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1. Introduction

The Applied Psychosocial Science (APS) curriculum offers a foundation in key psychosocial concepts,
focusing on how they can be applied in practice to enhance patient care and outcomes. By
examining topics such as communication, cultural competency, mental health, behavioural
dynamics, and coping mechanisms, nurses gain the ability to deliver holistic care that addresses not
only physical ailments but also the deeper challenges their patients face. In the complex world we
live in it is of utmost importance to train nurses in applied psychosocial science. They become
advocates, caregivers, and collaborators, creating a compassionate and empathetic approach to
healing that recognizes the humanity in every patient.

This reader serves as a guide, offering insights, evidence-based strategies, and real-world
applications to prepare nurses for the interpersonal and psychosocial challenges of their profession.
By engaging with this material, nursing students will be able to reach the outcomes set in the
curriculum but will also be better equipped to provide comprehensive care that is as empathetic as it
is effective.

In the Module guide you will find the references to each topic.

In the contents page of this reader, each topic is embedded with a hyperlink for easy navigation. To
access the specific topic resources, hover with the mouse over the topic and click to be redirected.
Under each topic are the references of textbooks included in the section.

Good luck with your studies.

Naomi Hattingh

Subject Coordinator



2. Communication

The upcoming pages will help you locate information on the Specific Learning Outcomes outlined in
the learner guide. This material is designed to enhance your communication skills, enabling you to
interact effectively with patients, colleagues, and members of the multidisciplinary team.
Additionally, it is essential to understand communication methods for engaging with patients who
have special needs and disabilities.

References:

Berman, A; Snyder, S and Frandsen, G. 2022. Kozier & Erb’s Fundamentals of Nursing Concepts.
Process and Practice. 11th Edition, Global edition. PEARSON.

Booysen L, Erasmus, I, Van Zyl, M. The Auxiliary Nurse. Fourth edition. JUTA.

Brooker, C., Waugh, A., Van Rooyen, D & Jordan, PJ. 2016. African Edition Foundations of Nursing
Practice: Fundamentals of Holistic care. 2™ Edition. ELSEVIER
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Cognitive difficulties = Average intelligence = High intelligence

Flg. 9.3 * Communication mode! derived from Shannon and
Weaver's model.

professionals in understanding their (the patient’s) language.
This puts the patient in an empowered position, thus giving
respect to and acknowledgement of their language skills.

In addition to the considerations on the cline, nurses
consider issues of gender, social background, education
experience, family connections, spirituality and culture. This
creates a very complex communication situation where skilled
communicators are essential.

Accommodating and dive
communication

People usually accommodate other people’s comi-

style quite naturally (Fromkin et al. 2013). When tsave Im.},
abroad with little or no knowledge of the language, people
reduce conversation to more simple sentences, use clear
pronunciation, and increase the use of gesture to assist the
message. As already discussed, when talking to small children,
people adjust language to suit their needs, speaking in simpler
terms, using fewer key ideas per sentence, and breaking
down sentences into chunks that the child can more readily
access. When speaking to a person they relate well to, people
‘converge’ - they use similar vocabulary, pronunciation,
conversation tempo and may change their accent or dialect to
accommodate the other person.

Nurses accommodate the needs of patients/carers
when they explain complex therapies. They speak in non-
technical terms using less jargon to enable the other party to
understand. Where the nurse speaks Zulu and English and
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the patient speaks Afrikaans and English, the patient and the
nurse will accommodate each other by using English, even
though it may not be cither person’s first language.
Occasionally, people do not accommodate the listener's
needs - they ‘diverge’; this occurs when the:
+ Speaker is not skilled at understanding the needs of others
+ Other person has upset them
* Person is making a political statement by distancing the
listener
+ Person aspires to a higher social class or intellectual status
* Person wants to show a difference in backgrounds
(Holmes 2001).

There are numerous examples of speech divergence in
healthcare. For instance, a healthcare professional provides
technical information to the patient very quickly, without eye
contact, disempowering the patient. It requires confidence to
challenge the speaker, something that people in hospital may
lack due to their illness and anxiety or because they may feel
in a subordinate position (see Ch. 7).

It is clear that converging often creates effective
communication, whereas diverging creates difference and
less effective communication. However, people can use
divergence to assist people to change their level of formality
or informality to help them to adjust to the needs of the
situation. When people converge too much it can sound
patronizing. Where a patient is relying on the nurse to make
them feel confident in the therapeutic process, it is useful
to use technical terms and to support the patient with an
explanation of the meaning of each term.

Interpersonal communication skills

Interpersonal communication can be divided into verbal/
signed, non-verbal and listening skills. In addition, we
consider how, for nurses, courtesy is crucial to interpersonal
communication.

People represent their world in different ways and have
different preferences in the way they access information
about their world. People tend to use a visual system, an
auditory system or a kinaesthetic system. Some people like to
‘see’ what people are saying, some like to *hear’ a good idea
and some like to “feel’ a sense of vhat is happening.

| Table 9.2 nemmmmww._e

Representational  Examples of words  Possible responses

system used

Visual | see the Idea’ *Does that give you
a dlearer view of
things?'

Auditory “That rings a bell” I heard that you
wanted to sound out
the optices’

Kinagsthetic ‘I have a bad feeling "How would you feel

about this dng’ about taking @ siméar
dng?




Whea communicating with patients it is useful to be able
to use thewr preferred representational system because this
will enable them to access the information with less cffort
and develop rapport quickly. Initially, this may seem rather
complicated, but by looking at the words that may suit people
it will be easier to understand and practise.

In order to recognize someone's representational system,
it is necessary to listen to the words they use to describe
their world, perhaps by asking them to talk about something
that they have enjoyed, e.g. their favourite place. Listening
for the ‘describing’ words the patient uses will provide clues
about their preference for one or two systems or all three
(Table 9.2).

Courtesy

Most patients and carers rightly expect nurses to be civil,
courteous and polite. People are more likely to complain
when they feel others are being rude to them. The number of
such complaints is increasing. The signs of courtesy include:

* Paying attention to people when the nurse is with them or
when they request the nurse’s attention

= Being civil to a person, treating them with respect,
behaving towards them as a valued person.

* Being polite, which is essential to developing rapport, e.g.
saying please and thank you, not rushing people, smiling
and using the person's preferred name, all help to ensure
the person feels they are important and valued.

Consideration for others also depicts courtesy. Considering
the other person in all dealings with them sounds obvious,
but unfortunately people feel that nurses do not always show
consideration. This could be not listening to requests, rushing
care or not considering individual preferences, e.g. in food,
cosmetics, clothing, etc. This all shows a lack of consideration
for the person,

The signs of courtesy are clear, although it may feel they
are sometimes difficult to achieve due to resource (time,
people, and money) allocation, the emotional context in
which nurses work and the barriers to communication that
must be overcome (see p. 202). Developing sensitive skills in
courtesy and customer care allows nurses to meet the needs
of all stakeholders in the healthcare system.

Verbal communication

Spoken words are arbitrary representations of ideas that have
been agreed over time by those using a language. In other
words, they are an agreed sound or group of sounds that we
know represent a thing or an action. Without such agreement
on meaning, words would be nonsensical or idiosyncratic —
understood only by the person who produced them. Verbal
communication usually has written equivalents to the words
produced, although some languages do not.

Nurses employ various verbal communication strategies
to develop relationships, seek and understand information,
provide feedback to others and to demonstrate professional
compassion and self-awareness. Some strategies are outlined
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below. It is useful for nurses to recognize when they use these
strategies naturally, before developing their skills further.

Strategles - questioning with good intentions

People use positive intentions when questioning others. This
helps them to show courtesy and respect and this develops
trust; therefore they get the correct information in a short

space of time with ‘ecology’, i.e. without damaging the
relationship environment.

Open questions/exploring

Open questions are used to gain information about people,
their feelings, their beliefs and values, their perceptions and
wishes. Open questions usually begin with a “‘What ...7? Who
...2 How ...? When ...? Where ...7". To help people accept
these questions, nurses can also use a ‘softener’ such as ‘It
would be good to know how ...". Open questions ‘open up’
the listener’s mind to answers that they can give; information
that they hold. Softeners, however, may be so gentle that
it becomes a closed question, e.g. ‘Please could you tell me
when ...". It is so easy to respond ‘no’ to this very polite
request.

Closed questions

Closed questions are used when specific information is
needed quickly or if there are other limitations causing
barriers, e.g. the patient is distressed. Closed questions are
those to which a person can answer ‘yes' or ‘no’, e.g. ‘Do you
like soap on your face?; ‘Are you unhappy?’. It may be the
nurse’s intention to gather more information than purely a
‘yes' or ‘no’. It can be very frustrating trying to get beyond the
yes/no responses. Closed questions can be opened by leaving
the end of the sentence unfinished, e.g. ‘Are you unhappy ...
or ...7". This is a useful strategy when the patient/child/carer
really does not want a lengthy conversation but the nurse
needs to open a way for further discussion.

Funneling

Funnelling is a strategy used first to obtain general information
and then to narrow the information down to an agreement,
specific point or clear conclusion.

Summanzing

A summary is a strategy whereby the listener summarizes
information given by the speaker, in the speaker's own
words., The purpose of summarizing is to check the listener's
understanding at the same time as acknowledging what has
been said.

Paraphrasing

This strategy is similar to summarizing but with more use of

the listener’s own words. This often helps listeners get the
information straight in their own mind.

Clarifying

This enables the listener to present the information back te
the speaker, then to question if this is what they heard. It it
also useful for speakers to identify with their own thought:
coming from another source; sometimes it sounds or feel:
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@uwing skills

Verbal communication strategles

QOccupational thorapist (OT) - ‘Ghed| has been cut with the
students to the sports contro, He relaxed once he knew that he
could choose a time that was set aside for people new to the
gym. He said that he was happy to attend twice a week, so he
bought a 6-month off-peak pass. It was really reasonable; | have
one, they really are worth the money. Anyway, he went to his first
session, Tal Chi, then back for lunch, He says he feels confident
and relaxed and he really does look it too.'

Box 9.8

Summarizing

Keyworker - ‘Oh, thanks for that Information, so [In summary),
ha's got his membership, will be attending at off-peak times,
he had his first sessicn of Tai Chi and he is feeling confident
and relaxed. Great.'

Paraphrasing

Keyworker - ‘0K, so Ghedi has been out, joined the sports centre,
paid for 6 months off-peak and has already started to use the
facilities, He's fine with this and feeling confident.

Claritying

Keywarker - *OK [let me get this clear], Ghedi has been cut this
morming to the sports centre, got an off-peak membership, he
is feeling better because he knows this is a quieter time and he
has already been to his first Tal Chi class and feels fine about
the arrangements?"

Feedback

Keyworker — ‘That's great news, | hope the student wil be going
with Ghedi again soon as this is so Important to him.'

different, thus providing another perspective. In this case it is
effective to use a closed ended question after the information
was given back to the speaker in order to clarify if the listener
has the correct interpretation or not.

Feedback

Feedback provides the listener with acknowledgement of

their performance. It can reinforce the behaviour so that it is

more likely to happen again and it helps to motivate people

through the knowledge that their behaviour was appropriate.
Box 9.8 provides an example of some of these strategies.

Assertive communication

The skill of assertiveness is important to nurses. Assertiveness
enables people to be honest with themselves and in their
relationships with others. Assertiveness helps to enhance
relationships, avoid power games and is a vehicle for clear
outcomes, Hargie (2006) details four elements of assertive
communication:

* Content - where the rights of the people involved are
embedded gently in the statement. This could be done
using an explanation, empathy for the listener, praise
for the listener, an apology for the consequence for the
listener or a compromise that is favourable to both people

‘s Covert elements — where the speaker is able to
recognize their rights and the rights of the listener in the
communication process. These include respect, expressing
feelings, having your own priorities, being able to say ‘no,

being able to make mistakes and choosing to say nothing
(see Further reading, e.g. Holland and Ward 1997)

*+ Process - concerned with how people express themselves
assertively, [s their body language (see Non-verbal
communication, below), intonation (see p. 204) and
choice of language reflective of a confident assertive
person? Are the processes that make up communication
congruent, in keeping with what is being said? The process
also involves managing the setting so that people are not
embarrassed, or the ‘noise’ levels are kept to a3 minimum
(see pp. 202-203). Increasing the likelihood of assertive
communication happening again involves feedback to the
listener to show that their accomplishment is appreciated

* The non-verbal cues - gesture, touch, proxemics and
posture — also need to reflect confidence, regard and
respect for self and others (see below and pp. 191-192).

Negotiation and delegation

These are areas that depend on assertive communication.
Negotiation is the process where people come together with
their own ideas, discuss their ideas and agree on an outcome
that is acceptable to both parties. It could be as simple as
negotiating an off duty change, e.g.

Nurse A asks Nurse B to change a duty on Wednesday
because she needs the morning off. Nurse B agrees if Nurse A
will do the same for her next Sunday. They agree and the plan
is negotiated.

Delegation is another way of getting things done.
Delegation often occurs between people of different
authority, e.g.:

Staff Nurse A: ‘Andrew, Ms Wilkinson's medicines are
ready to be picked up and her lift home will be here soon.
Please could you go over for them?'

Staff Nurse A has delegated the task of collecting the
prescription from pharmacy to Andrew, 2 first year student
nurse. When delegating to another person it is imperative to
be polite, assertive and clear, Offering information to support
the request allows the other person to understand why they
are being asked to perform a task. Delegation is reliant on a
number of issues:

* Can the person accept the delegated task? Do they

have the right level of knowledge, experience, skills,

responsibility or status?

* Is it the right time to delegate this task to this individual?

* Are you delegating because you have left something too
late? If so, how will the timeframe for completion affect
this person?

* Does the situation allow for the task to be delegated?

Non-verbal communication

Non-verbal communication is that part of communication
that is not reliant on words. As approximately 60% of
communication is non-verbal, non-verbal skills are essential
for effective communication. It is clear that people determine
a great deal of meaning from aspects of communication other
than words. People who are blind or partially sighted generally
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ace more emphasis on the intonation of a person's volce to

pick up the non-verbal messages (see Ch. 16). Argyle (1994)
cuggested that non-verbal communication was made up of:

o Accent

« Bodily contact

« Direction of gaze

« Emotive tone in speech

« Facial and gestural movements

« Physical appearance

« Posture

+ Proximity

« Speech errors

+ Timing of speech,

This section focuses on gesture, touch, proxemics and
pasture. Paralinguistic issues, i.e. the voiced aspects of non-
verbal behaviour, for instance ‘guggles’, are discussed later.

Gesture

Gesture is a crudial aspect of non-verbal communication.
Some psychologists and linguists suggest that early humans
used gesture before they used spoken or signed language
(Armstrong et al. 1995). Gestures can be classified into
categories of increasing complexity.

Universal gestures that are understood by most people
include opening arms and eyes wide to suggest large size;
furrowed brows, pursed lips, drawing body inwards and
moving index fingers together would suggest small size.
Subtler gestures include a cupped hand to the mouth to
indicate a drink, or a single upwards gesture of the hand with
palm facing upwards suggests that someone stand up.

Certain gestures are recognized as specific to a language
community, such as the ‘OK’ gesture with thumb and index
finger touching to make a circle with the other fingers raised.
However, it is important to be aware that some gestures that
are acceptable in one community are possibly offensive in
another.

Touch

This is a complex communication subject and often
difficult to tackle. Children tend to be touched more than
adults. Interestingly, babies and young children who do
not experience touch do not thrive as well as those who do
(Hargie 2006).

Touch for many people is an essential aspect of their
working lives. Nurses in particular must learn how to
touch people in a professional context without causing
embarrassment or concern to the patient. In addition, nurses
must ensure their own safety. Nurses use two clear types of
touch: first and often the most intimate type is the necessary
touch nurses use when attending to people’s physical needs
and during other nursing interventions. The second type is the
touch that communicates a feeling or a meaning, such as, ‘I
am here for you', Everyone has a personal view about touch,
when it is appropriate and when not. People from different
cultures will touch each other according to their accepted
norms.

2) Reflective practice Box 9.9

Appropriate touch - learning from others

Nurses who are conaclously competent in respecting a patient's
dignity will more readily engage their trust, and therefore be more
Ikely to bo able to work therapeutically and less likely to cause
offence. Think about occasions whon you worked with registered
nurses who perform the most Intimate of procadures while
maintaining the dignity of the patient.

Student activities

+ How did the nursa behave In refation to touch?

* \What did they say to the patient?

+ Heflect on how the patient may have felt.

Box 9.10

f;) Reflective practice
Feelings about touch

Think about your feelings about being touched and touching
others.

Student activities

« \What is your norm?

« How doss that fit in with the clinical environment?

« Could you leave yourself or others open to the risk of

inappropriate touch or at risk of feeling alone and isclated
when in distress?

It is suggested that a well-timed touch on the shoulder or

hand can help a person in distress to feel comforted, which in
turn creates a sense of trust. Touch in this scenario is thought
to encourage the person’s cathartic release by communicating
that you are with them in the moment, supporting them and
sharing their feelings. This affirms their sense of self, respects
their distress and shows the nurse’s commitment to their
needs.
Touch is more appropriate in some clinical settings than
in others. Understanding what is acceptable in each area is
important and nurses can learn much from each other (Box
9.9). As a student new to a patient group, it is useful to
know how people deal with patients’ emotions. Also crucial
is an understanding of common courtesy (see pp. 188-189)
and the social norms of the patients and carers who are most
likely to attend the clinical setting. Nurses should attend
to their developing professional boundaries at all times
and question the actions of others that are discourteous or
abusive.

It is vital that nurses also recognize their own feelings
around touch (Box 9.10). This aspect is very important, as
this will have an impact on the nursing practitioner's way to
communicate through touch as well as his/her interpretation
of a patient’s touch.

Proxemics

Proxemics is a fascinating area of communication - people
have very different views about their own personal space
— how close people like to be to others and how close they



Appvopriate eye contact

Appropriate eye contact s where the lstener looks at the
speaker. They blink just after the speaker blinks or when
they are ending a sentence, The lstener's blink rate matehes
that of the speaker and corresponds with thelr head nods of
encouragement, The eye gaze Is generally soft, as opposed to
staring and hard (eyes slightly wider than wsual denotes some
muscular tension), However, the listener's goze also mirrors
the verbal and non-verbal expressions of the speaker, This
aspect i influenced by certain cultural differences between
ethnic groups in South Africa. In certain cultures it Is defined
as disrespectful if a younger person makes eye contact with
an older person, In this case it is very important that » nursing
practitioner utilize his/her cultural sensitive skills in order to
ensure effective communication,

Mirroring

When engaged in listening, people naturally find themselves
‘mirroring’ the speaker’s posture, This does not mean copying
their every movement as if playing 2 game; instend the
listener may be leaning slightly in the same direction, tapping
their pen at the same time the speaker Is tapping their foot,
folding one arm across the body as the speaker folds both
arms (Box 9.12),

(?) Gritical thinking

Mirroring

Watch an experencaed nurse and patient or a couple who are
getting on well.

Student activity

Obsarve their posture, thelr mannerisms, their tempo or timing
of thelr movements. See if you can notice how much the listener
is mirroring the speaker. For example, do they have similar facial
exprossions, gesturas, posture and movements?

Box 9.12

This behaviour is a natural sign for the speaker to show
that the listener is with them, acknowledging their mood,
recognizing their feelings and trying to understand them. This
behaviour increases rapport between them and encourages the
process to continue.

Nurses and other healthcare professionals often need to
develop trust and rapport quickly in order to work effectively
with people. Being aware of their skills in mirroring another
person is vital in enhancing the therapeutic or professional
relationship (see pp. 193-198).

Guggles

Guggles are the sounds (non-words) uttered when listening,
e.g. ‘mmmms’, “ahs', hmm'. These affirm the speaker’s point,
agree with them and confirm their view or idea. To do this,
guggles rely heavily on intonation and tunes (see p. 204).
The use of guggles by the listener encourages the speaker to
continue by providing evidence that the listener is listening
(Box 9.13). It is also known as minimal verbal response and it
is viewed as more effective when used within a conversation,
if not used too many times. A balance is needed.

- ~

‘;‘) Reflective practice

A Box 9.13

Skills thot encourage and discourage conversation

Noxt e you are kstealng to a frlend telling you a story {one tha

In not oo sonaitive), laten to your own gugglos,

Student activition

«  Qontly Increane the numbar of guggles you use. Wnat
differance dooa it make to your frend’s storyteling?

* |f you gently reduce the number of gupgles so that you hardty
oxpress any, how does this affect the storytelling?

« |t you Incronse them a little more, doos this make any
diferonce?

* How many guggles become too many and stop your friend
telling the story bocauso they feel uncomfortable?

* Toll your frlend what you having been doing, apologlze and ask
them how It made them feel.

* Reflect on the experience with your friend and consider how
you will use It to Improve your listening skills,

Active listening

Nurses and others often highlight active listening as an
essential skill; as the term implies there is a need for energy
and concentration on the part of the nurse when they actively
listen. The aim is to enhance the quality of the therapeutic
relationship and to facilitate problem-solving by being with
the speaker on a social, psychological and emotional level

(Egan 2013). In active listening, the listener:

* Listens to the speaker, bearing in mind the context of the
speaker's message with regard to their background, life
experience and current situation, i.e. their 'blueprint of
behaviour’

* Attends to the speaker's non-verbal behaviours

+ Listens and understands the speaker's message

* Listens for inconsistencies in the message and
incongruence between what is being said and the speaker's
non-verbal behaviour.

Active listening requires the practitioner to understand:

* How and why people communicate the way they do

* What language they are likely to use

* How a person’s non-verbal communication provides
information about the message.

Nursing relationships

So far, this chapter has provided the knowledge and
encouragement needed to develop skills in a variety of ways
to create a good communicator, This section draws upon
this learning for enhancing communication in a range of
relationships with different outcomes.

The types of relationship that people connect with on
a day-to-day basis are intimate, social, professional and
therapeutic. The focus here is on the therapeutic and
professional relationships that nurses” experience and how
these relate to care and health outcomes.
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like others to be to them, can be very complex and bound by
personal rules. Every person’s background has an influence on
this aspect of communication. For example, if a person was
not exposed to touch through loved ones as a child (whether
it was because of the absence of loved ones or because of the
absence of emotional connection between the loved ones)
it will be very challenging for that person to allow people to
enter their personal space and vice versa,

Boundaries enable people to feel comfortable in their
environment. Some boundaries are fixed, such as walls and
rooms within buildings. Others are semi-fixed, such as the
seating in the clinic or seating arrangements in a dining room
and the location of the television. These arrangements are
an indication of where to sit, where to cat and which way
to face. Fixed and semi-fixed boundaries can help or hinder
communication.

Another boundary is the informal space between people.
This space is fluid and utilized in different ways for different
messages and in different settings.

The person listening will be aware of the distance between
themselves and the speaker and vice versa. There are clear
cultural differences in the distance people accept between
each other.

Knowingly intruding into someone's personal space
can be very intimidating for the listener. This approach
is used to interrogate or bully people, resulting in their
disempowerment. It may be necessary to gently remind
colleagues or children or patients that their comfort zone may
be smaller than that of other people.

,) Reflective practice Box 9.11
Personal space
Choosa a person In the class with whom to do this exercise,
Mova into the person's personal space without waming (2 is
Important that you choose a person that you are comforiable
with). Reflect on the person's reaction. Talk to the person about
hisher experience (thoughts and feefings) related to the situation.
Reflect on your own experience (thoughts and feelings).

Posture

How a person holds their body in relation to other people
and in relation to the fixed and semi-fixed boundaries
communicates a great deal about what they are feeling and
thinking. Posture sends a very clear message, e.g. leaning
forward indicates interest and respect for the other person.
On the other hand, despite looking at the other person, a
lack of interest is portrayed if the listener’s body is orientated
towards the door, or sitting back in the chair arms folded and
head down.

How a person filters the information provided by the
external event will affect their thoughts, feelings and
behaviours; therefore their posture is a mirror of their inner
beliefs (see below).

When a nurse wants to create a sense of confidence,
they walk into the situation with their head held high, at
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a moderate pace. People will look at the nurse’s posture
and decide very quickly whether they like them or not and
whether they can be trusted or not. Once people have made
a judgement, it is difficult to convince them otherwise, This
may seem a little harsh but it is a survival technique that has
helped people to function socially for thousands of years.

Listening skills

How do people know that they are really listening to
someone, or that someone is really listening to them? Many
nurses claim to be good listeners, because in the clinical
environment to suggest otherwise is as bad as saying they are
POOT NUFSES.

People often know when someone is not listening to
them - they feel ignored, undervalued, frustrated and
disempowered. Not listening to the other person can sericusly
affect the relationship. In a nurse-patient relationship the
outcome of not listening to a patient can result in thejir
choices being reduced, e.g. not eating their choice of food, the
nurse not understanding their fears/anxieties, the potential
for misdiagnosis and ultimately ineffective or even harmful
treatment. If nurses fail to listen to colleagues, not only is
vital information missed but it can also affect the colleagues®
motivation, trust, self-esteem and skills.

There are a number of reasons for listening and different
types of listening skills are needed. Wolvin and Coskley
(1996) identified four types of listening:

* To comprehend in order to understand information: When
listening for understanding the focus is on main topics,
ideas and data, In the clinical setting it is used during
admissions, ward rounds and handovers, for receiving
information from patients, etc.

*» To appreciate sound, 1o feel relaxed or at ease: This
includes listening to music on headphones or in a
Snoezelen (stimulation room - Mental Health settings)
room (see Ch. 11); listening to a meditation tape or to
recordings of ‘sounds of nature’ in order to relax — all for
pleasure, meditation or wellbeing.

* To evaluate information, when the speaker wants
to persuade or to influence behaviour: This may
include evaluating information from a drug company
representative, wound care advisors and continence nurses,
and to weigh up points in team meetings

* To empathize where the focus is on the speaker rather
than the listener: In this situation, the aim is to listen to
patients, etc. who need to talk/express themselves in
order to alleviate stress, to problem-solve or to release
tensions. This type of listening is a therapeutic skill that
practitioners must acquire,

Characteristics of good listening

Good listening skills are vital to rapport and empathy (see
pp. 195-196). The following characteristics of good listening
are based on English-speaking Western cultural norms. People
from different linguistic and cultural groups have different
norms of communicative behaviour (see pp. 204-205).



Appropriate eye contact

Appropriate eye contact s where the listener looks at the
speaker. They Blink just after the speaker blinks or when
they are ending a sentence, The listener's blink rate matehes
that of the speaker and corresponds with thelr head nods of
encouragement, The eye gaze Is generally soft, as opposed to
staring and hard (eyes slightly wider than usual denotes some
muscular tension), However, the lstener's goze also mirrors
the verbal and non-verbal expressions of the speaker, This
aspect is influenced by certain cultural differences between
ethnic groups in South Africa. In certain cultures it Is defined
as disrespectful if a younger person makes eye contact with
an older person, In this case it is very important that o nursing
practitioner utilize his/her cultural sensitive skills in order to
ensure effective communication,

Mirroring

When engaged in listening, people naturally find themselves
‘mirroring’ the speaker’s posture, This does not mean copying
their every movement as if playing a game; instead the
listener may be leaning slightly in the same direction, tapping
their pen at the same time the speaker Is tapping their foot,

folding one arm across the body as the speaker folds both
arms (Box 9.12).

?) Critical thinking Box 9.12

Watch an experlenced nurse and patient or a couple who are
getting on well.

Student activity

Obsarve their posture, thelr mannerisms, their tempo or timing
of thelr movements. See If you can notice how much the listener
is mirroring the speaker, For example, do they have similar facial
exprossions, gestures, posture and movements?

This behaviour is a natural sign for the speaker to show
that the listener is with them, acknowledging their mood,
recognizing their feelings and trying to understand them. This
behaviour increases rapport between them and encourages the
process to continue.

Nurses and other healthcare professionals often need to
develop trust and rapport quickly in order to work effectively
with people. Being aware of their skills in mirroring another
person is vital in enhancing the therapeutic or professional
relationship (see pp. 193-198).

Guggles

Guggles are the sounds (non-words) uttered when listening,
e.g ‘mmmms’, ‘ahs', hmm'. These affirm the speaker’s point,
agree with them and confirm their view or idea. To do this,
guggles rely heavily on intonation and tunes (see p. 204).
The use of guggles by the listener encourages the speaker to
continue by providing evidence that the listener is listening
(Box 9.13). It is also known as minimal verbal response and it
is viewed as more effective when used within a conversation,
if not used too many times. A balance is needed.

e —
m Reflective practice Box 9.13

Skills thot encourage and discourage conversation

Noxt time you are lstening to a frlend telling you o story {one tha

I not 1oo soemitive), laten to your own guggles,

Student activition

o Contly Increnna the numbaer of guggles you use. Wnat
differonce doos it make 1o your friend’s storyteling?

* |t you gently reduce the number of guggles so that you
oxpross any, how does this affect the storylelling?

« |t you Incronse them a little more, does this moke any
differonce?

* How many gupgles become too many and stop your friend
telling the story bocauso they feel uncomfortable?

* Toll your frilend what you having been doing, apologlze and ask
them how It made them feel.

* Rellect on the experience with your friend and consider how
you will use It to Improve your listening skils,

Active listening

Nurses and others often highlight active listening as an
essential skill; as the term implies there is a need for energy
and concentration on the part of the nurse when they actively
listen. The aim is to enhance the quality of the therapeutic
relationship and to facilitate problem-solving by being with
the speaker on a social, psychological and emotional level

(Egan 2013). In active listening, the listener:

+ Listens to the speaker, bearing in mind the context of the
speaker's message with regard to their background, life
experience and current situation, i.e. their ‘blueprint of
behaviour

* Attends to the speaker’s non-verbal behaviours

* Listens and understands the speaker's message

* Listens for inconsistencies in the message and
incongruence between what is being said and the speaker's
non-verbal behaviour.

Active listening requires the practitioner to understand:

* How and why people communicate the way they do

* What language they are likely to use

* How a person’s non-verbal communication provides
information about the message.

Nursing relationships

So far, this chapter has provided the knowledge and
encouragement needed to develop skills in a variety of ways
to create a good communicator. This section draws upon
this learning for enhancing communication in a range of
relationships with different outcomes.

The types of relationship that people connect with on
a day-to-day basis are intimate, social, professional and
therapeutic. The focus here is on the therapeutic and
professional relationships that nurses’ experience and how
these relate to care and health outcomes.
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LEARNING OUTCOMES
After completing this chapter, you will ba able to:
1. Describa the components of the communication process.

2. Discuss the various aspects that nurses need to considar
whan wusing the diferent forms of communication,

3. Describa factors influencing the communication procass,

4. Compamn therapeutic communication techniques that faciltate
communication and focus on client concams,

5. Recogrize barrars to communication.

6. Describa the four phasas of the haiping relationship,

7. Discuss how nurses use communicaion skils in each phase
of the nursing process.

8. State why eflective communication isimperative among haath
professionals,
9. Doscribe the following disruptive behaviors and how they

10. Discuss the differences between nurse and physician com-
munication and how to address thase differsnces.

11. Differantiate the major charactenstics of assertive and nonas-
sertive communication.

KEY TERMS

attertive listening, 304 elderspeak, 304 foechack, 297 prowernics, 301

bulying, 574 emasl, 300 Inciviity, 314 therapeutic communication, 304
communication, 285 emotonal intelligence [E), 378 nenverbal communication, 297 verbal communication, 297
congruent communication, 302 empathy, 300 personal space, 307

dacode, 297 encoding, 206 process recording, 3713

'ntroduction of a couple comments that the other is not communicating.

Communication is a critical skill for nursing. It is the pro-
cess by which humans meet their survival needs, build
relationships, and experience emotions. In nursing, com-
munication is a dynamic process used to gather assessment
data, to teach and persuade, and to express caring and
comfort. It is an integral part of the helping relationship.

Communicating

The term communication has various meanings, depend-
ing on the context in which it is used. To some, commu-
nication is the of information between two
or more people; in other words, the exchange of ideas or
thoughts. This kind of communication uses methods such
as talking and listening or writing and reading. However,
painting, dancing, and storytelling are also methods of
communication. In addition, thoughts are expressed to
others not only by spoken or written words but also by
gestures or body actions.

Communication may have a more personal mean-
ing than the interchange of ideas or thoughts. It can be
a transmission of feelings or a more personal and social
interaction between individuals. Frequently, one member

Some teenagers complain about a generation gap—being
unable to communicate with understanding or feeling to
a parent or authority figure. Sometimes a dlient may say
that a nurse is efficient but lacking in something called
bedside manmer. In this text, communication is any means of
exchanging information or feelings between two or more
individuals. It is a basic component of human relation-
ships, incdluding nursing.

The intent of any communication is to obtain a

response. Thus, communication is a process. It has two
main purposes: to influence others and to gain infor-
mation. Communication can be described as helpful or
unhelpful. The former encourages a sharing of informa-
tion, thoughts, or feelings between two or more individu-
als. The latter hinders or blocks the transfer of information
and feelings.
Nurses who communicate effectively are better able
to collect assessment data, initiate interventions, evaluate
outcomes of interventions, initiate change that promotes
health, and prevent the safety and legal problems associ-
ated with nursing practice. The communication process
is built on a trusting relationship with a client and the dli-
ent’s support people. Effective communication is essential
for the establishment of a nurse—client relationship.
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Communication can occur on an inkrapersonal level
within a single individual as well as on interpersonal and
group levels. Intrapersonal communication is the commu-
nication that you have with yourself; another name is self-
falk. Both the sender and the receiver of a message usually
engage inself-talk. It involves thinking about the message
before it is sent, while it is being sent, and after it is sent,
and it occurs constantly. Consequently, intrapersonal com-
munication can interfere with an individual's ability to
hear a message as the sender intended (Figure 16.1 m).

The Communication Process

Face-to-face communication involves a sender, a message,
a receiver, and a response, or feedback (Figure 16.2 W), In
its simplest form, communication is a two-way process
involving the sending and the receiving of a message.
Because the intent of communication is to elicit a response,
the process is ongoing; the receiver of the message then

Student Murse
Salf-Talk

Clignt
Selt-Talk

I hops my clent assignment *1 don't know why my daughtar
tums out okay today. | am yot | -
afrald of difficult clents. | "El'tmmm . I'I'"" it
|Gﬂ"lm :w e | have cancer. | didnt slaap,
dmm"“"”"" =t . and | 18al 50 imitable.”

—_— ——

Shudent and clisnt
bagin thelr moming
Inberacion.

strategy In order to start baing
abis to llstan 1o the client.

I Just want o be aft
Akone.”

*Oh no, I's going to be a |

temible day. The client is Wy

difficult. | wanted somsaons a Itldll'qﬂ-lﬂl'l'n

SESY 50 My ArSSSIng ¥

changa would Qo smoatmhily.”

¥
Thie student must actualy
employ e positive sel-talk

I

*1 will work today b listen
carsfully 1o my clisnt and
assess Me priorbes of
nursing cars o bs provicsd.”

Figure 16.1 B Student nurse sef-talk.

Receiver

Figure 16.2 M The communication process. The dashed amows:
indicate intrapersonal communication (seli-talk). The soid ines indicate
interpersonal communication.

becomes the sender of a response, and the original sender
then becomes the receiver.

Sender

The sender, an individual or group wishing to communi-
cate a message to another, can be considered the sonrce-
encoder. This term suggests that the individual or group
sending the message must have an idea or reason for
communicating (source) and must put the idea or feel-
ing into a form that can be transmitted. Encoding involves
the selection of specific signs or symbols (codes) to trans-
mit the message, such as which language and words to
use, how to arrange the words, and what tone of voice
and gestures to use. For example, if the receiver speaks
English, the sender usually selects English words. If the
message is “Mr. Johnson, you have to wait another hour
for your pain medication,” the tone of voice selected and
a shake of the head can reinforce it. The nurse must not
only deal with dialects and foreign languages but also
cope with two language levels—the layperson’s and the
health professional’s.

Message

The second component of the communication process is
the message itself—what is actually said or written, the
body language that accompanies the words, and how
the message is transmitted. The method used to convey the
message can target any of the receiver's senses. It is impor-
tant for the method to be appropriate for the message, and
it should help make the intent of the message clearer. For
example, talking face to face with an individual may be
more effective in some instances than telephoning, email-
ing, or bexting a message. Writken communication is often
appropriate for long explanations or for a communication
that needs to be preserved.

Another form of communication has evolved with
technology—electronic communication. Common forms
of eleckronic communication are email and texting, in
which an individual can send a message, by computer or
smartphone, to another individual or group of people. The
use of email and texting has become prevalent as a pri-
mary form of personal communication. It is important to
know the rules of etiquette for each. For example, emails
should be short and to the point, and punctuation matters.
Acronyms should be used sparingly, and do not write in all
caps because it implies you are shouting, Texting is even
more concise, and if the information is complex, consider



using email or telephone or speaking with the individual
in person. Communicating by email and text does not pro-
vide the sender relevant information, such as if the receiver
is confused, upset, or needs clarification. Therefore, it is
important to rercad what you email or text before

the send button. Numsnoodwkmwwhmltisandwlwn
it is not te to use email for communicating with
clients, which is discussed later in the chapter.

The nonverbal channel of touch is often highly effec-
tive (Figure 163 ). Nurses use touch in two key drcum-
stances. For example, touch is used frequently when
completing a physical task while providing nursing care
of a client (e.g., taking blood pressure, administering med-
ications, changing a dressing). The other circumstance is
driven by an emotional response to a client’s distress (e.g.,
holding a hand, stroking a shoulder, providing a comfort-
ing embrace).

Receiver

The recefver, the third component of the communication
process, is the listener, who must listen, observe, and
attend. This individual is the decader, who must perceive
what the sender intended (interpretation). Perception
uses all the senses to receive verbal and nonverbal mes-
sages. To decode means to translate the message sent via
the receiver’s knowledge and experiences to sort out the
meaning of the message. Whether the message is decoded
accurately by the receiver, according to the sender’s
intent, depends largely on their similarities in knowl-
edge and experience and sociocultural background.

Figure 16.3 W Apgropeiate forma of touch can comemunicato caring.
ratarryra Demawes ' TF
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If the meaning of the decoded message matches the
intent of the sender, then the communication has been
effective. Ineffective communication occurs when the
receiver misinterprets the sent message, For example, Mr.
Johnson may perceive the message accurately—“No pain
medication for another hour.” However, if experience has
taught him that he can receive the pain medication early
if a certain nurse is on duty, he will interpret the intent
of the message differently.

Response

The fourth component of the communication process, the
response, is the message that the receiver retumns to the
sender. It is also called feedback. Feedback can be either
verbal, nonverbal, or both. Nonverbal examples are a nod
of the head or a yawn. Either way, feedback allows the
sender to correct or reword a message. In the case of
Mr. Johnson, the receiver may appear irritated or say,
“Well, the nurse on the other shift gives me my pain
medication early if I need it.” The sender then knows the
message was interpreted accurately. However, now the
original sender becomes the receiver, who is required to

decode and respond.

Modes of Communication

Communication is generally carried out in two differ-
ent modes: verbal and nonverbal. Verbal communication
uses the spoken or written word; nonverbal communica-
tion uses other forms, such as gestures, facial expressions,
and touch. Although both kinds of communication occur
concurrently, most communication is nonverbal. Leaming
about nonverbal communication is important for nurses
in developing effective communication patterns and rela-
tionships with clients.

Verbal Communication

Verbal communication is largely conscious because
people choose the words they use. The words used vary
among individuals according to culture, socioeconomic
background, age, and education, As a result, countless
possibilities exist for the way ideas are exchanged. An
abundance of words can be used to form messages. In addi-
tion, a wide variety of feelings can be transmitted when
people talk,

Nurses need to consider the following when choos-
ing words to say or write: pace and intonation, simplic-
ity, clarity and brevity, timing and relevance, adaptability,
credibility, and humor.

PACE AND INTONATION

The manner of speech, as in the rate or rhythm and tone,
will modify the feeling and impact of a message. The
tone of words can express enthusiasm, sadness, anger, or
amusement. The rate of speech may indicate interest, anxi-
ety, boredom, or fear. For example, speaking slowly and
softly to an excited client may help calm the client.



298 Unit 4 » Integral Aspects of Mursing

SIMPLICITY

Simplicity includes the use of commonly understood
words, brevity, and completeness. The use of complex
technical terms becomes natural to nurses. However,
clients often misunderstand these terms. Words such as
vaseconstriction or cholecysteckomy are meaningful to the
nurse and easy to use but not advised when communicat-
ing with clients. Nurses need to select appropriate, under-
standable, and simple terms based on the client's age,
kmowledge, culture, and education. For example, instead
of saying to a client, "1 will be catheterizing you for a urine
analysis,” it may be more appropriate and understand-
able to say, "1 need to get a sample of your urine, so T will
collect it by putting a small tube into your bladder.™ The
latter statement is more likely to elicit a response from
the client asking why it is needed and whether it will be
uncomfortable because the client understands the mes-
sage being conveyed by the nurse.

CLARITY AND BREVITY

A message that is direct and simple will be effective. Clar-
ity is saying precisely what is meant, and brevity is using
the fewest words necessary. The result is a message that
is simple and clear. An aspect of this is congruence, or
consistency, where the nurse’s behavior or nonverbal com-
munication matches the words spoken. When the nurse
tells the client, “Tam interested in hearing what you have
to say,” the nonverbal behavior would include the nurse
facing the client, making eye contact, and leaning forward.
The goal is to communicate clearly so that all aspects of a
situation or circumstance are understood. To ensure clar-
ity in communication, nurses also need to enunciate (pro-
nounce) words carefully.

TIMING AND RELEVANCE

Murses need to be aware of both relevance and timing
when communicating with clients. No matter how clearly
or simply words are stated or written, the iming needs to
be appropriate to ensure that words are heard. Further-
more, the messages need to relate to the client or to the
client's interests and concerns.

This involves sensitivity to the client’s needs and con-
cerns. For example, a client who is fearful of the possibility
of cancer may not hear the nurse’s explanations about the
expected procedures before and after gallbladder surgery.
In this situation, it is better for the nurse first to encourage
the client to express concerns and then to deal with those
concerns. The necessary explanations can be provided at
another ime when the client is better able to listen

Another problem in iming is asking several questions
at once. For example, a nurse enters a client’s room and
says in one breath, “Good morning, Mrs. Brody. How ame
you this morning? Did you sleep well last night? Your hus-
band is coming to see you before your surgery, isn't he?”
The client no doubt wonders which question to answer
first, if any. A related pattern of poor timing is to ask a
question and then not wait for an answer before making
another comment. Conversely, by allowing the client to

respond to the social talk or chat, the nurse develops a
rapport with the client that can help facilitate effective
therapeutic communication.

