it 
is problematic.



EliteLearning.com/Nursing  Page 90Book Code: ANCCTX2023

Healthcare Professional Consideration: For the same reasons younger patients are prone to manipulation, anxiety, lack of control 
in their environment, low self-esteem, and feelings of insecurity, the elderly are also likely to use such behavior to meet their needs. 
Although healthcare professionals working with geriatric patients may understand why it is happening, it is no less frustrating to 
manage. It is important for the healthcare professional to provide information to this population about reasonable expectations and 
then make every effort to meet those expectations. If something has been promised that cannot happen, the healthcare professional 
should explain to the patient why this change must be made. Open and honest communication is important in establishing trust and 
modeling straightforward behavior. One healthcare professional (Kemerer, 2016) notes that consistent therapeutic communication 
and remaining accountable serve to decrease the likelihood of allegations of neglect or abuse.

IDENTIFYING MANIPULATIVE BEHAVIORS
Healthcare professionals may overuse the term manipulative. 
After a difficult day or after caring for a string of patients with 
particularly taxing behaviors, a healthcare professional may be 
prone to assign the label manipulator to the patient who makes 
that one final demand that sends the healthcare professional 
over the edge or to the patient who is just a little too insistent 
in their self-advocacy. Patients who use manipulation have 
many requests that begin to seem unreasonable. Asking for a 

fresh beverage is understandable but asking for another within 
an hour and then needing more ice, then a pain pill, and then 
wanting to have a pillow fluffed becomes too much (Riley, 2020). 
Healthcare professionals who work in correctional or psychiatric 
settings often experience this manipulation as a stressor 
(Schoenly, 2017). If the term manipulative is to have clinical 
meaning, its characteristics must be understood.

Manipulation is not always easy to recognize
Patients who use manipulation are often charming, entertaining, 
and intelligent. They rarely see themselves as having a problem 
and are unlikely to seek help on their own. In fact, many 
individuals who demonstrate manipulative behaviors are loathe 
to change even when confronted because these behaviors get 
their needs met (Townsend & Morgan, 2017). When the harmful 
effect on others is pointed out, these patients may feign guilt 
or remorse because they are aware that these are the socially 
acceptable responses. They will not actually feel those feelings, 
however. Patients with dominant manipulative traits do not have 

a superego (concerned with moral behavior) strong enough for 
pangs of conscience to be genuine.
The reaction of healthcare professionals faced with such 
situations is, understandably, negative. It is sometimes possible 
to detect manipulation by virtue of a negative reaction to a 
patient’s interaction or request. Sensing that something does 
not ring true can assist the healthcare professional to suspect 
manipulative behavior. Universally, healthcare professionals, like 
most of the population, want to avoid interaction with patients 
who regularly use manipulation.

Cycle of manipulation
A person has needs to be met but cannot trust the environment 
to meet them consistently. The ensuing anxiety causes the 
person to fall back on the earliest need-gratifying mechanism 
– adaptive maneuvering and manipulation to ensure that their 
needs are met. If the manipulative behavior is effective, then the 
anxiety temporarily decreases. The person’s needs have been 
met. However, the pattern of manipulation has been reinforced.
When the same person gets a negative response, they may 
become angry and frustrated, and anxiety skyrockets. The 
person again tries desperately to manipulate the environment in 
an effort to regain control. The pattern is set, especially when the 
manipulative behaviors work.
Lacking basic trust, the person is caught in an endless cycle of 
having to resort to manipulative behaviors to ensure that their 
needs are met. In the process, however, individuals are likely to 
alienate those around them and generate mistrust from other 
people. The issue of this loss of trust is key to understanding the 

pathology of manipulation. The patient who uses manipulation 
in a maladaptive way has little concern for the wants and needs 
of other people. Because individuals who use manipulation do 
not trust their own feelings, they cannot trust others. This lack of 
trust leads to a sense of loss of control, and the individual tries to 
regain a sense of self-mastery by controlling others.