ADAFTABILITY

The nurse needs to alter spoken messages in accordance
with behavioral cues from the client. This adjustment is
referred to as adaptability. What the nurse says and how it
is said must be individualized and carefully considered.
This requires smart assessment and sensitivity on the part
of the nurse. For example, a nurse who usually smiles,
appears cheerful, and greets the client with an enthusiastic
“Hi, Mrs. Brown!" notices that the client is not smiling and
appears distressed. It is important for the nurse to then
modify his or her tone of speech and express concern by
facial expression while moving toward the client.

CREDIBILITY

Credibility means worthiness of belief, rustworthiness,
and reliability. Credibility may be the most important cri-
terion for effective communication. Nurses foster credibil-
ity by being consistent, dependable, and honest. The nurse
needs to be knowledgeable about what is being discussed
and to have accurate information. Nurses should convey
confidence and certainty in what they are saying while
being able to acknowledge their limitations (e.g., “Tdon’t
know the answer to that, but I will find someone who
does™).

HUMOR

The use of humor can be a positive and powerful tool in
the nurse—client relationship, but it must be used with
care. Humor can be used to help clients adjust to difficult
and painful situations. The physical act of laughter can be
an emotional and physical release, reducing tension by
providing a different perspective and promoting a sense
of well-being.

When using humor, it is important to consider the cli-
ent's perception of what is considered humorous. Timing
is also important to consider. Although humor and laugh-
ter can help reduce stress and anxiety, the feelings of the
client need to be considered.

Nonverbal Communication

Nonverbal communication, sometimes called body lan-
grage, includes gestures, body movements, use of touch,
and physical appearance, including adornment. Nonver-
bal communication often tells others more about what
an individual is feeling than what is being said because
nonverbal behavior is controlled less consciously than
verbal behavior (Figure 16.4 B). Monverbal communica-
tion either reinforces or contradicts what is said verbally.
For example, if a nurse says to a client, “1'd be happy to
sit here and talk to you for a while,” yet glances nervously
at a watch every few seconds, the actions contradict the
verbal message. The client is more likely to believe the
nonverbal behavior, which conveys “T am very busy and
need to leave.”



Observing and interpreting the client's nonverbal
behavior is an essential skill for nurses to develop. To
observe nonverbal behavior efficiently requires a system-
atic assessment of the client’s overall physical appearance,
posture, gait, facial expressions, and gestures. The nurse,
however, needs to exercise caution in interpretation,
always clarifying any observation with the client.

Clients who have altered thought processes, such as
in schizophrenia or dementia, may experience times when
expressing themselves verbally is difficult or impossible.
During these times, the nurse needs to be able to inter-
pret the feeling or emotion that the client is expressing
nonverbally. An attentive nurse who clarifies observations

Figure 16.4 W Nonverba! communication sometimas corveys mean-
ing more effectively than words. A, The posturas of these indivduals
indicate openneass to communication. B, The listener's posture and

nornwverbal demeanor suggest resistance to communication.
A, Waeonast/Oatty Imagas; 5. 01 Productions/E +/Gatty magas.

Chapter 16 ® Communicating 299

very often portrays caring and acceptance to the client.
This can be a beginning for establishing a trusting relation-
ship between the nurse and the client, even in clients who
have difficulty communicating appropriately.

Transculturally, nonverbal communication varies
widely (Seiler, Beall, & Mazer, 2017). Even for behaviors
such as smiling and handshaking, cultures differ. For
example, to some individuals, smiling and handshaking
are an integral part of an interaction and essential to estab-
lishing trust. The same behavior might be perceived by
others as insolent and frivolous.

The nurse cannot always be sure of the correct inter-
pretation of feelings that are expressed nonverbally. The
same feeling can be expressed nonverbally in more than
one way, even within the same cultural group. For exam-
ple, anger may be communicated by aggressive or exces-
sive body motion, or it may be communicated by frozen
stillness. In some cultures, a smile may be used to conceal
anger. Therefore, the interpretation of such observations
requires validation with the client. For example, the nurse
might say, “You look like you have been crying. Is some-
thing upsetting you?”

PERSONAL APPEARANCE

Clothing and adornments can be sources of informa-
tion about an individual. Although the choice of apparel
is highly personal, it may convey social and financial
status, culture, religion, group association, and self-
concept. Charms and amulets may be worn for deco-
rative or for health protection purposes. When the
symbolic meaning of an object is unfamiliar, the nurse
can inquire about its significance, which may foster rap-
port with the client.

How an individual dresses is often an indicator of
how the individual feels. People who are tired or ill may
not have the energy or the desire to maintain their normal
grooming. When a client known for immaculate grooming
becomes careless about appearance, the nurse may suspect
a loss of self-esteem or a physical illness. The nurse must
validate these observed nonverbal data by asking the cli-
ent. For acutely ill clients in hospital or home care settings,
a change in grooming habits may signal that the client is
feeling better. For example, a man may request a shave, or
a woman may request shampoo and some makeup.

POSTURE AND GAIT

The ways people walk and carry themselves are often reli-
able indicators of self-concept, current mood, and health.
Erect posture and an active, purposeful stride suggest a
feeling of well-being. Slouched posture and a slow, shuf-
fling gait suggest depression or physical discomfort. Tense
posture and a rapid, determined gait suggest anxiety or
anger. The posture of people when they are sitting or lying
down can also indicate feelings or mood. Again, the nurse
clarifies the meaning of the observed behavior by describ-
ing to the client what the nurse sees and then asking what
it means or whether the nurse’s interpretation is correct.
For example, “You look like it really hurts you to move.
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I'm wondering how your pain is and if you might need
something to make you more comfortable?”

FACIAL EXPRESSION

Mo part of the body is as expressive as the face
(Figure 16.5 W), Feelings of surprise, fear, anger, disgust,
happiness, and sadness can be conveyed by facial expres-
sions. Although the face may express the individual's gen-
uine emotions, it is also possible to control these muscles
so that the emotion expressed does not reflect what the
individual is feeling. When the message is not clear, it is
important to get feedback to be sure of the intent of the
expression. Many facial expressions convey a universal
meaning. The smile expresses happiness. Disapproval is
conveyed by the mouth turned down, the head tilted back,
and the eyes directed down the nose. Mo single expression
can be interpreted accurately, however, without consider-
ing other reinforcing physical cues, the setting in which it
occurs, the expression of others in the same setting, and
the background of the client.

MNurses need to be aware of their own expressions
and what they are communicating to others. Clients
are quick to notice the nurse's facial expression, par-
ticularly when they feel unsure or uncomfortable. The
client who questions the nurse about a feared diagnos-
tic result will watch whether the nurse maintains eye
contact or looks away when answering. The client who
has had disfiguring surgery will examine the nurse’s
face for signs of disgust. It is impossible to control all
facial expression, but the nurse must learn to control
expressions of feelings such as fear or disgust in some
circumstances.

Eye contact is another essential element of facial
communication. In many cultures, mutual eye contact
acknowledges recognition of the other individual and a
willingness to maintain communication. Often, an indi-
vidual initiates contact with another individual with a
glance, capturing the individual's attention prior to com-
municating. An individual who feels weak or defenseless

_—

Figure 16.5 B The nurse's facial expression communicatas warmth
and caring.
IyetomyaFUUE  Satty Images

often averts the eyes or avoids eye contact; the com-
munication received may be too embarrassing or too
dominating.

GESTURES

Hand and body gestums may emphasize and clarify the
spoken word, or they may occur without words to indicate
a feeling or to give a sign. A father awaiting information
about his daughter in surgery may wring his hands, tap
his foot, pick at his nails, or pace back and forth. A gesture
may more clearly indicate the size or shape of an object.
A wave goodbye and the motioning of a visitor toward a
chair are gestures that have relatively universal meanings.
Some gestures, however, are culture specific. The gesture
meaning “shoo” or “go away” in some cultures means
“come here” or “come back™ in other cultures,

For individuals with special communication chal-
lenges, such as those with hearing impairments, the hands
are invaluable in communication. Many people who are
deaf learn sign language. Ill individuals who are unable
to reply verbally can similarly devise a communication
system using the hands. The client may be able to raise
an index finger once for “yes™ and twice for “no.” Other
signals can often be devised by the client and the nurse to
denote other meanings.

Electronic Communication

Computers play an increasing role in nursing practice.
Many healthcare agencies are moving toward electronic
medical records where nurses document their assess-
ments and nursing care. Email can be used in healthcare
facilities for many purposes: to schedule and confirm
appointments, to report normal laboratory results, to con-
duct client education, and for follow-up with discharged
clients.

EMAIL

Email is the most common form of electronic communica-
tion. It is important for the nurse to know the advantages
and disadvantages of email and other guidelines to ensure
client confidentiality.

Advantages Email has many positive advantages. It is
a fast, efficient way to communicate, and it is legible. It
provides a record of the date and time of the message
that was sent or received. Some health facilities provide
their clients with a portal to schedule appointments,
refill prescriptions, and send secure email messages
to their healthcare providers. This improves commu-
nication and continuity of client care. Email promises
better access, and evidence has shown that clients who
communicated with their healthcare providers were
found to have improved healthcare measures (Industry
Watch, 2016).

Disadvantages One disadvantage or negative aspect of
email is concern by both clients and primary care provid-
ers regarding privacy, confidentiality, and potential misuse



of information, such as cyberattacks and hacking aimed
at healthcare organizations (Biddle & Milstead, 2016).
Protection of client privacy remains an issue when trans-
ferring information electronically. The healthcare agency
needs to have an email encryption system to ensure secu-
rity. An agency may have its own system or outsource it
to an encryption service.

Another disadvantage is one of socioeconomics. Not
everyone has a computer, and even if people have access
to computers at, say, a public library, not everyone has the
necessary computer skills. Email may enhance communi-
cation with some clients but not all clients. Other forms of
communication will be needed for clients who have lim-
ited abilities with speaking English, reading, writing, or
using a computer.

Other Guidelines Agencies usually develop stan-
dards and guidelines for the use of email in healthcare.
MNurses need to know their agency’'s guidelines about
what can be sent to clients by email. The client usually
signs an email consent form. This form provides infor-
mation about the risks of email and authorizes the health
agency to communicate with the client at a specified email
address.

Information sent to a client via email is comsidered
part of the client's medical record. Therefore, a copy of
the email needs to be put in the client’s chart. Emails, like
other documentation in the client's record, may be used
as evidence during litigation.

The use of email can enhance effective relationships
with clients. It is not, however, a substitute for effec-
tive verbal and nonverbal communication. Nurses need
to use their professional judgment about what form of
communication(s) will best meet their clients’ health
neads.

Factors Influencing
the Communication Process

Many factors influence the communication process. Some
of these are development, gender, values and percep-
tions, personal space, territoriality, roles and relation-
ships, environment, congruence, interpersonal aktitudes,
and boundaries.

Development

Language, psychosocial, and intellectual development
move through stages across the lifespan. Knowledge of
a client's developmental stage will allow the nurse to
modify the message accordingly. The use of dolls and
games coupled with simple language may help explain
a procedure to an S8-year-old. With adolescents who
have developed more abstract thinking skills, a more
detailed explanation can be given, whereas a well-edu-
cated, middle-aged business executive may wish to have
detailed technical information provided. Older clients
are apt to have had a wider range of experiences with the
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healthcare system, which may influence their response
or understanding. With aging also come changes in
vision and hearing acuity that can affect nurse—client
interactions.

Gender

From an early age, females and males communicate dif-
ferently. Girls tend to use language to seek confirmation,
minimize differences, and establish intimacy. Boys use
language to establish independence and negotiate status
within a group. These differences can continue into adult-
hood, soa man and a woman may interpret the same com-
munication differently.

Values and Perceptions

Values are the standards that influence behavior, and per-
ceptions are the personal view of an event. Because each
individual has unique personality traits, values, and life
experiences, each will perceive and interpret messages
and experiences differently. For example, if the nurse
draws the curtains around a crying woman and leaves
her alone, the woman may interpret this as “The nurse
thinks that I will upset others and that I shouldn't cry” or
“The nurse respects my need to be alone.” It is important
for the nurse to be aware of a client's values and to vali-
date or correct perceptions to avoid creating barriers in the
nurse—client relationship.

Personal Space

Personal space is the distance people prefer in interactions
with others. Proxemics is the study of distances that peo-
ple allow between themselves and objects or other people.
Communication thus varies in accordance with four dis-
tances, each with a close and a far phase. Beebe, Beebe,
and Ivy (2019, pp. 83841 list the following examples:

1. Intimate: 0o 114 feet

2. Personal: 1'4 to 4 feet

3. Social: 4 to 12 feet

4. Public: 12 feet and beyond.

Intimate distance communication is characterized by
body contact, heightened sensations of body heat and
smell, and vocalizations that are low. Vision is intense,
is restricted to a small body part, and may be distorted.
Murses frequently use intimate distance. Examples include
cuddling a baby, touching a client who is blind, position-
ing clients, assessing an incision, and restraining a toddler
for an injection.

It is a natural protective instinct for people to maintain a
certain amount of space immediately around them, and the
amount varies with individuals and cultures. When some-
one who wants b communicate steps into another individ-
ual's personal space, the receiver unconsciously responds
by stepping back a pace or two. In their therapeutic roles,
nurses often are required to violate this personal space.
However, it is important for them to be aware of when this
will occur and to alert the client. In many instances, the
nurse can respect (not come as close as) a client’s intimate
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distance. In other instances, the nurse may come within inti-
mate distance to communicate warmth and caring.

Personal distance is less overwhelming than intimate
distance, Voice tones are moderate, and body heat and
smell are noticed less. Physical contact such as a hand-
shake or touching a shoulder is possible. More of the indi-
vidual is perceived at a personal distance, so nonverbal
behaviors such as body stance or full facial expressions are
seen with less distortion. Much communication between
nurses and clients occurs at this distance. Examples occur
when nurses are sitting with a client, giving medications,
or establishing an intravenous infusion. Communica-
tion at a close personal distance can convey involvement
by facilitating the sharing of thoughts and feelings. On
the other hand, it can also create tension if the distance
encroaches on the other individual’s personal space
(Figure 16.6 ®). At the outer extreme of 4 feet, however,
less involvement is expressed. Bantering and some social
conversations usually take place at this distance.

Social distance is characterized by a clear visual per-
ception of the whole individual. Body heat and odor are
imperceptible, eye contact is increased, and vocalizations
are loud enough to be overheard by others. Communi-
cation is therefore more formal and is limited to seeing
and hearing. The individual may feel protected and out of
reach for touch or personal sharing of thoughts or feelings.
Social distance allows more activity and movement back
and forth. It is expedient for communicating with several
people at the same time or within a short ime. Examples
occur when nurses make rounds or wave a greeting to

Figure 16.6 W Personal space rluences communication n socal
and professional nteractions. Encroachment into another ndvwduals
parsoral Space Creates 1enson.

someone. Social distance is important in accomplishing
the business of the day. However, it is frequently misused.
For example, the nurse who stands in the doorway and
asks a client “How are you today?” will receive a more
noncommittal reply than the nurse who moves to a per-
sonal distance to make the same inquiry.

Public distance requires loud, clear vocalizations with
careful enundiation. Although the faces and forms of
people are seen at a public distance, individuality is lost.
Instead, the perception is of the group of people or the
community.

Territoriality

Territoriality is a concept of the space and things that
an individual considers as belonging to the self. Ter-
ritories marked off by people may be visible to others.
For example, clients in a hospital often consider their
territory as bounded by the curtains around the bed unit
or by the walls of a private room. Healthcare workers
must recognize this human tendency to claim territory.
Clients often feel the need to defend their territory when
others invade it; for example, when a visitor or nurse
removes a chair to use at another bed, the visitor has
inadvertently violated the territoriality of the client
whose chair was removed. Nurses to obtain per-
mission from clients to remove, rearrange, or borrow
objects in their hospital area.

Roles and Relationships

The roles and the relationships between the sender and
receiver affect the communication process. Roles such
as nursing student and instructor, client and primary
care provider, or parent and child affect the content and
responses in the communication process. Choice of words,
sentence structure, and tone of voice vary considerably
from role to role. In addition, the specific relationship
between the communicators is significant. The nurse who
meets with a client for the first time communicates dif-
ferently from the nurse who has previously developed a
relationship with that client.

Environment

People usually communicate most effectively in a comfort-
able environment. Temperature extremes, excessive noise,
and a poorly ventilated environment can all interfere with
communication. Also, lack of privacy may interfere with
a client’s communication about matters the client consid-
ers private. For example, a client who is worried about
the ability of his wife to care for him after discharge from
the hospital may not wish to discuss this concern with
a nurse within the hearing range of other clients in the
room. Environmental distraction can impair and distort
communication.

Congruence

In congruent communication, the verbal and nonverbal
aspects of the message match. Clients more readily trust
the nurse when they perceive the nurse’s communication
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(Big=-oht Reel b S Ly el 8 Communication with Children

The ability to communicate & directly milsted to the development
aof thought processes, the presence of intact sensory and motor
systams, and the extent and natune of an individual’s opportunitiss to
practice communication skills. As children grow, their communication
shilties change marksdhy.

INFANTS

= Infants communicate nonverbaly, often in responss to body
fesdings rathar than in 8 conscious effort to ba expressie.

* Infants’ perceptions am related to sensory stmul, so 8 gentle
woice is soothing, for axample, while tension and anger amound
tham creste dstress.

TODDLERS AND PRESCHOOLERS

+ Todders and young chidren gain skills in both expressme (e,
taling othars what they fesl, thank, want, care about) and recap-
tive (hearing and understanding what othars ere communicating
to them) lenguags.

= Allow time fior them to complets werbalizing their thoughts with-
out interruption.

* Provide a simple response to questions becauss they have
short gttention spans.

= Drawing 8 picture can provide another way for the child to
communicate.

SCHOOL-AGE CHILDREN

= Talk to the child at he= or har eye leval to help decreass
intimidation.

* Includa the child in the conversation when communicating with
tha parenis.

ADOLESCENTS

* Taka tima to build rapport with the adolescent.

= Use actlive listening skills.

= Project a nonjwdgmental atifude and nonmeaciive behaviors,
ewven when the adolsscant makes disturbing remarks.

Murses can usa the following communication technigues to work

effectivaly with children and their famiies:

* [Play, the universal languans, alows childen to use aothar
symbols, not just words, o express themaehes.

= Monverbal children may ba sble to use drawing, painting, and
ather art forma to communicete.

= Stanytslling, in which tha nurss and child teke tumns adding to a
=tony or putting words to pictures, can help the child feel =afar
In expressng emaobons end feslings.

= Word games that poss hypothetical situstions or put the
child in control, such as "What if. . . ?" fyoucould. ..~
“If = ganis came and gave you awish . . . " can help a child
feel more poweriul or explore ideas about how to manage tha
fness.

= Read books with a thema similar to the child's condition ar
problem, and then discuss the meaning, charsctars, and fesd-
ings genarated by the book. Movies or videos can alzo be wsed
in this way.

= \Writing can be usad by older children to reflact on ther sfus-
tion, dewelop meaning, end gain & sanss of control.

In &l interactions with children, it = important to gve them oppor-

tunities fo be expressae, listen openly, and respond honestly, w=ing

wuords and concepts they undarstand.

as congruent. This will also help to prevent miscommuni-
cation. Both nurse and client can easily determine if there
is congruence between verbal expression and nonverbal
expression. Nurses are taught to assess clients, but clients
are often just as adept at reading a nurse’s expression or
body language. If there is incongruence between verbal
and nonverbal expression, the body language or nonver-
bal communication is usually the one with the true mean-
ing. For example, when teaching a client how to care for
a colostomy, the nurse might say, “You won't have any
problem with this.” However, if the nurse looks wor-
ried while saying this, the client is less likely to trust the
nurse’s words.

Interpersonal Attitudes
Attitudes convey beliefs, thoughts, and feelings about
people and events. Attitudes are communicated convine-
ingly and rapidly to others. Attitudes such as caring,
warmth, respect, and acceptance facilitate communica-
tion, whereas condescension, lack of interest, and coldness
inhibit communication.

Caring and warmih convey a feeling of emotional
closeness, in contrast to an impersonal approach. Caring

is more enduring and intense than warmth. It conveys
deep and genuine concern for the individual, whereas
warmth conveys friendliness and consideration, shown
by acts of smiling and attention to physical comforts.
Caring involves giving feelings, thoughts, skill, and
knowledge. It requires psychologic energy and poses
the risk of gaining little in return; yet by caring, people
usually reap the benefits of greater communication and
understanding.

Eespect is an attitude that emphasizes the other indi-
vidual's worth and individuality. It conveys that the indi-
vidual's hopes and feelings are special and unique even
though they are like others in many ways. People have a
need to be different from—and at the same time similar
to—aothers. Being too different can be isolating and threat-
ening. A nurse conveys respect by listening with an open
mind to what the other individual is saying, even if the
nurse disagrees. Nurses can learn new ways of approach-
ing situations when they conscientiously listen to another
individual's perspective.

Healthcare providers may unknowingly use speech
that they believe shows caring but the client perceives
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as demeaning or patronizing. This frequently happens
in settings that provide healthcare to older adults and
individuals with obvious physical or mental disabili-
ties. Elderspeak is a speech style similar to baby talk that
gives the message of dependence and incompetence and
is viewed as patronizing by older adults. It does not com-
municate respect. Many healthcare providers are not
aware that they use elderspeak or that it can have
negative meanings to the client. The characteristics of
elderspeak include inappropriate terms of endearment
{e.g., “honey,” “grandma™); inappropriate plural pronoun
use (e.g., “Are we ready for our bath?™); tag questions
{e.g., “You want to wear this dress, don't you?™); and
slow, loud speech. Although elderspeak is often used by
well-intentioned care providers, the literature suggests
that elderspeak can negatively affect the overall social
and psychologic health of older adults (Corwin, 2018;
Williams et al., 2017).

Acceptance emphasizes neither approval nor disap-
proval. The nurse willingly receives the client’s honest
feelings. An accepting attitude allows clients to express
personal feelings freely and to be themselves. The nurse
may need to restrict acceptance in situations where clients’
behaviors are harmful to themselves or to others. Helping
the client to find appropriate behaviors for feelings is often
part of client teaching.

Boundaries

Boundaries are the “defining limits of individuals, objects,
or relationships” (Boyd, 2017, “Boundaries and Body
Space Zones” section, para 1). For nurses, professional
boundaries are crucial in the context of the nurse—client
relationship. To maintain clear boundaries, the nurse
keeps the focus on the client and avoids sharing personal
information or meeting his or her own needs through the
nurse—client relationship. If the client seeks friendship
with the nurse or a relationship outside the work envi-
ronment, the nurse affirms his or her professional role
and declines the invitation. Some indicators that bound-
ary issues need to be addressed include gift-giving by the
nurse or client, spending more time than necessary witha
client, or the nurse believing only he or she understands
the client (Boyd, 2017).

Web-based social networks such as Facebook,
Myspace, and Twitter are experiencing increased usage.
Unfortunately, online sites such as these have brought
new hazards to nursing professionalism. Unprofessional
uses of social networking tools are common; thus, the
nurse needs to be diligent about not crossing nurse—client
boundaries in an online setting. The American Nurses
Association (ANA) Code of Ethics for Nurses (2015a)
states that the nurse is responsible for maintaining pro-
fessional boundaries in all communications and actions
{p. 7). It is important to remember that the need for
nurses to behave professionally is constant, even when
off duty, including social media or any other means of
communication (p. 9).

Therapeutic Communication

Therapeutic communication promotes understanding and
can help establish a constructive relationship between
the nurse and the client. Unlike a social relationship,
where there may not be a specific purpose or direction,
the therapeutic helping relationship is client and goal
directed.

MNurses need to respond not only to the content of a
client's verbal message but also to the feelings expressed.
It is important to understand how the client views the situ-
ation and feels about it before responding. The content of
the client's communication is the words or thoughts, as
distinct from the feelings. Sometimes people can convey
a thought in words while their emotions contradict the
words; that is, words and feelings are incongruent. For
example, a client says, “T am glad he has left me; he was
very cruel.” However, the nurse observes that the client
has tears in her eyes as she says this. To respond to the
client's words, the nurse might simply rephrase, saying,
“You are pleased that he has left youw.” To respond to the
client's feelings, the nurse would need to acknowledge the
tears in the client’s eyes, saying, for example, “You seem
saddened by all this.” Such a response helps the client to
focus on her feelings. In some instances, the nurse may
need to know more about the client and her resources for
coping with these feelings.

Sometimes clients need time to deal with their feel-
ings. Strong emotions are often draining. People usually
need to deal with feelings before they can cope with other
matters, such as learning new skills or planning for the
future. This is most evident in hospitals when clients learn
that they have a terminal illness. Some require hours, days,
or even weeks before they are ready to start other tasks.
Some need only ime to themselves, others need someone
to listen, others need assistance identifying and verbaliz-
ing feelings, and others need assistance making decisions
about future courses of ackion.

Attentive Listening
Attentive listening is listening actively and with mindful-
ness, using all the senses, and paying attention to what
the client says, does, and feels as opposed to listening pas-
sively with just the ear. It is probably the most important
technigue in nursing and is basic to all other techniques.
Attentive listening is an active process that requires energy
and concentration. It involves paying attention to the total
message, both verbal and nonverbal, and noting whether
these communications are congruent. Attentive listening
means absorbing both the content and the feeling the cli-
ent is conveying while putting aside your own judgments
and ideas to really hear and focus on the client's needs.
Attentive listening conveys an attitude of caring and inter-
est, thereby encouraging the client to trust you, open up,
and talk (Figure 16.7 m).

Attentive listening also involves listening for key
themes in the communication. The nurse must be careful



not to react quickly to the message. The nurse should not
interrupt the speaker, and the nurse (the responder) should
take time to think about the message before responding.
As a listener, the nurse also should ask questions either
to obtain additional information or to clarify. The mes-
sage sender (Le., the client) should decide when to close a
conversation. When the nurse closes the conversation, the
client may assume that the nurse considers the message
unimportant. It is also important for nurses to be aware
of their own biases. A message from a client that reflects
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different values or beliefs should not be discredited for
that reason.

In summary, attentive listening s a highly developed
skill, and it can be learned with practice. A nurse can com-
municate attentive listening to clients in various ways.
Common responses are nodding the head, uttering “Uh
huh” or “Mmm,” repeating the words that the client has
used, or saying I see what you mean.” Each nurse has
characteristic ways of responding, and the nurse must
take care not ko sound insincere or phony.

Visibly Tuning In
At times, your nonverbal behavior may be as important,
or more important, than your words. Active learners are
engaged physically and mentally in the listening process.
They have good eye contact with the client and commu-
nicate their interest with an intent facial expression, a
natural forward lean, and appropriate head nods (Beebe
etal., 2019).

Therapeutic communication techniques facili-

tate communication and focus on the client's concerns
(Table 16.1).

Barriers to Communication

Murses need to recognize barriers or nontherapeutic
responses to effective communication (Table 16.2). Fail-
img to listen, improperly decoding the client’s intended
message, and placing the nurse’s needs above the client's
needs are major barriers to communication.

Technique Description Examples
Uksing silencsa Accapting pauses or silences that may extend for sev- Sitting quistly [or walking with tha client) and waiting
eral seconds or minutes without interjecting any werbal aitentivety undil the client is able to put thoughts and
rESpOnse fesfings into words
Prosiding general Using statements or questions that (8) encourage the “Can you tel me how it is for you?”
leads clent to verbalze, (b} chooss a topic of comversation, “Perhaps you would liks to talk about . . .7
and [c) {aciitate continued verbalizetion “Wiould it help fo discuss your feslings?”
“Whene would you like to bagin?”
“And then what?”
Being spscific and Ms=king statements that are specific rather than ganaral “Rate your pain on 2 scake of 0 to 10.7 (specific
tentative and tentative rather than absolute statemant)
“Ame you in pain?” {general siatemant)
“¥ou seam unconcamed shout your disbetes.” (fenta-
tive staternent)
Using opan-anded Asking broad guestions that lead or invite the clent “'d Bke to hear more sbout that.”
guestions to ewplons (slaborate, clarify, describa, compara, or “Tellme mors . .. "
Hlustrats) thaughts or feelings. Open-ended ques- “Hiow hiave you bean feeling lateiy?™
tions specify only the topic to be discussed and imvite “What brought you to the hospital?™
anzwers that are longsr than one or two words. “What is your opiron?”
“you =aid you were frightenad yesterday. How do you
fizal nowW?" )

Cantinusd on page 306
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Therapeutic Communication Techniques— continued

Giving information

Clarifying time or

=Sequance

Presenting reality

stand the chent without making any demands or
aitaching conditions that the client must comply with to
receive the nuree's attention

Prowiding, in a simpla and direct manner, specific fac-
tual information the client may or may not request.
When information i not known, the nures states ths
and indicates who has it or when the nuree will obtain it.

Giving recognition, in a nomudgmental way, of a change
in behavior, an effort the chent has made, or a contribu-
tiocn fo 8 communication. Acknowladgmant may be with
or without understanding, verbal or nonverbal.

Helping the client clarify an ewant, stustion, or happen-
ing in relation to tima

Helping the client fo differentiate the meal from the unmesl

Technique Description Examples
Using touch Prowiding sppropriate forms of touwch to einforcs car- Putting =n srm over the clant’s shoulder. Placing your
ing feaings. Because tactile contacts vary considerably hand over the client’s hand.
among individuals, families, and cultures, the nurss
miest be sansitive to the diffierences in aifitudes and
practices of clients and self.
Restating or Actively listening for the cient’s basic message and Client: "I couldn't manage to eat any dinner last night—
paraphrasing then mpeating thoss thowghts or fesiings in similar nat evan the dessert.”
wards. Thes conweys that the nures has kstened and MNurse: “You had difficulty esting yesterday.”
understood the cliant’s basic message and also offers Clisnt: TYes, | was very upsst aftar my family lef.”
cliants a clearer idea of what they hawve s=id.
Sesling clarification | A method of making the clients broad overall mesning T'm puzzied.”
of the message mom understandsble. It is used when T'mi not sure | undarstand that.”
paraphrasing is difficult or whan the communication is “Would you please say that again?
rambling or garbled. To clarify the messaga, the nurse “Would you tell me mome?”
can restate the basic message or confess confusion 1 meant this rather than that.”
and ask the cliant to repeat or restate the messags. 1'm sormy that w=sn't very clear. Let me try to explsin
Murses can also clarify their own message with ancther way.”
statements.
Percegtion check- A method similar to clarnifiying that verifies the meaning Client: "My husband never gives me any presents.”
ing or sseking con- of specific words rathar than the ovarall meaning of a Murss: “You mean ha has never given you a presant for
sensual validation message your birthday or Christmas?”

Clisnt: “Well —not never. He does gat me somathing for
my birthday and Christrmas, but he never thinks of
giving ma anything at any other time.”

Offiering =elf Suggesting one’s presence, interest, or wish to under- Tl stay with you wntil your daughter arrives.”

“Wa can sit here guistly for 8 whils; we don't need to
=l unless you would like to.”
TNl help you fo dress to go home, § you like.”

“Your surgary is schaduled for 11 a.m. tomomow.”
“Yow will feel a puling sensstion whan the tuba s
emoved from your sbdomen.”

"1 do not know the answer fo that, but | will find out
from Mra. King, the nurse in charge.”

“fou trimmed your besrd and musteche and washed
your heir”

1 notice you kesp squinting your eyes. Are you having
difficulty seeing?™

“fiou walked twice as far today with your walker.”

Cliarit: *| vomited this moming.”

MNursa: “Was that sfter breakfast?™

Clianit: *1 feel that | have been asleep for weaks.”

Nurss: “You had your operation Monday, and today is
Tuesday.”

“That telephone ring came from the program on
tedenvision.”

“four magazine is here in the drawer. It has not bean
stolen.”
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Therapeutic Communication Techniques—continued

7

Technigus Description Examples

Focusing Hedping the dient expand on and develop a topic of Chard: "Wy wifa says she will look after me, but | don't
importance. It is important for the nurse to wast until think sha can, what with the children fo take care
the client finishes stating the main concamns befora of, and they're alwvays after her about something—
attempting to focus. The focus may baanides ora clathaes, homewark, what's for dinner that raght.®
fesling; however, the nurse often emphasizes 8 feal- Mursa: “Bounds like you are wormed about how wall she
ing to hedp the cliant recognize an emotion disgusad can manage.”
lpehind words.

Reflecting Directing ideas, fesfings, questions, or content back to Chard: “What can | do?
clients to ensble them to esplore their own ideas and MNursa: “What do you think would ba helphul?™
feslings about a situation Chart: Do you think | should tell my husband?”

Nursa: “You sesm unsure sbout telling your husband.”

Surmmarizing and Sitating the main points of a discussion to clarify the “During the past half howr, we have talked about .. "

planning refevant points discussed. This technigque B ussful at “Tomomow afiemocn, wa may explor this further”

the end of an intarview or to eview a hesith teaching “In a few days, I'l review what you have leamed sbout

segsion. |t often acis as an introduction to futue cam the actions and effects of your insulin.”

planning. “Tomormow, | will look st your fesling jowmal.” )
L. 1ES [0 Barriers to Communication

Techniqus Description Examples

Stamrsotyping Ciffiering generalized and oversimpiified baliefs sbout “Two-year-olds ans brats.”
groups of pecple that are based on experiances too Bm- “Women are complainars.”
ited to be valid. Thessa responsss categorize clients and “Mean don't cry.”
negate thesr uniquaness as individusls. “Wiost people don't have any pain sfter this type of sungene”

Agresing and Samilar to pudgmental responsas, agresing and dissgres- Chard: "1 don't think Dr. Broad k= a very good docior. He

disagresing ing imply that the client is sither right or wmong and that do=sn't ssem interssted in his chents.”
the nurse is in 2 position to judge this. These responses Murza: “Dr. Broad is head of the dapartiment of surgery
deter chents from thinking through their position and may and is an axcelient surgecn.”
causs 8 chent to become defensive.

Being defensive | Attempting to profect an individual or healthcam services Chard: “Those night nursss must just sit sround and talk
from negative comments. These responses prevent the all night. They didn't answer my light for over an hour.”
client from expressing true concarns. The nurss is saying, Murza: T have you know we iterally run sround an
“¥ou hava no right to complain.” Defensive =sponses nights. You're not the only chient, you know.”
profect the nurss from admitting wesknesses in health-
care sanices, including parsonal wesknesses.

Chalsnging Giving & responsa that makes clients prowve their state- Chert: 1 falt nausaated after that red pil.”
ment or point of view. These responsss indicate that the Mursa: “Suraly you don't think | gave you the wrong pil 7"
nurss is faiing to consider the client’s feelings, making the | Ghert: * feal as | am dying.”
client fesl it is necessary to defend a position. Mursa: “How can you fiesl that way when your pulse s 6077

Chert: 1 balieva my husband dosan’t lowe me.”
Mursa: “You can't say that; why, he viaits you every day.”

Probing Asking fior informeation chisfy out of curiosity rather than Chard: *1 was speading along the strest and didn't see the

with the intent to assist the client. Thess responses ars
considered prying and violste the client's privacy. Asking
“why” iz ofien probing and places the cient in a dafensve

Mursa: "Wy ware you spesding?”
Chert: 1 didn’t ask the doctor when he was here.”
Mursa: "Why didn't you?"

o

Continued on page 308
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pr.: 8 R [-E- B Bammiers to Communication —continued

Technique Description Examples

Testing Asking guestions that make the client admit to something. | “Who do you think you are’? (forces peopls to admit their
These meponsses permit the client only Imited answers statua s only that of cliant)
and often mest the nures’s nead rather than the chant's. “Dio you think | am not busy?™ [forces the chent to admi

that the nurse really is busy)

Rejecting Riefuming to discuss cartain topics with the dient. Thess 1 don’t want fo discuss that. Lets talk about . .. "
responses often make chents feel that the nurae s rsject- “Let’s discuss other aneas of interest to you rather than
ing not only their communication but also the clients the two problam:s you keep mentioning.”
themaahes.

Changing Directing the commumnication into ameas of sslf-interast “1can't talk now. I'm on my way for a coffes bresic ™

topica and rather than considering the client’s concamns iz often a Cliant: “I'm separated from my wille. Do you think | should

subjects salf-protective meponze to 8 topic that causes anxiaty. hawve sexual reflations with anothar woman?
These meponsses imply that what the nurse consadars MNurse: " see that you're 38 and that you likve gardaning.
important will be discussed and that clients should not This sunshine i good for my nossea. | have a besutdul
discuss ceriain topics. roess garden.”

Urwamanted U=ing clichés or comforting statemants of advice as a “¥ou'll feel befter soon.”

FESSSUrANCE mieans to reassure the client. Thess responses block the “I'm sure ewerything will turn out all ight.”
fears, feslings, and othar thoughts of the client. “Don't worry.”

P==sing Givang opinions and approving or disapproving responses, | “Thats good (bad).”

pdgment moralizing, or implying one'’s own values. Thesse “¥ou shouldn't do that.”
responsss imply that the client must think as the nurss “That's not good enough.”
thinks, fiostering client depandenca. “What you did was wrong (nght).”

Giving common | Teling the chent what to do. These responses deny the Cliert: “Should | mowve from my home to a nursing home™

advice cliant’s right to be an equal pariner. Mate that giving MNurse: I | wera you, I'd go to a nursing homa, whens
expart rathar than commen advice i therapeutic. you'll get your meals cooked for you.”

The Helping Relationship

Murse—client relaionships are referred to by some as inter-
personal relationships, by others as therapeutic relationships,
and by still others as helping relationships. Helping is a
growth-facilitating process that strives to achieve three
basic goals (Egan & Reese, 2019, pp. 14-17):

1. Help clients manage their problems in living more
effectively and develop unused or underused oppor-
tunities more fully.

2. Help clients become better at helping themselves in
their everyday lives.

3. Help clients develop an acton-oriented prevention
mentality in their lives.

A helping relationship may develop over weeks of
working with a client, or within minutes. The keys to the
helping relationship are (a) the development of trust and
acceptance between the nurse and the client and (b) an
underlying belief that the nurse cares about and wants to
help the client.

The personal and professional characteristics of the
nurse and the client influence the helping relationship.
Ago, gonder, appearance, diagnosis, education, values,
ethnic and cultural background, personality, expecta-
tions, and setting can all affect the development of the

nurse—client relationship. Consideration of all these fac-
tors, combined with good communication skills and sin-
cere interest in the client's welfare, will enable the nurse
to create a helping relationship. Characteristics of helping
relationships are listed in Box 16.1.

Phases of the Helping Relationship

The helping relationship process can be described in
terms of four sequential phases, each characterized by

Characteristics of
a Helping Relationship
A helping refationship:
= |3 an intellectual and emational bond between the nurse and
the chent and is focwsed on the client.
* Raspects the client as an individual, including
*  Mewmizing the client’s shilties to participsts in decision-
making and treatments
= Caonsidering ethnic and cultural espects
* Considaring farmity relatonships and values.
* Raspects chent confidentiality.
* Focuses on the clent’s well-being.
* |3 based on mutual trust, respect, and acceptance.

BOX 16.1




Benefits of effective communication
Effective communication results in:

o

2

e

harmony among employees because there is less opportunity for disputes, as
information is shared effectively

greater opportunity for learning, as new information is communicated
effectively by both patients and nursing staff

understanding of when a message needs to be clarified or repeated, eg if the
colleague or patient is not listening properly

ensuring increased recovery rates because the patient and family have a
greater sense of trust and satisfaction about the quality of nursing care they
are receiving

greater adherence and commitment to treatment plans.

Consequences of poor communication

Poor communication:

o

2
2

leads to a lack of clarity and uncertainty, which portrays a poor image to
both patients and co-workers

affects productivity because staff are unsure of duties to be carried out

leads to poor coordination of tasks

results in a high degree of conflict, as ineffective communication leads to
distrust

causes unnecessary stress because staff are uncertain about the outcomes of
discussions

results in demotivation of employees, as feedback, either good or bad, is
communicated poorly.

Learner actlvity

Write a report on the characteristics of an auxiliary nurse. Remember to include your
own opinions and characteristics.

Barriers to effective communication

Table 6.2 Catergories of communication barriers

Language barriers

People speaking different languages, dialects or even
speaking in an unfamiliar accent

Psychological barriers

When one or both people are stressed, anxious,
nervous or angry, the psychological emotions can make
communicating very difficult

Physiological barriers

These include barriers of a physiological nature, eg
impaired hearing or vision, or if the patient is experiencing
pain

Physical barriers

Physical barriers include distracting noise, distance
between the sender and receiver, malfunctioning or non-
existent electronic equipment =
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Systematic barriers May exist in organisations where the channels of

communication and information systems are ineffective,
resulting in employees not knowing what is excepted of
them, and what their role in the communication process is

Attitudinal barriers This may result from personality conflicts, poor

management and resistance to change or a lack of
motivation

Practical examples of communication barriers in nursing

o The patient is confused or speaks a different language. An interpreter might
be needed.

o  The patient is hearing-impaired. This patient may not be able to understand
vour words. You may need to use sign messages or written messages.

o The patient is blind. This patient will not be able to see your facial expressions.
Your words and tone of voice will be even more important than usual.

o  The patient has aphasia (inability to speak) and therefore is not able to
communicate thoughts and ideas effectively.

o The patient is unconscious and cannot respond.

2 The patient is disorientated and may need special communication methods
as he or she is not orientated to time, date and place.

o  The patient is depressed and may interpret messages in a very negative
manner, which will require the nurse to be very tactful and patient.

o The patient does not understand the medical jargon. Avoid using over-
complicated, unfamiliar and technical terms such as 'nil per os' instead of
nothing to eat or drink.

o  There may be emotional barriers or taboos. Some people may find it difficult
to express their emotions and some topics may be completely ‘off-limits’ or
taboo. For example, taboos may include a young unmarried female nurse
discussing the topic of contraception with a married man.

o The patient or colleague is not paying attention, is not interested or is distracted.

o There may be differences in perception and viewpoint.

o There may be cultural differences such as making eye contact (or not) when
speaking to an elder.

Learner activity

Discuss the communication barriers you have experienced in the wards where you have
worked, and select the best possible ways in which to overcome them.

Improving communication with patients

Communication impairments or disorders may be a result of many factors, but
are usually related to language, speech or hearing processing. Disorders may range
from slight stuttering to misarticulation of words, or the complete inability to
speak (aphasia). Sometimes the communication impairment is due to sensory loss
such as visual or hearing loss.
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General guidelines on how to improve communication

There are several points to keep in mind when communicating. The first point is
that you are there to provide care and support to a patient. Be open, respectful
and gracious in all your interactions and keep their cultural preferences in mind.
Answer call bells promptly.