Evidence-based practice! There are a variety of measurement 
tools available to attempt to decipher personality traits. 
Exploring manipulative behavior is of interest to many, 
especially because of its apparent connection with delinquent 
and/or criminal behavior later in life. Bergstrom and Farrington 
(2018) investigated whether the use of one or more scales 
could be predictive of psychopathology in adulthood. The 
data were supportive of a connection between high scores 
on callous-unemotional traits combined with high scores on 
daring-impulsive ones pointing to a higher risk in childhood 
and outcomes as adults that were below normal. 

THE HEALTHCARE PROFESSIONAL-PATIENT CYCLE OF MANIPULATION
The patient who exhibits manipulative behaviors is uncannily 
adept at seeking out the unique weaknesses and vulnerabilities 
of others and using those weaknesses and vulnerabilities to gain 
control. Their manipulative behavior can be active or passive.
Active manipulation may involve any of the following behaviors:

 ● Making demands: “I want my medication at 9 o’clock, not 8 
o’clock. I don’t care about your rules!”

 ● Violating rules and routines: “Oops! I forgot I was supposed 
to be measuring my urine. Guess I’ll need to stay another day 
so you can get a complete sample.”

 ● Making threats: “If you don’t get that guy and his obnoxious 
family out of my room this minute, I’m going to tear up this 
place – and you along with it!”

Manipulative behaviors can also be passive and more subtle:
 ● Eliciting pity: “Can’t you understand how hard it’s been for 

me lately? My husband is leaving me for another woman, 
my two kids are out every night until 1:00 a.m., and my son 
wrecked a brand-new car last weekend. Wouldn’t you drink 
too?”

 ● Ingratiating and flattering: “You’re the only one on this unit 
who can possibly understand me. I don’t even know why 
you’re working here – you’re so much smarter than the rest of 
them. And prettier too.”

 ● Evoking guilt feelings: “Well, if you had come in here to talk 
to me at 2:15, when you said you would, I wouldn’t have 
gotten so depressed, and I wouldn’t have had to cut my 
wrist.”

 ● Abusing compassion: “You said you understood how hard 
it was for me to be in this hospital, so I was sure you’d 
understand why I needed to sneak out this morning. I’m back 
now, so take it easy. Why do you have to search me? You said 
you trusted me!”

 ● Attempting to exchange roles and become the helper’s 
helper: “I heard you tell one of the healthcare professionals 
that you’re having trouble with your son. I can’t believe he 
doesn’t appreciate having a mother like you. I’m about his 
age, I’ll bet. Tell me what he’s doing. Maybe I can help.”

 ● Pitting staff members against each other: “I couldn’t get that 
other healthcare professional to understand why she should 
persuade the doctor to discharge me tomorrow. She said not 
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to discuss it with you because you’re too new to understand 
the rules yet. But I know you understand my situation. Will 
you explain it to my doctor? And pick a time when she’s not 
around to interfere.”

 ● Questioning competence or authority: “My doctor said 
that I could have another sleeping pill if the first one didn’t 
work. Can’t you even read a chart? Well, you’re not in charge 
around here anyway. We’ll see what happens to your job 
when the unit manager comes in tomorrow.”