Some ways of improving communication are as follows:

2 Make sure you have the patient’s attention.

) Use words that are non-threatening — explain what you would like to do and
do not give orders to the patient.

a Use simple, understandable phrases, not medical terms, as most patients do
not understand these terms.

] Speak clearly and courteously and show respect and empathy.

2 Be alert to the patient’s needs. Allow time for answers to your requests and to
answer the patient’s questions.

o Improve your verbal communication skills; if the language that is used in the
organisation is not your first language, familiarise vourself with it.

o Develop and become more aware of effective non-verbal language cues, eg
when a patient covers his/her head with a sheet or folds his/her arms tightly
across the chest, he/she may not be open to discussion at that time. This
could be due to pain or discomfort from their illness.

o Pronounce words correctly to ensure safe nursing practice.

o Be aware of cultural differences and be sensitive to how vour words may
be interpreted, for example, when giving health education on sexually
transmitted diseases. In many cultures, for example, yvoung girls may not
interact with older men, especially not to discuss matters of sexuality.

o Listen without interrupting the person who is talking.

o Try to stay focused on the conversation. Do not, however, force the patient
to continue if he/she becomes anxious or seems to want to change the
subject.

2 Use body language that indicates your interest and concern. Touch the
patient lightly on the arm if it seems appropriate, to show concern. Lean
forward, listen intently and maintain eye contact.

o Offer factual information. This relieves anxiety. Do not offer your personal
opinion. Assure the patient that vou will maintain confidentiality.

] To encourage the patient to continue the discussions, reflect and rephrase the
feelings and thoughts the patient is expressing, eg if the patient says she is
very sad, vou could rephrase it: ‘You seem sad, can vou tell me why?’

o Keep your sentences short. Ask the patient/receiver to repeat what yvou have
told them so that vou know they understand.

o Do not ask multiple questions — ask one question at a time and wait for an
answer before asking the next question.

2 Give your co-workers your full attention when communicating with them,
try to make eye contact most of the time, and show if you understand or
not.

a Ask questions to clarify unclear messages.

o Provide a quiet environment without distractions.

] Be convincing when communicating.
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Communicating with a patient with a visual impairment

Keep the following points in mind:

o ]

o
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Always assess a patient’s needs in terms of how severe the loss of sight is and
adapt your communication style to their needs.

Identify a patient by naming them; don't just speak because the patient will
not know that vou are directing the conversation at them.

Identify who you are and what the purpose of the conversation will be.
Speak normally, pronounce words correctly, clearly and in a loud enough
tone, but do not shout, and remember that the patient has loss of sight not
loss of hearing or intellectual ability.

Pay attention to vour body language and avoid only nodding your head when
wanting to say ‘ves’ or acknowledge something. Remember that the person
can't see you. Continue smiling, as this is conveyed through your voice.
When speaking to a group of patients, introduce everyone to ensure that you
have the attention of all the members.

In a group discussion if somebody wants to say something, introduce who is
speaking to facilitate understanding and participation in discussion.

It is important to speak and use body language as you would normally do,
as this affects your tone of voice. People with visual impairments are very
attentive to tone of voice and they gain valuable information in this manner.
Continue using everyday terms such as ‘see’ and look’ because by trying to
omit these words it would affect your confidence and create uncertainty for
the patient.

It a patient jokes about not being able to ‘see’ accept this as a joke and
continue, as ‘see’ in this context would also mean ‘understanding’.

When describing something to a visually impaired patient be specific with
directions, such as saying that ‘the bed locker is on your left’, or when describing
a plate of food, ‘meat is at 12 o'clock, rice at 3 o'clock and pumpkin at 6 o'clock”.
Be descriptive when assisting the patient, explaining what you see, eg ‘we are
now going down the corridor to the nurse's station’ or ‘we are turning left
and going down three steps’, so the patient can anticipate what is happening.
When giving health education, adapt your method ormedium of communication
to a patient's needs, eg you cannot use pamphlets o1 pictures, but you could use
equipment and allow the patient to touch and feel the equipment.

Dwuring procedures it is even more important to explain the procedure to
the patient as she/he cannot see and anticipate what you are going to do, eg
when giving a bedpan explain ‘l am now closing the curtains' and then ‘the
curtains are now closed, so now [ am going to pull down the blankets’. This
way the patient understands that you have provided privacy before offering
the bedpan.

Always ask a patient if he/she requires assistance. Don't just ‘take owver’,
because often the person will be able to help themselves.

Be conscious of communication barriers such as noise interference or
speaking too softly, as the patient relies heavily on verbal communication to
understand what is going on around them.

When leaving a conversation with a visually-impaired person, always
announce your intentions, so that the patient will not still be talking to you
after you have already left.



Communicating with a patient with hearing loss

Assess a patient’s needs in terms of how severe the loss of hearing is and adapt your
communication style to their needs. Consider the following points:

O

o]

Avoid “talking down' to a hearing-impaired person; hefshe is probably fully
alert mentally, and treat him/her with respect and dignity.

Greet the person by their name, to ensure their full attention before you start
the conversation.

Position yourself as close as possible to the person, preferably on the side
with the best hearing if possible.

Face the person directly, make sure there is good lighting and that no light is
shining in the patient’s eyes, as this would make it difficult for them to see
vour face and speech read.

Speak normally, and pronounce your words as clearly as possible. Exaggerated
mouth movements may make it difficult for the patient to understand you.
Speak a little slower, for clarity, and speak as loudly as required for the patient
to hear you.

Do not shout, as shouting distorts sounds and makes speech reading very
difficult.

Avoid speaking too fast. Do not make sentences too long and pause between
phrases to ensure that the patient has a good understanding of what has
been said.

When speaking, pay attention to the patient's non-verbal language; a frown
may indicate that the person does not understand you, or leaning towards
you may indicate that the person does not hear you clearly.

Refrain from chewing gum, smoking or putting your hands over your mouth
or near your face, as this makes speech reading difficult.

Do not talk to a person with hearing impairment from another room, or
when you are not facing them as they will not hear you.

Pay attention to communication barriers such as noise interference or
activities taking place in the same room, as this may distract the patient.
Provide a quiet, calm environment for conversation.

Take turns to talk and do not interrupt the hearing-impaired patient when
speaking; a situation where both persons are speaking simultaneously makes
hearing and listening impossible.

Sometimes a hearing-impaired person will not hear/understand a certain
phrase or word. In this case, try to use a different word, as different sounds
are sometimes easier to hear.

Make use of sign language or point to objects that you are talking about if
difficulties arise,

Keep a notepad nearby to write down a word or phrase, if necessary.
Familiarise yourself with basic sign language and encourage the patient to
learn sign language as well.

If the person is using a hearing aid, ensure that the ear pieces are fitted
correctly and in good working order.

Include the hearing-impaired patient in conversations, to prevent him/her
from feeling isolated and ignored.
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Using sign language when communication with a deaf patient

When communicating with a deaf or hearing-impaired patient vou can make use
of signs or pictures to get your message across, some of which have been discussed
in the guidelines on the previous page.

[tisimportant to note that different versions of sign lan guage are used throughout
the world, eg in South Africa we use ‘SASL' (South African 5ign Language) as the
official sign language. It is the sign language used on SABC news broadcasts to
interpret the spoken word to those who are deaf. Sign language also makes use of
common signs, eg ‘hello’ is interpreted by a wave of the hand and a ‘thumbs up’
for when you agree with something.

In the nursing context we often make use of signing, not only if the patient
is deaf, but also if there are language barriers, eg when you point to a body part,
or make the sign of ‘eating’ or ‘drinking’. However, it would be to your benefit to
study sign language if you are working in an environment where you continuously
work with deaf patients.

Examples of sign language are given in Figure 6.2.

111

Flgure 6.2 SASL one-hand finger spelling/spelled alphabet

Communicating with a confused or disorientated patient

Confusion or disorientation may be the result of memory loss. However, conditions
such as infection, dehydration or certain medications can cause confusion and
disorientation. Keep the following points in mind when communicating with a
confused or disorientated patient:

o When communicating with a patient who is confused it is important to
remember that they may not remember that they have already asked you
a certain question and do not remember your answer, so try not to become
impatient if the patient repeats a question.

o Be very patient and tolerant and assess a patient’s needs in terms of how
severe the confusion or cognitive impairment is.

o Gain a patient’s attention by calling them by name, making direct eye contact
and even touching their arm or hand; sit or stand directly in front of the person.

192




o Speak naturally and as clearly as possible, assess if a patient has any other
impairments, which may increase the state of confusion such as blurred
vision or hearing difficulty, and adapt your communication to their needs.

o Orientate a patient if necessary, explaining who you are and what you are
doing.

o Use simple, direct wording, asking one question at a time or explaining one
phrase at a time.

a If a patient hears you but shows no understanding, rephrase your sentence,
as this often helps with comprehension.

a Communicate at the specific time of the event, eg ‘It's time to take your
medicine’ then administer the medication immediazely; don't tell a patient
in advance, ‘Remember to take your medicine at 2 otlock’.

2 When asking a question, make it direct, eg “What would vou like to drink, tea
or coffee? not just ‘What would vou like to drink?’ Specific questions help a
patient to distinguish what is required of them.

2 Acknowledge a patient when they have given appropriate responses.

o If a patient has difficulty in finding correct words, gently provide assistance,
especially in remembering names of people or items.

o If a patient can read, provide a notice board with written instructions or
information about what to do, or the patient’s physical location.

o Provide clocks and calendars that display the correct dates and times, to
minimise confusion.

o Provide familiar surroundings if possible, or allow a familiar person to assist
with communication.

o A confused patient often displays behavioural problems, therefore adapt
communication to rectify the behavioural problems.

o Do not affirm the patient’s confusion by allowing them to think that what
they see, hear or experience is correct in order to gain their cooperation. For
example, if they see imaginary little men walking around the room, don't
confirm this by saying, ‘Don't worry they will go away just now’.

Communicating with a patient with impaired speech

Vocal cord damage, stroke or brain damage can all cause speech impairments,
which makes the communication process cumbersome, as it is difficult to decipher
what the patient is trying to say. Other forms of speech impairment include
stuttering or articulation difficulty in pronouncing or selecting the words to be
said.

People who have had their voice box removed are often well prepared for their
loss of speech, and they may be on a rehabilitation programme where an electronic
device could be used to regain speech/sound formation capabilities.

A person with brain damage may be able to speak, but unable to find the correct
words, which could lead to immense frustration on the part of the patient and the
caregiver.

Loss of speech often implies that the person may be able to re-learn how to
speak. If this is the case, allow the patient time to pronounce words and don't
show impatience if the process is slow and cumbersome.

To ease the communication process, consider the following points:
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The Auxiliary Murse

2 Utilise more than the spoken word, eg make use of a pen/pencil and writing
pad so that the person can write instead of talk.

2 Use computers or photographs so that the person can point to items or needs.

2 It remains debatable whether one should help a person when hefshe is
trying to find a word — some patients may get angry when help is given in
this manner, whereas others may appreciate it. It is important, therefore, to
assess a patient’s needs and personality when establishing a communication
relationship.

2 DPresent a calm and relaxed body posture; do not rush the person as this
would increase anxiety and make speech more difficult.

2 If a person uses obscene language or a specific swear word, do not get angry
as they often formulate a specific word or phrase to use when they are unable
to recollect the correct word.

2 Get to know your patient and their speech patterns, eg sometimes they will
point to an item they are referring to but use the incorrect word for it.

Communication with an unconscious patient

Unconsciousness is described as being unaware of the surrounding environment,
being incapable of responding to sensory stimuli, and being insensible. The person
is beyond awareness and unable to respond.

Unconsciousness is determined by evaluating the person's clinical state using
the Glasgow Coma 5cale, determining the level of consciousness, which could be
from a slightly confused state to a deep ‘sleep’ and unable to react to any stimuli.

According to research, hearing is the last sense to diminish when a patient
becomes unconscious, therefore, although the person may still be able to hear,
they will be unable to respond.

It has been reported by many patients after regaining consciousness that they
could hear the nurses talking and remembered the conversations and recognised
their voices. Therefore, it is imperative always to assume that a patient can hear
you and understand you, but is just unable to respond. For this reason we have to
communicate with a patient as if they can hear and understand us.

Keep the following points in mind when nursing an unconscious patient:

2 When providing nursing care for an unconscious patient, introduce yourself,
and explain the procedure to them, touching them in an appropriate manner,
as this could reduce anxiety and fear.

2 Although communication is a two-way process, it is imperative to continue
communicating with the unconscious patient as if they can understand and
comprehend, even if they do not respond.

2  Continuous communication may reduce fear and anxiety in a patient,
especially if they are aware of monitoring equipment and sounds and
nursing procedures. Communication reassures the patient and may reduce
psychological stress and provide emotional stimulation.

) An important aspect to consider when nursing an unconscious patient is not
to become too involved in technological care and not pay sufficient attention
to the patient. but to keep communicating verbally with the patient and
providing reassuring touch.

2>  When addressing the patient it is necessary to personalise the communication
by calling them by name.
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Allow visitors to communicate with the patient and encourage them to relate
personal experiences. If the patient appreciates personal contact, encourage
touch as a means of communication.

Close monitoring of the patient’s condition is required during communication
processes, as an increase of intracranial pressure, heart rate or blood pressure
could indicate anxiety and stress.

Be a role model to family and friends when communicating with the patient,
by providing guidance and support.

Communication with a depressed or anxious patient

When communicating with a depressed or anxious patient it is often not only
about what and how you say something, but also about what not to say. It is very
important to understand that depression and anxiety is an illness just like having
high blood pressure or pneumonia, and you wouldn't tell a person with these
conditions to ‘get over it’ would you?

Everyone becomes depressed or experiences anxiety at some point in their life.

The most important aspects of communicating with a depressed patient are the

following:

o Listen to what the patient is telling you, and try to understand their
experiences from their perspective not yours.

2 Allow the patient to talk, which often gives them the opportunity to verbalise
their own feelings and understand their own emotions, getting them to the
point where they realise that they need help to treat the depression or anxiety.

2 Show empathy — you are not trying to solve the problem, yvou are trving to
get insight into the patients feelings.

a Use silence as a communication technique. If the patient says something that
yvou may find unrealistic, keep quiet and allow the patient to continue with
the explanation.

o  Acknowledge what the patient is saying, either by using appropriate body
language or by saving, ‘Yes, | follow you’.

2 Give recognition to the patient, such as, ‘I've noticed that you have brushed
vour hair today’, praising positive behaviour.

o Offer personal time to the patient, say that you will sit with them and talk
to them.

o Build a trusting relationship with the patient. Ethically you must maintain
patient confidentiality and not divulge personal information. However, as an
auxiliary nurse you are obliged to report behaviour that could indicate that
the patient may want to harm themselves; inform the patient that you are
going to report such instances.

] If you think a patient requires more advanced counselling, tell the patient
that vou are going to get a more experienced person to counsel them.

2 If a patient says things like, ‘I'm useless’, remind them of a time when they did

something well; this will direct their thoughts to a more normal interaction
without depression or anxiety.

What not to say to a depressed or anxious patient

]

Never tell a depressed or anxious patient to ‘get over it’ or ‘snap out of it'; it is
like telling a diabetic patient to get over it.
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Don't compare a patient's hardships to yours or to those of other people.
Don't say, ‘I understand’. It is not truthful because you can’t experience what
the patient is experiencing; he/she is an individual experiencing his/her own
unique suffering. Rather say something like, ‘I hear what you are saying’ or
‘Okay, can you tell me more’.

Don't tell a patient ‘there’s nothing to be afraid of’. This can make them feel
as if their fear and anxiety is unrealistic and that there's something wrong
with them.

Don't say ‘Don't worry, everything will be fine'. This may be an empty
promise.

Don't tell an anxious patient to ‘relax’ because they can't, this is part of their
disease process. Rather help them to regulate their breathing and to focus on
visualising and obtaining a calm state of mind.

When vou say, ‘You look worried, is something wrong?’ to a depressed or
anxious patient, you are telling them something they already know, and you
are stating the obvious. This makes the patient angry, because they see that
vou don't understand their problem.

When you say “You are such a sissy’ to an anxious patient, you are creating
the belief that they should be anxious because they are a ‘sissy’. Rather focus
on the reality and help them to overcome their fear and depression.

Learner activities

LI eI ¢ R e R e R e R I ]

Form small groups. Discuss communication skills in general. Then form pairs and role
play communicating with the following categories of patients:

Swap roles, so that each partner has a turn as a patient and a nurse.

blind patients

deaf patients

patients who have trouble with speech
a patient who is depressed

a disorientated patient

a patient suffering from hallucinations
an unconscious patient

a small child.

Communication by phone

Nurses are often required to communicate over the phone and this could lead to
misunderstandings. The way in which you answer a phone and interpret a message
requires special skills, because the body language of the person at the other end of
the phone line cannot be seen.

When answering the phone, remember these points:

0o Qo g
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Answer the phone as quickly as possible, preferably after the first ring or two.
Always speak loudly and clearly into the mouthpiece of the phone.

Offer a greeting (for example, good morning, or good afternoon).

Identify the unit or place of work.

Identify yourself and your title.



o Identify the person you are speaking to, eg ‘Good morning, ward 6, auxiliary
nurse Blue speaking. How may [ help you? Remember to identify the person
you are speaking to.

o Politely listen to the message, and make notes if you think you may not
remember all the information.

o If you are asked to call another person, ask the caller please to wait while you
locate that person.

o If you take a message, jot down the date, time, caller's name and telephone
number, together with the message. Sign the message.

When making a phone call, remember these points:

o Always speak loudly and clearly into the mouthpiece of the phone.

o Offer a greeting (eg good morning or good afternoon).

] Identify yourself by indicating who you are and where you are phoning from
inot everyone has a caller identification system).

Learning unit 6.2 Interpersonal skills
and the communication process
The purpose of learning

This unit will outline the principles of good interpersonal skills and the
development thereof.

Speclfic outcomes

After working through this unit, you should be able to:

o List five interpersonal skills
o Discuss ways to improve interpersonal skills
o Describe strategies to deal with conflict.

Introduction

We use interpersonal skills daily to communicate and interact with people around
us, individually and in groups. These skills have been developing since childhood,
often subconsciously, and have been influenced by our upbringing and the
different exposures in our life.

People with strong interpersonal skills find communication and interaction
with colleagues and clients easier, and are often successful in their professional
and personal lives.

Good interpersonal skills enhance employment opportunities and are conducive
to positive relationships in the workplace. Employers often evaluate a potential
candidate’s interpersonal skills to see if they would work well in a team and be able
to communicate effectively.

To improve your interpersonal skills it is necessary to know what skills are
required, and then to follow the process of life-long development in perfecting
these skills.
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List of interpersonal skills

o
o

Verbal communication — what we say, our choice of words, and how we say it.
Non-verbal communication — what and how we communicate without using
words, our body language and appearance are some examples.

Listening skills — how we interpret messages from others.

Negotiation skills — how we work with others and find agreeable solutions
when differences arise.

Problem solving — working with people to identify, define and solve problems.
Decision-making — the ability to explore and examine different choices and
make good decisions.

Assertiveness — communicating our values, ideas and opinions, not hesitating
and believing in them, without fear of reprisal.

How to develop interpersonal skills

Interpersonal skills are known as a ‘soft’ skill, and may easily be developed by
observing others whom vou perceive to have good interpersonal skills, learning
from them and practising in order to improve. Here are some guidelines:

2
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Learn to listen — ie not only hearing what someone says, but carefully
observing and listening for verbal and non-verbal clues. Don't be in a hurry
to make a comment or to reply.

Choose your words wisely — words should be chosen to be clear, not
create misunderstanding, and ask questions to ensure that you have been
understood correctly.

Understand why communication is sometimes ineffective — know the
barriers to effective communication and when you identify them, reduce or
eliminate them.

Relax — try to be calm, make eye contact, smile and show your confidence, as
nervousness makes us talk too quickly, resulting in an unclear message. If you
feel nervous, take a moment, take a deep breath and only then start to speak.
Clarify — take a real interest in people when you talk to them, ask questions
and ensure that you have a full understanding of what they are trying to say
to you.

Be positive — remain in control of the situation, show a positive attitude
towards the people you're communicating with; if you allow negative feelings
about the situation or person to develop, it will show in yvour body language.
Show empathy — accept that other people may have different opinions and
ideas, try to see things from their perspective, listen carefully to what they
say and you may learn something from their ideas. Trust and respect the
person vou're communicating with.

Identify stress — recognise, manage and reduce stress in yourself and others.
Don't just tell them to ‘relax’; instead, read the signs of stress in people you're
dealing with, and communicate in a way that would reduce the stress.
Learn to be assertive — ie being neither passive nor aggressive. To be assertive
vou need good self-esteem and must be able to express your feelings and
beliefs with confidence so that others respect and understand your point
of view.



o Evaluate — reflect on and try to improve your conversations, learn from your
mistakes, look at your strong and not so strong points during conversations
and try to improve on them each time you interact with someone.

o Negotiate — effective negotiation requires you to be assertive, but respectful
towards the person or persons with whom you are negotiating.

2  Working in groups - learn to work in groups, be involved and supportive of
your group members, whether it is professionally or socially. A ‘team player’
is an asset in society and popular in the work environment.

Dealing with conflict

In every family and workplace there will at times be conflict. In the healthcare
setting, such conflicts might occur with vour colleagues, supervisor and possibly
even your patients. The successful handling of such situations can have a huge
impact on vour effectiveness at work and your overall happiness.

Before offering advice on conflict resolution, there are a few golden rules:

o Never have an argument with a colleague or supervisor in public - take the
conversation to a private place and try to remain calm.

2 Never shout at or be rude to your patients; remember he/she is in your care
and in a vulnerable position — do not abuse your position of power or trust.

The strategies offered below can only be accomplished when both parties see the
conflict as a problem and have a desire to solve it mutually. Each person must
participate actively in the resolution and make an effort and commitment to find
answers that are as fair as possible to both parties.

a Identify the problem. Have a discussion to understand both sides of the
problem. Listen carefully and do not form opinions or interrupt before the
speaker has completed what he/she is saying.

2 Suggest a number of alternative solutions. Both parties should put forward
suggestions without analysing these too deeply at this stage. Write the
suggestions down if necessary.

a Evaluate the solutions. Both parties must give input and each of you must
be honest about what will work and what will not work.

o Decide on the best solution. Decide on the solution that is the most agreeable
to both of you. Accept that there may have to be compromises.

2 Implement the solution. Before implementation, be sure that both of you
understand what has to be done to rectify the situation.

o Continuously evaluate the solution. After implementation, discuss whether
the solution is working for both of you.

Resolving conflict with a patient might take a slightly different route. Some
suggestions are offered here:

o Defuse the situation — if a patient is upset or angry, the most important thing
you have to achieve is to calm them down - the very last thing that should
happen is for a shouting match to ensue. Your patient may argue that you are
to blame for his/her unhappiness. At this point, your goal is to address the
patient’s anger — and you do this by simply agreeing. When you find some truth
in the other point of view, it is difficult for the other person to remain angry,
eg ‘l know that 1 said | would bring you water an hour ago. You are absolutely
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right”. There is probably a very good reason why you didn't deliver the water as
promised, but your first objective is to defuse the situation rather than defend
vourself — that can come later once the patient is calm. This may be hard to do
when vou have been wrongly accused but should eventually show results.

o Empathise - try to put yourself in the patient’s shoes to understand how he/
she feels. Listen carefully and acknowledge their anger, eg ‘I can understand
that you feel upset about that'".

Learning unit 6.3 Health education

The purpose of learning

This unit outlines the basic principles of preparing a health education intervention.

Specific outcomes

After working through this unit, you should be able to:

o Discuss the basic principles for preparing a health education presentation.
o Discuss the principles of a health education presentation.
o List various health education presentation technigues.

As an auxiliary nurse working in the hospital and community, one of your
functions will be to educate patients about health issues, eg you may have to give
a presentation on the benefits of not smoking. To be effective in the community,
yvou will therefore have to develop good communication skills.

Preparing a health education talk
Giving a presentation to a group of people requires good preparation and planning:

o Prepare a written guideline for your presentation, as this will provide you
with a point of reference for future use. It should include:

. The topic, an outline and the main points (lesson plan).

. Make sure you know your target audience, how many will be present
and their specific needs, eg if vou're talking to patients, you should not
use medical terminology but rather lay-man’s terms to ensure that they
understand the topic.

. Consider the audience's culture, eg in certain cultures people don't eat
pork, so do not use pork meat as an example in a talk on nutrition.

. Use the same language as the target audience, otherwise they may have
difficulty understanding vou, or make use of an interpreter.

. Relate information to people’s everyday experiences — provide examples
where possible, eg if the patient uses a pit latrine at home don't explain
about flushing as they will not be able to relate to this.

. Plan the time frame, ie how long your presentation is going to be. Health
education sessions should not be longer than 30 minutes in total; your
audience may have other activities to attend to and patients may not be
able to take in too much information at a time.

. Write down the contents of your presentation, so that vou can refer to
vour notes if necessary. For example, write down the definition and key
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o Communication — the right to communicate freely, and measures designed
to ensure the enjoyment of this right shall include the provision of Braille and
audio-recorded material for the blind, recogniticn and use of sign language
for people with hearing and or speech disabilities. Mentors for mentally
disabled people.

o Participation in social life — persons with disabilities have the right to
make their own decisions in all areas of social life and this shall include the
freedom to engage in sexual relationships and to have a family.

o Prevention — to take effective and appropriate steps to prevent disability.

o Positive action - to address existing discriminatory practices and
disadvantaging conditions facing disabled people, giving special attention
to the situation of underrepresented groups such as disabled women and
children, deaf people, mentally disabled people. people with albinism and
disabled people living in underdeveloped areas.

o Enforcement — appropriate and effective policies and legislation as well as
accountable services to be developed and enforced to provide all disabled
people with opportunities for the full enjoyment of all of these rights.

Social grants and assistance for the disabled person

A person with a disability has the right to access the social grant system, if the
requirements set out by the grant regulations are met. Refer to the section on
social grants in Learning unit 11.5.

Communication with the person with disabilities

During the care of people with disabilities effective communication is one of the
most important aspects to ensure holistic, quality care. To ensure understanding of
communication with persons with disabilities refer to Chapter 6: Communication
in a nursing context, which elaborates on communication with persons with the
following disabilities:

o hearing impairments
visual impairments
confusion or disorientation
impaired speech
UNCONSCiousness
depression or anxiety.

(SRR RS S ]

General etiquette when communicating with a disabled patient

o Show the same respect and dignity to the person as vou would to any other
person.

o Respect the person’s privacy and personal space.

o Don't impose on the person’s property by, eg leaning on their wheelchair or
resting on a crutch.

o Do not pat the head of a person in a wheelchair or who is lower than you due
to their disability.

o Communicate courteously by addressing adults as ‘Mr’ or ‘Mrs’ and not as
‘Darling’ or ‘Honey’, etc.
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o Speak directly to the person, address them directly, not their caregiver or
companion.

o Try to make eye contact by lowering vourself to the disabled person's eye
level.

o First ask the disabled person’s permission before helping or assisting, and
clarify how they would like you to help.

o If help is refused, respect that and allow the person to function
independently.

3 Take into distance, weather conditions, stairs and general obstacles or
difficulties into consideration when giving directions to a person in a
wheelchair.

o Allow the disabled person extra time to do or say things, and take into
consideration the effect their disability has on their ability to complete a
task.

Behavioural problems in people with disabilities

Sometimes when a person becomes ill, has an injury or disability they go through
a process of accepting the inevitable and adjusting their lifestyle. However, some
people may not accept or adjust well to their new situation, and may display
certain behavioural problems.

The process of accepting and living with a long-term illness, injury or disability
is a life-long process. The person’s personality will determine how behavioural
patterns will be affected.

When we look at Learning unit 11.6 Palliative care, as described by Elizabeth
Kiibler-Ross, we understand that being diagnosed with an illness, injury or
disability brings about a sense of loss and grief and the process that follows is
acceptable, as this gives a person an opportunity to adjust to their new situation.

Chronic behavioural issues relating to the above are also acceptable. However,
behavioural problems may make it very difficult to care for the disabled person.
Understanding some of the behavioural problems you may be faced with, will
allow for greater empathy and reduce the related stress and guilt experienced by
the nursing auxiliary.

Defence and coping mechanisms

Defence and coping mechanism are those behaviours displayed by an individual
to defend themselves against uncomfortable experiences and ways to cope with
the associated problems.

We have learnt early on in psychology that our ‘fight’ or ‘flight’ reaction is
crucial to our survival. This means that in a situation of danger or fright, the
response would often be to ‘fight’ and this could be a literal interpretation where
one would attack the object of danger, eg a wild animal or person threatening your
life. However, it is also possible to regard the danger as overwhelming and then
‘flight’, or literally run away, as the better option.

When a person is confronted with a disability, ‘fight’ and ‘flight’ reactions may
present in various ways.
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3. Self-concept

The upcoming pages will help you grasp the concept of self: its definition, development, and the
factors that influence self-concept. Various components of self-concept will be explored.
Understanding self-concept in relation to patients is crucial for assessing any alterations, as it affects
their behaviour and their ability to cope with illness.
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interactive dynamics of growth and development. Tem-
perament may persist throughout the lifespan, although
caution must be taken not to irrevocably label or catego-
rize infants and children.

Family

The purpose of a family is to provide support and safety
for the child. The family is the major constant in a child's
life. Families are involved in their children's physical
and psychologic well-being and development. Children
are socialized through family dynamics. The parents set
expected behaviors and model appropriate behavior.

Nutrition

Adequate nutrition is an essential component of growth
and development. For example, poorly nourished children
are more likely to have infections than are well-nourished
children. In addition, poorly nourished children may not
attain their full height potential.

Environment

A few environmental fackors that can influence growth
and development include the living conditions of the child
{e.g., homelessness), sociveconomic status (e.g., impover-
ished versus financially stable), climate, and community
(e.g., provides developmental support versus exposes the
child to hazards).

Health

Hlness, injury, or congenital conditions (e.g., congenital
cardiac conditions) can affect growth and development.
Being hospitalized is stressful for a child and can affect
the coping mechanisms of the child and family. Pro-
longed or chronic illness may affect normal developmen-
tal processes.

Culture

Cultural customs can influence a child's growth and
development. Nutritional practices may influence the rate
of growth for infants. Childrearing practices may influ-
ence development.

Stages of Growth

and Development

The rate of a person’s growth and development is highly
individual; however, the sequence of growth and develop-
ment is predictable. Stages of growth usually correspond
to certain developmental changes (Table 23.1).

Growth and development theories commonly include
the following major components: biophysical, psychoso-
cial, cognitive, moral, and spiritual. A discussion follows

of some of the major theories relating to these compo-
nents, as well as other well-known growth and develop-
ment theories.

Growth and Development
Theories

Researchers have advanced several theories about the
various stages and aspects of growth and development,
particularly with regard to infant and child development.

Biophysical Theory
Biophysical development theories describe the develop-
ment of the physical body—how it grows and changes.
These changes are compared against established norms.
Arnold Gesell (1880-1961) is often identified as the “father
of child development” in the United States. His theory
states that development is directed by genetics. He con-
ducted extensive research at Yale University in the 1920s
and 1930s, asserting that child development is a process of
maturation, or differentiation and refining of abilities and
skills, based on an in-born “timetable.” Although children
benefit from experience, they will achieve maturational
milestones such as rolling over, sitting, and walking at spe-
cific imes. Gesell's (1934) most important work is found in
An Atlas of Infant Behavior. His research documented a fixed
sequence of developmental milestones of children from
infancy through adolescence (Ball, 1977). Gesell observed
children through a one-way mirror to determine their
developmental milestones. As he collected data through
observation, he also utilized photography to obtain an
objective image of a child's developmental milestones.
His goal was to produce a complete understanding of a
child’s development. The photographs were inspected,
and 10 stages of development were identified. Each stage
identified was assigned a percentage frequency for which
the developmental milestone occurred (Varga, 20110
Gesell's theory continues to play a significant role
in determining causes and processes within neurologic
developmental science and psychopathelogy, according
to Green (2016). Gesell's information on embryology pro-
vides data for studies conducted today. In a study con-
ducted in China by Liu et al. (2016), the adverse effects
of prenatal and postnatal exposure to organophosphate
pesticides were investigated. Gesell's theory was revised
by the Befjing Mental Development Cooperative in 1985.
The researchers utilized this information to assess neuro-
logic development in children who had been exposed to

organophosphate pesticides.

Psychosocial Theories

Psychosocial development refers to the development of
personality. Personality, a complex concept that is difficult
to define, can be considered as the outward (interpersonal)
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Stages of Growth and Development

Nursing Implications

Stage Age Significant Characteristics

MNecnatal Birth—28 days Behawior iz largely reflexve and develops
toward more purpossiul behawior.

Infancy 1 manth-1 year Physical growth = rapid.

Toddisrhood 1-3 years Meoéor development parmits incressed physical
autonomy. Peychosocial skills ncrease.

Preschool 36 years The preachooler's world is expanding. New
axpanances and tha preschoolar’s social role
ame tried during play. Physical growth is slower.

School age 6-12 years Stage includes the presdolescent period
[10-12 years). Pear group increasingly infie-
ancas behavior. Physical, cognitva, and social
dewalopment increase, and comemunication
shills improve.

Adolescence 12-20 years Salf-concept changes with biological devel-
opment. Values are tested. Physacal growth
accalerates. Stress increases, espacially in the
face of conflicts.

Young adulthood | 20-40 years A personal Hestyle develops. The individual
establshes a mlabonship with a sagnificant
other and a commitmant to something.

Migdle 4055 years Lifeatyla changes are due to other changes; for

adulthood axampla, children laave home or oocupational
goals change.

OLDER ADULTHOOD

Young-old 6574 years Adsptation to retiement and changing physi-
«cal abilities is oftan necessary. Chronic liness
may devalop.

Middle-oid T5-84 years Adsptation to decline in speed of movermant,
resction time, and incressing dependence on
others may be necassary.

Old-old 85 and ower Increasing physical problemz may dewelop.

Aasst parents fo identify and meat unmaet
neads.

Control the infant’s eanvironment so that physi-
cal and peychologc needs are met.

Safiaty and risk-taking strategies must be bal-
anced to parmit growth.

Prowide opportunites for play and social

Allows time and enargy fior the school-age chid
fo pursse hobbies and school activities. Rec-
ognize and support the chid's achievernents.

Aazest adolescents to develop coping bahav-
iors. Help adolescents develop strateges for
re=ohving conflicts.

Accapt the adult’s chosen lifestyle and assist
with necessary adjustments relating to health.
Recognize the indsidual’s commitments. Sup-
part change as necessany for heaih.

Ag=aat clients o plan for anticipated changes
in [\, o recognize the risk fectors related to
health, and to focus on strengths rather than
wieaknesses.

Ag=st clients to keap physically and socialy
active and to maintain pear-group interactons.

Azt clients to cope with loss (e.g., hearing,
sansory abiities and eyesight, death of loved
onE). Provide necessary safety messunss.
Asz=st clients with saff-care as eguied, with
maintenance of &2 much independence as
possible.
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expression of the inner (intrapersonal) self. It encompasses
an individual's temperament, feelings, character traits,
independence, self-esteem, self-concept, behavior, ability
to interact with others, and ability to adapt to life changes.
Many theorists attempt to account for psychosocial
development in humans, specifically the development of
an individual's personality and the causes of behavior.

Freud (1856-1939)

Sigmund Freud introduced a number of concepts about
development that are still used today. The concepts of the
unconscious mind; defense mechanisms; and the id, ego,
and superego are Freud's. The unconscious mind is the
part of an individual’s mental life of which the individ-
ual is unaware. This concept of the unconscious is one of
Freud's major contributions to the field of psychiatry. The
id resides in the unconscious and, operating on the plea-
sure principle, seeks immediate pleasure and gratifica-
Hor. The ego, the realistic part of the individual, balances

the gratification demands of the id with the limitations
of social and physical circumstances. The methods the
ego uses to fulfill the needs of the id in a socally accept-
able manner are called defense mechanisms. Defense
mechanisms, or adaptive mechanisms as they are more
commonly called today, are the result of conflicts between
the id's impulses and the anxiety created by the conflicts
due to social and environmental restrictions. The third
aspect of the personality, according to Freud, is the super-
egi. The superego contains the conscience and the ego
ideal. The conscience consists of society’s “do not's,” usu-
ally as a result of parental and cultural expectations. The
ego ideal comprises the standards of perfection toward
which the individual strives. Freud proposed that the
underlying motivation for human development is a
dynamic, psychic energy, which he called libido.
According to Freud's theory of psychosexual develop-
ment, the personality develops in five overlapping stages
from birth to adulthood. The libido changes its location of
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Freud's Five Stages of Development

Stage Age Characteristics Task to Be Attained

Ciral Birth—1Y: years Ple=sune is accomplished by exploring the mouth Weaning
and by sucking.

Anal 1143 years Ple=surs is accomplished by exploring the organs Bowal and bladder control
af elimination. Toilet training

Phalic A5 years Ple=suns is accomplished by exploring the genitals. | Resclution of the Oedipus or Bectra complex
The child is atiracted to the parent of the opposte
SE.

Latency | G ysars—puberty Pieasure is dirscted by focusing on relafionships with | Engagement in activities, such as sports, school-
same-sax peers and the parent of the same sex. work, and socialization with same-sex peers

Genital Pubarty and after | Ple=ssure is directed in the developmeant of sewssl Engagement in activities to promots independancea
redationships.

Adapind from Tha Ego and tha AMechanism of Defansa, by 5. Fraud, copyright 1946, Naw '¥ork, INY: Inlemational Unvarstics Frass

emphasis within the individual from one stage to another.
Therefore, a particular body area has special significance to
a client at a particular stage. The first three stages (oral, anal,
and phallic) are called pregenital stages. The culminating
stage is the genital stage. Table 23.2 indicates characteristics
for each stage. Freudian theory asserts that the individual
must meet the needs of each stage in order to move suc-
cessfully to the next developmental stage. For example,
during an infant's oral stage, nurses can assist an infant's
development by making feeding a pleasurable experience.
This provides comfort and security for the infant. Freud
also emphasized the importance of infant-parent interac-
tion. Therefore, the nurse as a caregiver should provide a
warm, caring atmosphere for an infant and assist parents
to do so when the infant returns to their care.

If the individual does not achieve satisfactory pro-
gression at one stage, the personality becomes fixated at
that stage. Fixation is immobilization or the inability of the
personality to proceed to the next stage because of anxi-
ety. For example, making toilet training a positive experi-
ence during the anal stage enhances the child's feeling of
self-control. If, however, the toilet training was a negative
experience, the resulting conflict or stress can delay or pro-
long progression through a stage or cause an individual
to regress to a previous stage. Ideally, an individual pro-
gresses through each stage with a balance between the id,
egn, and superego.

Erikson (1902-1994)
Erik H. Erikson (1963, 1964) adapted and expanded
Freud's theory of development to include the entire
lifespan, believing that individuals continue to develop
throughout life. He described eight stages of development

Erikson’s theory proposes that life is a sequence of
developmental stages or levels of achievement. Each stage
signals a task that must be accomplished. The resolution of
the task can be complete, partial, or unsuccessful. Erikson
believed that the more success an individual has at each
developmental stage, the healthier the personality of
the individual. Failure to complete any developmental
stage influences the individual's ability to progress to the

next level. These developmental stages can be viewed
as a series of crises or conflicts. Successful resolution of
these crises supports healthy ego development. Failure to
resolve the crises damages the ego.

Erikson's eight stages reflect both positive and nega-
tive aspects of the critical life periods. The resolution of the
conflicts at each stage enables the individual to function
effectively in society. Each phase has its own developmen-
tal task, and the individual must find a balance between,
for example, trust versus mistrust (stage 1) or integrity
versus despair (stage 8).

Stage 1 is trust versus mistrust, which is from birth to
18 months of age. The infant learns to trust the primary
caregiver to meet the infant's needs for food, shelter,
and personal care. In early childhood, age 18 months to
3 years, the development task is autonomy versus shame
and doubt. The child begins to identify with the develop-
ment of control of bodily functions (Erikson, 1963).

Initiative versus guilt is the developmental task of
late childhood, between the ages of 3 and 5 years. At this
stage, the child becomes assertive and is aware of her own
behavior. If this task is not successfully achieved, the child
will have decreased self-confidence, and feelings of fear
will result (Erikson, 1963).

From age 6 to 12 years the developmental task is
industry versus inferiority. Successful attainment indi-
cates the child’s ability to create. A negative response is
withdrawal and a sense of hopelessness (Erikson, 1963).

The fifth stage of Erikson’'s theory is identity versus role
confusion. This stage occurs from about 12 to 18 years. The
individual searches for self and personal identity. A nega-
tive response would involve role confusion and inability to
identify their place in society. From age 18 to 24 years, the
central task is intimacy versus isolaton. The individual is
exploring relationships with other individuals while also
exploring work experiences. A negative resolution would
be the avoidance of a career or relationships.

The developmental task of adulthood is generativity
versus stagnation. The adult age 25-65 years is creative
and develops new interests. From age 65 vears to death,
the individual’s central task is integrity versus despair.



The individual accepts his life and ultimate death (Erikson,
1963). See Figures 23.2®and 23.3 |

When using Erikson’s developmental framework,
nurses should be aware of indicators of positive and nega-
tive resolution of each developmental stage. According to
Erikson, the environment is highly influential in develop-
ment. Nurses can enhance a client’s development by being
aware of the individual’s developmental stage and assisting
with the development of coping skills related to the stress-
ors experienced at that specific level. Nurses can strengthen
a client’s positive resolution of a developmental task by
providing appropriate opportunities and encouragement.
For example, a 10-year-old child (industry versus inferior-
ity) can be encouraged to be creative, to finish schoolwork,

Figure 23.2 @ Trust is establishad whan the infant's basic neads
are mat.
Ty Clson/ 123FF

Figure 23.3 B Assistve devices halp maintan ndspendance and
saff-esteamn, which also helps oider aduits maintain ego integrity and
adapt to and cope with the resiites of agng.
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and to learn how to accomplish these tasks within the limi-
tations imposed by health status.

Erikson emphasized that individuals must change and
adapt their behavior to maintain control over their lives.
In his view, no stage in personality development can be
bypassed, but individuals can become fixated at one stage
or regress to a previous stage under anxious or stressful
conditions. For example, a middle-aged woman who has
never satisfactorily accomplished the task of resolving iden-
tity versus role confusion might regress to an earlier stage
when stressed by an illness with which she cannot cope.

Havighurst (1900-1991)

Robert Havighurst believed that learning is basic to life
and that individuals continue to learn throughout life. He
described growth and development as occurring during
six stages, each associated with 6 to 10 tasks to be learned
(Box 23.2).

Havighurst promoted the concept of developmental
tasks in the 1950s. A developmental task is “a task which
arises at or about a certain period in the life of an individ-
ual, successful achievement of which leads to his [sic] hap-
piness and to success with later tasks, while failure leads
to unhappiness in the individual, disapproval by society,
and difficulty with later tasks” (Havighurst, 1972, p. 2).

Havighurst's developmental tasks provide a frame-
work that the nurse can use to evaluate the client’s gen-
eral accomplishments. However, these tasks are presented
as very broad categories and some nurses find them of
limited use when assessing specific accomplishments,
particularly those of infancy and childhood. Also, in a
multicultural society, the definition of successful resolu-
tion of tasks may vary with values and belief systems (e.g.,
not all individuals may wish to marry or bear children),
making these tasks less relevant for some.

Peck
Theories and models about adult development are rela-
tively recent compared with theories of infant and child
development. Research into adult development has been
stimulated by a number of factors, including increased
longevity and healthier old age. In the past, development
was viewed as complete by the time of physical maturity,
and aging was considered a decline following maturity.
The emphasis was on the negative aspects rather than the
positive aspects of aging. However, Robert Peck (1968)
believes that although physical capabilities and functions
decrease with old age, mental and social capacities tend
to increase in the latter part of life.

Peck proposes three developmental tasks during old
age, in contrast to Erikson’s one (integrity versus despair):

1. Ego differentiation versus work-role preoccupation.
Adults’ identity and feelings of worth are highly
dependent on their work roles. On retirement, individ-
uals may experience feelings of worthlessness unless
they derive their sense of identity from a number of
roles so that one such role can replace the work role
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Introduction
Self-concept is one’s mental image of oneself. A positive
self-concept promotes an individual's mental and physical
health. Individuals with a pesitive self-concept are better
able to develop and maintain interpersonal relati i
and resist psychologic and physical illness. An individual
possessing a strong self-concept can better accept or adapt
to changes that may occur over the lifespan, How one
views oneself affects one’s interaction with others.
Nurses have a responsibility to assess clients’ self-
concept and to identify ways to help them develop a more
positive view of themselves. Individuals who have a poor
self-concept may express feelings of worthlessness, self-
dislike, or even self-hatred. They may feel sad or hope-
less, and may state they lack energy to perform even the
simplest of tasks,

Self-Concept

Self-concept involves all of the self-perceptions—
appearance, values, and beliefs—that influence behavior
and are referred to when using the words I or me. Self-
concept influences the following:

How one thinks, talks, and acts

How one sees and treats another individual

Choices one makes

Ability to give and receive love

Ability to take action and to change things.

There are four dimensions of self-concept:

* Self-knozoledge: insight into one’s own abilities, nature,
and limitations

o Self-expectation: what one expects of oneself; may be
realistic or unrealistic tions

* Social self: how one is perceived by others and society

* Social evaluation: the appraisal of oneself in relation-
ship to others, events, or situations.

Individuals who value "how I perceive me” above
“how others perceive me” can be termed me-centeved. They
try hard to live up to their own expectations and compete
only with themselves, not others. In contrast, strongly
other-centered individuals have a high need for approval
from others and try hard to live up to the expectations
of others, comparing, competing, and evaluating them-
selves in relation to others. They tend to have difficulty
asserting themselves, and fear disapproval The positive
seli-concept, therefore, is me-centered and is formed with
limited reference to others” opinions,

In addition to assessing and promoting a positive self-
concept with clients, a nurse’s own self-concept is impor-
tant. Nurses who understand the different dimensions
of themselves are better able to understand the needs,
desires, feelings, and conflicts of their clients. Nurses who
feel positive aboul themselves are more likely to help cli-
ents meet their needs.

Self-awareness refers to the relationship between an
individual’s own and others’ perception of self. Thus,
a nurse who is very self-aware has perceptions that are
very congruent. Becoming more self-aware is a process
that requires time and energy and is never complete, One
important component of the process is introspection,
which involves the nurse reflecting on personal beliefs,
attitudes, motivations, strengths, and limitations. The
nurse also gains insight into the self through working with
other nurses who serve as mentors and by taking feedback



obtained during regular performance reviews seriously
and acting on it.

The nurse who has developed a clear understanding
and awareness of self can respect others” beliefs and avoid
projecting personal beliefs anto others. While in the care-
giver role, the self-aware nurse is able to suspend judg-
ment and focus on the needs of the client, even if they
differ from those of the nurse. When conflicts arise, the
nurse can analyze their own reactions through introspec-
tion and by asking these questions:

* “Why do | react this way (fear, anger, anxiety, annoy-
ance, worry)?”

¢ “Can I change the way | respond to this situation to
affect the client’s reaction in a helpful way?”

Formation of Self-Concept

An individual is not born with a self-concept; rather,
it develops as a result of soclal interactions with oth-
ers. Chapter 23 an discusses various theories of growth and
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development, including Erikson’s stages of development,
Plaget’s cognitive developmental phases, and Havighurst's
developmental tasks.

According to Erikson (1963), throughout life indi-
viduals face dev tasks assoclated with eight
psychosocial stages that provide a theoretical framework.
The success with which an individual copes with these
developmental tasks largely determines the development
of self-concept. Difficulty coping can result in self-concept
problems at the time and, often, later in life. Table 39.1 lists
examples of behaviors indicating successful and unsuc-
cessful resolution of these dev tasks.

The development of one’s self-concept consists of
three broad steps:

o The infant leams that the physical self is separate and
different from the environment.

o The child internalizes others” attitudes toward self.

¢ The child and adult internalize the standards of society.

The term global self refers to the collective beliefs and
images one holds about oneself. It is the most complete
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description that individuals can give of themselves at any
one time. It is also an individual’s frame of reference for
experiencing and viewing the world. Some of these beliefs
and images represent statements of fact, for example, “1
am a woman,” “1 am a father,” or “I am short.” Others
refer to less tangible aspects of self, for instance, “T am
competent” or “Tam shy.”

Each separate image and belief one holds about one-
self has a bearing on self-concept. However, self-concept
is not simply a sum of its parts. The various images and
beliefs individuals hold about themselves are not given
equal weight and . Each individual’s self-con-
cept is like a piece of art. At the center of the art are the
beliefs and images that are most vital 1o the individual's
identity. They constitute core self-concept. For example,
“1 am very smart/of average intelligence™ or “1 am male/
female.” Images and beliefs that are less important to the
individual are on the periphery. For example, “1am left-/
right-handed™ or “1 am athletic/unathletic.”

Individuals are thought to base their self-concept on
how they perceive and evaluate themselves in these areas:

* Vocational

* Intellectual functioning

* Personal appearance and physical attractiveness
o Sexual attractiveness and performance

¢ Being liked by others

¢ Ability to cope with and resolve problems

* Independence

o Particular talents.

Self-concept in these areas also extends 1o the choices
individuals make and perceptions they have about their
health. Individuals with strong positive self<concept about
appearance are likely to value behaviors and take
action to maintain the health of their skin, hair, and body
tone, for example. Individuals with negative self-concepts
may be less proactive about health promotion and illness
prevention activities.

Maintaining and evaluating one’s self-concept is an
ongoing process. Events or situations may change the
level of self-concept over time. Having a basic self-concept
includes how we see ourselves and how we are seen by
others. There is also the ideal selt, which is how we should
be or would prefer 10 be. The ideal self is the individual’s
perception of how one should behave based on certain
personal standards, goals, and values. Some-
times this ideal self is realistic; sometimes it is not. When
the perceived self is close to the ideal self, individuals
do not wish to be much different from what they believe
they already are. A discrepancy between the ideal self and
perceived self can be an incentive to self-improvement.
However, when the discrepancy is great, low self-esteem
can result.

Nurses, like other adults, view themselves based on
both intermal and external inputs acquired over many
years. The ability to appraise one’s own strengths, the
desire to follow in the steps of role models, and the feed-
back received from colleagues and clients are some of the
influences on the nurse’s self-concept.

Components of Self-Concept

The four components of self-concept are personal identity,
body image, role performance, and self-esteem.

life_ Individuals often view their identity in terms of name,
gender, age, race, ethnic origin or culture, occupation or
roles, talents, and other situational characteristics (e.g.,
marital status and education).

Personal also includes beliefs and values, per-
sonality, and character. For instance, blhthdivhhdoup

name and dtizenship, and the intangible, such as values and
beliefs. Identity is what distinguishes self from others.

In most Western cultures, individuals have a sexual
identity, whether heterosexual, gay, lesbian, bisexual, or some
other. Sexual identity i not a component of self-concept in
same parts of the world where rela and contextual
behavior have a stronger role than the individual's character-
istics (Hyde & DelLamater, 2017). See Chapter 40 oo

An individual with a strong sense of identity has inte-
yahdbodylmmhpaktm and self-esteem into

self-concept. This sense of identity provides

mlndlvidualwihnhlngdmﬁnﬂyuﬂamkyd
personality. Furthermore, the individual views self as a

unique individual.

Body Image

The image of physical self, or body image, is how an indi-
vidual perceives the size. appearance, and functioning of the
body and its parts. Body image has both cognitive and affec-
tive aspects. The cognitive is the knowledge of the material
body; the affective includes the sensations of the body, such
as pain, pleasure, fatigue, and physical movement. Body
image is the sum of these attitudes, conscious and uncon-
scious, that an individual has toward their body.

Body image includes clothing, makeup, hairstyle, jew-
elry, and other things intimately connected to the individ-
wal (Figure 39.1 ®). It also includes body prostheses, such as
artificial limbs, dentures, and hairpieces, as well as devices
required for functioning, such as wheelchairs, canes, and
eyeglasses. Past as wedl as present perceptions and how the
body has evolved over time are part of one’s body image.

An individual’s body image develops partly from
others” attitudes and responses to that individual’s body
and partly from the individual’s own exploration of the
body. For example, body image develops in infancy as
the parents or caregivers respond to the child with smiles,
holding, and touching, and as the child explores their own
body sensations during breastfeeding, thumb sucking,
and the bath. Cultural and societal values also influence
an individual’s body image.

The various information and entertainment media
have played a part over the years in how individuals



Figure 30.1 I Bocdy rmage is the sum of an indhvdual's comscous
and UNCoNSCIous athtuces about thee body
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view themselves and others. During adolescence, con-
cems related to body image are of paramount concern.
The "ideal” individual portraved by the media is really
an unrealistic goal for many.

If an individual’s body image closely resembles their
body ideal, the individual is more likely to think posi-
tively about the physical and nonphysical components of
the self. The body ideal is greatly influenced by cultural
standards. For example, currently in North America the
fit, well-toned body is admired.

Another aspect of body image is the understanding
that different parts of the body have different values for
different individuals. For example, large breasts may
be highly important to one woman and unimportant to
another, or the occurrence of gray hair may be traumatic
bwhdn»dulmdhudvmtxrdbvm

An individual with a hulthv bod\ image will noe-
mﬂvdwcumn‘otboih!mﬂmandappaxm This
individual will seek help if ill and will include health-
promoting practices in daily activities. An individual
who has an unhealthy body image is likely to be overly
concerned about minor idiness and to neglect important
activities like sleep and a healthy diet.

The individual who has a body image disturbance may
hdemnxhukuanrhnbodypmnmnm&uﬂv
changed in structure by iliness or trauma. Some individuals
may also express feelings of heplessness, hopelessness, pow-
erlessness, and vulnerability, and may exhibit self-destructive
behavior such as over- or undereating or suicide attempts.

Evidence-Based Practice
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Role Performance

Throughout life, individuals undergo numerous role
changes. A role is a set of expectations about how the
individual occupying a particular position behaves.
Role performance is how an individual in a particular
role behaves in comparison to the behaviors expected of
that role. Role mastery means that the individual’s behav-
iors meet role expectations. Expectations, or standards of
behavior of a role, are set by society, a cultural group, ora
smaller group to which an individual belongs. Each indi-
vidual usually has several roles, such as husband, parent,
brother, son, employee, friend, nurse, and church mem-
as chient, student, and ill individual. Role development
involves socialization into a particular role. For example,
nursing students are socialized into nursing through expo-
sure to their instructors, clinical experience, classes, labo-
ratory simulations, and seminars.

Individuals need to know who they are in relation to
others and what society expects for the positions they hold.
Role ambiguity occurs when expectations are unclear, and
individuals do not know what to do or how to do it and are
unable to predict the reactions of others to their behavior.
Failure to master a role creates frustration and feelings of
inadequacy, often with consequent lowered self-esteem.

Self-concept is also affected by role strain and role con-
flicts. People undergoing role strain are frustrated because

feel or are made to feel or unsuited o a role.
Role strain is often associated with sex role stereotypes. For
example, women in occupations traditionally held by men
might be treated as having less knowledge and competence
than men in the same roles. The significance of this concept
for nurses and clients is also apparent in nursing diagnoses
related to the role strain experienced by

Role conflicts arise from opposing or incompatible
expectations. In an interpersonal conflict, individuals
have different expectations about a particular role. For
example, grandparents may have different expectations
Munpcmumwwbmlotmd:ﬂdmm
indlvidual'sot group’s role expectations may differ from

of another individual or group. For exam-
plv an individual who has little flexibility in a full-time
job schedule has a role conflict if the individual’s spouse
expects him or her to handle all the childcare problems.
Sometimes role expectations violate the beliefs or values
of the role occupant. For example, a nurse in a family plan-
ning clinic may be expected to advise couples about birth
control methods that are not consistent with the nurse’s
belief system regarding prevention or management of
unwanted . Role conflict can lead to tension, a
decrease in self-esteem, and embarrassment.

Self-Esteem

Self-esteem is one’s judgment of one’s own worth, that
is, how that individual’s standards and performances
compare to others” standards and to one’s ideal self. If an

individual’s self-esteem does not match the ideal self, then
low self-concept results.

The two types of self-esteem are global and specific.
Giobal self-esteem is how much one likes oneself as a
whole. Specific seif-esteem is how much one approves of
a certain part of oneself. Global self-esteem is influenced
by specific self-esteem. For example, if a man values his
looks, then how he looks will strongly affect his global
seli-esteem. By contrast, if a man places little value on his
cooking skills, then how well or badly he cooks will have
little influence on his global self-esteem.

Self-esteem is derived from self and others. In infancy,
self-esteem is related to the caregiver’s evaluations and
acoeptances. Later the child’s self-esteem is affected by com-

with others. As an adult, an individual who has high
self-esteem has feelings of significance, of competence, of the
ability to cope with life, and of control over one’s destiny:

The foundation for self-esteem is established during
early life experiences, usually within the family struc-
ture. However, an adult’s level of overall self-esteem
may change markedly from day to day and moment to
moment. Severe stress—for example, stress related to

illness or —can substantially
lower an individual’s self-esteem. In healthcare, clients
who believe that their condition is viewed negatively by
society may have low self-esteem. Individuals frequently
focus on their negative aspects and spend less time on
their positive aspects. It is important for both strengths
and weaknesses 1o be identified.

If Maslow’s level of love and belonging needs are met,
the needs for self-esteem are next higher on the hierarchy.
When the need for self-esteem is satisfied, the individual
strives for self-actualization (see Chapter 19 on).

Factors That Affect
Self-Concept

Many factors affect an individual’s self-concept. Major fac-
tors are stage of development, family and culture, stress-
ors, resources, history of success and failure, and illness.

Stage of Development

As an individual develops, the conditions that affect the self-
concept change. For example, an infant requires a support-
ive, caring environment, whereas a child requires freedom
to explore and leam. Older adults” selfconcept is based on
their experiences in progressing through life’s stages.

Family and Culture

Ayoung child’s values are largely influenced by the family
and culture. Later on, peers influence the child and thereby
affect the sense of self. When the child is confronted by
differing expectations from family, culture, and peers, the
child’s sense of self is often confused (Figure 39.2 W). For
example, a child may realize that his parents expect he will
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not drink alcohol and that he will attend religious services
vach Saturday. At the same time, his peers drink beer and
encourage him to spend Saturday with them.,

Stressors

Stressors can strengthen the self-concept as an individual
copes successfully with problems. On the other hand,
overwhelming stressors can cause maladaptive responses
including substance abuse, withdrawal, and anxdety. The
ability of an individual to handle stressors will largely
depend on personal resources. It is important for the nurse
to identify any stressors that may affect aspects of the self-
concept. See Box 39.1 for examples of stressors that may
place a client at risk for problems with self-concept.

Resources

An individual’s resources are internal and external. Exam-
ples of internal resources include confidence and values,
whereas external resources include support network, suf-
ficient finances, and organizations. Generally, the greater
the number of resources an individual has and uses, the
more positive the effect on the self-concept

History of Success and Failure

Individuals who have a history of inability to overcome
barriers come to see themselves as fallures, whereas indi-
viduals with a history of successes will have a more posi-
tive self-concept. Likewise, individuals with a positive
self-concept tend to find contentment in their level of suc-
cess, whereas a negative self-concept can lead to viewing
one’s life situation as negative.

Hiness and trauma can also affect an individual's self-
concept. A woman who has had a mastectomy may see
herself as less attractive, and the loss may affect how she
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acts and values hersell. Individuals respond to stressors
such as illness and alterations in function related to aging
in a variety of ways. Acceptance, denial, withdrawal, and
depression are common reactions

®O® NURSING MANAGEMENT

Assessing

A thorough assessment includes a psychosocial assess-
ment of the client and the family or support person
because this provides clues to actual or potential prob-
lems. The nurse assessing self-conoept focuses on its four
components: (1) personal identity, (2) body image, (3) role
performance, and (4) self-esteem.

Before conducting a psychosocial assessment, the
nurse must establish trust and a working relationship
with the client. Guidelines for conducting a psychosocial
assessment include the following

* Create a quiet, private environment

* Minimize interruptions if possible.

* Maintain appropriate eye contact

* Sit at eve level with the client.

* Demonstrate an interest in the client’s concerns.
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« Indicate acceptance of the client by not criticizing,
frowning, or demonstrating shock.

* Ask open-ended questions to encourage the client to
talk rather than close-ended questions that tend to
block free sharing.

* Avoid asking more personal questions than are actually
needed.

* Minimize writing detailed notes during the interview
because this can croate client concern that confidential
material is being “recorded” as well as interfere with
your ability to focus on what the client is saying.

* Determine whether the family can provide additional
information.

* Maintain confidentiality.

* Be aware of your own biases and discomforts that could
influence the assessment,

+ Consider how the client’s behavior is influenced by
culture.

QSEN Self
It is the nurse’s responsibility to use therapeutic commu-
nication and to remain sensitive to the effect that cultural
influences will have on a client’s behaviors and needs. Cul-
tural background is not only assessed directly but is also
considered as a factor in the areas of self-perception, role
relationships, major stressors, and coping strategies. In the
area of behaviors that may suggest low self-esteem, nurses
neod 10 ask themselves the following question: Is this really
a behavior that would suggest low self-esteem or ks it part
of the cultural behavior(s) of the client? In addition, might
the chient be experiencing cultural dissonance, a situation
in which there are conflicting beliefs and attitudes between
the client’s culture and the one in which the client is living?

Patient-Centered Care: Assessing
.Concept

When stressors are identified, the nurse needs to
determine how the client perceives the stressor. A positive,
growth-oriented perception of stressful events reinforces
self-worth; a negative, hopeless, defeatist perception leads
to decreased self-esteem. The nurse should also identify
the client’s coping style and determine whether this style
is effective by asking the client such questions as these:

* When vou have a problem or face a stressful situation,
how do you usually deal with it?
* How effective are these methods?

Clinical Alert!

The Segros 10 which A sessor s Dorceved 10 affect self-concept var-
s among Indhviduals. For exarrgle, SOme naviouss may respond
10 repaated fallures Dy trying Nt whereas ONers may give up

Personal ldentity

When assessing self-<concept, the information the nurse first
needs is about the client’s personal identity. This involves
who the client believes he or she is. See the accompanying
Assessment Interview for examples of questions to ask.
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How 40 you fetl f you Tunk someone does not ke you?

Body Image

If there are indications of a body image disturbance
(Figure 39.3 W), the nurse should assess the client care-
fully for possible functional or physical problems. The
disturbance may be a result of a present deformity or mal-
function or an anticipated one. In addition to the stated
responses about the problem, it is important to assess
related behavior. See the accompanying Assessment Inter-
view for examples of questions o ask about body image.

Figure 39.3 Il nwduals o not stways appeer 10 hermushves as

Puy appoiy 10 others
R Y

Role Performance

The nurse assesses the client’s satisfactions and dissatis-
factions associated with role responsibilities and relation-
ships: family roles, work roles, student roles, and social
roles. Family roles are especially important because fam-
ily relationships are particularly close. Relationships can
be supportive and growth producing or, at the opposite
extreme, highly stressful if there is violence or abuse.
Assessment of family role relationships may begin with
structural aspects such as the number in the family group,
ages, and residence location. To obtain data related to the
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client’s family relationships and satisfaction or dissatisfac-
tion with work roles and social roles, the nurse might ask
some of the questions shown in the accompanying Assess-
ment Interview, in mind, however, that questions
need to be tailored to the individuals and their culture,
age, and situation.

Sell-Csteem

A nurse can ask the following questions to determine a
client’s self-esteem:

¢ Are you satisfied with your life?
* How do you feel about yourself?
* Are you accomplishing what you want?
Mmsnnbinﬂkabyon’
It is important for the nurse to determine the client’s
backgroundin order to not misinterpret specific behaviors.
The following behaviors might reflect low self-esteem or

may be misinterpreted due to the client’s background:

i
|

Is overly critical of self (e.g., “I'm no good.” or “People
don’t like me.).

May be overly critical of others.

* Is unable to accept positive remarks about self.

» Apologizes frequently.

Chapter 30 & Self-Concept 1019

* Verbalizes feelings of hopelessness, helplessness, and
powerlessness, such as “1 really don’t care what hap-
pens,” “I'll do whatever anyone wants,” or “Whatever
is destined will happen.”

Diagnosing
A positive self-concept can serve as a resource to a client
when facing health Sometimes, as

by data, the client has a problem in the area of self-
perception, self-concept, self-esteem, or body image.
Examples of nursing diagnoses that are appropriate for
clients who have alterations in their self-concept can
include impaired body image, modified role perfor-
mance, and low self-esteem. Additional nursing

that may apply indirectly to clients with problems of
self-concept are altered personal identity, anxiety related
to changed physical appearance (e.g., amputation, mastec-
tomy), grieving related to change in physical appearance,
and challenges in parenting,

Planning
The nurse develops plans in collaboration with the cli-
ent and support people when possible, according to the
client’s state of health, level of anxiety, resources, coping
mechanisms, and sociocultural and religious affiliation.
The nurse who has little experience in caring for clients
with altered self-concept may wish 1o consult with a more
experienced nurse to develop effective plans. The nurse
and client set goals to enhance the client’s self-concept.
The goals or desired outcomes established will vary
according to the diagnoses and defining characteristics
related to each individual. Specific nursing interventions
can be selected to meet the individual needs of the client.

Implementing

Nursing interventions to promote or enhance a positive self-
concept include helping a chient to identify areas of strength.
In addition, for clients who have an altered self-concept,
nurses should establish a therapeutic and assist
clients to evaluate themselves and make behavioral changes.
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ldentitying Areoas of Strength

* Encourage clients to express positive self-evaluation

Individuals often perceive their peobl and &

more casily than their assets and strengths. Individuals
with low self-esteom tend 1o focus even more on their
limitations and to be aware of fower and many
more problems. When a client has difficulty u.num
personality and assots, the nurse
MM.mdMo’awhrw
ing personality strengths (Box W.2).

— Framework for identifying
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Cni g Selif-Ext
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or self-esteem must establish a therap relatio
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communication skills. The following g technig
may help clients the problem and make positive
changes in their self-estoem:
* Encourage clients 1o appraise the situation and expross
their feclings.
* Encourage clients to ask quostions.
* Provide accurate information.
= Beoome aware of distortions, ina)
tic standards, and faulty labels in clionts” speech.
*» Explore clients” positive qualities and strengths.

or unrvalis-

than negative self-evaluation.

= Avodd oriticism.

* Teach clients to substitute negative self-talk ("1 can’t
walk to the store anymore™) with positive self-talk (71
can walk half a block cach moming™). Negative self-
talk reinforces a negative self-concept.

Certain strategios vary depending on the age of the
client (sew Lifespan Consbderations).

Evaluating
To determine whether client goals or desired outcomes
have been achieved, the nurse uses data collected dur-

* Have old situations recurred, triggering feelings or
behaviors associated with low self-estoem?

= Have new strossful situations occurned with which the
cliont fewls unable 10 cope, resulling in continuing or
recurrent low self-esteem (see Chapter 42 cel?

= Are new or additional roles causing Increased stress in

- mwmw-m&-mmmmumw

the time et for Jution of self-esteom
problems?
m Mdu‘.

tap v of life are the powers
hmol&—-lmbwuﬂuvand
and closenoss to and wmamcodubm
oneself and others.

The weavings that form the patterns in one’s
life are experiences, knowledge, and dreams.
Beauty can be seen throughout, but the strength
of the fabric increases with age as the tapestry dis-
plays interweavings and integration of these special
qualities.

As time goes on, aging is often accompanied by

as well as physical. This is when the integration
of those special fibers—strengthening qualities—
becomes »0 crucial to the overall quality of life of
the individual

When these strengths are displayed in the tap-
ostry of life, the individual is not only given a feel-
Ing of self-worth and self-love. but the tapestry is a
boautiful gift for all who behold it and are somwhow
touched by it
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o Children buid strong self-estoem 4 thay develop fve basc

sttitudes: (1) securtty and trust, (2) dantiy, (3) belonging,

{4) purposs, and (5) parsonal cormpetence.

o Securty and trust are deveioped early n lfe; nfants should
loarn that they can raly on ther pamnts 1o meet ther neods
promptly and consistently. With older children, trust and
securty am strangthenad when aduits spend time wih
them: kstening, playing, reading, or just baing thera. Both
emotional and physical contact, such as 8 smie or 8 hug,
convey wanmith and canng.

* dontdy is dovelopod whan chidn s slowed 1o axpiorn
and axpanmeant with the world around them and to express
tharmsohves as unique ndvidusis n that workd. Thoy shoud
be given opportunties 1o “practice” who they as. Preschool-
ars, for exarmpie, 'ove 10 dress thamselves and should be
alowed 10 wear outlandish outfts (within mits of woather and
ssfaty) if thay choose. Teenagers who iry new har ooiors and
shylas, some of which may “offend” their parents, are engag-
g in & crucal developmental step (Figue 0.4 ).

* Belcngng is essential for &l indwidusls, and having a serse
that others in your social network care sbout you, want
you there, and benefit by your contribuson s imponant to
healthy scif-esteem. Chidren gain this senseo of belonging by
being ncluded in sctivities, by being prased for thar efforts
and achievernents, and by beng valued Dy parents, sibiings,

any of us smie when he starts his routine.” Leo mey naver
bocorme an actor, bt ho knows Mo mskos & significant contn-
bution 1o his farmiy's wel-baing. He brings them oy,

* Persona competence gQrows as chidren identfy and refne ther
sk sots, Chidren develop competenco s thoy confront and
sohe probiems, face challenges, axpand ther thinking, and s
asked to do mom than they think thay can do. Adults rmust,

order {0 prevent the chilkd fom being overwheimed. Too much
frustration or uncertsnty can load 10 gving up, IVOISANCe,
lying. bulying. and other antisocial behaviors. i adults halp chil-
dren to accormpiish goals that are mponant to them, chiden
aro mon llaly to doveiop & sonse of personed competenco ind
Kay ingredents for haiping children develop high self-esteern
mant of expectations. Such quaities provide chidren with s
safe, loving, supportve, and predictable worid in which 1o ve.

Provide ncreasing levels of responsbilty. Adclescents need 10
WPONENoo JUCCHsses and fsiums and the consequonces of
ther own behavior.
mmm“mmm

Stwwwonbmwwvhlm Emphasize the

caregivers, and other sdults. Pamnts should maka an ofort
to “catch their children doing weil” and praise tham for @ process, not just the result.
{e.g., "1 like the way you sham with your brother.). Children * Ask for ther opnions and

should also hoar that thoy am vakued just for being them-
selves (e.g., 7 e doing things with you. Remember whan
Wo wont 0 the park? Wasn't that un?").

* Pupose and belonging ar closoly relsted. Children noed
opportunites 10 participate n the famidy and their communty n
order 10 dacover whatt they can best confritaute based on ther
strengths and skds. One mother, for axample, stafed “Loo (sge
4) s our actor. He s wondarful with costumes and can make

suggostons,
Encoursge partcipaton n decsion-making in areas that afiect
the adclescant. Show confidanca in the teen's udgments.
Avold companiscn with or ndculo or punstyrent in font of others.
Assist in the creation of ealistic goals and standards.

* Adolescents often engage n volunteer activities in ther schools

or cormmunties, helping them to identify thor strengths and Snd
maaning in thar activibes. Knowing that they have a purpose
and maks a difference gives children strong self.esteam
Fouro305W),

Figure 30.4 B Explorng dierent styles s a healthy and normal step
N dovelopng cno's idortity.

Evgurngs Laovererkoy 125FF

Figure 30.5 W Cormrmunity senvico orbances self-ostoerm.

Cary Yousty (23

W

Continued on page 1022
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UFESPAN (e 10320 gle L] Enhancing Self-Esteem —continued

ADULTS

* Explors the meaning of seif-asteam and how the clent’s saf-
estoom has inSuenced past behaviors and actions (and can
nfluonce prosont and future pians and docaions).

* Assist the clent n assessing the nterma and excernal forces
contributing to or detracting from ther sef-esteem.

* Act in ways that demonstrate belef that the clent can cope
with the reaitios and demands of o and 13 worthy of expen-
oencing Py and heppnoss.

*  Avold comparisons with other individusis.

* Discourage statements about the saif that sre negative.

* Encourage the use of affirmations to enhance saf-esteam,
including statements such 83 1 like myael™ or *l am a valuable

il

¢ ENCOurage SSSOCENONS with positve, suppontive indviduals,

* Make posiive statements about the client’s past succasses
(major or mincr).

*  Assist the clent to make a kst of ther postve qualibes and 1o
roviow tha st ofton,

¢ Suggest the cient do things for others. Making a contrbution
enhances positve feslngs of sef-worth.

OLDER ADULTS

Older adults who become ncressingly depandent can develop low

soif-astoom, Old ago is froquantly acoompaniod by changes such as

reduced income, dacine in physical health, loss of fiends and farmdy,

and retirerment. In addition 1o those actions Ested above for use with

adults, nurses can use tha following techniquss fo help oider aduits

anhance ther self-astearm:

¢ Encoursge clents to participale in planning their own caco,

¢ Listen carefuly o their concerms,

* Assist clents to identify and use their own strengths.

* Encoursge them to participate in actvities in which they can be
successiul,

* Communicate that the client s valued. Use the clent’s name
and azk for input.

* Encoursge older adults 10 stay connected with thar mamones
Figuro 30.6 ). Rormniniacing by writng or recoeding an sutobi-
ography or storyteling are excelent ways 10 do this,

* For older adults who ame in hospasis or nursing homes, make
sure that they are always shown respect and dgnity and are
provided prvacy.

* Encourao Croatve activitios 1o tap their rosources. Exarmples
are musc, an, storyteling, quiting, and photography.

*  Work with clients 1o establish gosis in small steps that am
schievable— this, in itself, can bolster salf-esteem.

Figure 30.6 W Sharng memories with others can enhance seniors’
self-estean and general fealings of well-beng.

The nurse, client, and si others need to under-
stand that to change beliefs, feelings, and behaviors affect-
ing self-esteem requires time and ongoing effort. Unlike
many physical problems (e.g., wounds) where healing can
be quickly observed, improving one’s self-concept can be

Q) Critical Thinking Checkpoint )

a continuing concern and is not so easily evaluated. New
crises can cause clients to doubt themselves and revert to
former feelings of inadequacy. Individuals can learn from
each new situation and gain new strategies for feeling sat-
isfied with themselves,

Craig s a 20-year-cld male colegs student who was involved in an
automobile crash 3 days ago, sufering a traumatic amputation of his
ioft lower log. Crag’s mother has rermained with hirn aince the crash
and s very supportve. His father is grief stncken and having difculty
desing with Craig's condtion because Craig was captsin of his col-
lege basketball team and had aspirations of becoming s professionsl
athiste. Craig’s condition = stsble and he is bang placed into s rehabili-
tation program immodistely. Scon, he will be fitted for 8 kg prosthosis,
Ususlly an outgoing individual, Craig & somber and quiot. He does not
look at his leg when dressings sre being changad and he refuses to
dscuss his rehabiitation program.

1. Gwven Crag's age, speculate about whether Craig'’s self-concept

is &t nak for bong sdvorsoly afoctod by hs disabiltty.

2. What data suggest that Crai’s sef-esteem =, or is at risk for
baing. negatively affected by hs amputstion?

3. What faciors aro ikoly to affoct Crag's adaptaton to ha amputa-
ton and rehatdtation?

4. How would your interventions differ for a clent with the same
condtion who was 70 years oid?

5. What other groups of clients, n addition to those with armpata-
tons, &0 &t rak for tho dovelopment of sitered solf -esteem or
body image?

Armacrs to Oy Thinng Oy

COrmat with youT nEiruccr
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fvironmental  hygiene  also influences  health,  and
mamy discases, such as asthma and other upper respira.
oy problems, can be directly related to pollution and
w lessthancideal environmental conditions. The need
10 maintain optimal eavironmental hygiene can also be
considered a human need.

Need for comfort and rest

The word ‘comtort’ refers to a sense of case and well-

being. Physical comort means not only the absence of

pain, but also includes:

o the position of the body

« the temperature of the environment

o the absence of hunger or thirst

o the absence of annoying distractions and stressful
happenings.

Rest is closely tied 1o comfort and refers to a state of
physical inactivity, repose and relaxation. Sleeping and
waking, as well as factors that might induce restlessness,
must be taken into account. Physical and emotional
stress may interfere with an individual’s ability to rest.
Rest and sleep are essential for normal physical and
psychological functioning in order to replenish energy
and repair tissues.

Need for safety

The need for safety is multidimensional and includes the

following:

* Physical safety. In this instance, the need for safety
means the avoidance of physical injury and damage to
the body. The individual’s level of consciousness and
awareness, as well as their level of physical fitness and
agility, are relevant to this need.

* Psychological safety. This pertains to the feeling of
being secure and of knowing what to expect from the
people around you, as well as being able to cope with
events, It means that individuals understand what is
happening and trust that their best interests will be

safeguarded.

Need for security

Security is based on physical safety, which means adequate
food and shelter, as well as freedom from physical harm,

Security is all-encompassing and it is a broader concept

than physical safety. It relates to:

* a state of comfort within one's environment, and it
means that individuals are assured of the means with
which to support themselves in society, It implies
that an individual is comfortable with their role and
satisfied with their position in society.

* protection under the law and from violation of one's
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fundamental human rights. There is obedience to the
law and respect for the worth of human dignity in the
soclety and in healthcare facilities in particular.

¢ free access 1o health facilities and services.

Need for sensation and perception

Nomal human functioning  includes the ability to
perceive the environment and respond appropriately to
it. Sensation and perception require the ability to see,
hear, feel, smell and taste, as well as cognitive abilities
that enable an individual to interpret information and to
respond appropriately.

Need for sexvality

In the physical context, sexual or reproductive needs refer
to those actions or processes that are necessary for the
reproduction of the species. These include copulation,
conception, gestation and parturition. Sexuality needs
are assessed throughout the lifespan, from infancy to
older adulthood, as these needs relate to a stage in life.
Sexuality is influenced by a variety of factors, such as
age, sociocultural background, ethics, self-concept and
physical fitness, .

Sexuality is more than a physical need because of the
psychological and cultural dimensions which must be
taken into account when dealing with patients. The socio-
cultural aspects of sexuality for females include:

*  menstruation
* pregnancy

* abortion

* contraception.

Assessment  regarding  sexuality needs should take
cognisance of the fact that sexual dysfunction (challenges
regarding the desire or actual performance of sexual
activity) may be as a result of illness, disability, drugs,
stress, or other physiological changes like menopause.
Nurses must also be aware of patients’ need for information
about sexual activity and ways in which sexual activity
is altered according to the health status of the patient.
Comprehensive history taking on the first visit to a health
facility regarding sexuality should include:

* a history of sexually transmitted diseases (STD)

* sexual activity or practice

* sexual orientation

o sexual dysfunction,

Psychosocial needs

Psychosoclal needs refer to a variety of cognitive, emotional
and Interpersonal factors that enable individuals to adapt
to the environment, form relationships with others, and
function successfully within a community.
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Need for cognition

The word cognition comes from Latin cognoscere, 10
know. In order for an individual to function adequately
in relation to the environment, other Individuals and
the community, effective thought processes must be
developed. Effective thought processes include odentation
to the environment and the people in the environment,
as well as problem-solving skills and the ability to form
concepts and organise thoughts in a logical manner.
Memory and the ability to understand and learn are also

necessary for adequate cognition,

Need for adaptation

In order to be able to deal with stress and life events
effectively, individuals must develop a variety of
conscious coping skills. Coping behaviours involve the
use of problem-solving techniques and relaxation, as
well as the avoidance of stressful situations, Healthy
coping implies adaptability and the capacity to deal
with change rationally and appropriately. Less healthy
coping mechanisms include aggression, withdrawal and
substance abuse.

Unconscious coping behaviours include defence
mechanisms such as denial, projection, repression and
regression, Coping skills are more difficult to assess in
children, but children who are able to make their needs
known and who are confident of having these needs
met are coping effectively. Severe stress in a child may
bring out primitive defence mechanisms such as temper
tantrums, withdrawal and regression.

Need for self-esteem and self-concept
Self-esteem implies that one has confidence in one’s
abilities. Adequate self-esteem requires acceptance of
the self and feeling good about the self. This includes
acceptance of bodily appearance and characteristics.
Good bonding in an infant is a prerequisite for the
development of self-esteem. A child with good self-esteem
will show confidence and be outgoing. Adequate role
performance is related 1o self-esteem needs, as every indi-
vidual has a need to fulfil their various life roles effectively.

Self-concept relates to how one feels or thinks
about oneself. The components of self-concept include
identification, body image, role performance and self-
esteen, A healthy self-concept requires acceptance of
one’s personality traits, as well as a realistic perception
and acknowledgement of one’s faults,

Self-confidence is based on a healthy self-concept and
seli-esteem which are the basis of sound interpersonal
relationships and mental health,

Neod for autonomy

Autonomy  implies  independence, control  and  the
competent management of the cognitive, perceptual
and behavioural processes of an individual, within
socletal definitions of ‘normality” or ‘mental health’, and
conlorming to accepted social norms,

Autonomy also includes the facility of choice, or the
ability 10 make an informed decision between several
alternatives, based on personal beliefs and preferences,
The ability 1o exercise choice also implies the right 1o
have those choices respected,

Need for relatedness

Humans are social beings and need the esteemn and

cooperation of their fellow human beings. We also have a

need to form close associations with others, as the fullest

expression of the personality is attained within reciprocal
human relationships. Different types of relationships
are characterised by different degrees of seli-disclosure.

Close, intimate relationships demonstrate mutual trust

and support, as well as mutual esteem building. These

relationships include the following:

* The nurse-patient relationship. This is a special
type of relationship in that it is intimate and caring
without being too close. The nurse knows and cares
for their patients, but does not become emotionally
involved with them. Nurse-patient relationships are
also characterised by empathy and a ‘disinterested’
concern for the patient’s best interests.

* Fomily relationships. Usually influenced by one’s role
in the family, eg father, mother, daughter, son, etc. The
presence or lack of family support is also crucial for
dealing with illness.

* Significont other relationships. Characterised by
emotional ties with one another or other factors.

Need for stimulation

Curiosity is one of the most striking features of human
nature, People have an innate need to explore, to develop
their potential, to respond to challenges and to achieve.
Stimulation is essential for the development of human
potential. The environment, education and interaction
with other people are all crucial for development.
Stimulation also includes the need for leisure time
activities, during which individuals express themselves in
an informal and pleasurable way. Meaningful work, on
the other hand, is an important source of stimulation as it
enhances self-esteem,

Need for communication
Communication with others is a natural human activity
that Is essential for survival and for the formation of



meaningful relationships. Communication is the process
of giving and receiving information, and of attaching
meaning to information and making use of that meaning.
It is a major factor in determining the relationships that
people have with others and what happens to them in
the world.

Table 3.1 Summary of bio-psychosocial needs
Physical |

| Psychosocial | Spiritual

| needs needs

o c UI- ' q iw
fulness

Circulotion Adaptation Religious
expression

Fluids ond Selfesteem and

electrolytes self-concept

Nutrition Autonomy

Elimination Relotedness

Temperoture Stimulotion

regulotion

Skin integrity Communication

Mobility and

exercise

Hygiene

Comfort ond

rest

Sofety

Security

Sensation ond

perception

Sexuolity

Need for meaningfulness (existentialism)
Meaningfulness implies the need for meaning and
purpose in an individual’s life in order to cope with life’s
challenges, for example illness or even death. Finding
meaning in life requires the development of a personal
philosophy and ideology to facilitate the process of
finding meaning,

Grieving is an essential part of finding meaning in
pain, suffering and death. Both patient and family may
need to grieve in order to accept and work through the
diagnosis of illness or the death of a loved one.
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Meaning in life is frequently connected 10 swlf-esteenm
and relatedness, as many people find meaning and self.
expression in their relationships with others, and with 4
higher or divine power,

Spiritual needs

Human nature has a spiritual dimension, wheh
encompasses the need 1o find meaning in lde and 2
relationship with a higher or divine power. Human
spirituality also means defining life values and belef
systems, and relating to the self and 1o others within
the framework of those life values and belief systems or
philosophies.

Spiritual needs are dynamic as they change with time
and circumstances, for example life events such 25 the
illness or death of a loved one.

The terms spirituality and religion are often used syno-
nymously, although the two are not necessarily the same.
Spirituality is a broader concept than religion. However,
most religious people are spiritual as well. The spiritual
needs of the patient include the need for meaningiulness
(existentialism) and the need for the expression of religion.