In each of the foregoing examples, patients seized on a 
particular need of the healthcare professional (the need to 
be professionally competent; to maintain a safe, consistent 
environment; to be viewed as empathic and understanding) and 
geared their behavior to exploit the healthcare professional’s 
weaknesses or therapeutic vulnerability.
When healthcare professionals realize they have been 
successfully manipulated, their likely response is a range of 
negative feelings and behaviors, including anger, frustration, 
indifference, and withdrawal. Although patients with 
manipulative behaviors will enjoy these responses as signs of 
their power, they will also feel an inward sense of increasing 
anxiety because once again they have successfully managed to 
manipulate someone. Can no one be trusted? Will no one ever 
be able to see through them and give them what is truly needed 
– a sense of realistic limits and a genuine feeling of self-control? 
The vicious cycle of manipulation can play out repeatedly 
between healthcare professional and patient when manipulative 
behaviors are not accurately identified, and healthcare 
professional interventions are not put in place to halt the cycle. 
It is essential that firm, realistic limits be set and then followed 
with all patients. The limits should be communicated clearly and 
openly, with an appropriate rationale. Although there should be 
consequences for nonadherence, they should not be punitive 
but should be set to reflect the best interests of the patients. 
Table 4 summarizes steps that are helpful in setting limits for 
patients who act in a manipulative manner.

If healthcare professionals are to stop the cycle, self-awareness 
is vital. If they have difficulty with their own self-esteem, they will 
be vulnerable to manipulative behavior. The key is for healthcare 
professionals to be aware of their needs so they will know when 
they are being exploited. They also need to be aware of their 
own responses, such as feelings of anger, need to withdraw, 
frustration, or loss of objectivity, as indicators that they are being 
manipulated. Only then can they be effective in helping patients 
find more adaptive ways of getting their needs met.

Table 4. Ten Steps to Setting Limits with Patients Who 
Exhibit Manipulative Behaviors 
1. Define clear expectations.
2. Communicate expectations positively and firmly.
3. Limit only those behaviors that clearly impinge on the well-

being of the patient or others.
4. Make sure that the limits are in the patient’s best interests 

and are not punitive.
5. Offer a brief rationale for the limit but do not engage in a 

debate about its fairness or justification.
6. Define the consequences of exceeding the limit, and make 

sure that they are consequences that can be fulfilled.
7. Hold all discussions related to limit setting on a one-to-one 

basis, in private. (This limits the opportunity for the patient 
to involve an “audience” in determining whether the limit is 
“fair.”)

8. Make sure that all staff members understand the limit and its 
consequences as they were communicated to the patient.

9. Stand firm in the face of the inevitable testing of the limit.
10. Provide positive reinforcement every time the patient is able 

to meet the limit.
Based on Reach, G. (2016). Patient education, nudge, and manipulation: 
Defining the ethical conditions of the person-centered model of care. 
Patient Preference and Adherence, 10, 459-468. https://doi.org/10.2147/
PPA.S99627; and Townsend, M. C., & Morgan, K. (2017). Essentials of 
psychiatric mental health nursing: Concepts of care in evidence-based 
practice (7th ed.). F. A. Davis.

DIAGNOSTIC ASSESSMENT
The following are the Diagnostic and Statistical Manual of Mental 
Disorders (5th ed.; DSM-5) diagnoses and North American 
Nursing Diagnosis Association (NANDA) nursing diagnoses that 
might be applicable to patients who demonstrate manipulative 

behaviors. Of course, circumstances may warrant additions to 
the list of diagnoses for any specific patient, but those listed 
here are likely for anyone with manipulative behaviors.

DSM-5 psychiatric diagnoses
As noted earlier, manipulative behaviors are ubiquitous. 
Healthcare professionals may encounter manipulation in any 
patient, on any unit, and in any circumstance. However, patients 
with the following DSM-5 diagnoses are more likely than others 
to show characteristics of manipulation (American Psychiatric 
Association, 2013):

 ● Conduct disorders
 ● Feeding and eating disorders
 ● Personality disorders
 ● Factitious disorders
 ● Substance use disorders

These DSM-5 diagnoses provide “red flags” to the possibility of 
the use of manipulative behaviors by patients. Any healthcare 

professional assigned to a patient with one of the diagnoses 
in this list should be on the alert for manipulative behavior. 
However, it would be an error to rely on the DSM-5 diagnoses as 
a sole indicator.
Many patients who have one of these diagnoses may not be 
maladaptively manipulative. The opposite is also true. Many 
patients who do not fit one of these diagnostic categories may 
use manipulation as a primary need-gratifying mechanism. 
A thorough healthcare professional assessment will help 
the healthcare professional identify manipulative behaviors 
regardless of the patient’s diagnosis.