Holistic care in nursing includes giving spiritual care,
which includes reason, reflection, religion, relationships
and restoration. Assessments of patients on admission
should include a comprehensive history taking regarcding
the patient’s religious beliefs with regard to health and
illness. This is to ensure that these beliefs and practices are
taken into consideration when planning nursing care, as
well as their impact on medical treatment and procedures.

Very often, nurses will only ask about religious
affiliation and not delve into the specific health beliefs or
practices that may impact on healthcare.

Meeting the spiritual needs of the patient

Principles of spiritual core

Some principles include:

« recognition and acceptance of the spiritual dimens.on
of human beings (seli-awareness)

¢ comprehensive assessment 10 determine the patient's
spiritual and religious needs

¢ good communication; the need 10 listen n an
authentic manner

¢ empathy and the ability to accept what the patient says

* sympathy 1o enhance a trusting relationship 10 aliow
the patient to feel safe

* use of judicious seli-disclosure

o referral 10 professionals more qualied n sparitual
care, eg a hospital chaplain or the religious leader of
the patient.



4. Culturally sensitive nursing

Cultural sensitivity is essential for nurses as it fosters effective communication and builds
trust with patients from diverse backgrounds. By understanding and respecting different
cultural beliefs, values, and practices, nurses can provide more personalized and
compassionate care. In the following pages you will find the Specific Learning Outcomes on
culturally sensitive nursing.
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o In the case of a patient who does not want to sign the form, the person who
has warned the patient signs a statement that the patient has been warned,
and any witnesses to the warning should also sign the statement.

In the following cases the patient may be prevented from leaving, but the relevant
responsible person has to be informed that he/she tried to leave:

o mentally retarded or mentally ill people who are being kept with the
necessary authority

o under-age patients who act without permission of their parents or guardian

o a patient who is being detained by the police, not the health authorities.

Learning unit 2.3 Cultural diversity and the auxiliary nurse

The purpose of learning

This unit will familiarise the learner with cultural diversity in the South African
context.

Speciflc outcomes

After working through this unit, you should be able to:

2 Discuss the importance of culture for nurses.

o Identify and discuss the different cultural issues in health.

2 Identify cultural issues the auxiliary nurse must be aware of when communicating
with patients and their families.

o Describe the importance of alternative and traditional practitioners in the South
African context.

o Identify why an understanding of different cultures is important for optimal health
and better nursing care.

Defining culture

Culture can be defined as the characteristics of a particular group, race or
community. These characteristics include such things as language, norms and
values, perceptions, social conventions, food and clothing.

Culture enables people to function and llve together. It might also be considered
as a framework that influences individual behaviour.

Learning activity

As an example of culture, discuss how your fellow learners celebrate marriage. Is an
African wedding very different from a Muslim wedding? Is a Christian wedding very
different from a Hindu or Jewish wedding?

The importance of cultural knowledge for nurses

Former President Nelson Mandela called South Africa the ‘rainbow nation' and
this is indeed a good way to describe South Africa with its many different cultures
and 11 official languages. To be a good nurse in South Africa, it is important to be
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able to work with people whose beliefs and cultures differ from their own without
discriminating or judging.

Remember always that it is the patient’s right to receive culturally appropriate
nursing care. It is also the auxiliary nurse's ethical responsibility to provide this
care and to avoid discrimination.

The topic of cultural issues is a vast one and you should continuously try
to enlarge your knowledge on this topic. However, the points discussed below
highlight some of the reasons why it is so important for the nurse to be aware of
cultural differences.

o If the nurse disregards a patient's cultural preferences, this may be seen as
discrimination. The patient may take legal action in such a case.

o If the nurse is not up to date with the different cultural beliefs, he/she will
not be able to give the right information according to the patient’s cultural
beliefs so that the patient can make an informed decision regarding his/her
health. This may be seen as negligence.

The auxiliary nurse and cultural issues in health

Women

Be aware that in certain societies women are not allowed to make decisions about
their health without consulting their husbands or other close male relatives. This
is because in some societies, women are regarded as minors and are always under
the supervision of a male relative. Some African groups follow this pattern, as do
some Muslim communities.

Sexuality

In many cultures sexuality is not discussed in mixed company. Women generally
discuss such issues with other women, and men discuss them with other men.
With this in mind, the nurse should approach some topics with caution, eg
contraception. In such cases the nurse will first have to approach the head of the
family.

In these cultures, it is also not appropriate to discuss intimate matters with an
unmarried female and using graphic descriptions may give offence.

Diet
It is the nurses’ responsibility to find out during assessment what cultural beliefs
will influence food or fluid intake. If the patient's dietary requirements cannot
be met by the hospital, a suggestion would be to advise the family of this and ask
them to bring the food for the patient.

Remember also to take note of the patient’s cultural dietary requirements when
giving health education (see Chapter 8, Table 8.4 for examples).

Death and dying

At thisdifficult time, the nurse needs to be aware of differing religious requirements:
the family will want to ensure that everything is done according to the patient’s
wishes.
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MNote that it is the nurse's responsibility to find out if a specific family member
wants to be present at the bedside of the dying patient, or if the family wishes to
carry out a specific ritual, such as in the following cases:

] Roman Catholic patients may want a priest to be called.

2 The family of a Jewish patient will want to watch at the bedside of the dying
patient. Orthodox Jews will also need a person from the Jewish community
to lay out the body after death.

] Muslim men may only be nursed by their own family members or persons
of the same gender wearing gloves if not from the Muslim faith themselves.

o Jewish and Muslim patients who have died must be kept in a separate section
in the mortuary and will want to use their own burial organisations.

2  The family of Orthodox Jews and Muslims must be consulted, before any
tubes, such as a drip or tracheostomy, are removed by the nurse, as this may
be seen as a desicration of the body after death.

Disposal of body parts

It is the responsibility of the nurse to find out if special measures need to be taken
where an organ has been removed or a limb amputated. In some cultures, the body
part must not be sent to the incinerator because a proper burial is required, eg in
the Muslim faith.

MNote that not all cultures agree with blood or organ donation — some societies
believe the body must be buried with all organs and body parts intact. This also
applies to post-mortem examinations, which some cultures will refuse {unless the
post-mortem is required by law).

Communication lines

In order to facilitate good communication, the nurse must be aware of hierarchical
structures within that family. For instance, in some African groups, the elders
or even the ancestors have to be consulted before consent can be given for an
operation.

When consent for a child is needed, at times the mother may not be allowed to
give this consent and must consult the tather or a male relative.

Hygiene
Hygiene practices differ between cultures. Some differences are:

] Muslims wash their hands, genitals and anal area after using the toilet.

2 Some cultural groups only shower. They regard using the bath as unhygienic.

a During menstruation some cultural groups take specific hvgiene measures,
eg avoiding preparing meals for the family.

] In the Hindu culture, the newborn's head is shaved by the mother-in-law for
hygienic reasons.

o In some cultures the female genital area may be shaved for hygienic
reasons.
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Charms and amulets

In some cultures it is believed that charms and amulets protect the patient from
harm. The nurse must know not to remove these. If it is necessary to remove the
charm or amulet before a surgical procedure, the family must be notified.

Other cultural issues the auxiliary nurse must be aware of

o When to speak: Junior people must wait for more senior people to speak.

o Eve contact: In Western societies if a person makes eye contact, it is regarded
as honesty. In some African societies if a person makes eye contact, it is
regarded as not being polite.

o Greeting: In African society it is not polite to start a discussion without
greeting first, and the senior person will greet first. In Western society it is
polite if the junior person greets first. In some cultures the greeting consists
of kissing both cheeks of the other person.

o Touching: In most societies, it is acceptable to touch only the hands, arms
and shoulder during communication.

o Expressing emotion: In most societies the physical expression of anger is
not acceptable. However, in some cultures excessive crying, screaming and
tearing of clothes after the death of a person is a sign of caring and love.

Traditional healers

In South Africa, traditional healers, herbalists and sangomas are still commonly
consulted. It is therefore important for the nurse to have a basic knowledge of how
traditional healers operate.

The traditional healer consults the ancestors regarding the patient’s health. This
is done by the traditional healer going into a trance or by throwing bones. Herbal
remedies may be given to the patient, and these remedies usually cause purging
to cleanse the body. In some cases these remedies can be toxic because of the
imprecise dosage. Sometimes an amulet is given, as some cultures believe that
charms and amulets protect the patient from harm.

Traditional healers are an important link in illnesses such as:

o Tuberculosis (TB) — advise the patient to keep on taking his/her medication,
whether or not traditional medication is taken.

o HIV/AIDS — advise the patient to keep on taking his/her medication, whether
or not traditional medication is taken.

Traditional medicine presents some problems because most of these medicines
have not been analysed scientifically. This means that their interaction with
Western medicine is not always known, and dosages are not exact. Therefore,
should the patient be hospitalised, it is important that the patient tells the
prescribing doctor about any traditional medicine he/she may be taking. Usually
the prescribing doctor will ask the patient to stop taking this, at least for the period
of hospitalisation.
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Learner actlvitles

2 The nurse must be aware of different cultural beliefs in order to give the best
possible nursing care and facilitate understanding. Make notes on the key points
you should take into account.

2 The auxiliary nurse must respect the different cultures and not judge other groups
by their own values and norms. In a group, discuss words and actions that should
be avoided.

o Can you think of any pitfalls that may be associated with taking traditional
medicines?
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Culture and healthcare (see Ch. 1)

A profound interconnection exists between these. People

from different cultures may conceptuslize health and

illness differently, e.g. diagnostic criteria for mental health
problems such as schizophrenta are dissimilar  between

Western and Eastern perspectives, while studics show wide

cultural varistions regarding pain tolerance (see Ch, 23),

recreational drug use (c.8. of cannabis by Rastafanians), and

sexusl behaviours (g imvolving the spread of the human
immunodeficiency virus (HIV) in sub-Saharan Africa).

To deliver holistic care, nurses must be sensitive to the
cultural expectations of individuwal paticnts and families,
without making stereotypical assumptions (Box 8.12). This
may involve aspects including:

* Health belicfs (see Ch. 1)

* Naming systems: ¢.g Sikh names comprise a personal
name, a gender designation (Singh for males and Kaur for
females) and 2 Last/family name. Preferable terms are ‘first
name’ rather than ‘Christian name’ and last/family name’
instead of ‘surname’

* Aweszment interview (see Ch. 14): In potriarchal cultures,
3 man may eXpeCt 1o answer questions and make
decisions, or be present at interviews, concerning his wife
or children. Nursing practitioners in South Africa must
be guided by the South African Nursing Council (SANC)
« The Scope of Practice related to each specific category of

?) Critical thinking Box 8.13

Cultural awareness in nursing practice

You are helping the registered nurse (RN) to admitl an cbviously

tonse patient. The AN asks the patient for hs Christian name and

& suprmod when ho chalionges her, 3ay'ng that ho is Mussm.

Student activitios

*  Fnd out about Musiim narmng systems.

o Ascertan the poicy for name enquines on your nest placement,

* Choose a religon/culture that you are unfamilar with and
identity its usual practices related 10 activites described in this
section,

Resource
BEC (Religon and EIhics) - www bde co uk/religionrelgions
September 2012.

* Family planning. religions, including Buddhism and
mahkhmmdmhﬁmd
and termination of pregnancy. Many cultures such as
Chinese and Indian prefer male babies.

* Falliative care (see Ch. 12),

Socialization

nursing practitioners i South Africa, which covers consent

1o treatment or care (see Ch. 7).
* Dictary considerations (see Ch. 19): Proscriptions include
svosdance of pork by Jews and Mushims, and beef by
Sikhs 20d Hindus; many sects are vegetarian; vegans eat
00 animal derivatives, including eggs and dairy products;
Mormons avoid caffeine and alcohol. Foods may be
prescribed, e.g. Muslims require Halaal meat from animals
shiughtered in accordance with Islamic law, Jews require
Kosher food prepared according to Judasism. Religious
fasting may be observed, e.g. by Muslims during Ramadan.
However, extremes of age or illness may be exempt
from fasting restrictions and not all followers adhere to
orthodox practices.
Dignity. Members of several cultural/religious groups prize
modesty and would be unhappy wearing revealing hoapital
gowns, of sharing slecping, bathing and lavatory facilities
with/being nursed by the opposite sex.
Personal hygieneselimination (see Chs 16, 20, 21): Hindus
and Muslinn prefer to wash using running water, and do
this after elimination rather than use toilet tissue. Strict
Muslims must wash before prayers. The beft hand s used
for “dirtier” areas and the right hand for handling food,
Women may wash thewr whole bodies at cach personal
hygiene intervention during menstrustion.
Medical interventions: Blood transfusions and tivue
transplants arc not permitted by Jehovah's Witnesses;
Christian Scientists may refuse any treatment beyond
prayer, even for sick children; Hindu women may refuse

traditional options, ¢.g. herbal remedies and acupuncture
(see Ch. 10) 1o those of Western medicine.

A soclety transmits its culture (or a group its subculture) to
future members by this process. Thus, individuals acquire
the knowledge and skills that allow them to function socially,
leading to personal and communal success. Two phases of
mmmwmﬁm

Primary socialization

This occurs in early childhood, its main “agents” usually close
family members. The pre-school child acquires fundamental
social skills including speech, gesture and appropriate
behaviour, and self-care, e.g. continence, dressing, feeding.
Additionally, attitudes including moral and religious belicfs are
transmitted, Sometimes teaching can be formal, or deliberate,
e.g. tying shoelaces, but may be unconsclous, or informal,

mﬂcﬁocﬂvc practice Box 8.14

Personal experience of socialization

Think back 10 when you leamed something from a parent or

pornon close 10 you, Fom the mass modia and from an AN while

on placement.

Student activitios

. mmhmdmnmmm
relationship with them and any feelngs experienced.

* D your feelngs dffor between the three examples and did
ummwmeu-mw-mm

Note: You may find that emotions colour such recoliections. As
mummmammm
in a protound and atlective (emotional) manner.




Culturally Responsive Nursing Care m

LEARNING OUTCOMES

After completing this chapter, you will ba able to:

1. Dascriba concepts related to culture, such as race, ethnicity,
and acculturation.

2. Examine factors that contribute to health disparities among
racial and ethnic groups.

3. Describe the roke of federal agencies and initiatives regardng
the provision of culturaly responsive healthcare.

4. Describe cutural models of care, such as cultural compatency.

5. Describa haalth views from culturaly diverss parspectives.

6. Differentiate culturally influenced approaches to healing and
treatment.

7. Descrbe ways cuture influences communication patterns and
how to provide linguistically appropriate care.

8. Create salf-awareness of your own culture, beliefs, biasas, and
assumptions.

9. Identify mathods of cultural assassment.

10. Create a culturally responsive nursing care plan.

KEY TERMS

accuturation, 407 ethnicity, 596 hclistic health belief, 404 scientific health belief, 404
assimilation, 402 ethnocentrism, 299 interpreter, 407 stereotyping, 399
biomedical health belief, 404 fok medicine, 405 magico-religious health belief, 404  subculture, 398

cultural broker, 407 generalizations, 399 multicultural, 398 traditional, 403

cultural competence, 403 health disparities, 399 nationality, 309 transcutural nursing, 402
culturally responsive care, 397 health equty, 400 prejudice, 599 translator, 407

culture, 396 haritage, 396 race, 398

disaimination, 399 heritage corsistent, 471 racism, 399

diversity, 398 heritage inconsistent, 4717 reigion, 599

Intro ductlon to create an environment where trust can be developed

Nursing care is holistic and encompasses the dient’s per-
spectives on health, which are greatly influenced by the
client’s culture. Each individual is born into a culture
influenced by place of birth and family of origin. A child
learns the family’s customs and beliefs, which shape his
or her worldview. An individual’s culture is dynamic and
shifts over the course of a lifetime, influenced by many
other factors, such as communities, schools, migration
patterns, career choices, and religion. Similarly, a nurse’s
worldview is influenced by the culture of the nursing pro-
fession and the culture of the organization that he or she
represents. Therefore, every nurse-client interaction is a
cultural encounter. A nurse cannot assume sameness of
values, even if the client appears to resemble the nurse
in outward appearance. It is the nurse’s responsibility to
recognize the client’s cultural perspectives.

Culturally responsive care is care that is centered on
the client’s cultural point of view and integrates the cli-
ent’s values and beliefs into the plan of care. To deliver
such care, the nurse must first develop self-awareness of
personal culture, attitudes, and beliefs and examine the
biases and assumptions about different cultures. Next, the
nurse needs to gain the necessary knowledge and skills

with the client. This knowledge must include an under-
standing of health disparities as well as the historical and
current portrayals of racial and ethnic groups in society.
Additionally, cultural knowledge can help the nurse to
better understand different perspectives while recogniz-
ing that cultural generalizations may not hold true at the
individual level. Cultural assessment skills are essential
in understanding the client’s viewpoint more fully and
leaming what the client values as important. The nurse
must partner with the dient in a caring and respectful
relationship that honors the client’s differences and per-
spectives. In culturally responsive care, the nurse must
respond to the dient’s needs, not vice versa. Only through
self-awareness, deliberate cultural assessment, and incor-
poration of the client’s culture into the plan of care can a
nurse optimally care for a client.

Cultural Concepts

Culture is complex, with multiple definitions, and the
term culture may be used interchangeably with other
terms such as race, ethnicity, and nationality depending on
the circumstances.
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398 Unit5 e Hoalth Baliefs and Practices

« Culture has many definitions, but concepts common to
most include the thoughts, communications, actions,
customs, beliefs, values, and institutions of racial, eth-
nic, religious, or social groups. It has been described as
the learned and shared patterns of information that a
group uses to generate meaning among its members.
These patterns include nonverbal language and mate-
rial goods. Within macro-cultures (national, ethnic, or
racial groups) are micro-cultures (gender, age, or reli-
gious beliefs) in which members share a belief in certain
rules, roles, behaviors, and values. Macro- and micro-
cultures combine to shape the individual’s worldview
and influence interaction with others.

* A subculture is usually composed of individuals who
have a distinct identity and yet are related to a larger
cultural group. A subcultural group generally shares
ethnic origin or physical characteristics with the larger
cultural group. Examples of cultural subgroups include
occupational groups (e.g., nurses), societal groups
(e.g., feminists), and ethnic groups - (e.g., Sudanese,
who migrate to European countries like Malta and Italy
and settle there, either temporarily or permanently).

* Multicultural is used to describe an individual who has mul-
tiple patterns of identification or crosses several cultures,
lifestyles, and sets of values. For example, a man whose
father is Maltese and whose mother is Filipino may honor
his Filipino heritage (things passed down from previous
generations) while also being influenced by his father’s
cultural values. Another example exists in Australia where
many Europeans migrated after the second world war,
thereby strongly the overall Australian culture.
The term mudticultural is often used interchangeably with
bicultural, biracial, multiracial, and mudtiethnic.

« Diversity refers to the fact or state of being different.
Many factors account for diversity: sex, age, culture,
ethnicity, socioeconomic status, educational attainment,
religious affiliation, and so on. Diversity, therefore,
occurs not only between cultural groups but also within
a cultural group.

* Race is a term with many definitions, often used inter-
changeably with the terms ethnicity and culture. The
Office of Management and Budget (OMB, 1997), which
determines U.S. federal standards for reporting race,
stated that racial categories “should not be interpreted
as being primarily biological or genetic in reference. Race
and ethnicity may be thought of in terms of sodial and
cultural characteristics as well as ancestry” (p. 36, 881).

The American Anthropological Association (1998) state-
ment on race defines it as an idea created by Western Euro-
peans following exploration across the world to account
for differences among individuals and justify coloniza-
tion, conquest, enslavement, and social hierarchy among
humans. It has been used to refer to groupings of indi-
viduals according to common origin or background and
associated with perceived biological markers. Ideas about
race are culturally and socially transmitted and form the
basis of racism, racial classification, and often complex
racial identities.

The Human Genome Project has discovered that
humans are 99.9% genetically alike and that the genetic
variations related to geographic ancestry do not correlate
with the socially constructed racial classifications; that is,
there are no genetically discrete races. In fact, there is greater
genetic variability within the radal categories than among
them (Figure 21.1 m). The official U.S. classification of race
has varied throughout history. The 2010 U.S. Census radial
classifications were White, Black / African American/Negro,
American Indian or Alaska Native, Asian Indian, Chinese,
Filipino, Japanese, Korean, Vietnamese, Other Asian, Native
Hawaiian, Guamanian or Chamorro, Samoan, Other Pacific
Islander, and Some Other Race. It does not classify Hispanic
asa race. In addition to the question about race, respondents
were asked if they were of Hispanic, Latino, or Spanish ori-
gin. For example, of the 50 million respondents to the 2010
U.S. Census who indicated they were Hispanic or Latino,
53% indicated their race as White; less than 3% as Black,
Asian, Native Hawaiian/Pacific Islander, or American
Indian or Alaska Native; 36.7% as Some Other Race; and 6%
as Two or More Races (Humes, Jones, & Ramirez, 2011). As
a result of the large number of respondents choosing “Some
Other Race,” the Census Bureau piloted modified categories
for use in the 2020 census survey, including options to indi-
cate a specific country of origin within each race or ethnicity
(Matthews et al., 2017).

Although there are plans to reconsider some catego-
ries as related to research, the categories currently used by
the National Institutes of Health (NIH, 2015) are American
Indian or Alaska Native, Asian, Black or African American,
Hispanic or Latino, Native Hawaiian or Other Pacific
Islander, and White.

Although it is now recognized that there is no scien-
tific merit to the concept of race, race remains an important
social construct, whereby social meanings are attached
to perceived physical differences, resulting in inequality
among racial groups.

* Ethnicity is a term often used interchangeably used with
race. Ethnicity may be viewed as a relationship among
individuals who believe that they have distinctive

Figure 21.1 W Athough differing in outward appearance, humans are
biclogcaly more similar to each other than they are diflierent.
Prmo Crutv/ DGV Catly rages.



characteristics that make them a group. Ethnicity is
not a fixed concept. Much like culture, ethnicity may
shift over time. Migration, intermarriage, and intermat.
ing patterns show that individuals move into another
ethnic group and become participants in that ethnic-
ity, sharing the language, religion, values, beliefs, and
customs. Latino people, for instance, represent multiple
geographic arcas and multiple races and often share a
common language. Ethnic groups may be self-defined,
and labeling can become problematic.

Nationality is sometimes used interchangeably with eth-
nicity or citizenship. It generally refers to the sovereign
state or country where an individual has membership,
which may be through birth, through inheritance (par-
ents), or through naturalization. It is also possible to be
a member of a nation where no such country is officially
recognized, for instance, Native Americans. An indi-
vidual may also be multinational, holding citizenship
in two or more countries. Ethnic groups may have ter-
ritories to which they have national affiliation. This was
particularly evident in Eastern Europe, where group
tensions led to divisions of multicthnic states along ter-
ritorial lines, For instance, Czechoslovakia became two
countries: the Czech Republic and Slovakia. Yugoslavia
became six countries: Bosnia and Herzegovina, Croatia,
Macedonia, Montenegro, Serbia, and Slovenia.
Religion may be considered a system of beliefs, prac-
tices, and ethical values about divine or superhuman
power(s) worshipped as the creator(s) and ruler(s) of
the universe. The practice of religion is revealed in
numerous denominations, organizations, sects, and
cults. Ethnicity and religion are related, and one’s reli-
gion is often determined by one’s ethnic group. Reli-
gion gives an individual a frame of reference and a
perspective with which to organize information. Reli-
gious teachings about health help to present a meaning-
ful philosophy and system of practices within a system
of social controls having specific values, norms, and
ethics. lliness is sometimes seen as punishment for the
violation of religious codes and morals. See Chapter 41 e
for more information on spirituality.

Ethnocentrism is the belief in the superiority of one’s
own culture and lifestyle. Other viewpoints are not
only considered different but also wrong or of lesser
importance. A related concept is xenophobia—the fear or
dislike of individuals different from oneself.

Prejudice is a preconceived notion or judgment that
is not based on sufficient knowledge; it may be favor-
able or unfavorable. Unfavorable prejudice may lead
to stercotyping and discriminatory behavior toward
groups of individuals. There are many types of preju-
dice, including racial prejudice.

Racism refers to assumptions held about racial groups.
Assumptions include the belief that races are biologi-
cally discrete and exclusive groups that are inherently
unequal and ranked hierarchically. Cultural behav-
fors are viewed as inherited and exclusive to each
group and form the basis of judging individuals based
on their racial classification. Institutional racism or
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institutional discrimination is the denial of opportunities
and equal rights based on race. Examples include stan-
dards for assessing credit risks that disadvantage Afri-
can American and Hispanic individuals who may lack
conventional credit references, higher insurance costs
in low income areas, school testing that favors White
middle-class children because of the types of questions
included, and hiring practices that require experience
at jobs not historically open to members of subordinate
groups (Schaefer, 2019). In a system that advantages
White people over other races, the advantages are often
referred to as “White privilege.”

« Discrimination refers to the negative treatment of indi-
viduals or groups on the basis of their race, ethnicity,
gender, or other group membership. It occurs when
rights and opportunities are denied for arbitrary or
prejudicial reasons.

« Generalizations are statemnents about common cultural pat-
tems. Generalizations may not hold true at the individual
level and should serve only as openings for individuals to
better understand cach other. Unfortunately, generaliza-
tions are often interpreted as statements describing every
individual in a group, which leads to stercotyping.

* Stereotyping refers to making the assumption that an
individual reflects all characteristics associated with
being a member of a group. For instance, a nurse may
assume that a Latino client speaks limited English and
comes from a large family. Rather than asking the cli-
ent, the nurse immediately calls for an interpreter, speaks
loudly and very slowly to the client, and tells the dlient
that the visitor policy allows for only two visitors at a
time and that the client’s entire family cannot visit at the
same time. Stereotyping serves as a barrier to commu-
nication and understanding and propagates discrimina-
tory behavior, One type of stercotyping is radial profiling,
in which police-initiated action is based on race, ethnicity,
or national origin rather than the individual’s behavior.

Health Disparities

Health disparities arc the differences in care experienced
by one population compared with another population.
Dimensions of health disparities include health insurance
coverage, access to healthcare, quality of care provided,
inability of providers to recognize and address disparities,
levels of health, data collection, and resources allocated
to address rities, such as research into the causes of
disparities and solutions to differences in health outcomes
(Orgera & Artiga, 2018). Just like the Nationa! Healthcare
Disparities Report (2017) that shows how in the US some
individuals receive inferior healthcare compared with oth-
ers, the European Commission published a report about
inequalities in the ability to access healthcare both within
and across European member states (Bacten, Spasova,
Vanhercke, & Coster, 2018).

This report concludes that there is a huge differ-
ence in the amount of money spent on healthcare by
each EU member state. In some countries, healthcare



To assess the lungs with a stethoscope, for example, the
nurse needs to move into the client’s intimate space. The
nurse should first explain the procedure and, when pos-
sible, await permission to continue.

Clients who reside in long-term care facilities or who
are hospitalized for an extended time may want to person-
alize their space. They may want to arrange the room dif-
ferently or control the placement of objects on the bedside
cabinet. The nurse should be responsive to clients” needs
to have some control over their space. When there are no
medical contraindications, clients should be permitted
and encouraged to have objects of personal significance.
Having personal and cultural items in one’s environment
can increase self-esteem by promoting not one’s indi-
viduality but also one’s cultural identity. Of course, the
nurse should caution the client about the risk for loss or
damage of personal items in the healthcare setting,

Time Orientation

Time orientation refers to an individual’s focus on the
past, the present, or the future. Most cultures include all
three time orientations, but one orientation is more likely
to dominate, The European American focus on time tends
to be directed to the future, emphasizing time and sched-
ules. European Americans often plan for next week, their
vacation, or their retirement. Other cultures may have a
different concept of ime. For example, the Navajo Indians
are present and past oriented and do not have a word for
“late.” A Navajo mother may view her child’s develop-
ment differently from European Americans and might
not measure her child’s milestones, such as toileting and
walking, by the same targeted schedule as other cultures,
African Americans are often generalized as present ori-
ented as well, with a focus on current health status rather
than the anticipation of what may happen in the future.
Socioeconomic status may also influence ime orientation.
The middle class is generally future oriented; however,
lower socioeconomic classes are generally present ori-
ented because of the focus on daily survival, which may
not allow for the luxury of being able to plan for the future,
The culture of nursing and healthcare values punc-

tuality and is future oriented. Appointments are sched-
uled, and treatments are prescribed with time parameters
(e.g., changing a dressing once a day). Medication orders
include how often a medicine is to be taken and when
(eg., dlgoodnozsmg.maday in the morning). Nurses
need to be aware of the meaning of time for clients. When
caring for clients who are “present oriented,” it is impor-

tant to avoid fixed schedules. The nurse can offer a time
range for activities and treatments. For example, instead
of telling the client to take digoxin every day at 10:00 A,
the nurse might tell the client to take it every day in the
moming or every day after getting out of bed.

Nutritional Patterns

Most cultures have staple foods that are plentiful or read-
ily accessible in the environment. For example, the staple
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food of Asians is usually rice, and for Europeans, it may
be bread or pasta. Even clients who have been in the
United States for several generations often continue to eat
the foods of their cultural homeland.

The way food is prepared and served is also related
to cultural practices. For example, in the United States,
a traditional food served for the Thanksgiving holiday
is stuffed turkey; however, in different regions of the
country, the contents of the stuffing may vary. In South-
e states, the stuffing may be made of combread; in
New England, it may be made of seasoned bread and
chestnuts.

The way in which staple foods are prepared also var-
ies. For example, some Asian cultures prefer steamed rice;
others prefer boiled rice. Southern Asians from India pre-
pare unleavened bread from wheat flour rather than the
leavened bread of European Americans,

Food-related cultural behaviors can include whether
to breastfeed or bottle-feed infants and when to introduce
solid foods to infants. Food can also be considered either
the cause or part of the remedy for illness. In some cul-
tures, nutrients such as calcium, iron, potassium, or zinc,
which are lacking in the usual diet, are supplemented by
cating clay or dirt (Ciger, 2017).

The religious practices associated with specific cul-
tures also affect diet. Some Roman Catholics avoid meat
on certain days, such as Ash Wednesday and Good
Friday, and some Protestant faiths prohibit meat, tea, cof-
fee, or alcohol. Both Orthodox Judaism and Islam prohibit
the ingestion of pork or pork products. Orthodox Jews
observe kosher customs, eating certain foods only if they
have been inspected by a rabbi and prepared according
to certain laws. For example, the eating of milk
products and meat products at the same meal is prohib-
ited. Some Buddhists, Hindus, and Sikhs are strict veg-
etarians. The nurse must be sensitive to such religious
dietary practices.

@0O® NURSING MANAGEMENT

All phases of the nursing process are affected by the cli-
ent’s and the nurse’s cultural values, beliefs, and behav-
jors. As the client’s culture and the nurse’s culture come
together in the nurse-client relationship, a unique cultural
environment is created that can improve or impair the
client’s outcome. Self-awareness of personal biases can
enable nurses to develop modifying behaviors or (if they
are unable to do so) to remove themselves from situations
where care may be compromised. Nurses can become
more aware of their own culture through values clarifica-
tion (see Chapter 4 o=). The nurse must also consider the
cultural values dominant in the healthcare setting because
those, too, may influence the client’s outcome.

Developing Self-Awareness

In learning how to provide culturally responsive care, the
nurse must first understand his or her own culture, beliefs,
and assumptions. Many models have been documented in

the literature to deepen this self-exploration (Albougami,
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Pounds, & Alotaibi, 2016). Campinha-Bacote (2007) offers
the ASKED mnemonic model to develop cultural con-
sciousness: Awareness, Skill, Knowledge, Encounters,
Desire. Using this model, nurses reflect on questions that
focus on how well prepared they are to acknowledge
their own biases, their openness to embracing differ-
ences in individuals, and their willingness to learn appro-
priate means of communicating and caring for diverse

tions,
Other self-identity questions may include the follow-

ing (Tochluk, 2016):

When did you first realize you were a member of your
culture/race/ethnicity? What did it mean to you at that
time?

How did your culture/race/ethnicity play a role in
your childhood and adolescence?

What important events changed your relationship to
culture/race/ethnicity? What happened?

What significant individuals and relationships shaped
the way you experience being a member of your
culture/race/ethnicity?

How do you understand what it means to be a member
of your culture/race/ethnicity at this time in your life?

Health-related questions may include:

How does your ethnic/racial group view health and
illness?

What are the common healing practices in your cul-
tural /ethnic/ racial group?

What are examples of your family’s traditional health
and illness beliefs and practices?

Do they value stoic behavior in relation to pain, or is it
permissible to state that you are in pain? Are the rights
of the individual valued over and above the rights of
the family?

What is your view on health? How does it compare to
your family’s view of health?

What beliefs do you hold about healthcare providers?

c ana Cultrel Sensitivi
Box 21.1 lists texts authored by nurses that may be helpful
in developing cultural knowledge. The process of cultural
assessment is important. How and when questions are
asked requires sensitivity and clinical judgment. The tim-

ing

and phrasing of questions need to be adapted to the

individual. Timing is important in introducing questions.
Sensitivity is needed in phrasing questions. Trust must be
established before clients can be expected to volunteer and
share sensitive information. The nurse therefore needs to
spend time with clients and convey a genuine desire to
understand their values and beliefs.

Before conducting a cultural assessment, determine

what language the client speaks and the client’s degree
of fluency in the English language. It is also important to
learn about the client’s communication patterns and space
orientation. This is accomplished by observing both verbal

m Selected Nurse-Authored Texts

Arckows. J. D, & Boyle, ¢sm1uwmnm
m(m Phiadepha, PA:
Giger, LN PO wmmmm
(Tth od). St. Louis, MO: Mosbty.
Holland, K. (2018} Cutural swarensss in nursng and health care: An
rtroduciony ted (3rd ed.) New York, NY: Routiedgs.
munmiqm compatence n g and hoath
care: Inguiry, action, and innovasion (Grd ed.). New York, NY: Springse
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dversity and univarsalty: A workiwide nursing theory (&th ed). New
York, NY: MoGraw HIL
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and nonverbal communication. For example, does the cli-
ent do the speaking or defer to another? What nonverbal
communication behaviors does the client exhibit (e.g.,
touching, eye contact)? What significance do these behav-
iors have for the nurse-client interaction? What is the cli-
ent’s proximity to other individuals and objects within
the environment? How does the client react to the nurse’s
movement toward the client? What cultural objects within
the environment have importance for health promotion or
health maintenance?

It is vital for nurses to be culturally sensitive and to
convey this sensitivity to clients, support people, and
other healthcare personnel. Some ways to do so follow:

* Always address clients, support people, and other
healthcare personnel by their last names (e.g., Mrs.
Aylia, Dr. Rush) until they give you permission to use
other names. In some cultures, the more formal style
of address is a sign of respect, whereas the informal
use of first names may be considered disrespectful. It
is important to ask individuals how they wish to be
addressed.

« When meeting an individual for the first time, intro-
duce yourself by your full name, and then explain your
role (e.g., “My name is Alicia Bernett, and 1 am a nurs-
ing student at Nightingale School of Nursing™). This
helps establish a relationship and provides an opportu-
nity for clients, others, and nurses to leam the pronun-
ciation of one another s names and their roles.

* Be authentic with individuals, and be honest about
your knowledge about their culture. When you do
not understand an individual’s actions, politely and
respectfully seek information.

* Use language that is culturally sensitive; for example,
say “gay,” “lesbian,” or “bisexual” rather than “homo-
sexual”; do not use "man” or “mankind” when refer-
ring to a woman.



« Ask how the client self-identifies his or her race/ethnicity.
The client may have a preferred term, such as Latino
rather than Hispanic. Make note of the client’s prefer-
ences, and use the language preferred by the client.

* Find out what the client thinks about his or her health
problems, illness, and treatments. Assess whether this
information is t with the dominant healthcare
culture. If the beliefs and practices are incongruent,
determine the impact on the client’s health,

* Always ask about anything you do not understand to
avoid making assumptions about the client.

* Show respect for the client’s values, beliefs, and practices,
even if they differ from your own or from those of the
dominant culture. If you do not agree with them, it is
important to respect the client’s right to hold these beliefs.

* Show respect for the client’s support people. In some cul-
tures, males in the family make dedisions affecting the cli-
ent, wheroas in other cultures, females make the decisions.

* Make a concertad effort to obtain the client’s trust, but
do not be surprised if it develops slowly or not at all.
A cultural assessment may take time and may need to
extend over several meetings.

* Should you inadvertently do something to offend the
client, be humble, admit that you made a mistake, and
excuse yourself. Leamn from experience.

Assessing

In creating a plan of care that is culturally responsive,
many assessment tools are available. The tools are a way
of Imorvbnmadlmung communication with cli-
ents and their and may be used in any setting. The
LEARN model and the 4 C's are quick assessment tools
to better understand the client’s perspective. LEARN is a
commonly used tool (Berlin & Fowkes, 1983):

Listen actively with empathy to the client’s perception of
the problem.
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Explain what you think you heard or ask for clarification.

Acknowledge the importance of what is said and what it
means.

Recommend inclusive strategies.

Negotiate the plan of care by collaborating with the client
and others.

The 4 C’s of Culture were developed by Slavin,
Galanti, and Kuo (Developed by Stuart Slavin, MD, Geri-
Ann Galanti, PhD, and Alice Kuo, MD. www.ggalanti org).

1. What do you aall your problem? (Remember to ask
“What do you think is wrong?” or “What is concemn-
ing or worrying you?” to get at the client’s perception
of the problem. You should not literally ask, “What do
you call your problem?”)

2. What do you think aaused your problem? (This gets at
the client’s beliefs reganding the source of the problem.)

3. How do you cope with your condition? (You may want
to phrase this as “What have you done to try to make
it better? Who else have you been to for treatment?”)

4. What are your concerns regarding the condition and/
or recommended treatment? (This should address
questions such as “How serious do you think this is?”
“What potential complications do you fear?” “How does
it interfere with your life, or your ability to function?”
“Do you know an else who has tried the treatment
I've ? What was their experience with it?”)

The Heritage Assessment Interview (Spector, 2017)
depicts the questions to ask when conducting a heritage
assessment. It is designed to enhance the in order
to determine if clients are identifying with their traditional
cultural heritage (heritage consistent) or if they have accul-
turated into the local culture in which they reside (heritage
inconsistent). The tool may be used in any setting and is
used to facilitate conversation and help in the planning
of cultural care. When using the tool, the nurse may need
to ask additional questions to allow the client to expand

Evidence-Based Practice

What Literature is Available for Nurses About Older Amish
Adults’ Culture and Healthcare Experiences?

Older Amish adults are a growing popuiation in tha United States
&nd have unigue risks for haathcare disparites. Lirmited informa-
tion is svadable about the caregving needs of Amish older adults
or their nteractons with Westorn heathcare systerns. This infor-
mation is needed for nurses to deveiop interventions 10 reduce
Kufig, and Suliven-Wison (2018) performed an ntogratve roviow
of the Rerature batween 1985 and 2016 about Amish clder adult
fcations were included n the final analyss, which addressed the
characteristcs of Amish caregvers of older adults, locations of

EVIDENCE-BASED PRACTICE

and liness, and how decsions am made in Amish communies 1o
accass Western hasthcare.

Implications

Nurses commonly camn for chents whose culture and back-
ground are markadly different from their own. Research and
groups of clents such ss older Amish adults, can be essential 1o
tha Amish but also highlights the importance of research and
publicatons sbout underreprasented groups. In addition, the
suthors sugges! that what is learned from studies of the Amish
may have broader empiications for other cultural groups in the
Unitod States.
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on the yes or no answers. If appropriate, the nurse should
modify the tool to add or eliminate items based on the
nurse’s cultural sensitivity. Once a conversation begins and
the client describes aspects of cultural heritage, it becomes
possible to develop an understanding of the client’s
unique health and illness beliefs, practices, and cultural
needs. For example, you may discover that the individual
participates in ethnic cultural events and social groups,
such as religious festivals or national holidays, some-
times with singing, dancing, and costumes (Figure 21.4 W),

Figure 21.4 B Calebrations of the passags 10 aduthood are often
basad on culture or relgon; for eample, the Jewish bar mitzvah at age

13 and the Letn Amencan gunceaiers or ffieenth birthday celebraton
(P58 Conrn SewruoryE Sk, flkricr] Dt Parcs OTFen TaeTety rages.

Or you may learn that the client’s childhood develop-
ment occurred in the client’s country of origin or in an
immigrant community in the United States. For example,
the client was raised in a specific ethnic neighborhood,
such as an Italian, African American, Hispanic, or Jewish
one, in a given part of a city and was exposed only to the
culture, language, foods, and customs of that particular
group. There are infinite examples of cultural influences
on the client’s health.

Diagnosing

The nursing diagnoses in the United States are focused on
nursing care provided in that country and are based on
European-centric cultural beliefs. It is essential to expand
the understanding of nursing practice to include beliefs of
other cultures when naming nursing diagnoses or prob-
lem statements. Nurses must provide appropriate care to
clients of any culture. This is accomplished through devel-
oping cultural sensitivity and considering how a client’s
culture influences his or her responses to health condi-
tions, much as the nurse considers how a client’s age or
gender influences a nursing diagnosis, the nursing plan,
and the delivery of nursing care.

Planning

Providing culturally responsive care is an ongoing
process that requires an individual or organization to
develop along a continuum until diversity is accepted as
anorm and the nurse has acquired greater understanding
and capacity in a diverse environment. The knowledge
and skills necessary to incorporate cultural care as a fun-
damental component of nursing require the acquisition
of a broad base of knowledge about different cultures
and social structures (Box 21.2). As one’s knowledge and
skills grow, the ability to convey cultural sensitivity also
Rrows.

The following are examples of the necessary stops:

1. Become aware of one’s own cultural heritage.

2. Bocome aware of the client’s heritage and health tradi-
tions as described by the client.

3. Become aware of adaptations the client made to live
in another culture. During this part of the interview,
a nurse can also identify the client’s preferences in
health practices, diet, hygiene, and so on.

4. Form a nursing plan with the client that incorporates
cultural beliefs regarding the maintenance, protection,
and restoration of health. In this way, the client’s cul-
tural values, practices, and beliefs can be incorporated
with the necessary nursing care.

Implementing

The implementation of culturally responsive nursing care
includes (a) cultural preservation and maintenance and
(b) cultural accommodation and negotiation. Cultural
preservation may involve the use of cultural healthcare
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Thas set of quostions is used {0 deacribe an hdviduals (or your own)
ethnic, cultural, and refigous background. The hentage assessmont
is holp&d 1o determing how deaply & gven indvidual identfieos with
his or hor tradiionsd horitago. This asacssmant is very usold n set-
ting the stage for understanding an indivicual's tracitional heath and
iiness bolefs and practces and n haiping to determing tha family
and community resources that wil be appropnisto for support when
nocousary. The groster the nurmber of positive rosponaes, the grostor
tho degroe 1o which the indivicual may idantdy with his or her trad-
tional heritage. Tha one axception 10 Positve Bnswars & the quastion
sbout whethor &0 individual's name wes changed,

d. Your father’s fathor?

4. How many brothors _____ and sistecs ___ do you have?
5. What setting did you grow up n? Urban ___ Subwrban
Rursl

Q.M'd;myddmmgwwh?
Father
Moather

7. How cid were you whian you came 1o the United States?

8. How cid were your parents when thoy came 10 the Unded

9. When you wam growing up, wha lived with you?

10, Have you mantained contact with
1. Aunts, uncies, cousns?
2. Brothars and ssters?

(Yes ___ N0 ____
(NMYes ___ @No __
3. Parents? MYes __ @No___
4, Your own children? (MYes ___ @&No___
11. Did rmost of your sunts, undies, cousns ive neer your home?
1.
2 No
vod outside of your home?
1.Daly __

-
"

:
:

spouse/partner from the sarme othnic background as

L

N

of school did you go 107

i

18. As an 8ct, o you Ive in & neighbiorhood whers the neigh-
bors ar the same redgion and athnic backgrund as you?
1Yo __
2.No____

19. Do you beiong 1o & refigious nstituton?
1.Yes ___

2.No ___
20. Would you describe yoursel ss an actve membor?
), R
e N
21. How often do you attend your roligious institution?
1. More than once & woek
2. Woekly
3. Monthly
4, Spocel holidsya only
5. Nover ___
22. Do you practice your religion in your home? :
1. Yes ___ (¥ yos, please speciy by checking actvites below)
Praying ___
Bbloreacng

Calobrating relgious holdays
2.No__

23, Do you propare foods specal 1o your ethnic or reigous

g

2.No ____
25, Am your fnends from the same reigous background as you?
1. ——
N
26. Are your frends from the sarme ethnic background as you?
1.Yes ___
N
27. What is your native lsnguago other than Engish?
28. Do you speak ths nguage?
| IR, e
2. Occasonaly
e
20, Do you read your native (other than English) language?
1. Yes
2. No

o Qs Dvarsty 1 HGat & Brvas, DD et JO. 276-278 by R E. Speciar 2007, New
Yory, N Posnon Eouoson.
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.:mn Selected Cultural Health-Related Practices

Nmmmmmammmwmum

cised to not convent a generalzation into a sterectype.

* Coning and cupping &re traditional medical practices. They
should not be misnterprotod as sbuse,

* Fovers may be treated by wrappng the il indwidual in warm
biankats and having him or har drink warm liguds.

* Hot liguds, such as toa, may bo profermad over ico water.

* Adherence 1o traditional treatrment may be very difierant from
the expected adherance to modarn madicine. Care must be
taikon to fully oxplain nstructions, such as taking antibotcs for

* Menstrustion may be viewed as the body's way of clearing dirty
and axcess bioocd. Too ket flow may bo viewed as “bad biood”
staying in the body; oo much fiow may be viewed as weaken-
ing the body. May influanca views of birth control.

o May avoid dary products due 10 iactose nmolerance. Check for
family history.

* Tha focus on present time may interfare with the use of preven-

* Posipartum st @ vaiuad.

* Sponge bsths may be prefered to showers or tub baths after
@wving brth,

* Stong beliefs in &te and exdemal control over events may lkad
10 less adherence o medical regimens.

e

practices, such as giving herbal tea, chicken soup, or
“hot” foods to the ill client. The tasks of accommodat-
ing a client’s viewpoint and negotiating appropriate care
require expert communication skills, such as ing
empathetically, validating information, and e vely
summarizing content. Negotiation is a collaborative pro-
cess. It acknowledges that the nurse-client relationship
is reciprocal and that different views exist of health, ill-
ness, and treatment. The nurse attempts to bridge the
gap between the nurse’s scientific and the client’s cul-
tural perspectives. During the negotiation process, the
client’s views are explored and acknowledged. Relevant
scientific information is then provided. If the client’s
views reveal that certain behaviors would not affect the
client’s condition adversely, then they are incorporated
into the care plan. If the client’s views can lead to harm-
ful behavior or outcomes, then an attempt is made to
educate the client on the scientific view.

Nurses should determine precisely how a client is
managing an illness, what practices could be harmful,
and which practices can be safely combined. For exam-
ple, reducing dosages of an antihypertensive medication
or replacing insulin therapy with herbal measures may be
detrimental. Some herbal remedies are synergistic with
modem medicines, and others are an ; therefore,
it is necessary to fully inform the client about the possible
outcomes. Consider these examples of potential conflicts
between cultural beliefs or practices and the American
healthcare system. The nurse does not assume that all
members of a group make the same healthcare decisions
and must always determine the particular client or family
belicfs.

« Some women may value large body size and may be
resistant to weight control.

« The decision to circumcise male infants, often made
based on cultural and family beliefs, can occasionally
conflict with medical advice.

* Some Hispanic/Latino or Asian clients may be unable
to obtain hospice care if family members do not permit
the client to be informed of the diagnosis or prognosis.

* Most members of the Jehovah's Witness faith do not
accept blood transfusions even in life-threatening
situations.

«» Traditional Orthodox Sikhs do not cut their hair. This
can conflict with the need to shave the hair for medical

procedures.

When a dient chooses to follow only cultural practices
and declines all prescribed medical or nursing interven-
tions, the nurse and client must adjust the client goals.
Monitoring the client’s condition to identify changes in
health and to recognize impending crises before they
become irreversible may be all that is realistically achiev-
able. Ata time of crisis, the opportunity may arise to rene-

te care.

Providing culturally responsive care can be chal-
lenging. It requires the discovery of the meaning of the
client’s behavior, flexibility, creativity, and knowledge
to adapt nursing interventions. An effort must be made
to learn from each experience. This knowledge will
improve the delivery of culture-specific care to future
clients.

Evaluating

In evaluating nursing care that tes the client’s
cultural perspectives, the actual client outcomes are com-
pared with the goals and expected outcomes established
following a comprehensive assessment that includes
cultural sensitivity. However, if the outcomes are not
achieved, the nurse should be especially careful to con-
sider whether the client’s belief system has been ade-
quately included as an influencing factor.
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Fachal was born 82 a Jewish coupls and lists her religion as Jewtah.
Her tathar disd vwhen s wia 10 pears od, nd he mothsd remaried
3 years later. Rachel was agally adopted by her ltakan stepdather, who
wias i devout Cathole. Ahaugh the tamily panicipated in Cathaolic and
Ialian tracitions, Rachel's mother taught her rmany Jewish tradtions as
weall g0 that her hertage would be pressned. Rachel i now 55 years
old, practices traditions from both her Jewish and Relian upbringing,
and is dying of cancer, "You are the rurse caring for Rachsl during her
finial clays.,

Aniwars b OrEes TRk CFY
COMUR Wi paur et

1. DCifferentistes betwesn Aachal's culture and sthnicity.

2. How might Rachels mulicuhral background affect you as har
raurss oF if working with her farrily?

3. How might Rachels cullure affect her approach to death and the
care of har body foliowing her death

4. Of what baneft would & cultuesl assessment be to Rachel or hee
farnily ghven that she is dying?

8. Howooud nurses’ culture or religion influence ther care of cii-
ents wha are racialy or cuburally diferert 7

pert uedicra T s Pl

Review

CHAPTER HIGHLIGHTS
* Culturally meponsive care requires the rume fo develop self-

sach clisnt's cultural perspectves ino the plan of care,

» Individuale may ve within their taditional hertage, or they may
embrace both their orgina ethnocutural tradiional hertageds) and
tha culbure of the country they ane fving in.

*  Murses shouldunderstand the MNatonad Stancands for Culueally and
Linguistically Appropriate Sendcea b Health Cars (CLAS) and spply
them to $er professional practice.

= Haathy Pecphe 2020 calla for nursing to contribute to eliminating
reakh disparites by gender, race or ethnicity, educaion, incoms,
disabilty, geographis incation, and sesal onantation.

* Racial and Ethric Approaches to Community Health Acrcas the
United States (REACH L.5.) is an initiative that strives io eliiminabe

TEST YOUR KNOWLEDGE

1. A community health nurss is learring about the REACH inftiathe
and has decided 1o community education. Which of
tha following topics relate to this epproach’? Select those that
apply
1. Child erd adult immunizations
2. Cardiovascular chunase
3. Chronic lower respiratory dissase
4, Siroke
5. Infant mortality

2 Ahome haalh client participates in culiuml health practioss
tnat the nurse fesls may be detrmental to his health. in crder 1o
rernain attentive to culiural sensithity and prosdde eppropriate
cmmmwmmmm

. Explain the right and wrong of the client's treatrment and try
o parauade him to foliow the scemific perapectve.

2. Have the clisnt's physician axplain the cams 1o the client in a
firrn bt gantie manne:

2. Valdate the client's practices and undarstand that fior this
ciant @ may ba beneficial to continue with his preferences.

4. Try to negotiate with the clert by axplcring Ha viewa and
then peonvice relevart acierific infarmation.

|

diabetes, HIV irfections, ﬁt&.m&uuﬂﬂmﬁm

= Acculturation ls.a two-way peocess, The mincrty groups accapt the

culture of their hoat counfry, and the host countryis also influenced
by the cultume of the mirority groups.

* Parsonal characteristics also medify an indiddual's cultural values,

beliets, and practices.

*  Haalth beliefs and practioas, famiy patbemas, communication atyle,

space and time orentation, and rutriional patterns may influence
the relationahip Eebwesn the nurss and the clent who have different
cultural backgmunds.

* When assesaing a clent. the nures considiers the cliant’s cutural

values, beliefs, and practices miated to hestth and healthcars.

A In initistirg cane for a chen from a differert cultune than
the nurse, which of the following would be an appeopriate
staternard
1. "Because in your culture, individuals don't drink ice water,
I will Bring you ol tea ™
2. "Do you have ary books | could read about Pdhadusls of
your cultues?
3, "Pleass ket ma know [ | do anything that ks not ecceptabls in
your culturs.”
4, ™ou wil need to st aside your usual customa and practices
whils you are in the hospial *
4. Which of the folowing staternents shows a nures’s understand-
Wﬂhwmwm?miﬂlmﬁr
1, "Culture invobes groups who sham biclogical markers.”
2. "Cutures asidom hevs diveraity within them.”
3. "Mals nurses are an exampls of a culture.”
4. "A culture s primarily sshibiied theough shared thoughis,
actions, and baeliefs,”
5. "A culture shapes its members’ view of the world.”



Practising nursing within a
culturally diverse society

LEARNING OBJICTIVES

On completion of this Chapter, the learner should be able to:

* describe how a nurse con provide culturally competent nursing core

o discuss the development of effective relationships with patients, their fomilies and significont others through
culturolly appropricte care ond communication

* plon heolthcore toking into account the cultural requirements of patients

* explain the principles of patients’ advocacy in respect of cultural needs

o discuss the interfoce between Western medicine and clternative/troditional proctitioners

. x h‘;:hh information and/or health education that is culturolly appropriate and occeplable to patients ond

ir fomilies.

KEY CONCEPTS AND TERMINOLOGY

PIT e B The poradigm shift that patients must undergo in order to change their culture ond adopt the
culture of the healthcare provider.

amulet An object thot protects o person from trouble such as ornoments or jewellery worn to chase
evil spirits away.

charms Objects that have power or o spell over evil.

culture A way of life, which encompasses the ideos, customs, and social behaviour of a particular
people or society.

cultural The variety of humon cultures in o specific region.

diversity

cultural The knowledge the healthcare professional has about specific or diverse groups’ fundemental

knowledge norms, customs, belief and valves.

paradigm System of understonding and orgonising knowledge.

Pl Le- Ml Something that has o force beyond scientific understanding or the laws of nature.

traditional People who practice troditional medicine.

practitioners

PREREQUISITE KNOWLEDGE
o BathoPele principles

o Pofients’ rights

* Human rights,

MEDICO-LEGAL CONSIDERATIONS
o The fulfilment of cultural requirements is a patient’s right, and failure on the part of a nurse to meet this need
con be interpreted as negligence.
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o Failure 10 give accurate ond adequote information to a potlent may also be comirved o3 negligences,

partcularly

if the patient must make major decisions relating to their healthcare, or if the patient is expected 1o

manage their medicol condition of home. In order for health information 1o be accoplable and undersiood by o
patient, the information must be put across in @ manner that takes culturol factors into account. Failure 1o do this

is ikely to couse a patient 1o be noncompliant,

o Disregard of cultural requirements is an instance of discrimination and may involve the healtheare institution,

and the individval nurse, in legal action.

ETHICAL CONSIDERATIONS
» Nurses have on ethicol obligation to

- respect the culture and preserve the dignity of patients ot all times
- apply cultural knowledge and sensitivity in order to avoid offending or discriminating against potients based

on their culturol backgrounds.
o Every potient has a right

- 10 porticipote in their own healthcare, including
having their cultural needs met

- 1 health information and health education
thot is occessible, understondable, acceptable,
appropriote and congruent with their cultural
requirements

- not 1o be discriminated ogainst becouse they wish
to consult on alternative or traditional practitioner.

ESSENTIAL HEALTH LITERACY

Practice alert!

In situations where patients strongly wish @
to consult alternative or treditional proctitioners,

it is imperctive thot they are made to undersiond the
full implications of their choice.

Holistic nursing core includes cultural nursing as culture impocts on the patient’s health behaviour. It is essential
for the nurse 1o have a brief bockground of the patient’s culture and information that will assist to comply with
the patient’s wish for alternative trectment. Potients must be encouroged to communicate their wishes and also be
given o chonce fo exercise them if need be. However, possible effects of the clternative medicine on their health
ond illness must be explained to the patient for them to moke informed decisions.

Introduction

Nursing is an interpersonal activity, with the goal of
restoring of maintaining the health of patients. Inter-
wersonal activities such as nursing care are, by definition,
uilt on relationships and communication. To be effective
n facilitating the healthcare of patients, nurses should
develop a good nurse-patient relationship and should
e able 10 communicate effectively with patients, It is
essential for nurses to develop insight into the culture
of their patients, as well as an understanding of how the
individual patient’s culture impacts on health behaviour.
Acquiring cultural knowledge assists with the integration
of health-related beliefs, practices and cultural values
‘Campinha-Bacote, 2010). Nurses must be able to gain
knowdedge about the culture of a patient by asking the
fight questions and by demonstrating sensitivity towards
the patient’s beliefs and culture, Health and illness
behaviour must be understood in the light of a patient's
Cultural context if a nurse is to fulfil their role in helping
the patient to achieve or maintain optimum health,

In the light of current policy directions in South
Africa, a nurse may need to work with indigenous or
alternative health practitioners. To do this harmoniously
and effectively, nurses must develop an elementary
understanding of the basic principles and philosophical
outlook of these practitioners. Therefore, the nurse must
develop cultural competence in the delivery of healthcare.
Cultural competence is a set of congruent behaviours,
practices, attitudes and policies that come together in
a system or agency or among professionals, enabling
effective work 1o be done in cross-cultural situations.
The process of developing cultural competence includes
desire, awareness, skill and knowledge (Campinha-
Bacote, 2010), The aim of this Chapter is to assist you to
develop sensitivity towards the traditions and respect for
the culture of patients and the community.

The concept of culture
Culture is a shared set of norms, values, perceptions and
social conventions that give cohesion to a group, race or
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community, enabling them to live together and function
effectively and harmoniously. It is a key influence on the
way in which an individual perceives and responds to
the world. Culture, however, is simply one set of factors
among many that mould the individual and their response
to the world and to society. Individual behaviour is heavily
influenced by culture, but culture is a framework and not

a stereotype.

Culture consists of the following aspects:

¢ Observable phenomena, such as manner of dress,
diet, architecture, language, writing and the arts.

¢ Noms and values, including ideas about how people
should behave, about right and wrong, and good and
bad. These norms and values are usually taken for
granted within a culture; they are universally accepted
within that culture, having been absorbed by people
at a very early age. Each individual learns about their
own culture from an early age, and also learns how to
function within that panticular worldview.

Culture is not inherited; it is acquired during the process
of socialisation in childhood. Subgroups or subcultures
exist within every society. Organisations, occupations
and professions also have their own micro-cultures
that individuals accept and adapt to when they join
the group. Culture is therefore an integrated pattern of
human knowledge, belief, and behaviour that is a result
of, and integral to, the human capacity for learning and
transmitting knowledge to succeeding generations. It is
learned and shared, dynamic and changing. Cultural
awareness is thus a deliberate and cognitive process
through which sensitivity to a person’s values, beliefs and
practices develop.

The importance of culture
Culture consists of language, ideas, beliefs, customs,
taboos, codes, institutions, tools, techniques, and works
of an, rituals, ceremonies, and symbols. It has played
an important role in human evolution, allowing human
beings to adapt the environment to their own purposes.
In a diverse society such as South Africa, cultural
differences are very evident; and to be effective in their
profession, nurses must be able to work with people
whose culture and traditions are different from their own.
However, without sufficient knowledge of other people’s
culture, it will be difficult to work with or understand
people whose culture is different from their own. It
is vitally important for the nurse to acquire sufficient
knowledge of the cultures they work with in order to
avoid offensive stereotyping.

Cultural insight and knowledge are also essential for
nurses given the interpersonal nature of their work. Much
of the effectiveness of nursing care is due to interpersonal
interactions with patients and the nature of the nurse-
patient relationship. There are several nursing theories and
models of care that highlight the centrality of culture and
trans-cultural nursing, such as: the cultural safety model;
Leininger’stheory of Culture Care Diversity and Universality
and the Sunrise model; the Giger and Davidhizar Trans-
cultural Assessment Model; and Campinha-Bacote’s
cultural competence in healthcare model.

2.1 The acquisition of cultural knowledge
and understanding

Some suggestions on how to acquire cultural

knowledge and understanding:

* Nurses should develop an awareness of their own
cultural assumptions ond prejudices.

e Written or visual matericl on other cultures con be
useful to build general knowledge, provided that
such material is not bicsed or prejudiced.

* Once a nurse has developed a good relationship
with o patient, the nurse can ask questions. If the
right questions are asked in o respectful manner
and the response is received respectfully, much con
be learned.

* A nurse should not automatically assume that
they know best and that their way of doing things
is the only way. Nurses must allow space for
the preferences of their patients, which includes
cultural and religious preferences.

Cultural issves in healthcare
Every human society has its own particular culture
Variation among cultures is attributable to such factor
as differing physical habitats and resources, the range o
possibilities inherent in areas such as language, ritwal
social organisation and historical phenomena such as the
development of links with other cultures. An individual®
attitudes, values, ideas and beliefs are greatly influenced by
the culture (or cultures) in which they live. Culture changt
takes place as a result of ecological, socioeconomic
political, religious, or other fundamental factors affecting
a society or an individual such as health and illness.
There are several cultural factors that act as barrier!
to effective healthcare. Because South Africa is a diverst
society, nurses need to develop an understanding of tht
cultural dimensions of a number of health-related issues
Many of these issues may be closely allied to religiov:
practices, but all need to be taken into account whef
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dealing with patients and the community. Because
nursing  care i interpersonal  and  because  nursing
imolves meeting the needs of patients, cultural factors
such as modesty, hygiene practices, attitudes to pain and
illness, diet and food, as well as death and dying must
be understood and taken into account when planning
nursing care. These and other issues are discussed below.

Diet

Diet is an important cultural characteristic, and itis an area
that nurses must find out about during the assessment of
their patients, Information should be obtained about, for
example, which foods may or may not be eaten, or if there
is any special method of preparation. This is important as
certain food taboos are based on cultural and religious
beliefs. For example, pork is the well-known food taboo
of some religions in African and Muslim people.

In a hospital setting, efiorts should be made to supply
the appropriate diet for cach patient. If the dietary
requirements of the hospital in-patient cannot be met, it
may be necessary to approach the family with a view to
having them bring in food for the patient, if the condition
of the patient allows. A thorough knowledge of the diet of
the patient, including the ways in which food is prepared,
is essential when giving health education to the patient.
Health education should be contextualised according to
the patient’s individual lifestyle, and this means taking
careful note of specific characteristics, whether cultural
or individual. In instances where health education and
advice are not appropriate to a patient’s lifestyle and
culture, the advice may not be followed and this will be
to the detriment of the patient.

Hygiene proctices

Hygiene practices often difier from culture to culture.
Muslim people, for example, always wash their hands
as well as the urethral and/or anal area after using the
toilet. For some cultural groups, a bath is not regarded as
hygienic, and only a shower will suffice. For other groups,
specific hygiene measures are taken during menstruation.
Nurses should take note of these and any other hygiene
requirements that they encounter and try to meet the
needs of their patients in the best way possible.

Fomily hierarchy ond lines of communication
Culture is instrumental in communication. Language is
a powerful instrument that can be used to get 10 know
the other person’s culture. Family hierarchy and lines of
communication are sometimes significant when consent
has to be obtained for treatment or for a surgical procedure.
In South Alrica, the current legislation allows people
18 years and older 1o give consent to medical treatment

avtonomously. However, in many Affican grougs, consert
10 an operation or other form of treatment is & major
decision, Sometimes a patient will ask 10 20 home and
consult the elders of the clan, and in some instances the
ancestors are comulted, Many African groups reguire that
consent for an operation on a child must be obtained from
the child’s family or from the senior male relative, and the
mother will feel unable 1o give consent without consulting
the father or a male relative. This can create difficulties
where the child is acutely ill and is in need of emergency
treatment or surgery and the father is not available. In such
a case, it may be necessary for the Medical Superintendent
to give consent. In many groups, health matters relating
to reproductive heaith or 10 sexual maners, such as
contraception, must often be discussed with the husband
first, before talking to both husband and wife, as it is the
husband who takes decisions in the home and nothing will
happen if only the wife has received the advice.

It is important for the nurse to find out about lines of
communication in the various cultural groups because
nursing care is based on good communication, and
it is essential at all times 1o make sure that the lines of
communication with all stakeholders are appropriate and
effective.

Disposal of body parts

Ii an organ has to be removed or a limb amputated, it is
essential to find out from the patient or from the relatives
whether any special measures are needed for the disposal
of the tissue or limb. In many cultural groups, the body
parts must be given burial and not simply sent to the
incinerator. This requirement is particularly important
in the case of amputation. The requirement is often not
so stringent in the case of organs and parts of organs or
tissues.

In South Africa, matters relating to human tissues are
legislated in the National Health Act 61 of 2003, which
repealed the Human Tissue Act 65 of 1983.

Organ donation pratices also vary between different
cultures; some groups will not consent because of the
belief that the deceased must be buried with all their body
among African cultures, although there is no specific
prohibition in traditional African belief and it may vary
depending on the particular group or set of religious
beliefs. Orthodox Jewish people and many Muslim
people are also likely to refuse organ donation, out of a
cultural belief that the body must be buried intact and
not necessarily out of any specific religious prohibition.
Some groups may refuse permission for post-mortem
examination, for example Orthodox Jewish people and
Muslim people.
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Deoth, dying ond the disposal of the body
As this i the Last thingg that the Garmily will der for the pationt,
mont Larilies hunve o steong desiees to onsure that things are
done i accordance with what the patient would have
wantedd 1 s important to lind out, for example, whethes
the family would Bike o priest 10 be called, as would be
the case with & Roman Catholic patient, Also imgportant
would be to find out whether the family expect 10 be
allowed 10 stay with the dying pesson and, if so, which
specific family members, In the case of Jewish patients,
it customary for the family to watch at the bedside
of a dying relative, but this function is also provided by
lewish community organisations that may be contacted
to perform this function if the family is unable 1o do o,
In some cultures, specific rituals are carried out at
the bedside of a dying patient. The care of the body after
death is also an important cultural aspect, In some African
cultures, after the death of a person in hospital, the family
may come to collect the spirit of the dead person from
the bed where the patient passed on. Nurses should find
out whether it is acceptable for the staff 10 remove tubes
and lines and lay the body out, or if there is any specific
procedure 1o be followed before doing the last offices.
For example, an individual known as the Wagter, who is
sent by the relevant Jewish community organisation, lays
out a Jewish patient who has died, although it is usually
expected that the nursing staff will remove the tubes and
lines. Jewish and Muslim patients are accommodated in
their own separate sections of the mortuary and have their
own burial organisations.

Amulets and charms

Beliefs in charms and amulets are a widespread phenome-
non, and are found in many cultures, Amulets and charms
are believed 1o facilitate healing and 1o protect the patient
from harm. The use of charms is not only found among
so-called primitive groups but is found in many Western
groups. Among, Mediterranean groups, for example, belief
in the “evil eye’ is common and charms are worn 1o ward
off the evil eye, Some amulets are religious in nature, such
as holy pictures and holy medals, but their purpose remains
the same: 10 promote healing by supernatural means and to
protect the individual from harm,

Generally, amulets and charms should not be removed
unless it is clearly necessary, ey if the patient is going
for operation in the theatre. It may also be necessary 10
remove amulets in order to facilitate treatment, I it is
indeed necessary 10 remove an amulet, the patient and
family should be informed of the need and of the reason
for it. Sometimes amulets can be moved 10 other places
on the body, or they can be placed at the bedside, or sent
home with the family, but usually the hospitalised patient

preders 10 boep wrh nern with them. Amulets should
nerver singily b dise ardded, o this can cause great offence
10y thee pratient anelor family,

The role of women

The role and social pesition of women vaties between
societies, and often depends on whether the society i
matriarchal or patriarchal, In many cultures, 3 woman
is a perpetual minor, always under the guardianship
and supervision of a male relative. Women in such &
position usually need 1o comult with their husbands o
senior male relatives before taking decisions, even those
relating 10 health, Among many African groups, it is
the male head of the household who must decide if a
member of the household can be taken to a hospital or
clinic for treatment. This often means that women must
wait for absent heads of households to return before 2
decision can be taken. A great deal of education and
empowerment is needed to change these patterns.

Sexuality

Sexuality is a universal human trait, but the social
regulation and expression of sexuality varies from culture
1o culture, The area of sexuality covers relations between
the sexes, modesty, ritvals and practices related to the
female menstrual cycle, and, very importantly for nurses,
the manner in which intimate matters may be discussed.

In many cultures, the frank discussion of sexual matters
is regarded as uncouth. It is common to find that it is
unacceptable for sexual matters to be discussed between
the sexes; women talk to women about sexuality and men
talk to men, It follows, therefore, that any discussion on
matters related to sexuality, such as contraception or safe
sexual practices, must be approached correctly and very
carefully. For some, it is necessary 1o discuss such matters
with the head of the household; if they accept, then the
family will follow their lead. Depending on the group, it s
often prudent to have a male nurse talk to male patients of
male family members, and female nurses to talk to female
patients or female family members. A young unmarried
female is frequently not seen as an appropriate person
with whom to discuss intimate matters.

The way in which intimate topics and those of a sexual
nature are discussed is also important. Frank graphic
descriptions are often not acceptable and may cause
offence, and the nurse must find ways 10 get the message
across by using terminology that is acceptable to the
patients and their families.

Other cultural issues related to areas of culturl
diversity are family organisation, language, persondl
space, touching, eye contact, gestures, healthcare beliefs
and spirituality and religion,
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Cultural perspectives on health and illness

Beliefs on healthcare systems vary among cultures, thus
patients regard healthcare differently. Every culture has a
system for healthcare based on the values and beliefs that
have existed for generations, Nurses have an increased
responsibility to meet the needs of an increasingly diverse
society in order to reduce health disparities and improve
healthcare quality. Beliefs about health and illness are
an important cultural factor in healthcare. The challenge
for nurses rendering healthcare in a Western-oriented
healthcare system, such as the one in South Africa, is to
bring the healthvillness paradigm of patients into alignment
with the system. Health and illness beliefs fall into three
major groups, described in the sections that follow.

The magico-religious paradigm

In this paradigm, illness has a supernatural cause, as
opposed to injury, which has a specific and obvious
cause. Consequently, the cure for illnecc lies in the
supernatural or spiritual dimension. It is widely believed
among African cultures that iliness may be brought on by
a malicious spell or by the neglect of or a transgression
against the ancestors. The cure for illness, while it may
involve medication, is spiritual and involves rituals, prayer
and possibly some form of sacrifice. Health may be seen
as a sign of supematural favour, and iliness as a curse
or punishment. In this paradigm, it is also commonly
believed that the actions of one individual may affect the
health of the community.

People who adhere to this belief system do not
necessarily reject Western scientific approachesto therapy,
but scientific treatment methods are not seen as being the
sole agent in effecting a cure. For many African cultures,
the two systems exist in parallel, and both are regarded as
being effective. For treatment within a modern scientific
framework to be successful, however, patients must be
allowed expression of the spiritual dimension and access
to practitioners who practise within the magico-religious
framework.

Patient education is an important factor in bringing the
two systems into alignment for a patient, and the nurse
is a key agent in this process. Accurate health education
that takes into account and shows respect for the patient's
health or illness beliefs and behaviours must be offered.

The biomedical paradigm

This is the dominant belief system among Western
Cultures, but not necessarily the only one. According
to this paradigm, there is a demonstrable cause-effect
relationship for all types of illness. These causes may be
due to environmental factors, trauma, pathogens, fluid
and chemical imbalances or structural changes. All forms

of ill health thus have a specific cause and can be cured
or alleviated by eliminating or neutralising the identified
cause.

This belief system underpins the practice of modern
medicine, but the wholeness of the individual and the
relationship with the spiritual dimension are frequently
lost sight of. Healthcare within a biomedical paradigm
can often be experienced as dehumanising and harsh.
Within this system it is the nurse who preserves a holistic
approach to the patient. Nurses always strive to meet
their patients’ needs and to ensure that all aspects of
the patients’ humanity are taken into account. It is easy
10 become a mere technician in this model and it is
important for nurses to guard against this.

The holistic paradigm

In this paradigm, human beings are seen as a part of nature
and as having a need to maintain balance and harmony
with the laws that govern the cosmos. Disturhing the
cosmic balance causes disharmony, chaos and disease,
Explanations for ill health and disease are based on
disharmony between the human organism and the forces
of the universe,

The bolistic paradigm is widely held among many
cultures, including Western cultures. Many forms of
alternative healing in both the East and the West are based
on the holistic paradigm, and it is the dominant paradigm
among Asian cultures. Florence Nightingale’s philosophy
that the role of the nurse and the nursing profession is to
provide an environment in which the patient can recover
naturally reflects this holistic paradigm. This philosophy
forms one of the foundations of the practice of nursing.

Integrative and complementary healthcare

Integrative therapy includes a more collaborative
approach to patient care and encompasses the treatment
of patients with both traditional and alternative therapies
concurrently. Complementary therapies include a range
of philosophies, approaches and therapies that Western
medicine does not commonly use, accept, study or
understand. The concept of wellness means more than
being healthy or without a disease. However, no illness is
purely physical, The effects of illness manifest themselves
physically, mentally, socially, spiritually and otherwise.
Humans are complex beings. The interactions between
mind, body, emotions and spirit connect individuals
to their environment and other people, Patients from
different cultures may have used alternative therapies as
their primary approach to health and illness care, and
may want to continue the therapies while in hospital.
Nurses need 10 be knowledgeable about the different
cultural beliefs and alternative practices. Integrative and
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complementary therapies are holistic and treat the person
as a whole. They can be grouped into the therapies as
discussed below.

Alternative medical systems, These are practices such as
homeopathic or naturopathic medicine, and traditional
medicine which includes herbal medicine, acupuncture
and massage. These therapies are practised by many
cultures throughout the world. In South Africa, culture
and the law play a pivotal role in herbal medicine, which
is regulated under the Traditional Health Practitioners
Act 22 of 2007, An example of alternative practice in
the South African context is circumcision, which can be
done by either traditional groups or dedicated healthcare
practitioners, at different cultural circumcision schools or
at medical healthcare facilities, respectively.

Mind-body interventions. This includes meditation,
hypnosis, dance, music and art therapy, and prayer,
The therapies enhance the mind’s ability to affect
bodily functions.

Biologicolly based treatments. These treatments include
products such as herbal medicines, special diets and

biological therapies.

Manipulative and body-based methods. The therapies
include chiropractic and massage therapy. Massage
therapy in hospital may also be used in conjunction with

physiotherapy.

Energy theropies. These therapies include focusing on
energy originating from within the body, or from other
sources such as therapeutic touch or magnetic fields, and
includes reiki, physio acoustics and bio-electromagnetics.

Colloborative, comprehensive and/or
alternative healthcare provision

Alternative healthcare includes health therapies that are
used in place of traditional medicine.

Patients are increasingly using alternative therapies
from alternative practitioners, and among African cultures
the practice of consulting a herbalist, traditional healer or
sangoma when ill is common, These kinds of practitioners
play a pivotal role in the African community, The
importance of indigenous practitioners and the esteem
in which they are held in the community are the basis
for the frequent calls that are made for these traditional
practitioners to be integrated into the health system.

Traditional practitioners consult the ancestors regarding
the patient’s health by throwing bones or by going into
a trance. Following the diagnosis, a remedy will be

prescribed, again In consultation with the ancestors. These
remedies are invariably herbal and are often designed
1o cleanse, usually by causing purging. Other remedies
include tonics and vitamin preparations. Dosage and
strength are imprecise and extremely variable, and some
concoctions may be highly toxic if too large a dose is taken,
The prescription of medication is usually accompanied by
some form of ritual and/or prayer designed to enhance the
treatment. Sometimes an amulet is given to the patient to
complement the treatment and should be worn until the
course of treatment has been completed.

Both Western and Eastern holistic practitioners may
also prescribe medication, again mostly herbal based.
Dosages tend to be far more precise, but some herbal
preparations can be toxic if taken in too high a dose. In
holistic practice, medication is designed to help restore
the patient to a state of harmony or balance. Some
alternative practitioners such as osteopaths use physical
manipulation to achieve a cure by restoring the vertebral
column to correct alignment.

Traditional, alternative and holistic practitioners enjoy
wide respect and are frequently consulted by patients in
addition to Western scientific practitioners. The problem
is one of identifying a set of principles for a relationship
between Western scientific medicine and the various
forms of indigenous and alternative medicine. Often
this is not a dilemma that the patient will discuss with
their Western scientific doctor, because the said doctor
is quite likely to disapprove of the patient consulting an
alternative practitioner. Nurses are, however, quite often
asked to give advice regarding the use of alternative
practitioners. It is therefore important for nurses to have
a sound knowledge of what treatments the various types
of practitioners offer and to be able to identify those
that would be harmless and those that might cause the
patient harm. Openness should be encouraged, and
nurses should find out whether a patient has consulted a
traditional or alternative practitioner and, if so, whether
any form of medication is being taken.

Recent dialogue with African traditional herbalists has
led to the establishment of some guidelines. If the patient
has consulted a traditional healer and then consulted 2
Western scientific practitioner, they should return to the
herbalist to discuss this. Sometimes traditional medication
can be continued, but more often it is advisable ©
discontinue the traditional medication until the Westerm
medication has been completed. In many areas of South
Africa, outreach programmes and training programmes
are in place to educate herbalists and sangomas regarding
the interaction between traditional medicine and Westem
medicine. Included in such outreach programmes are
principles of referral, particularly in relation to the
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nature of conditions that should be referred to & Western
practitioner and when to refer.

In the area of health education, traditional practitioners
play an invaluable role. In the case of conditions such
as tuberculosis, it is of paramount importance that the
patient continue with the treatment, whether or not
traditional medication is taken in addition. Traditional
practitioners are also an important link in the campaign
against HIV/Aids. It is important to convince a patient not
to discontinue Western treatment simply because they are
consulting a traditional practitioner. This principle applies
particularly where regular forms of treatment such as
dialysis are concerned, and where stopping the Western
treatment could be life threatening.

In the case of a hospitalised patient who is acutely
or even critically ill, the use of traditional medication is
definitely dubious, if not actually dangerous, and should
be discontinued. The problem with the vast majority of
traditional herbal remedies is that they have never been
scientifically analysed, and they often contain unknown
ingredients that may be potentially harmful to an acutely
ill patient.

2.2 Practices to be encouraged in cultural
exchanges

¢ Being awore of diversity and respecting it, even
celebrating it

* Recognising thot cultural factors ore important in
the heclth and illness of patients

* Being knowledgeable and respectiul about the
cultural groups one encounters

* Recognising one’s own biases, prejudices ond
blind spots, and working to overcome these when
decling with patients

* Finding ways to care for patients in culturally
appropriate and acceplable ways

* Striving o give holistic care in all sitvations.

A nurse's interface with different cultures

A nurse is the patient’s advocate as well as the coordinator
of care. It is the nurse who meets the basic needs of the
patient, and many of these needs must be metin a culturally
appropriate manner, or at least in a way that shows respect
for the patient’s culture, norms and values and does not
give offence. An example of cultural advocacy could be a
patient who refuses hospital treatment due to observation
of cultural practices. In South Africa, refusal of hospital
treatment and the right to a second opinion or health
pfovider of own choice are included in the Patients’
Rights Charter, which is enshrined in the Constitution

of the Republic of South Africa, 1996, The nurse should
therefore consider the patient's rights in conjunction with
their culture and wishes,

Nurses also frequently carry the major responsibility
of giving health education and ensuring that patients
and their families have understood the information given
to them, Nurses are thus the primaty caregivers and
healthcare practitioners, and they interact with many
cultures. Nurses need 1o develop a broad store of cultural
knowledge, and they also need 1o develop a high degree
of cultural sensitivity. Cultural sensitivity embxxlies the
principle of respect and awareness of one’s own norms
and values, as well as those of the patient, Culturally
sensitive nursing involves caring for a patient in a way that
matches the patient’s perceptions of their health problems
with their treatment goals,

A nurse's role within the multidisciplinary
team from a cultural perspective
It is not possible for the average nurse to undertake an

in-depth study of every culture that they encounter.
Certain key aspects, however, are important in healthcare

2.3 Pitfalls to be avoided in cultural

exchanges

* Ignorance and lock of understanding of other
cultural groups

o Stereotyping, such as assuming that oll individuals
belonging to a particulor cultural group conform
1o a general pahern or behave in o cerkain way;
it should be considered thot all potients are
individuols and thot their behaviour and reactions
ore also determined by other foctors, such as fomily,
education, ond environment

* Judging other groups by one's own norms and
values - certain basic principles, such as the
concern for hygiene, are proctically universal, but
may be expressed in different ways

* Assigning negative ottributes or charocteristics to
people from another culturol group

* Seeing the worldview and experience of other
groups as inferior - this leads to prejudice,
discriminotion and racism

* Toking o poternalistic attitude of ‘| know whot is
good for you'

* Being culturally blind ond proceeding as though
cultural differences do not exist. The proctice of
giving dietary odvice thot is bosed exclusively on
o typical Western diet is such an example.
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and these should be assessed as part of a routine nursing

assessment, These key aspects are:

o Diet and food habits

o Ritwals and taboos relating to key events in the
lifecycle such as sexuality, birth and death

o Health and illness beliefs

+  Types of practitioner consulted

¢ Healthviliness  behaviours  and  decision-making,
including family or clan involvement

+ Relationship with health professionals, as in many
cultures the medical practitioner is expected to tell
the patient what is wrong, not the other way around

¢ Genetically based biological variations, such as blood
values, bone structure and bone density

¢ Practices related to modesty

¢ The discussion of sensitive issues,

Cullure and communication

The importance of culture in communication cannot be
overemphasised. It is essential for nurses 10 develop a
basic insight into the culture of all the patients that they
deal with. Failure to develop this insight will hamper
health communication and nurses may be seen as
being insensitive or even rude as a result of their lack of
understanding of the patient’s culture. Where language is
a problem, translators may be useful. It is also important
for nurses 1o use the correct channels of communication,
such as a senior male relative when necessary.

Communication in a cultural context

Cultural context is the care, beliefs, values and practices

of a culture that shape a person’s environment.

Culture profoundly influences interpersonal commu-
nication, and it is essential for nurses to have a basic under-
standing of the norms and values of the cultural groups
with whom they will be working in order to communicate
effectively with these groups. Culture determines several
key aspects of communication, such as:
¢ How to greet. For example, in African cultures it is

not polite to get straight to the matter under discussion

without first greeting the other participants and
enquiring after their health. Among African cultures
it is the older or more senior person who is greeted,
and indicates when to speak and when not to speak.

In many cultures, a junior person waits to be invited to

speak, or waits until the more senior people have had

their say and only then may they speak.

* Expressing anger and other strong emotions. In most
societies, direct physical expressions of anger are not
acceptable, as this can be dangerous and lead to injury
and even death. Showing grief is another matter. In
some cultures, it is a mark of love and esteem for a

departed relative if those left behind cry ardd g i
10 strong, avert signs of grief like screaming or wwareg
at clothes. In other societies, control is esgeced o
the death of a loved one. A controlled reacton drss
not necessarily mean that the relatives did rot cars for
the person who has died. In other cultures, 3 man =
not supposed to cry, or should cry privately.

o Eye contoct. In Western societies, looxing e e
person directly in the eye is taken as a2 marc of
openness and honesty, In other cultures, e Afrcir
cultures for example, sustained direct eve cortac
is not polite, panticularly from a junicr 1o 2 sericr
person, or even female to male,

* Gesturing and touching. Cenerally, areas that may e
touched during communication depend on the degree
of intimacy of the communicators and the cortex:
of the communication. During sexual intercourse
the panners are very intimate and all pary of Te
body may be touched. In everyday social irteraction
between work colleagues there is not 3 high degree o
intimacy, and thus only the hands, arms and shouldens
may be touched during communication. especiaiy
when greeting or congratulating 2 person. In some
cultures, it is the norm to kiss the cheeks of the cther
person when greeting, irrespective of gender,

Cultures can be categorised according to whether Tey

are individualistic or collectivistic, as well as by ther

communication style. Cultures may have high-cortex
communication styles or low-context communicatcn
styles.

¢ Individualistic cultures, such as most Western Eurc-
pean cultures, stress individual goals and achieve-
ments. These cultures tend to promote competition,
and they place great value on achievement.

* Collectivistic cultures, such as are found in Arca.
stress group activities and group achievements. These
place great value on cooperation and group cohesior.