NANDA nursing diagnoses
The NANDA nursing diagnoses that are most often associated with 
manipulative behaviors are the following (Herdman & Kamitsuru, 
2018):

 ● Impaired social interaction
 ● Coping (e.g., ineffective, compromised family, defensive)

 ● Self-esteem (e.g., chronic low, situational low, risk for low)
 ● Anxiety (e.g., mild, moderate, severe)
 ● Fear
 ● Risk for loneliness

INDEPENDENT HEALTHCARE PROFESSIONAL INTERVENTIONS
Patients who use manipulation as a means to have their needs 
met present a challenge for healthcare professionals. Patients 
may be unable and unwilling to recognize their maladaptive 
manipulative coping mechanism. Even when the healthcare 
professional points it out, the patient may not be willing 
to change. As noted previously, manipulation is inherently 
rewarding. However, manipulation also has a way of alienating 
others and making it impossible for the patient to form 

meaningful relationships. The healthcare professional who 
can help patients recognize the effects of their manipulative 
behavior and find alternative need-gratifying mechanisms will 
do much to improve their patients’ quality of life. Role-modeling 
straightforward behavior is an effective way to encourage 
patients to lessen their manipulative behaviors.
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Gaining the patient’s trust, although difficult, and sometimes 
not possible, is something the healthcare professional should 
work toward. Trust-building behavior includes being on 
time for treatments or other appointments with the patient, 
never promising something that cannot be delivered, and 
remembering things the patient has related. In addition, 
healthcare professionals must accept that patients may say 
hurtful things and not take them personally; patients who use 
manipulation make such remarks to everyone. Self-confidence 
on the part of the healthcare professional is important because 

patients who use manipulative behaviors will try their best 
to gain power by undermining the healthcare professional’s 
knowledge, skill, and competence.
Consistency will help gain rapport with patients using 
manipulation. All staff members must agree on a plan and follow 
through with it. Individually, healthcare professionals must remain 
consistent day to day in their expectations and responses. See 
Table 5 for healthcare professional interventions that may be 
useful in caring for patients who use manipulative behaviors.

Table 5. Healthcare Professional Interventions and Rationale for Managing Patients’ Manipulative Behaviors 
Independent Healthcare Professional Interventions Rationale

Establish a trusting relationship. Establishing a trusting relationship is as difficult as it is vital.
 ● Deception is a way of life for the patient who uses manipulation, but 

every healthcare professional intervention is based on the foundation of a 
trusting healthcare professional-patient relationship.

 ● It may be the first trusting relationship that the patient has ever had in 
their life. Allow time for trust to develop.

Help patients recognize their manipulation and 
potential causes of their behavior.

Patients cannot be helped to find more adaptive ways of living if they do not 
recognize their current behavior as a problem and take responsibility for the 
circumstances in which they find themselves.

Provide a consistent environment. Inconsistent caretaking is at the root of the development of maladaptive 
manipulation as a coping mechanism in early childhood.

 ● The goal of manipulation is to somehow make the environment safe and 
secure.

 ● Knowing what to expect decreases the patient’s anxiety and helps them 
learn to trust others and the environment.

 ● In addition, consistency reduces the patient’s opportunity to divide the 
staff by manipulating them.

Formulate short- and long-term goals to ensure that 
every member of the staff carries out the care plan 
as consistently as possible.

Consistency is vital to ensuring that the patient cannot manipulate by 
“splitting” the staff – all team members should provide input in setting goals.
Short-term goals include the following:

 ● Recognize and verbalize feelings of anxiety, frustration, or powerlessness.
 ● Recognize instances of manipulative behavior.
 ● Gain insight into the effect of manipulative behavior on others.
 ● Distinguish between wants and needs and learn to delay immediate 

gratification of both.
 ● Verbalize acceptance of responsibility for own actions.
 ● Limit manipulative behavior and determine and practice alternative 

methods of gratifying needs.
Long-term goals include assisting the patient to achieve the following:

 ● Determine and express needs in a clear, direct manner that does no harm 
to others.