¢ Cultures characterised by a high-context communica-
tion style tend to be indirect or overly polite in com-
munication, having a great concern for perceptions
and leaving much to be gleaned from the cortex
and circumstances of the communication, whic™
means that the other person in the communcaton
needs to have a degree of insight into the context anc
circumstances of the communication in order m be
able to fully understand the communication. Mam
Eastern as well as African cultures have a high-cortex
communication style, and it can be difficult %or »
individual from a different cultural background 1o work
out the full meaning of the communication unless sme
has been spent in developing the necessary insignt ®
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be able to communicate effectively. In African cultures,
much communication is implied and the listener must
pick this up from the context. Much is left unsaid or
is conveyed through nonverbal means, or by riddles
and euphemisms, which the listener must understand
in order to grasp the full drift of the communication.
For example, in the African context the expression
‘izindaba zocansi” is a term used to cover a multitude
of issues related to sex and sexuality.

o Incontrast, low-context cultures, such as most Western
European cultures, have a direct communication style
and are much more explicit verbally. The listener will
know exactly what is meant, but the style is not always
comfortable and can be perceived as rude, especially
by someone from a high-context culture,

Essential health information

Itis especially important to consider the patient’s heritage,

education level and language skills when planning

patient education. The assistance of an interpreter may be

appropriate. The unfamiliar hospital environment may be

threatening when language barriers make it difficult to ask

questions. Nurses should:

 provide information on indications, contraindications,
potential benefits and adverse effects of alternative
therapies in relation to the present diagnosis

* advise the patient about herb-drug interactions

* advise the patient to seek help regarding exploration
of therapies that are suitable to them

* advise the patient to keep a log of any adverse reactions
and report these to the healthcare practitioner

¢ when using oils on the patient, advise the family to be
cautious of the risk for toxicity or skin irritation

* enquire into allergies when using biologically based
therapies

¢ advise the patient to consult safe and competent
practitioners.

Conclusion

The Nursing and Midwifery Council (NMC) in the United
Kingdom states that ‘nurses must practise in a fair and an
anti-discriminatory way, acknowledging the difierences
in beliefs and practices of individuals or groups’ (NMC,
2002). The culture of the patient must be taken into

_ consideration when planning nursing care, Alternative

and complementary therapies that will be beneficial for
the care of the patient should be assessed. Itis not possible
for nurses to undentake an in-depth study of every culture
that they encounter. Certain key aspects, however, are
important in healthcare, and these should be assessed as
part of a routine nursing assessment.

Suggested achivities for learners

Activity 2.1

A male patient is admitted in your unit and the fomily request to massage him with a body lotion of mixed
medicincl herbs which they obtained from o troditional healer. They believe that the lotion will heol the patient of

the condition he is suffering from.

They have been instructed to put the lotion all over the body and that the patient should not have a bath for
3 doys in order for the medicine to work effectively. The family asks you to allow them to put the lotion on the
patient and follow the instructions. Debate the following issues:

1. How would you proceed?

2. How does this enhance or inhibit the achievement of the specific outcomes outlined in this Chapter?

Activity 2.2

A patient in your unit is confused and refuses oxygen therapy, saying it is disturbing him as he would like to
communicote with his ancestors. He is desaturating and becomes violent when you try to put the foce mask on
him. He then requests you to give him space to discuss the ireatment oxygen therapy] you want o give him with
his greatgrandmother, who is olready dead. Debate how you would proceed in this situation.

Activity 2.3

A femole potient admitied in your unit with chronic back pain has been scheduled for o spinal operation. Following
a visit from relatives she requests to be discharged from the hospital because she is considering acupuncture, and the
fomily has orgonised an intercessory prayer for her. Exploin how you would proceed to deal with this potient.



5. Spirituality
Considering spirituality in nursing is vital for holistic patient care, as it acknowledges the
emotional and existential aspects of health that can significantly impact a patient's well-
being. By understanding and respecting patients' spiritual beliefs and practices, nurses can
create a supportive environment that fosters healing and comfort. This consideration also
benefits nurses themselves, promoting their own resilience and emotional health.
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Practising nursing within a
culturally diverse society

LEARNING OBJICTIVES

On completion of this Chapter, the learner should be able to:

* describe how @ nurse con provide culturally competent nursing core

o discuss the development of effective relotionships with patients, their fomilies ond significont others through
culturolly oppropricte care ond communication

* plon heolthcare taking into account the cultural requirements of patients

* exploin the principles of patients’ advocacy in respect of cultural needs

* discuss the interfoce between Western medicine and clternative/troditional practitioners

. give Mhoohh information and/or health education that is culturally appropriate and occeplable to patients and
their fomilies.

KEY CONCEPTS AND TERMINOLOGY

PRS- B The poradigm shift that patients must undergo in order to change their culture ond adopt the
culture of the healthcare provider.

amulet An object that protects o person from trouble such as ornaments or jewellery worn to chase
evil spirits away,

charms Objects that have power or o spell over evil.

culture A woy of life, which encompasses the ideas, customs, and sociol behaviour of a particular
people or society.

cultural The variety of human cultures in o specific region.

diversity

cultural The knowledge the healthcare professional has about specific or diverse groups’ fundementol
knowledge norms, customs, belief and values.

paradigm System of understonding and organising knowledge.
P Ll Il Somothing that has a force beyond scientific undersianding or the laws of nature.

traditional People who practice traditional medicine.
practitioners

PREREQUISITE KNOWLEDGE
o BathoPele principles

o Potients rights

* Human rights.

MEDICO-LEGAL CONSIDERATIONS
o The fulfilment of cultural requirements is a patient’s right, and failure on the port of a nurse to meet this need
con be interpreted as negligence.
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o Failure 1o give accurate ond adequate information to a potient may also ba consirued o3 negligence,
s if the patient must make major decisions relating to their healthcare, or if the patient is expected 1o
monage their medicol condition of home. In order for health information 1o be accoptable and undersiood by o
patient, the information must be put across in o manner that takes cultural factors into account. Failure 1o do this

is likely to couse a patient 1o be noncompliant,

o Disregard of culturol requirements is an inslance of discrimination and may involve the healtheare institution,

and the individval nurse, in legal action.

ETHICAL CONSIDERATIONS
» Nurses have on ethicol obligation to

- respect the culture and preserve the dignity of patients ot oll times
- opply cvitural knowledge and sensitivity in order to avoid offending or discriminating ogainst potients based

on their culturol backgrounds.
« Svery patient has o ﬂgh'

~ 10 participote in their own healthcare, including
having their cultural needs met

- 1 heolth information and health education
thot is occessible, understandable, acceptable,
oppropriote and congruent with their cultural
requirements

- not 1o be discriminated ogoinst becouse they wish
to consult on alternative or traditional practitioner.

ESSENTIAL HEALTH LITERACY

Practice alert!

In situations where patients strongly wish @
1o consult alternative or treditional practitioners,

it is imperative thot they are mode o understond the
full implications of their choice.

Holistic nursing care includes cultural nursing as culture impocts on the potient’s health behaviour. It is essential
for the nurse 1o have a brief bockground of the patient’s culture and information that will assist to comply with
the patient’s wish for alternative trectment. Patients must be encouraged to communicate their wishes and also be
given o chonce fo exercise them if need be. However, possible effects of the clternative medicine on their health
ond illness must be explained to the patient for them to moke informed decisions.

Introduction

Nursing is an interpersonal activity, with the goal of
restoring or maintaining the health of patients. Inter-
wersonal activities such as nursing care are, by definition,
uilt on relationships and communication, To be effective
n facilitating the healthcare of patients, nurses should
develop a good nurse-patient relationship and should
e able 10 communicate effectively with patients, It is
essential for nurses to develop insight into the culture
of their patients, as well as an understanding of how the
individual patient’s culture impacts on health behaviour.
Acquiring cultural knowledge assists with the integration
of health-related beliefs, practices and cultural values
‘Campinha-Bacote, 2010). Nurses must be able to gain
knowdedge about the culture of a patient by asking the
fight questions and by demonstrating sensitivity towards
the patient’s beliefs and culture, Health and illness
behaviour must be understood in the light of a patient's
Cultural context if a nurse is 10 fulfil their role in helping
the patient to achieve or maintain optimum health.

In the light of current policy directions in South
Africa, a nurse may need to work with indigenous or
alternative health practitioners. To do this harmoniously
and effectively, nurses must develop an elementary
understanding of the basic principles and philosophical
outlook of these practitioners. Therefore, the nurse must
develop cultural competence in the delivery of healthcare.
Cultural competence is a set of congruent behaviours,
practices, attitudes and policies that come together in
a system or agency or among professionals, enabling
effective work to be done in cross-cultural situations.
The process of developing cultural competence includes
desire, awareness, skill and knowledge (Campinha-
Bacote, 2010), The aim of this Chapter is to assist you to
develop sensitivity towards the traditions and respect for
the culture of patients and the community.

The concept of culture
Culture s a shared set of norms, values, perceptions and
social conventions that give cohesion to a group, race or
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community, enabling them to live together and function
effectively and harmoniously. It is a key influence on the
way in which an individual perceives and responds to
the world. Culture, however, is simply one set of factors
among many that mould the individual and their response
to the world and to society. Individual behaviour is heavily
influenced by culture, but culture is a framework and not

a stereotype.

Culture consists of the following aspects:

¢ Observable phenomena, such as manner of dress,
diet, architecture, language, writing and the arts.

e Normms and values, including ideas about how people
should behave, about right and wrong, and good and
bad. These norms and values are usually taken for
granted within a culture; they are universally accepted
within that culture, having been absorbed by people
at a very early age. Each individual learns about their
own culture from an early age, and also learns how to
function within that panticular worldview.

Culture is not inherited; it is acquired during the process
of socialisation in childhood. Subgroups or subcultures
exist within every society. Organisations, occupations
and professions also have their own micro-cultures
that individuals accept and adapt to when they join
the group. Culture is therefore an integrated pattern of
human knowledge, belief, and behaviour that is a result
of, and integral to, the human capacity for learning and
transmitting knowledge to succeeding generations. It is
learned and shared, dynamic and changing. Cultural
awareness is thus a deliberate and cognitive process
through which sensitivity to a person’s values, beliefs and
practices develop.

The importance of culture
Culture consists of language, ideas, beliefs, customs,
taboos, codes, institutions, tools, techniques, and works
of ant, rituals, ceremonies, and symbols. It has played
an important role in human evolution, allowing human
beings to adapt the environment to their own purposes.
In a diverse society such as South Africa, cultural
differences are very evident; and to be effective in their
profession, nurses must be able to work with people
whose culture and traditions are different from their own.
However, without sufficient knowledge of other people’s
culture, it will be difficult to work with or understand
people whose culture is different from their own. It
is vitally important for the nurse to acquire sufficient
knowledge of the cultures they work with in order to
avoid offensive stereotyping.

Cultural insight and knowledge are also essential for
nurses given the interpersonal nature of their work. Much
of the effectiveness of nursing care is due to interpersonal
interactions with patients and the nature of the nurse-
patient relationship. There are several nursing theories and
models of care that highlight the centrality of culture and
trans-cultural nursing, such as: the cultural safety model;
Leininger’stheory of Culture Care Diversity and Universality
and the Sunrise model; the Giger and Davidhizar Trans-
cultural Assessment Model; and Campinha-Bacote’s
cultural competence in healthcare model.

2.1 The acquisition of cultural knowledge
and understanding

Some suggestions on how to acquire cultural

knowledge and understanding:

* Nurses should develop an awareness of their own
cultural assumptions ond prejudices.

e Written or visual material on other cultures con be
useful to build general knowledge, provided that
such material is not biased or prejudiced.

* Once a nurse has developed a good relationship
with o patient, the nurse can ask questions. If the
right questions are asked in o respectful manner
and the response is received respectfully, much con
be learned.

* A nurse should not automatically ossume that
they know best and that their way of doing things
is the only way. Nurses must allow space for
the preferences of their patients, which includes
cultural and religious preferences.

Cultural issues in healthcare
Every human society has its own particular culture
Variation among cultures is attributable to such factor
as differing physical habitats and resources, the range o
possibilities inherent in areas such as language, ritual
social organisation and historical phenomena such as the
development of links with other cultures. An individual®
attitudes, values, ideas and beliefs are greatly influenced by
the culture (or cultures) in which they live. Culture changt
takes place as a result of ecological, socioeconomic
political, religious, or other fundamental factors affecting
a society or an individual such as health and illness.
There are several cultural factors that act as barrier
to effective healthcare. Because South Africa is a diverst
society, nurses need to develop an understanding of tht
cultural dimensions of a number of health-related issues
Many of these issues may be closely allied to religiov!
practices, but all need to be taken into account whe!
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dealing with patients and the community. Because
nursing  care s interpersonal  and  because  nursing
imolves meeting the needs of patients, cultural factors
such as modesty, hygiene practices, attitudes to pain and
iliness, diet and food, as well as death and dying must
be understood and taken into account when planning
nursing care. These and other issues are discussed below.

Diet

Diet is an important cultural characteristic, and it is an area
that nurses must find out about during the assessment of
their patients, Information should be obtained about, for
example, which foods may or may not be eaten, or if there
is any special method of preparation. This is important as
certain food taboos are based on cultural and religious
beliefs. For example, pork is the well-known food taboo
of some religions in African and Muslim people.

In a hospital setting, efiorts should be made to supply
the appropriate diet for each patient. If the dietary
requirements of the hospital in-patient cannot be met, it
may be necessary to approach the family with a view to
having them bring in food for the patient, if the condition
of the patient allows. A thorough knowledge of the diet of
the patient, including the ways in which food is prepared,
is essential when giving health education to the patient.
Health education should be contextualised according to
the patient’s individual lifestyle, and this means taking
careful note of specific characteristics, whether cultural
or individual. In instances where health education and
advice are not appropriate 1o a patient’s lifestyle and
culture, the advice may not be followed and this will be
10 the detriment of the patient.

Hygiene practices

Hygiene practices often difier from culture to culture.
Muslim people, for example, always wash their hands
as well as the urethral and/or anal area after using the
toilet. For some cultural groups, a bath is not regarded as
hygienic, and only a shower will suffice. For other groups,
specific hygiene measures are taken during menstruation.
Nurses should take note of these and any other hygiene
requirements that they encounter and try to meet the
needs of their patients in the best way possible.

Fomily hierarchy ond lines of communication
Culture is instrumental in communication. Language is
a powerful instrument that can be used to get to know
the other person’s culture. Family hierarchy and lines of
communication are sometimes significant when consent
has to be obtained for treatment or for a surgical procedure.
In South Africa, the current legislation allows people
18 years and older 10 give consent to medical treatment

autonomously. However, in many African grougs, consert
10 an operation or other form of treatment is & major
decision, Sometimes a patient will ask 0 go home and
consult the elders of the clan, and in some instances the
ancestons are conulted, Mary African grougs require that
consent for an operation on a child must be cbtained from
the child’s family or from the senior male relative, and the
mother will feel unable 1o give consent without consulting
the father or a male relative. This can create difficulties
where the child is acutely ill and is in need of emergency
treatment or surgery and the father is not available. In such
a case, it may be necessary for the Medical Superintendent
1o give consent. In many groups, heaith matters relating
to reproductive health or to sexual maners, swch as
contraception, must often be discussed with the husband
first, before talking to both husband and wife, as it is the
husband who takes decisions in the home and nothing will
happen if only the wife has received the advice.

It is important for the nurse to find out about lines of
communication in the various cultural groups because
nursing care is based on good communication, and
it is essential at all times to make sure that the lines of
communication with all stakeholders are appropriate and
effective.

Disposal of body ports

I an organ has to be removed or a limb amputated, it is
essential to find out from the patient or from the relatives
whether any special measures are needed for the disposal
of the tissue or limb. In many cultural groups, the body
parts must be given burial and not simply sent to the
incinerator. This requirement is particularly important
in the case of amputation. The requirement is often not
so stringent in the case of organs and parts of organs or
tissues.

In South Africa, matters relating to human tissues are
legislated in the National Health Act 61 of 2003, which
repealed the Human Tissue Act 65 of 1983.

Organ donation pratices also vary between difierent
cultures; some groups will not consent because of the
belief that the deceased must be buried with all their body
among Aifrican cultures, although there is no specific
prohibition in traditional African belief and it may vary
depending on the particular group or set of religious
beliefs. Orthodox Jewish people and many Muslim
people are also likely to refuse organ donation, out of a
cultural belief that the body must be buried intact and
not necessarily out of any specific religious prohibition.
Some groups may refuse permission for post-mortem
examination, for example Orthodox Jewish people and
Muslim people.
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Deoth, dying and the disposal of the body
A this s the st thingg that the Gty will de for the gratient,
mont Larilies hanve o steongg desies 1o ensore that things are
done i accordance with what the patient would have
wanted 1 important to lindd o, for example, whethers
the family would like o priest 10 be called, as would be
the case with a Roman Catholic patient, Also imgroran
would be to find out whether the family expect 10 be
allowed 10 stay with the dying person and, if so, which
speciic family members, In the case of Jewish patients,
s customary for the family 10 watch at the bhedside
of a dying relative, but this function is also provided by
lewish community organisations that may be contacted
to perform this function if the family is unable 1o do o,
In some cultures, specific rituals are carried out at
the bedside of a dying patient. The care of the body after
death is also an important coltural aspect, In some African
cultures, after the death of a person in hospital, the family
may come to collect the spirit of the dead person from
the bed where the patient passed on. Nurses should find
out whether it is acceptable for the staff 10 remove tubes
and lines and lay the body out, or if there is any specific
procedure 10 be followed before doing the last offices.
For example, an individual known as the Wagter, who is
sent by the relevant Jewish community organisation, lays
out a Jewish patient who has died, although it is usually
expected that the nursing staffl will remove the tubes and
lines. Jewish and Muslim patients are accommodated in
their own separate sections of the moruary and have their
own burial organisations.

Amulets and charms

Beliefs in charms and amulets are a widespread phenome-
non, and are found in many cultures, Amulets and charms
are believed 1o facilitate healing and to protect the patient
from harm. The use of charms is not only found among
so-called primitive groups but is found in many Western
groups. Among, Mediterranean groups, for example, belief
in the “evil eye’ is common and charms are worn to ward
off the evil eye, Some amulets are religious in nature, such
as holy pictures and holy medals, but their purpose remains
the same: 10 promote healing by supernatural means and to
protect the individual from harm,

Generally, amulets and charms should not be removed
unless it is clearly necessary, eg, if the patient is going
for operation in the theatre. It may also be necessary 10
remove amulets in order 1o facilitate treatment, If it s
indeed necessary 10 remove an amulet, the patient and
family should be informed of the need and of the reason
for it. Sometimes amulets can be moved 10 other places
on the body, or they can be placed at the bedside, or sent
home with the family, but usually the hospitalised patient

preders 1 boep such tern with them. Amulets should
e shingily b dhise arded, s this can cause great offence
100 thee pratient wnelor family.

The role of women

The role and social pesition of women vaties between
societies, and often depends on whether the society is
matriarchal or patriarchal, In many cultures, 3 woman
is a perpetual minor, always under the guardianship
and supervision of a male relative. Women in such &
position usually need to consult with their husbands or
senior male relatives before taking decisions, even those
relating 10 health, Among many African groups, it is
the male head of the household who must decide if a
member of the household can be taken to a hospital or
clinic for wreatment. This often means that women must
wait for absent heads of households o return before 2
decision can be taken. A great deal of education and
empowerment is needed to change these patterns.

Sexuality

Sexuality is a universal human trait, but the social
regulation and expression of sexuality varies from culture
1o culture, The area of sexuality covers relations between
the sexes, modesty, rituals and practices related to the
female menstrual cycle, and, very importantly for nurses,
the manner in which intimate matters may be discussed.

In many cultures, the frank discussion of sexual matters
is regarded as uncouth. It is common to find that it is
unacceptable for sexual matters to be discussed between
the sexes; women talk to women about sexuality and men
talk to men, It follows, therefore, that any discussion on
matters related to sexuality, such as contraception or safe
sexual practices, must be approached correctly and very
carefully. For some, it is necessary to discuss such matters
with the head of the household; if they accept, then the
family will follow their lead. Depending on the group, itis
often prudent to have a male nurse talk to male patients of
male family members, and female nurses to talk to female
patients or female family members. A young unmarried
female is frequently not seen as an appropriate person
with whom to discuss intimate matters.

The way in which intimate topics and those of a sexual
nature are discussed is also important. Frank graphic
descriptions are often not acceptable and may cause
offence, and the nurse must find ways 10 get the message
across by using terminology that is acceptable to the
patients and their families.

Other cultural umnuuwmaoum'
diversity are family organisation, language, personal
space, louching, eye contact, gestures, healthcare beliefs
and spirituality and religion.
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Cultural perspectives on health and illness

Beliefs on healthcare systems vary among cultures, thus
patients regard healthcare differently. Every culture has a
system for healthcare based on the values and beliefs that
have existed for generations, Nurses have an increased
responsibility to meet the needs of an increasingly diverse
society in order to reduce health disparities and improve
healthcare quality. Beliefs about health and illness are
an important cultural factor in healthcare. The challenge
for nurses rendering healthcare in a Western-oriented
healthcare system, such as the one in South Africa, is to
bring the health/illness paradigm of patients into alignment
with the system. Health and illness beliefs fall into three
major groups, described in the sections that follow.

The magico-religious poradigm

In this paradigm, illness has a supernatural cause, as
opposed to injury, which has a specific and obvious
cause. Consequently, the cure for illnecc lies in the
supernatural or spiritual dimension. It is widely believed
among African cultures that iliness may be brought on by
a malicious spell or by the neglect of or a transgression
against the ancestors. The cure for illness, while it may
involve medication, is spiritual and involves rituals, prayer
and possibly some form of sacrifice. Health may be seen
as a sign of supernatural favour, and illness as a curse
or punishment. In this paradigm, it is also commonly
believed that the actions of one individual may affect the
health of the community.

People who adhere to this belief system do not
necessarily reject Western scientific approaches to therapy,
but scientific treatment methods are not seen as being the
sole agent in effecting a cure. For many African cultures,
the two systems exist in parallel, and both are regarded as
being effective. For treatment within a modern scientific
framework to be successful, however, patients must be
allowed expression of the spiritual dimension and access
to practitioners who practise within the magico-religious
framework.

Patient education is an important factor in bringing the
two systems into alignment for a patient, and the nurse
is a key agent in this process. Accurate health education
that takes into account and shows respect for the patient’s
health or illness beliefs and behaviours must be offered.

The biomedical paradigm

This is the dominant belief system among Western
cultures, but not necessarily the only one. According
to this paradigm, there is a demonstrable cause-effect
relationship for all types of illness. These causes may be
due to environmental factors, trauma, pathogens, fluid
and chemical imbalances or structural changes. All forms

of ill health thus have a specific cause and can be cured
or alleviated by eliminating or neutralising the identified
cause,

This belief system underpins the practice of modern
medicine, but the wholeness of the individual and the
relationship with the spiritual dimension are frequently
lost sight of. Healthcare within a biomedical paradigm
can often be experienced as dehumanising and harsh,
Within this system it is the nurse who preserves a holistic
approach to the patient. Nurses always strive to meet
their patients’ needs and to ensure that all aspects of
the patients’ humanity are taken into account, It is easy
10 become a mere technician in this model and it is
important for nurses to guard against this.

The holistic paradigm

In this paradigm, human beings are seen as a part of nature
and as having a need to maintain balance and harmony
with the laws that govern the cosmos. Disturhing the
cosmic balance causes disharmony, chaos and disease.
Explanations for ill health and disease are based on
disharmony between the human organism and the forces
of the universe,

The bolistic paradigm is widely held among many
cultures, including Western cultures. Many forms of
alternative healing in both the East and the West are based
on the holistic paradigm, and it is the dominant paradigm
among Asian cultures. Florence Nightingale’s philosophy
that the role of the nurse and the nursing profession is to
provide an environment in which the patient can recover
naturally reflects this holistic paradigm. This philosophy
forms one of the foundations of the practice of nursing.

Integrative and complementary healthcare

Integrative therapy includes a more collaborative
approach to patient care and encompasses the treatment
of patients with both traditional and alternative therapies
concurrently. Complementary therapies include a range
of philosophies, approaches and therapies that Western
medicine does not commonly use, accept, study or
understand. The concept of wellness means more than
being healthy or without a disease. However, no illness is
purely physical. The effects of illness manifest themselves
physically, mentally, socially, spiritually and otherwise.
Humans are complex beings. The interactions between
mind, body, emotions and spirit connect individuals
to their environment and other people. Patients from
different cultures may have used alternative therapies as
their primary approach to health and illness care, and
may want to continue the therapies while in hospital.
Nurses need 1o be knowledgeable about the different
cultural beliefs and alternative practices. Integrative and



——

24 Juta's Complete Textbook of Modical Surgicol Nursing

complementary therapies are holistic and treat the person
as a whole. They can be grouped into the therapies as
discussed below.

Alternative medical systems, These are practices such as
homeopathic or naturopathic medicine, and traditional
medicine which includes herbal medicine, acupuncture
and massage. These therapies are practised by many
cultures throughout the world. In South Africa, culture
and the law play a pivotal role in herbal medicine, which
is regulated under the Traditional Health Practitioners
Act 22 of 2007, An example of alternative practice in
the South African context is circumcision, which can be
done by either traditional groups or dedicated healthcare
practitioners, at different cultural circumcision schools or
at medical healthcare facilities, respectively,

Mind-body interventions. This includes meditation,
hypnosis, dance, music and art therapy, and prayer.
The therapies enhance the mind’s ability to affect
bodily functions.

Biologicolly based treatments. These treatments include
products such as herbal medicines, special diets and

biological therapies.

Manipulative and body-based methods. The therapies
include chiropractic and massage therapy. Massage
therapy in hospital may also be used in conjunction with
physiotherapy.

Energy theropies. These therapies include focusing on
energy originating from within the body, or from other
sources such as therapeutic touch or magnetic fields, and
includes reiki, physio acoustics and bio-electromagnetics.

Collaborative, comprehensive and/or
alternative healthcare provision

Alternative healthcare includes health therapies that are
used in place of traditional medicine.

Patients are increasingly using alternative therapies
from alternative practitioners, and among African cultures
the practice of consulting a herbalist, traditional healer or
sangoma when ill is common. These kinds of practitioners
play a pivotal role in the African community. The
importance of indigenous practitioners and the esteem
in which they are held in the community are the basis
for the frequent calls that are made for these traditional
practitioners to be integrated into the health system.

Traditional practitioners consult the ancestors regarding
the patient’s health by throwing bones or by going into
a trance. Following the diagnosis, a remedy will be

prescribed, again In consultation with the ancestors. These
remedies are invariably herbal and are often designed
10 cleanse, usually by causing purging. Other remedies
include tonics and vitamin preparations. Dosage and
strength are imprecise and extremely variable, and some
concoctions may be highly toxic if too large a dose is taken.
The prescription of medication is usually accompanied by
some form of ritual and/or prayer designed to enhance the
treatment. Sometimes an amulet is given to the patient to
complement the treatment and should be worn until the
course of treatment has been completed.

Both Western and Eastern holistic practitioners may
also prescribe medication, again mostly herbal based.
Dosages tend to be far more precise, but some herbal
preparations can be toxic if taken in too high a dose. In
holistic practice, medication is designed to help restore
the patient to a state of harmony or balance. Some
alternative practitioners such as osteopaths use physical
manipulation to achieve a cure by restoring the vertebral
column to correct alignment.

Traditional, alternative and holistic practitioners enjoy
wide respect and are frequently consulted by patients in
addition to Western scientific practitioners. The problem
is one of identifying a set of principles for a relationship
between Western scientific medicine and the various
forms of indigenous and alternative medicine. Often
this is not a dilemma that the patient will discuss with
their Western scientific doctor, because the said doctor
is quite likely to disapprove of the patient consulting an
alternative practitioner, Nurses are, however, quite often
asked to give advice regarding the use of alternative
practitioners. It is therefore important for nurses to have
a sound knowledge of what treatments the various types
of practitioners offer and to be able to identify those
that would be harmless and those that might cause the
patient harm. Openness should be encouraged, and
nurses should find out whether a patient has consulted a
traditional or alternative practitioner and, if so, whether
any form of medication is being taken.

Recent dialogue with African traditional herbalists has
led to the establishment of some guidelines. If the patient
has consulted a traditional healer and then consulted 2
Western scientific practitioner, they should return to the
herbalist to discuss this. Sometimes traditional medication
can be continued, but more often it is advisable w©
discontinue the traditional medication until the Westem
medication has been completed. In many areas of South
Alfrica, outreach programmes and training programmes
are in place to educate herbalists and sangomas regarding
the interaction between traditional medicine and Westem
medicine. Included in such outreach programmes ar®
principles of referral, particularly in relation to the
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nature of conditions that should be referred to a Western
practitioner and when to refer,

In the area of health education, traditional practitioners
play an invaluable role. In the case of conditions such
as tuberculosis, it is of paramount importance that the
patient continue with the treatment, whether or not
traditional medication is taken in addition. Traditional
practitioners are also an important link in the campaign
against HIV/Aids. It is important to convince a patient not
to discontinue Western treatment simply because they are
consulting a traditional practitioner. This principle applies
particularly where regular forms of treatment such as
dialysis are concerned, and where stopping the Western
treatment could be life threatening.

In the case of a hospitalised patient who is acutely
or even critically ill, the use of traditional medication is
definitely dubious, if not actually dangerous, and should
be discontinued. The problem with the vast majority of
traditional herbal remedies is that they have never been
scientifically analysed, and they often contain unknown
ingredients that may be potentially harmful to an acutely
ill patient.

2.2 Practices to be encouraged in cultural
exchanges

* Being awore of diversity and respecting it, even
celebrating it

* Recognising that cultural factors ore important in
the heclth and illness of patients

* Being knowledgeable and respectiul about the
cultural groups one encounters

* Recognising one’s own biases, prejudices ond
blind spots, and working to overcome these when
deoling with patients

* Finding ways to care for patients in culturally
appropriate and acceplable ways

* Striving o give holistic care in all sitvations.

A nurse's interface with different cultures

A nurse is the patient’s advocate as well as the coordinator
of care. It is the nurse who meets the basic needs of the
patient, and many of these needs must be metin a culturally
appropriate manner, or at least in a way that shows respect
for the patient’s culture, norms and values and does not
give offence. An example of cultural advocacy could be a
patient who refuses hospital treatment due to observation
of cultural practices. In South Africa, refusal of hospital
treatment and the right to a second opinion or health
Md« of own choice are included in the Patients’
Rights Charter, which is enshrined in the Constitution

of the Republic of South Africa, 1996, The nurse should
therefore consider the patient's rights in conjunction with
their culture and wishes.

Nurses also frequently carry the major responsibility
of giving health education and ensuring that patients
and their families have understood the information given
to them, Nurses are thus the primaty caregivers and
healthcare practitioners, and they interact with many
cultures. Nurses need 1o develop a broad store of cultural
knowledge, and they also need 1o develop a high degree
of cultural sensitivity. Cultural sensitivity embxxlies the
principle of respect and awareness of one’s own norms
and values, as well as those of the patient, Culturally
sensitive nursing involves caring for a patient in a way that
matches the patient’s perceptions of their health problems
with their treatment goals.

A nurse's role within the multidisciplinary
team from a cultural perspective
It is not possible for the average nurse to undertake an

in-depth study of every culture that they encounter.
Certain key aspects, however, are important in healthcare

2.3 Pitfalls to be avoided in cultural
exchanges

* Ignorance and lock of understanding of other
cultural groups

o Stereotyping, such os assuming that oll individuals
belonging 1o a particular cultural group conform
1o o general pahtern or behave in o certain way;
it should be considered thot all patients are
individuols and thot their behaviour and reactions
are olso determined by other foctors, such as fomily,
education, ond environment

* Judging other groups by one's own norms and
valves - certain basic principles, such as the
concern for hygiene, are proctically universal, but
may be expressed in different ways

* Assigning negalive aftributes or characteristics to
people from another cultural group

* Seeing the worldview and experience of other
groups as inferior - this leads to prejudice,
discriminotion and rocism

« Toking o poternalistic attitude of ‘| know whot is
good for you'

* Being culturally blind and proceeding as though
cultural differences do not exist. The proctice of
giving dietary odvice thot is based exclusively on
a typical Western diet is such an example.
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and these should be assessed as part of a routine nursing

assessment. These key aspects are:

o Diet and food habits

o Ritwals and taboos relating to key events in the
lifecycle such as sexuality, birth and death

o Health and iliness beliefs

o Types of practitioner consulted

¢ Healthviliness  behaviours  and  decision-making,
including family or clan involvement

+ Relationship with health professionals, as in many
cultures the medical practitioner is expected to tell
the patient what is wrong, not the other way around

+ Genetically based biological variations, such as blood
values, bone structure and bone density

¢ Practices related to modesty

o The discussion of sensitive issues,

Culture and communication

The importance of culture in communication cannot be
overemphasised. It is essential for nurses 10 develop a
basic insight into the culture of all the patients that they
deal with. Failure to develop this insight will hamper
health communication and nurses may be seen as
being insensitive or even rude as a result of their lack of
understanding of the patient’s culture. Where language is
a problem, translators may be useful. It is also important
for nurses to use the correct channels of communication,
such as a senior male relative when necessary.

Communication in a cultural context

Cultural context is the care, beliefs, values and practices

of a culture that shape a person’s environment.

Culture profoundly influences interpersonal commu-
nication, and it is essential for nurses to have a basic under-
standing of the norms and values of the cultural groups
with whom they will be working in order to communicate
effectively with these groups. Culture determines several
key aspects of communication, such as:

* How to greet. For example, in African cultures it is
not polite to get straight to the matter under discussion
without first greeting the other participants and
enquiring after their health. Among African cultures
it is the older or more senior person who is greeted,
and indicates when to speak and when not to speak.
In many cultures, a junior person waits to be invited to
speak, or waits until the more senior people have had
their say and only then may they speak,

+ Expressing anger and other strong emotions. In most
societies, direct physical expressions of anger are not
acceptable, as this can be dangerous and lead to injury
and even death, Showing grief is another matter. In
some cultures, it is a mark of love and esteem for a

departed relative if those left behind cry ard g wi
10 strong, avert signs of grief like screaming or wwareg
at clothes. In other societies, control s especed o
the death of a loved one. A controlled reacton doss
not necessarily mean that the relatives did rot cars ior
the person who has died. In other cultures, 3 mam =
not supposed to cry, or should cry privately.

o Eye contoct. In Western societies, looxing e e
person directly in the eye is taken as a mark of
openness and honesty, In other cultures, e Afrcir
cultures for example, sustained direct eve cortac
is not polite, panticularly from a junicr 1o 2 sericr
person, or even female to male,

* Gesturing and touching. Cenerally, areas that may o=
touched during communication depend on the degree
of intimacy of the communicators and the cortes:
of the communication. During sexual intercours
the panness are very intimate and all pary of Te
body may be touched. In everyday social irteraction
between work colleagues there is not 3 high degree or
intimacy, and thus only the hands, arms and shoulden
may be touched during communication, especiaiy
when greeting or congratulating 2 person. In some
cultures, it is the norm to kiss the cheeks of the cther
person when greeting, irmespective of gender.

Cultures can be categorised according 1o whether Tey

are individualistic or collectivistic, as well as by Ter

communication style. Cultures may have high-cortex

communication styles or low-context communicatcn

styles.

¢ Individualistic cultures, such as most Western Eurc-
pean cultures, stress individual goals and achieve-
ments. These cultures tend to promote competiton,
and they place great value on achievement.

¢ Collectivistic cultures, such as are found in Arca.
stress group activities and group achievements. These
place great value on cooperation and group cobesicor.

¢ Cultures characterised by a high-context communica-
tion style tend to be indirect or overly polite in com-
munication, having a great concern for percegtions
and leaving much to be gleaned from the cortex
and circumstances of the communication, which
means that the other person in the communcaton
needs to have a degree of insight into the context anc
circumstances of the communication in order m be
able to fully understand the communication. Mam
Eastern as well as African cultures have a high-cortext
communication style, and it can be difficult for »
individual from a different cultural background 1o work
out the full meaning of the communication unless sme
has been spent in developing the necessary insignt ™
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be able to communicate effectively. In African cultures,
much communication is implied and the listener must
pick this up from the context. Much is left unsaid or
is conveyed through nonverbal means, or by riddles
and euphemisms, which the listener must understand
in order to grasp the full drift of the communication.
For example, in the African context the expression
‘izindaba zocansi’ is a term used to cover a multitude
of issues related to sex and sexuality.

¢ Incontrast, low-context cultures, such as most Westem
European cultures, have a direct communication style
and are much more explicit verbally. The listener will
know exactly what is meant, but the style is not always
comfortable and can be perceived as rude, especially
by someone from a high-context culture,

Essential health information

Itis especially important to consider the patient’s heritage,

education level and language skills when planning

patient education. The assistance of an interpreter may be

appropriate. The unfamiliar hospital environment may be

threatening when language barriers make it difficult to ask

questions. Nurses should:

 provide information on indications, contraindications,
potential benefits and adverse effects of alternative
therapies in relation to the present diagnosis

Suggested achivities for learners

advise the patient about herb-drug interactions

advise the patient to seek help regarding exploration

of therapies that are suitable to them

* advise the patient to keep a log of any adverse reactions
and report these to the healthcare practitioner

¢ when using oils on the patient, advise the family to be
cautious of the risk for toxicity or skin irritation

¢ enquire into allergies when using biologically based
therapies

¢ advise the patient to consult safe and competent

practitioners.

Conclusion

The Nursing and Midwifery Council (NMC) in the United
Kingdom states that ‘nurses must practise in a fair and an
anti-discriminatory way, acknowledging the difierences
in beliefs and practices of individuals or groups’ (NMC,
2002). The culture of the patient must be taken into

_ consideration when planning nursing care, Alternative

and complementary therapies that will be beneficial for
the care of the patient should be assessed. Itis not possible
for nurses to undertake an in-depth study of every culture
that they encounter. Certain key aspects, however, are
important in healthcare, and these should be assessed as
part of a routine nursing assessment.

Activity 2.1

A male patient is admitted in your unit and the family request to mossage him with a body lotion of mixed
medicinal herbs which they obtained from o trodifional healer. They believe thot the lotion will heal the patient of

the condition he is suffering from.

They have been instructed 1o put the lotion all over the body and that the patient should not have a bath for
3 doys in order for the medicine to work effectively. The family asks you to allow them to put the lotion on the
patient and follow the instructions. Debote the following issues:

1. How would you proceed?

2. How does this enhance or inhibit the achievement of the specific outcomes outlined in this Chapter?

Activity 2.2

A patient in your unit is confused and refuses oxygen therapy, saying it is disturbing him as he would like to
communicate with his ancestors. He is desaturating and becomes violent when you Iry to put the face mask on
him. He then requests you to give him space to discuss the treatment [oxygen therapy) you want to give him with
his greatgrandmother, who is already dead. Debate how you would proceed in this situotion.

Activity 2.3

A femole potient admitied in your unit with chronic back pain has been scheduled for o spinal operation. Following
ovisiﬁ'omuloﬁvesshoroquualobodsdwgod&unhhuphlbmndnhca%ﬁmow,mdh
fomily has organised an intercessory prayer for her. Explain how you would proceed to deal with this patient.



govionmental  hygiene  also  influences  health,  and
many discases, such as asthma and other upper respira.
ooy problems, can be directly related to pollution and
w lessthansideal environmental conditions. The need
10 maintain optimal environmental hygiene can also be
considered a human need.

Need for comfort and rest

The word ‘comtort’ refers to a sense of case and well-
being. Physical comiont means not only the absence of
pz-uw.\lsoinduh

« the position of the body

the temperature of the environment

the absence of hunger or thirst

the absence of annoying distractions and stressful
happenings.

Rest is closely tied to comfort and refers to a state of
physical inactivity, repose and relaxation. Sleeping and
waking, as well as factors that might induce restlessness,
must be taken into account. Physical and emotional
stress may interfere with an individual’s ability to rest.
Rest and sleep are essential for normal physical and

psychological functioning in order to replenish energy
and repair tissues.

Need for safety

The need for safety is multidimensional and includes the

following:

* Physical safety. In this instance, the need for safety
means the avoidance of physical injury and damage to
the body. The individual’s level of consciousness and
awareness, as well as their level of physical fitness and
agility, are relevant to this need.

+ Psychological safety. This pertains to the feeling of
being secure and of knowing what to expect from the
people around you, as well as being able to cope with
events, It means that individuals understand what is
happening and trust that their best interests will be

safeguarded.

Need for security

Security is based on physical safety, which means adequate

food and shelter, as well as freedom from physical harm.

Security is all-encompassing and it is a broader concept

than physical safety. It relates to:

* a state of comfort within one's environment, and it
means that individuals are assured of the means with
which to support themselves in society, It implies
that an individual is comfortable with their role and
satisfied with their position in society.

* protection under the law and from violation of one's
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fundamental human rights. There is obedience to the
law and respect for the worth of human dignity in the
soclety and in healthcare facilities in particular,

¢ free access 1o health facilities and services.

Neod for sensation and perception

Nomal human functioning includes the ability to
perceive the environment and respond appropriately to
it. Sensation and perception require the ability to see,
hear, feel, smell and taste, as well as cognitive abilities
that enable an individual to interpret information and to
respond appropriately.

Need for sexvality

In the physical context, sexual or reproductive needs refer
to those actions or processes that are necessary for the
reproduction of the species. These include copulation,
conception, gestation and parturition. Sexuality needs
are assessed throughout the lifespan, from infancy to
older adulthood, as these needs relate to a stage in life.
Sexuality is influenced by a variety of factors, such as
age, sociocultural background, ethics, self-concept and
physical fitness.

Sexuality is more than a physical need because of the
psychological and cultural dimensions which must be
taken into account when dealing with patients. The socio-
cultural aspects of sexuality for females include:
¢  menstruation
® pregnancy
¢ abortion
* contraception.

Assessment  regarding  sexuality needs should take
cognisance of the fact that sexual dysfunction (challenges
regarding the desire or actual performance of sexual
activity) may be as a result of illness, disability, drugs,
stress, or other physiological changes like menopause.
Nurses must also be aware of patients’ need for information
about sexual activity and ways in which sexual activity
is altered according to the health status of the patient.
Comprehensive history taking on the first visit to a health
facility regarding sexuality should include:

* a history of sexually transmitted diseases (STD)

* sexual activity or practice

* sexual orientation

o sexual dysfunction,

Psychosocial needs

Psychosoclal needs refer to a variety of cognitive, emotional
and Interpersonal factors that enable individuals to adapt
to the environment, form relationships with others, and
function successfully within a community.
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Need for cognition

The word cognition comes from Latin cognoscere, 1o
know. In order for an individual to function adequately
in relation to the environment, other Individuals and
the community, effective thought processes must be
developed. Effective thought processes include odentation
1o the environment and the people in the environment,
as well as problem-solving skills and the ability to form
concepts and organise thoughts in a logical manner,
Memory and the ability to understand and learn are also

necessary for adequate cognition,

Need for adaptation

In order to be able to deal with stress and life events
eifectively, individuals must develop a variety of
conscious coping skills. Coping behaviours involve the
use of problem-solving techniques and relaxation, as
well as the avoidance of stressful situations. Healthy
coping implies adaptability and the capacity to deal
with change rationally and appropriately. Less healthy
coping mechanisms include aggression, withdrawal and
substance abuse.