 ● Demonstrate responsibility for their own actions.

Recognize and refuse to respond to manipulation. Refusing to support the manipulative behavior tells patients who are 
manipulative that you the healthcare professional cannot be used as an 
object. They will have to find another way to get the healthcare professional 
to meet their needs.

Do not accept the behavior but accept the patient. Patients who manipulate are in desperate need of acceptance and positive 
regard. The healthcare professional should recognize the patient’s behavior 
as manipulative rather than label the patient as a “manipulator.”

Help the patient to understand the impact of their 
behavior on others.

Do not assume that empathy comes naturally to patients who manipulate. 
Help them develop an awareness of their impact on others by being honest 
about how it feels to be manipulated.

Set limits that are reasonable, clear, firm, and 
consistent.

Although patients will most likely rail against limits, they will be enormously 
relieved by them. Limits will provide the external control patients need until 
they can develop internal control.

Provide positive reinforcement every time the 
patient is able to:

 ● communicate needs directly,
 ● take responsibility for their own actions, or
 ● accept limits.

The patient needs to recognize not only unacceptable behavior but also 
acceptable behavior. Reinforcement of positive behavior is likely to elicit 
more of the same.

American Nurses Association, American Psychiatric Nurses Association, & International Society of Psychiatric-Mental Health Nurses. (2014). Psychiatric-
mental health nursing: Scope & standards of practice (2nd  ed.).

Townsend, M. C., & Morgan, K. (2017). Essentials of psychiatric mental health nursing: Concepts of care in evidence-based practice (7th ed.). F. A. Davis.
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HOLISTIC CONSIDERATIONS
Manipulation tactics can include flattery, interest, or praising 
one healthcare professional while degrading another healthcare 
professional. This attempt at control is usually the means to an 
end; there is some goal in mind for power, entertainment, or 
privileges. Manipulation is so prevalent in some settings that 
healthcare professionals have developed theories and strategies 
to better manage the difficulties associated with these patients’ 
behaviors (Schoenly, 2017).
Intentionally developing social maturity, which includes 
the emotional strength and ego to recognize and deflect 
manipulation, is an important goal for healthcare professionals. 
Healthcare professionals’ benefit from learning to recognize 
intrinsic rewards such as knowing they have made a difference 
and helped someone else transcend to a higher level of 
functioning. For patients who use manipulation, healthcare 
professionals must clearly set the healthcare professional-patient 
relationship with appropriate professional boundaries and 
maintain those boundaries (Schoenly, 2017).
Patients often use a combination of charm and manipulation 
to disturb the flow of care on a healthcare professional unit. 
These patients can be difficult. One moment one healthcare 

professional will be the only healthcare professional who can 
care for the patient, then the patient will refuse to see that 
healthcare professional (Schoenly, 2017). Reflection on each 
experience with a fellow team member can be helpful for 
healthcare professionals. Meeting frequently to ensure all staff 
members (even non-healthcare professional staff) are applying 
the same rules to patients who manipulate is recommended. 
It is critical to understand that the underlying aspect of this 
personality trait is stable and enduring. It is difficult to change 
a pattern of behavior, but consistency and a caring and 
professional approach must be maintained to begin to make a 
change.
The management of “difficult” patients leads to frustration, 
stress, and burnout for healthcare professionals. The team needs 
to work cohesively and reflectively and offer support to all team 
members. Training to work with patients who use manipulation 
will reduce burnout and increase job satisfaction, while 
continuing to provide care to all those who need it. Mentoring 
healthcare professional colleagues is highly recommended for 
situations involving patients with manipulative behaviors.

Case study 11
David Andrews, a single, 32-year-old White man, has been 
admitted to the general surgery unit for a hernia repair. His 
healthcare professional, Bonnie Blake, introduces herself and 
welcomes him to the hospital. Bonnie is a recently divorced 
28-year-old and has been a registered healthcare professional 
(RN) for about 6 months. She explains to David that she will 
need to ask a series of questions, some of which he may already 
have answered, but that she would like to hear his answers 
herself. David says he will be very happy to answer questions 
asked by such a cute healthcare professional. He tells Bonnie 
that he hopes she is his healthcare professional the whole time 
he is in the hospital and will meet his “every need, if you get 
what I mean!”

Self-Assessment Quiz Question #13
How should Bonnie interpret David’s last remark?
a. David is probably very nervous about being admitted to 

the hospital.
b. David is a big flirt.
c. David is probably guilty of sexual harassment in his work 

situation.
d. It is hard to be sure of how to interpret his remark at this 

point.

Case study 12
Bonnie begins her assessment by asking David ordinary 
questions such as his name, address, date of birth, and marital 
status. Each time he answers, David adds a short comment 
such as, “Yes, I already answered that one” or “Seems like you 
people could pass along information better; are you people all 
incompetent?”

Self-Assessment Quiz Question #14
Which would be the best response for Bonnie to make to 
David’s comments?
a. “I told you these questions may have already been asked.”
b. “I agree that all this makes things very repetitious.”
c. “I do understand your frustration, there aren’t too many 

more items.”
d. “I really wish you’d stop interrupting, then we’d get done 

sooner.”

Case study 13
When asked the question about marital status, David replies, 
“I’m single, who wants to know?” and gives Bonnie a wink. He 
then asks her what her marital status is.

Self-Assessment Quiz Question #15
What is the best response for Bonnie to make at this point?
a. “That’s really none of your business.”
b. “Hey, I’m asking the questions here!”
c. “That is not the purpose of this interview.”
d. “If I tell you, will you start just answering what I ask?”

Case study 14
Bonnie is becoming increasingly uncomfortable and decides she 
needs to take a short break from this interaction. She tells David 
she needs to check on something and will be back as soon as 
she can. As she leaves the room, David calls out, “You hurry 
back, you sweet thing, I’ll miss you while you are gone!”
Questions
1. Why is Bonnie feeling so uncomfortable?
2. Why is David behaving the way he is?
3. Is Bonnie making a good decision to “take a break”?
Discussion
1. More than likely, Bonnie is uncomfortable because David 

is behaving inappropriately, and she is unsure what to do 

about it. Although David is cooperating by answering the 
questions, he is making remarks that undermine Bonnie’s 
confidence in her ability to provide competent care. He 
is putting their relationship on a personal, rather than 
professional, level, and is treating her as a potential date, 
not his healthcare professional. As a new RN, it is normal 
that Bonnie does not yet have complete confidence in her 
abilities. On top of that, as a recently divorced woman, 
she possibly has doubts about her desirability as a woman. 
Because his behavior is inappropriate for the setting, Bonnie 
cannot be sure what David means by his flirtatious remarks; 
does he actually find her attractive, or is he teasing her? 
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With the ambiguity and Bonnie’s lack of experience, it is not 
unusual that she would become anxious in her interaction 
with David.

2. David may be nervous about having to be admitted to the 
hospital. The behavior he is exhibiting might demonstrate 
an attempt to gain control of an unfamiliar situation. He is 
manipulating his healthcare professional in such a way that 
gives him the upper hand, in his opinion at any rate. Or 
David might simply be used to this sort of interaction under 
any circumstance. Whatever his reasons for this manipulative 

behavior, David will have difficulty getting his needs met 
in this manner. Instead of gaining the support and help he 
needs, he alienates people and causes them to avoid him.

3. Given the fact that Bonnie is becoming extremely anxious 
and feels like she is losing control of the interview, taking a 
break is not an inappropriate decision. Although there are 
other ways to deal with the situation, Bonnie has found a way 
to interrupt the seemingly downward turn that the interaction 
was taking.

Case study 15
Bonnie finds her supervisor and tells her that she is very 
uncomfortable with David. She asks if she can be reassigned 
to a different patient and let Joe, another RN on the unit, take 
over for her with David. The supervisor tells Bonnie that it would 
be better if she learned to manage patients with manipulative 
behaviors and that, for now, the assignments remain as they are. 
The supervisor does spend a bit more time with Bonnie and asks 
her what, specifically, is making the interview so uncomfortable 
and what she thinks would be the best thing to do about her 
discomfort.
Question
Is the supervisor making the right decision in having Bonnie 
continue to work with David?
Discussion
At least for the present, the supervisor seems to be making the 
right decision. Bonnie will encounter all sorts of people in her 
career as a healthcare professional and will not have the luxury 
of changing assignments every time she is uncomfortable with 
one of them. She needs to develop the skills to work effectively 
with all types of behaviors exhibited by patients. Given his 
manipulative behaviors the patient has made her uncomfortable, 
but her supervisor sees this as a good learning experience 
and offers support by talking over the difficulties Bonnie is 
encountering.

Self-Assessment Quiz Question #16
On hearing her supervisor tell her that she will continue as 
David’s healthcare professional, Bonnie’s first reaction is to 
plead her case and ask her supervisor to reconsider. What is 
the supervisor’s best response?
a. “Tell me more about your feelings of discomfort.”
b. “All new healthcare professionals are a bit uncomfortable 

at first.”
c. “No, I can’t reassign you to another patient.”
d. “What if everyone wanted to switch assignments?”

Self-Assessment Quiz Question #17
Which of the following would be the best way to resume the 
interview once Bonnie has returned to the assessment room?
a. “Sorry for the delay, let’s start where we left off.”
b. “OK, David, let’s try to stay on track now that I’m back.”
c. “I’m back to continue where we left off – if you can 

cooperate by simply answering my questions.”
d. All right, we’ll continue with your assessment. I hope you 

can avoid any more inappropriate remarks.”

Conclusion
Healthcare professionals should never underestimate the 
potential for violence; assaults by patients – young or old, 
male, or female – can occur for many reasons. This course 
explored how healthcare professionals will encounter difficult 
or hard to manage patients during their career, including 
workplace violence, non-adherence to medical treatments, 
and manipulation of caregivers and the treatments and skills 
needed. This course demonstrated how healthcare professionals 

can avoid potentially violent situations and work with difficult 
patients by being prepared and recognizing the signs and risk 
factors for these occurrences. It also explores how healthcare 
professionals must deal with their own feelings toward difficult 
patients while treating them. De-escalation skills, diagnosis, 
preventative measures, training, and planning are all presented 
in this course to help healthcare professionals respond to difficult 
patients and ensure a healthy and safe environment.

Glossary
Adherence: The term adherence describes the degree to 
which a person’s behavior corresponds with the agreed 
recommendations from a healthcare provider. Adherence 
acknowledges that the patient is part of the decision-making 
process. To promote adherence, hospitalization must become an 
experience in which patients maintain control over most of what 
happens to them. Healthcare providers are finding new ways 
to alleviate the dilemmas that patients face when hospitalized. 
An example is the patient-controlled analgesia pump for self-
administration of pain medication. Use of this device reduces the 
patient’s dependence on the healthcare professional for comfort 
and, in many cases, reduces anxiety about pain control.

Compliance: The term compliance is used to describe the 
degree to which patients follow their healthcare providers’ 
recommendations. It implies a patient-healthcare provider 
hierarchy, or a power differential in the relationship, in which 
the patient is relegated to a subordinate role. Some healthcare 
professionals believe this has a negative influence on patient 
compliance with the healthcare provider’s recommendations.
Noncompliance: The North American Nursing Diagnosis 
Association (NANDA) definition of noncompliance is when the 
actions of the patient do not follow the health-promoting or 
therapeutic plan agreed on with the healthcare team (Herdman 
& Kamitsuru, 2018). A plan of action for involvement and 
agreement with the management plan is needed.
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MANAGING DIFFICULT PATIENTS FOR HEALTHCARE PROFESSIONALS
Self-Assessment Answers and Rationales

1. The correct answer is D. 
Rationale: The important thing is to get the medication in the 
patient quickly. 

2. The correct answer is C. 
Rationale: Martha will likely feel like a failure because her 
supervisor had to give the injection. Susan can explain to Martha 
that it is difficult to ignore some of what she was taught in 
school, even in emergency situations. Susan shares that with 
more experience, it is easier to do this simply because she has 
given “millions” of shots and can better determine where to 
place the needle from her experience. 

3. The correct answer is B. 
Rationale: While Astrid is available, it would be important for 
Jackie to get this information from her. Asking Erik directly 
about his “mood swings” and informing the doctor about what 
Astrid reported are actions Jackie could take later. 

4. The correct answer is C. 
Rationale: Even though Erik is sleeping now, it does not 
eliminate the possibility that he might become disturbed. 

5. The correct answer is C. 
Rationale: This is a situation that needs attending to as soon as 
possible and it may take more than one person to handle it. 

6. The correct answer is A. 
Rationale: Although all actions are needed, the priority is the 
safety of Erik and the staff. Getting other staff to the room to 
help calm Erik would most quickly accomplish that goal. 

7. The correct answer is C. 
Rationale: Stating the facts about the situation first followed by 
letting Erik know the staff are there to help calm him will not 
come across as accusatory or belittling to Erik.

8. The correct answer is A. 
Rationale: This approach provides Erik with an opportunity to 
tell the staff in his own words what has been bothering him. 

9. The correct answer is D. 
Rationale: Jackie is seeking answers to help her understand 
Erik’s behavior. At this point, there is not a definitive answer to 
Jackie’s question. The interventions in plan will help the team to 
gather more information to better understand Erik’s behavior.  

10. The correct answer is D. 
Rationale: Preventing harm to the patient and staff and 
providing a safe environment is important. This is precisely what 
the nurses and other staff in this scenario did. They focused on 
the needs at hand and implemented appropriate interventions 
based on the observed behavior.

11. The correct answer is C. 
Rationale: Patients who are experiencing mania feel highly 
energized and motivated during this phase of their illness. 
They believe they feel well, although they often have anxiety 
and inappropriate behaviors such as compulsive spending or 
numerous unfinished products. 

12. The correct answer is C. 
Rationale: As much teaching as possible is needed for both this 
patient and his family. It would not be unusual for a patient to 
try to hide the nonadherence to medications prescribed from his 
family.  

13. The correct answer is D. 
Rationale: Any of the other responses might be true, but it is a 
little early to make any definitive judgments.

14. The correct answer is C. 
Rationale: Answer c acknowledges that the process is 
cumbersome without taking sides or “scolding” David. 

15. The correct answer is C. 
Rationale: Answer c is the appropriate response so as not to be 
rude or flirty or create a bargaining situation. 

16. The correct answer is A. 
Rationale: This will help Bonnie to focus on the feelings she is 
having about the situation and, hopefully, what is at the root of 
her discomfort. 

17. The correct answer is A. 
Rationale: At least to begin with, it would be best for Bonnie 
to start with a clean slate and not address David’s previous 
behavior. If it continues, then Bonnie will need to say something, 
but it would be best to first wait and see how things progress 
from the new starting point. 

https://www.cdc.gov/niosh/topics/violence/training_nurses.html
https://www.cdc.gov/niosh/topics/violence/training_nurses.html
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