Unconscious coping behaviours include defence
mechanisms such as denial, projection, repression and
regression. Coping skills are more difficult to assess in
children, but children who are able to make their needs
known and who are confident of having these needs
met are coping effectively. Severe stress in a child may
bring out primitive defence mechanisms such as temper
tantrums, withdrawal and regression.

Need for self-esteem and self-concept
Self-esteem implies that one has confidence in one's
abilities. Adequate self-esteem requires acceptance of
the self and feeling good about the self. This includes
acceptance of bodily appearance and characteristics.
Good bonding in an infant is a prerequisite for the
development of self-esteem. A child with good self-esteem
will show confidence and be outgoing. Adequate role
perdormance is related to self-esteem needs, as every indi-
vidual has a need to fulfil their various life roles effectively.

Self-concept relates to how one feels or thinks
about oneself. The components of self-concept include
identification, body image, role performance and self-
esteemn, A healthy self-concept requires acceptance of
one’s personality traits, as well as a realistic perception
and acknowledgement of one’s faults,

Self-confidence is based on a healthy self-concept and
seli-esteem which are the basis of sound interpersonal
relationships and mental health,

Nood for autonomy

Autonomy Implies  independence, control  and  the
competent management of the cognitive, perceptual
and behavioural processes of an individual, within
socletal definitions of ‘normality” or ‘mental health’, and
conlorming to accepted social norms,

Autonomy also includes the facility of choice, or the
ability to make an informed decision between several
alternatives, based on personal beliefs and preferences,
The ability o exercise choice also implies the right to
have those choices respected,

Need for relatedness

Humans are social beings and need the esteern and

cooperation of their fellow human beings. We also have a

need to form close associations with others, as the fullest

expression of the personality is attained within reciprocal
human relationships. Different types of relationships
are characterised by different degrees of self-disclosure.

Close, intimate relationships demonstrate mutual trust

and support, as well as mutual esteem building. These

relationships include the following:

* The nurse-patient relationship. This is a special
type of relationship in that it is intimate and caring
without being too close. The nurse knows and cares
for their patients, but does not become emotionally
involved with them. Nurse-patient relationships are
also characterised by empathy and a ‘disinterested’
concern for the patient’s best interests.

* Fomily relationships. Usually influenced by one’s role
in the family, eg father, mother, daughter, son, etc. The
presence or lack of family support is also crucial for
dealing with illness.

* Significant other relationships. Characterised by
emotional ties with one another or other factors.

Need for stimulation

Curiosity is one of the most striking features of human
nature. People have an innate need to explore, to develop
their potential, to respond to challenges and to achieve.
Stimulation is essential for the development of human
potential. The environment, education and interaction
with other people are all crucial for development.
Stimulation also includes the need for leisure time
activities, during which individuals express themselves in
an informal and pleasurable way. Meaningful work, on
the other hand, is an important source of stimulation as it
enhances self-esteem,

Need for communication
Communication with others is a natural human activity
that Is essential for survival and for the formation of



meaningful relationships. Communication is the process
of giving and receiving information, and of attaching
meaning to information and making use of that meaning.
It is a major factor in determining the relationships that
people have with others and what happens to them in
the world.

Table 3.1 Summary of bio-psychosocial needs
Physical |

| Psychosocial | Spiritual

| needs needs

Oxygen Cognition Meaning-
fulness

Circulotion Adaptation Religious
expression

Fluids ond Self-esteem and

electrolytes self-concept

Nutrition Avtonomy

Elimination Relatedness

Temperoture Stimulation

regulotion

Skin integrity Communication

Mobility and

exercise

Hygiene

Comlort ond

rest

Sofety

Security

Sensation ond

perception

Sexuolity

Need for meaningfulness (existentialism)
Meaningfulness implies the need for meaning and
purpose in an individual’s life in order to cope with life’s
challenges, for example illness or even death. Finding
meaning in life requires the development of a personal
philosophy and ideology to facilitate the process of
finding meaning,

Grieving is an essential part of finding meaning in
pain, suffering and death. Both patient and family may
need to grieve in order to accept and work through the
diagnosis of illness or the death of a loved one.
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Meaning in life is frequently connected 10 swif-esteenm
and relatedness, as many people find meaning and self.
expression in their relationships with others, and with 4
higher or divine power,

Spiritual needs

Human nature has a spiritual dimension, wheh
encompasses the need 1o find meaning in lde ard 2
relationship with a higher or divine power. Human
spirituality also means defining life values and belef
systems, and relating to the self and 10 others within
the framework of those life values and belief systems or
philosophies.

Spiritual needs are dynamic as they change with time
and circumstances, for example life events such 25 the
illness or death of a loved one.

The terms spirituality and religion are often used syno-
nymously, although the two are not necessarily the same.
Spirituality is a broader concept than religion. However,
most religious people are spiritual as well. The spiritual
needs of the patient include the need for meaningiulness
(existentialism) and the need for the expression of religion.

Holistic care in nursing includes giving spiritual care,
which includes reason, reflection, religion, relationships
and restoration. Assessments of patients on admission
should include a comprehensive history taking regarding
the patient’s religious beliefs with regard to health and
illness. This is to ensure that these beliefs and practices are
taken into consideration when planning nursing care, as
well as their impact on medical treatment and procedures.

Very often, nurses will only ask about religious
affiliation and not delve into the specific health beliefs or
practices that may impact on healthcare.

Meeting the spiritual needs of the patient

Principles of spiritual core

Some principles include:

« recognition and acceptance of the spiritual dimension
of human beings (seli-awareness)

¢ comprehensive assessment 10 determine the patent's
spiritual and religious needs

¢ good communication; the need 10 listen n an
authentic manner

« empathy and the ability to accept what the patient says

* sympathy 1o enhance a trusting relationship 10 allow
the patient to feel safe

¢ use of judicious seli-disclosure

o referral 10 professionals more qualited n sparitual
care, eg a hospital chaplain or the religious leader of
the patient.
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Need for religious expression

For most human beings, spiritual needs are fulfilled within
an organised system of belief and worship, whether
formal oc informal, The religious beliefs and practices of
an individual form an important part of that Individual’s
life, particularly in relation to beliefs and practices about
birth, death, health and illness. Religious practices and
ritvals play an important part in enabling individuals to
weather life’s crises, including il health,

Regarding praying with the patient, the nurse should
make sure that this practice is not in conflict with the
policies of the institution. French and Naraynasmy caution
that ethical issues arise when praying with patients, and
advise that informed consent should be obtained from the
patient first. Poole and Cook maintain that praylng with a
patient may constitute breach of professional boundarles,

In a multicultural society such as South Africa, nurses
need to be familiar with the major religlous practices
common among the population. All cultural and religious
affiliations are recognised in the Constitution.

Religious beliefs and practices regarding
health

There is growing evidence in literature that there is a
connection between spirituality, religion and health.
Research indicates that religion strengthens people’s
ability to cope with life-threatening discase, Some of
the major religions’ beliefs and practices, and the implica-
tions of these for health and nursing, are summarised in
Table 3.2

Integrative healthcare
This approach to health includes the use of complementary
and alternative healthcare practices, and may sometimes
include conventional medicine, albeit for a brief period.
The central belief of this modality of healthcare Is that the
human body has the capacity to heal itself. As a result,
healthcare is geared towards changes in lifestyle and
involves the use of natural and manual healing therapies.
Complementary and alternative therapies include
acupuncture, chiropractic practice, herbal medicine,
homeopathy, osteopathy, aromatherapy and hypnotherapy.
African traditional medicine is also regarded as a comple-
mentary and alternative therapy.

The traditional health practitioner

According to the World Health Organization, traditional
practitioners are those who are recognised by thelr
communities as being capable and competent to provide
healthcare services, using methods which are cultural,
traditional, spiritual, and religious,

Trachitional medicine s widely vsod I many s of
Afrbea, Includiog Sl Afelea There 1 a bwliod tha
conventional medicine may oot provicde all the s
roptanelngg 1 boalth, South Afriea is o e almiral s oty
and many  coltual grougs use tradilonal - oeedic ine
alongstde conventional Westecn imedie ne

Muslin people and adborents of Hindaisim often
approach traditional healers. I South Afriea, Baitiona
health  practitioners  are  rocognised  and  rogilatesd
under the Traditlonal Flealth Practitonms Aot 22 o
2007, Traditlonal health practitones o lude divines,
traditlonal doctors, spletual healors, taditional surggeom
andd tradditional bl attendants,

Diviners, DIviners are traditlonal health practitioness whe
often dlagnose 1 health by means of casting a specilic se
of bones on the floor, This Is thelt way of communicaling
with the ancestors 1o guldhe them thiotgh the patient
practitioner Intetface, The bones provide Information s
messages which are Interpreted o facllltate o diagnosis,
or an explanation to an Individuals problem, The divinen
are hollstic practitloners who not anly attend 1o pliysical
problems but adopt a more psychosoclal perspective,
Prescription for treatment Is by means of herbs and very
often the perdformance of some rituals,

Traditional doctor, Inyanga, herballst, Traditional
doctors use medicinal herbs In the treatment of patients.,
They usually acquire the skills through an apprenticeship
system, where they are taught by an expert, They provide
preventive, promotive and curative healthcare,

Spirtual healers, They are often referred to as ‘falth-based
healers’, because they use religlon, especially Christianity,
as the medium for the healing. Spiritual healers use verses
from the Bible as the foundation for diagnosls and healing.
They also use holy water, ash and colourful ropes to cadt
out evil spirits, Healing baths are often used 10 cleanse

the body.

Traditional surgeons. A traditional surgeon is one who
performs clrcumeision as part of a4 cultural Initiation
process, This practice Is very common among Xhow
people In South Africa and the vhaVenda people
In the Limpopo province, Other ethnic groups alw
participate in this traditional practice In the urtban ares
of Gauteng. These groups include the Nedebele, Basotho
and Zulu people. Other ethnic groups mostly opt fof
the conventional hospital-based clicumelsion, (See alw
Chapter 2 on cultural diversity In healthcare.)
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Religion | Health-related beliefs and proctices Implications for health and nursing
and handling of the situation

Abcon . [oﬁaprﬂ i prohibited ¢ Do not give the patiant any lood with pork,
w o Alcohohe beveroges ore lortbidden including procasied ment
wiCC o Drink speciol tea or coltee supplied by the ¢ Allow tima for the priast 1o vian, pray with
church outlets the patent and 15 anciet with holy water
o Priest may anoint the patient with holy o Patient may request aarly dischargs in
water order 16 consult with the choureh aldars lor
major decisions ke consent for oparation
Baadham o Accepts modern medicol science . refuse madication in arder 1o protect
my from the effects of chemwcals
Noaduiam * Eoting meat involves harming o living ¢ Engoge with the hospital distician '
crootre provide o vegetarion diet
o Cremation is the most common form of
body disposal
iom o Eoting pork or pork-derivative medication ¢ Connot ect until the sun hos set during the
ismibibd month of Remadan
* No olcohol is ollowed * May refuse medication if it is porcine
* Rituol cleonsing before eating and proyer derived
is proctised ¢ Some female patients prefer female
o Fosting during doytime during the month of  heolthcore sionals
Romadon ¢ Food should be Haoloal only
OUmFoiﬁ\hooﬁg.Madinggrouppfoyon * Family to be consulted if o delay to the
o Alter the deoth of a patient, o fomily reloase of the body is onticipated [in

member moy wish 1o wash the body ond cases where there is o need for o post
position the bed 1o foce Mecco; the heod mortem) so that the fomily con make other
should rest on o pillow orrangomonts

* Burial usually lokes ploce as soon as
possible within 24 hours

Judoism * Believes in the sanctity of life o Visitation from the rabbi is port of support
o Observance of the doy of Sabboth during illness
* May refuse treatment on the Sabboth doy
* Llife support is discouroged
* Food should be kosher only
o After postmortem, oll body parts 1o be
returned for buriol
Cheistions o Accepts modern medical science o Allow time for prayer by fomily, friends
(Cotholicsond  * Use prayer ond foith heali ond
Protestonts) o Visits from clergy may incl * Are in fovour of organ donation
communion (Socroment of the Sick) ¢ Provide the requested diet unless contro-
o Patients may reques! ‘non-meat’ diets indicated
during Lent (the 40 doys belore and during  * Allow patient 1o keep, but may have to
the Easter period) remove when patient goes for X-tays or
* Patient may wont 1o keep a religious object surgery
such as o rosary with @ crucifix
Jehovoh's  # Blood in any lorm is not accepled » Will not occept any blood transfusion,
Witness  * Mv&oxpondmouoccop‘oblﬂl oveon in a lifothreotening sitvation
~ they ore not derived from blood * The health condition of the patient may
; " deteriorate with fotal consequences
il <
Seventh-Doy  * Fasting is proctised ¢ Provide ian diet
Advenkist |+ Vogelaron diet s encouroged * Moot diet should exclude pork
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Traditional birth attendants. A traditional birth attendant
is a health practitioner who assists a mother during
childbirth and has acquired skills through delivering
babies or through apprenticeship.  Traditional  birth
attendants (TBAS) typically also provide care during
pregnancy, childbirth, and the post-partum period, They
render this service to women in their community and are
often paid in kind. In developing countries, traditional
birth attendants play a significant role in areas where
midwives and doctors are scarce.

Lane and Garod (2016) add that TBAs act as cultural
brokers between Western and traditional practices in
childbearing and provide women with continuity of care
from a known carer. TBAs in South Africa are recognised

legally in the Traditional Health Practitioners Act 22 ¢
2007, They work in collaboration with the health syster,
as per the guidelines of the World Health Organization.

Conclusion

In this Chapter, the bio-psychosocial needs presented
correspond to Maslow's needs for survival and provides
the foundations for nursing diagnosis and basic nursing.
The Chapter forms the basis for the content of the Chapter;
to follow, where needs including those relating to safer,.
hygiene and grooming; nutrition; elimination; homeostasis
modality; exercise; and temperature regulation are dea:
with. Other needs are covered in Chapters dealing wis
the respective relevant systems of the body.

Suggested activities for learners

Activity 3.1

A boby is admitied to your ward. On history taking you find that its parents are Jehovah’s Witnesses. The mediccl
diagnosis is such that the baby needs urgent corrective cbdominal surgery. The parents, bound by their religion,
will not give consent for surgery and possible blood transfusion.

In o discussion with colleagues, state how you ore going to manage this problem, taking into consideration:

e the theorists’ stipulations

ethical and legal implications

* patients’ rights

* the patient’s and the fomily’s spiritual needs
o the role of the nurse.

Activity 3.2

A devout Muslim patient dies in your care, A postmortem has fo be done, and this can only be done after a
24-hour period. Describe how you will manage this situation.
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positive the reinforcement is, the more likely a behavior is
to be learned and retained.

B. F. Skinner (1904-1990) believed that organisms leam
as they respond to or “operate on” their environment. His
research led to the concept of operant conditioning, the basic
premise of which is that rewarded or reinforced behav-
ior will be repeated, whereas behavior that is punished
will be suppressed. Most of his work was with laboratory
animals.

Social Learning Theories

Social learning theory is based on the principle that indi-
viduals learn by observing and thinking about the behav-
ior of the self and others and can be seen as spanning both
behaviorist and cognitive leaming theories.

Bandura

In contrast to Skinner's operant conditioning, Albert
Bandura, a foremost social learning theorist, believes
that learning occurs through imitation and practice
and requires more awareness, self-motivation, and self-
regulation of the individual. In Bandura's social leaming
theory, the individual actively interacts with the environ-
ment to learn new skills and behaviors. Social leaming
theorists contend that this process may not always lead
to change in the individual’s behavior; in contrast, behav-
iorist theory says that leaming will result in a permanent
change in behavior.

Vygotsky (1896-1934)
Lev Vygotsky, referred to as a social constructivist, explored
the concept of cognitive development within a social, his-
torical, and cultural context, arguing that adults guide chil-
dren to leam and that development depends on the use of
language, play, and extensive social interaction. These ideas
alsompponthebemﬁtoladnﬂlsochllomnhgoppoﬂunl—
ties via group interaction and observation.

ported social learning and reinforcement through work.
group discussion, and other means of interaction.

Ecologic Systems Theory

Urie Bronfenbrenner (1917-2005) @ the ecologic
systems theory of development. He viewed the child as
interacting with the environment at different levels, or sys-
tems. Bronfenbrenner believed each child brings a unique
set of genes—and specific attributes such as age, gender,
health, and other characteristics—to his or her interactions
with the environment.

The ecologic systems theory has five levels or systems.
The microsystem includes close the child has
on a daily basis (e.g., home, school, friends). The mesosys-
tem level includes relationships of microsystems with one
another (e.g., the relationship between family and school).
The exos includes those settings that may influence
the child but with which the child does not have daily
contact (e.g., parent’s job, local school board). The macro-
system level includes the actions, attitudes, and beliefs of

the child’s culture and society. Finally, the chronosystem
involves the time period in which the child is growing up
and its influence on views of health and illness.

Theories of Moral Development

Moral development, a complex process that is not fully
understood, involves leaming what ought to be and what
ought not to be done. It is more than imprinting parents’
rules and virtues or values on children. The term moral
means “relating to right and wrong.” The terms morality,
moral behavior, and moral development need to be distin-
guished from each other. Morality refers to the require-
ments necessary for individuals to live together in society;
moral behavior is the way an individual perceives those
requirements and responds to them; moral development
is the pattern of change in moral behavior with age (see

Chapter 4 o).

Kohlberg (1927-1987)
Lawrence Kohlberg'’s (1984) theory specifically addresses
moral development in children and adults. The morality
of an individual's decision was not Kohlberg’s concem;
rather, he focused on the reasons an individual makes
a decision. According to Kohlberg, moral development
progresses through three levels and six stages. Levels and
stages are not always linked to a certain developmental
stage or age because some individuals progress to a higher
level of moral development than others.

At Kohlberg’s first level, called the premoral or pre-
conventional level, children are responsive to cultural rules
and labels of good and bad, right and wrong. However,
children interpret these in terms of the physical conse-

of their actions, that is, punishment or reward.
At the second level, the conventional level, the individual is
concerned about maintaining the expectations of the fam-
ily, group, or nation and sees this as right. The empha-
sis at this level is conformity and loyalty to one’s own
expectations as well as society’s. Level three is called the
postconventional, autonomous, or principled level. At this
level, individuals make an effort to define valid values
and principles without regard to outside authority or to
the expectations of others (Table 23.5).

Gilligan (1936-Present)
After more than 10 years of research with femalke partici-
pants, Carol Gilligan reported that women often consider
the dilemmas Kohlberg used in his research to be irrel-
evant. Women scored consistently lower on Kohlberg’s
scale of moral development despite the fact that they
moral dilemmas with considerable sophistica-
tion. Gilligan believes that most frameworks for research
in moral development do not include the concepts of car-
ing and responsibility.

Gilligan (1982) contends that moral development
proceeds through three levels and two transitions, with
each level representing a more complex understanding
of the relationship of self and others and each transition
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| CONCEPT MAP
Overview of Growth and Development Theories and Theorists

)

A e

resulting in a crucial reevaluation of the conflict between
selfishness and responsibility:

* Stage 1: caring for oneself. In this first stage of develop-

begin to realize a need for relationships and connec-
tions with other people.
* Stage 2: caring for others. During this stage, individuals

ment, individuals are concemed only with caring for
the self. They feel isolated, alone, and unconnected to
others. There is no concern or conflict with the needs of
others because the self is the most important, The focus
of this stage is survival. The transition of this stage
occurs when individuals begin to view this approach
as selfish and move toward responsibility. Individuals

recognize the selfishness of earlier behavior and begin
to understand the need for caring relationships with
others. Caring relationships bring with them respon-
sibility. The definition of responsibility includes self-
sacrifice, where "good” is considered to be “caring for
others.” Individuals now approach relationships with
a focus of not hurting others. This approach causes
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1.1 <1 3 Kohlberg's Stages of Moral Development
Level Stage
1. Preconventional 1. Punishment and Obedience
Egocentric Point of View Actions are judged in torms of physical CONSeqUONCoS.

Individusis begin fo undarstand the nJes of right and wrong.
2. Individual Instrumental Purpose and Exchange
Indwviduals engage in sctions that ame right to meet their needs.
Indwiduals separste their own nterests Form the intersst of
suthontios.

3. Mutual Interpersonal Expoctations, Relationships, and
Indviduals are in melatonships with others. Indwduals pay atten-

tion 1o the fealings of others. Indvidusis put themselves n the
other porson's shoos.

Il. Conventional
Indviduals am concemed about others and thair foalngs.

Social Perspective 4. Social Systom and Conscience Maintonance
Indvidusis are doing their duty to sociaty. Individuals fullil the dutes assigned by authorty igures, thus ful-
fillng obigations set forth by socety's laws.
1il. Postconventional 5. Prior Rights and Social Contract

Incividusis uphold the basic rights, values, and legal contracts of Indivichuals have an obligation to cboy the law. There is a comme-

the socioty. mant 1o famiy and work cbilgatons. Indvidusls have & responsi-
biity to consider the moral and legal pont of view in ascertaining
what will provide the graatest good for the greatest number.
Universal Focus 6. Universal Ethical Principle
Inchiciusls foliow what s rght in accordence with athoal prinoplea.
A3 orn Fasys O WRry Dangprnart WX 1 TN FRicecpny of Mosy L 1O, by b 2 Man CA Harpxe & Fom

s

EVIDENCE-BASED PRACTICE

Evidence-Based Practice

How Does Socioeconomic Status Affect an Infant’s Birth mesearch colected concluded that decreased education, lower-
Campbeil and Seabrook (2016) revewed health-related research yided adverse birth outcomes.

10 ascortain tha effects of low sociooconomic status on adverso Implicati

tor of sociceconomic status was educaton. The lack of education
resulted in adverse infant heatth outcomes. The infants of college
educated women waighed 128 g more than those of women

Pubic heatth and rmaternal child nurses must pay attention fo the
socioaconomic status of families under thor care. The nurse must
provide thorough clont education, paying attontion 10 primary
p“m‘ l.

with & high school education. Low socioeconomic background
s contributod 10 poor niant health outcomea. Tho overview of

individuals to be more responsive and submissive to
others’ needs, excluding any thoughts of meeting their
own needs. A transition from goodness to truth occurs
when individuals recognize that this approach can
cause difficulties with relationships because of the lack
of balance between caring for the self and caring for
others. Individuals make decisions based on personal
intentions and the consequences of actions rather than
on how they think others will react.

Stage 3: caring for self and others. During this last
stage, individuals see the need for a balance between
caring for others and caring for the self. The concept of
responsibility now includes responsibility for the self
and for other people. Care remains the focus on which
decisions are made. However, individuals recognize
the interconnections between the self and others and
realize that if their own needs are not met, other people
may also suffer.

Gilligan (1982) believes that because women often
see morality in the integrity of relationships and caring,
the moral problems they encounter are different from
those of men. Men tend to consider what is right to be
what is just, whereas for women, taking responsibility
for others as a self-chosen decision is what is right
(p. 140). The ethic of justice, or fairness, is based on the
idea of equality: Everyone should receive the same treat-
ment. This is the development path usually followed by
men and widely accepted by moral theorists. By con-
trast, the ethic of care is based on the premise of non-
violence: No one should be harmed. This is the path
typically followed by women but given little attention
in the literature of moral theory.

In the development of maturity, according to
CGilligan (1982), both viewpoints blend “in the realization
that just as inequality adversely affects both perspectives
in an unequal relationship, so too violence is destructive



for everyone involved™ (p. 174). The blending of these two
perspectives can give rise to a new view of human devel-
opment and a better understanding of human relations.

Theories of Spiritual Development

The spiritual component of growth and development
refers to individuals” understanding of their relationship
with the universe and their ptions about the direc-
tion and meaning of life. Spirituality and faith are dis-
tinctly different from religious beliefs, but religion may
allow for their expression.

Fowler
James Fowler describes the d t of faith as a force
that gives meaning to an individual’s life. He uses the
term faith as a form of knowing, a way of being in relation
to “an ultimate environment.” To Fowler, “faith is a rela-
tional phenomenon; it is an active ‘'mode-of-being-in-rela-
tion’ to another or others in which we invest commitment,
belief, love, risk and hope” (Fowler & Keen, 1985, p. 18).
Fowler's theory and developmental stages were
influenced by the work of Piaget, and Erikson.
Fowler believes that the development of faith is an inter-
active process between the individual and the environ-
ment (Fowler, Streib, & Keller, 2004). In each of Fowler’s
stages, new patterns of thought, values, and beliefs are
added to those already held by the individual; therefore,
the stages must follow in sequence. Faith stages, accord-
ing to Fowler, are separate from the cognitive stages of
Piaget: They evolve from a combination of knowledge and
values. Stage 0 occurs from the age of 0 to 3. There is a
formulation of concepts about self and the environment.
The intuitive project stage occurs from the ages of 4 0 6.
Children in this stage have a combination of images and
beliefs. Children are introduced to images and beliefs from
trusted individuals. They also utilize their own imagina-
tion and experiences in their spiritual development. The
mythic-literal stage ranges from age 7 to 12 and encom-
passes symbols, stories, and myths that possess spiritual
meaning. The synthetic-conventional stage begins with
adolescence. The environment is structured by the expec-
tations and judgment of others. After the age of 18, adults
build their own spiritual systems. This is known as the
individuating-reflexive stage. The paradoxical-consolida-
tive phase occurs after 30 years of age with the awareness
of truth from many different viewpoints. The last phase is
universalizing. Individuals may not ever reach this stage
In this stage, individuals express the principles of love and
justice in their lives (Fowler & Keen, 1985).

Westerhoff

Westerhoff (2012) describes faith as a way of being and
behaving that evolves from an experienced faith guided
by parents and others during an individual’s infancy
and childhood to an owned faith that is internalized in
adulthood and serves as a directive for personal action.
The first stage is experienced faith. Infants through early
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adolescents interact with others in learning faith tradi-
tions. Affiliative faith occurs in late adolescence. At this
stage, there is active participation in faith-based traditions.
Teens feel a sense of belonging to their faith. In young
adulthood, individuals begin the stage of searching faith.
Young adults may doubt or question their faith. The stage
of owned faith occurs in middle adulthood to old age. In
this stage, faith becomes very personal, and individuals
stand up for what they believe. For the client who is ill,
faith—whether in a higher authority (e.g., God, Allah,
Jehovah), in the client’s own self, in the healthcare team,
or in a combination of all—provides strength and trust,

Applying Growth
and Development Concepts

to Nursing Practice

Different theories explain one or more aspects of an indi-
vidual’s growth and development. Typically, theorists
examine only one area of an individual’s development,
such as the cognitive, moral, or physical aspects. The area
chosen for examination usually reflects the researcher’s
academic discipline and personal interest. Theorists
may also limit the population that is studied to a par-
ticular part of the lifespan, such as infancy, childhood,
or adulthood.

Although such theories can be useful, they have
limitations. First, the theory chosen may explain only
one aspect of the growth and development process. Yet
an individual does not develop in fragmented sections
but rather as a whole human being. Thus, the nurse may
find it necessary to apply several theories for an ade-
quate understanding of the growth and development of
a client.

Another limitation of some theories is the suggestion
that certain tasks are performed at a specific age. In most
cases, the child or adult does accomplish the task at the
time specified by the guidelines. In other cases, however,
nurses may find that an individual does not accomplish
the task or meet the milestone at the exact time suggested
by the theory. Such individual differences are not easi(?'
defined or categorized by a single theory. Human devel-
opment is a complex synthesis of biophysical, cognitive,
psychologic, moral, and spiritual development. Nurses
should expect individual variations and take these into
consideration when applying theories about growth
and development. In so doing, they will be better able
to understand a client’s development and plan effective
nursing interventions.

In nursing, developmental theories can be useful in
guiding assessment, explaining behavior, and providing
a direction for nursing interventions. An understanding of
a child’s intellectual ability helps a nurse to anticipate and
explain certain reactions, , and needs. Nurses
can then encourage client behavior that is appropriate for

that particular developmental stage.
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(CONCEPT VAP J

Overview of Growth and Development Moral and Spiritual Theories and Theorists

Growt ana Deveiopmant

Moral and Spirtual Theores

Theories are also useful in planning a nursing inter-
vention. For instance, choosing the appropriate toy for a
3-year-old child requires some knowledge of the physical
and cognitive development of the child, as well as a sen-
sitivity for individual preferences.

In adult care, knowledge about the physical, cogni-
tive, and psychologic aspects of the aging process is a

fundamental aspect of administering sensitive nursing
care. For example, nurses can use their familiarity with
the theories of development to help clients understand
and anticipate the psychosocial changes that take place
after retirement or the physical limitations that come with

aging.



LEARNING OUTCOMES

After completing this chapter, you will be able to:

1. Describe the interconnection of spirituality and raligion
concepts as thay relate to health and spiritually sensitive nurs-
ing care.

2. Compare and contrast spintua neads, spirtual disruption, and
spiritual heakth,

3. Appreciate spiritual development by describing spiritua davel-
opmantal issuas of childnood and aging in particular.

4. Dascribe mathods to assess the spiritual and religious pref-
erences, strengths, concems, or distress of clients and plan
appropriate nursing care,

Spirituality m

6. Describe nursing care and therapautics 10 support raligiosity
and promote clients' spiritual haaith,

6. Recogrize the mportance of providing ethical spiritual care.

7. Describe the influence of spirituadl and religious beliefs and
practices that can have an impact on a client's healthcare:

8. Describe strategies that can Increase a nurse's own spiritual
BWareness.

KEY TERMS

agnostic, 1045 prayer, 1058 spirtual disrupion, 1045 spintual weliness or wel-being,
atheist, 1048 presencing, 1053 spirtual health, 1049 1049

holy daye, 1058 religion, 1048 spitualty, 1047

meditation, 1059 i care, 1048 spiitual or religous coping, 1049

|ntr0ducti0n are not intangibles that can be fixed, cured, solved, or

To provide holistic care, nurses need to care for the
physical body and mind, and also need to care in ways
that are sensitive to the client's spirit (O’'Brien, 2018).
Given the mounting research evidence linking spiritual
health with physical and mental health (Jim et al,, 2015;
Koenig, 2015; Lucette, Ironson, Pargament, & Krause, 2016;
Salsman et al,, 2015), it is assumed that nursing care that
supports clients’ spiritual health will help promote other
dimensions of health. Purthermore, clients often approach
their health challenges, decisions, suffering, and so forth,
with a worldview that reflects what are typically consid-
ered spiritual or religious beliefs (Dobratz, 2016 Mollica,
Underwood, Homish, Homish, & Orom, 2016). Failure to
appredate these influential beliefs is to fail to understand
what motivates, informs, comforts, and helps a client to
cope. Indeed, spiritual beliefs and practices are frequently
found to relieve one’s s ; unfortunately, sometimes
discomforting spiritual beliefs can likewise intensify suf-
fering (Abu-Raiya, Pargament, & Krause, 2016). Whether
beliefs are comforting or rting, they are present at
the bedside, and they require recognition and sometimes
support or scrutiny.

Recognizing a client’s spirituality is like standing on
holy (O’Brien, 2018). The nurse cannot approach
care for the spirit as if it were a pressure injury or even
as if it were an emotional problem. Spiritual matters

manipulated. Rather, the nurse’s stance toward spiritu-
ally sensitive care must be one that seeks to accompany,
support, and nurture. This chapter explores how the
nurse can attend to the client who presents with a need
to relieve spiritual disruption or to enhance spiritual
health. Nurses can offer spiritually sensitive nursing
care that supports spiritual health, helps with coping
and adjustment, or assists a client to face a more peace-
ful death.

Spirituality and Related
Concepts Described

Spirituality and religion are words that are often used
interchangeably by clients and professionals alike, yet the
nursing literature typically distinguishes them as sepa-
rate concepts. That is, spirituality is generally thought to
refer to the human tendency to seek meaning and purpose
in life, inner peace and acceptance, forgiveness and har-
mony, hope, beaauty, and so forth. An intemational study
about how individuals in China, India, and the United
States perceived spirituality concdluded that it is a univer-
sal phenomenon (McClintock, Lau, & Miller, 2016). These
researchers noted that across these diverse cultures, spiri-
tuality involved the following attributes:

1047
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love, in the fabric of relationships and as a sacred real-
ity; unifying interconnectedness, as a sense of energetic
oneness with other beings in the universe; altruism, as
a commitment beyond the self with care and service;
contemplative practice, such as meditation, prayer,
yoga, or gigong; and religious and spiritual reflection
and commitment, as a life well-examined. (p. 1600
Another aspect of spirituality often recognized is the
awareness of something transcendent—a higher power,
creative force, divine being, or infinite source of energy
(Weathers, McCarthy, & Coffey, 2016). For example, an
individual may believe in God, Allah, the Great Spirit, or
a Higher Power.

In contrast, the term refigion is usually applied to
ritualistic practices and organized beliefs. Indeed, there
has been a tendency in nursing—as in psychology and
other fields—to separate these two concepts. Yet trying to
make religion an opposite of spirituality (e.g., institutional
versus personal, objective versus subjective, narrow ver-
sus broad, cerebral versus emotional, bad versus good)
is unfair to both concepts. Spirituality and religion are

“inherently intertwined” (Taylor, 2012),

According to a 2012 national survey of Americans,
about two-thirds view themselves as moderately to very
spiritual; nearly 60% self-report that they are moderately
to very religious (Hodge, 2015), Furthermore, roughly half
of those who are very spiritual also see themselves as very
religious. Just because individuals are spiritual does not
mean that they view themselves as religious—and vice
versa. Indeed, 23% of Americans are “nones” —individuals
who are not affiliated with a religion (Pew Research
Center, n.d.). Laird, Curtis, and Morgan (2017) observed
that American healthcare professionals often think of
spirituality and religion in normative ways; that is, we
often think of these through Western and Chris-
tian (especially Protestant) lenses. They urge awareness of
and openness toward diverse spiritualties and religions.

It is important to remember that some individuals do
not accept that there is an Ultimate Other or a spiritual
reality. An agnostic is an individual who doubts the exis-
tence of God or believes the existence of God has not been
proved. An atheist is one without belief in a deity. Atheists
report that they often feel discriminated against (Brewster,
Hammer, Sawyer, Eklund, & Palamar, 2016) or perceived
as angry (Meier, Fetterman, Robinson, & Lappas, 2015) by
those in our culture who experience and value spirituality
or religion. For example, atheists perceive that others view
them as immoral, not good, and needing to give up their
belicfs to avoid suffering in an afterlife (Meier et al, 2015),
Atheists, unsurprisingly, want to be respected for their
“nonbelief” and not have nurses impose their spiritual or

religious perspectives.

Spiritual Care or Spiritual Nursing Care?
Pesut and Sawatzky (2006) put forward that spiritual
care should not be prescriptive (i.c., the following of a

set guideline for intervening to resolve a client’s spiritual

problem). Instead it should be descriptive of ways nurses

can offer spiritual support. Therefore, they suggest that:
Spiritual nursing care is an intuitive, interpersonal,
altruistic, and integrative expression that is contin-
gent on the nurse’s awareness of the transcendent
dimension of life but that reflects the client’s reality.
At its foundational level, spiritual nursing care is an
expression of self . . . . Spiritual nursing care begins
from a perspective of being with the client in love
and dialogue but may emerge into therapeutically
oriented interventions that take direction from the
client’s religious or spiritual reality. (p. 23)

Although nursing terminology usually uses spiritual care, a
fow nurses use less prescriptive, and probably more appro-
priate, language such as spiritually sensitive mirsing care or
spiritual nursmg care. Regardless of , promising
findings from recent studies indicate that such care does
affect posmve client outcomes such as satisfaction with
care. Using data obtained from Asian Americans (n = 805)
recently discharged from a hospital, one study found that
this relationship between spiritual needs being met and di-
ent satisfaction was best explained by whether nurses pro-
vided spiritual care (Hodge, Sun, & Wolosin, 2014).

Spiritual Needs, Spiritual Disruption,

Spiritual Health, and Religious Coping

If one assumes that everybody has a spiritual dimension,
then it may also be assumed that all clients have spiri-
tual needs that reflect their spirituality. Such needs are
not problems to be processed, but perhaps better under-
stood as inner movements, yearnings, or experiences.
An awareness of such needs is often heightened by an
illness or other health crisis. Clients may find that their
beliefs are chall by their health situation, or may
cling to their beliefs more firmly and appreciatively. Or,
a client may have a need to express joy or gratitude, or
continue through the inwardly rewarding (yet often pain-
ful) process of spiritual transformation. Nurses need to
be sensitive to indications of the client’s spiritual needs
and respond appropriately, as discussed later. Examples
of spiritual needs are listed in Box 41.1.

Spiritual disruption or religious struggle or pain refers
to the inner chaos that can occur when an individual's
assumptions and beliefs are threatened or shattered.
A question designed to screen for spiritual pain referred to
itas “pain deep in your soul or being that is not physical”
(Delgado-Guay et al., 2016). Exline, Pargament, Grubbs,
and Yali (2014) identified the following as types of spiri-
tual or religious struggle: negative emotions related to
God, concerns about demonic forces, interpersonal con-
flicts with religious individuals or organizations, struggles
to live according to moral values, doubts about religious
beliefs, gﬁlll, and worry about not finding meaningful-
ness in life.



BOX 41.1

Spiritual Needs
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Spiritual Needs

Nlustrations

Noed for satslying meaning 1o ascribe to iiness, to He, 1o
dying, %o any koas or sericus challengo

Nood for purpose, vocation, mission

Noed for bolevable belefs, senable woridview

Guit, need 1o restore relationship
Shame, imperfection, unworthiness
Nood to worship, transcond solf

Need for pesace, composure

Nood o bo gratefud
Nood to exproas love

“Why would this happen 10 me? Having cancer is a celestial crapshoot!™
“This is 30 unfar.” “Why do bad things happen?®

“Now that | can’t work anymore, what good is it for me to keop on
Iving?" “What's there for me to do now with my oid body?*

T've been told Cod s in control and & loving, but that doesnt make
SONSO 1O Mo anymore.”

7 wonder if I'm being punished for something | did when | was younger.”
7 know | have to meot my Maker soon, 30 I'd botter got things right with
Hm.*

7 never was good enough for . . ., but now loock how sicik/deablod/
scarrod | ami™ 1 am going 1o do whatover my family wants me to do.”
T'm just using UP S0Giety’s rescurces. I'm such & burden to my family.”

7 am 80 tred/sicivbefuddied/anous, I'm beside mysolf . . . . Iwish |
coud feel God was nvolved in this situation.” *1 never get o go to church
bocause I'm sways taking care of my husband.”

T don't feol comiortabio being slone or in silence.” 1 just wsh | could
mako & all tum out tho way | want 1 10"

T know | should count my biossings; things coukd bo worse.”

7 koop my problerms 1o mysolf, bocause | don't want 1o trouble my family
any mom than necessary.” “You nurses do so much for me; | wish | coud
do nice things for you.”

“Why don't they come 10 vist anymore?® Tt just scoms ke all my prayers

bounce back to mo without being hoard.”

When caring for clients, the following may be indica-
tors or examples of signs and symptoms of spiritual dis-
ruption. The client may:

« Manifest a lack of enthusiasm for life, hopelessness,
meaninglessness, sense of emptiness, or inadequate
acceptance of self.

» Express feeling abandoned or anger toward a power
greater than self or toward a spiritual community.

» Question the credibility of spiritual or religious beliefs;
question the meaning of life, death, or suffering.

« Exhibit sudden changes in spiritual

* Roquest (or refuse) to interact with a spiritual leader.

* Have no interest in religious or spiritually nurturing
resources or experiences (Carpenito, 2017, p. 589).

No list could be complete, however, the com-

plexity and variability of individuals and their spiritual

dimensions.

Spiritual health, or spiritual wellness or well-being, is
often portrayed as the opposite of spiritual disruption.
Spiritual health is thought to not occur by chance, but by
choice. That is, spiritual health results when individuals
intentionally seek to strengthen their spiritual muscles, as
it were, through various spiritual disciplines (e.g., prayer,
meditation, service, fellowship with similar believers,
learning from a spiritual mentor, worship, study, fasting).

Spiritual or religious coping, both positive and negative,
has received considerable research attention during the past
couple of decades. It refers to the spiritual beliefs or ways of
thinking that help individuals cope with their challenges.
Numerous studies have shown that positive religious cop-
ing helps clients adapt to illness, whereas negative religious
coping is associated with maladaptation for both adoles-
cents and adults (King et al., 2017; Reynolds, Mrug, Wolfe,
Schwebel, & Wallander, 2016). For example, negative reli-
gious coping (e.g., thinking that illness is a punishment and
feeling abandoned by God) were associated with depres-
sion and poorer quality of life among survivors of stem cell

transplants (King et al,, 2017).

Spiritual Development

Theories about human development include not just theo-
ries about physical, cognitive, and moral development, but
also theories about spiritual development (Fowler, 1981).
Spiritual development results from complex interactions
between “nature and nurture” (Granqvist & Nkara, 2017).
Thus, when assessing or supporting client spirituality, it
is necessary to appreciate how spirituality and religiosity
evolve with age and life experience (see Lifespan Con-
siderations). A normal part of this development for teens
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(K12 5P VT TS TN Y Spiritual Development

CHILDREN

Aa with aduts, childron describe thor spirtual hoath snd chaliongos

through the stones thay tell and behaviors. And a3 with adults, they

can leam spiritual prnciples from stores caregivers tal. Although
thoy mary not have fully doveiopod cognitivaly, thoy can stil ask quos-
tions about sufierng and God and i there is an afterdife (Fermsll, Wit-

tenberg. Battsts, & Walker, 2016).

* As you respond, conaider tho childy cogneve snd faith dovel-
opment stages to determine age-approprate language. Does
the child think concretely and teraly sbout spintual concepts
ko God and heaven? Or doos the chid thnk mythoaly and
sbstractly? Follow the chid’s cues about how to tallkc

* Chidren's sprtuslity reflects or interacts with that of ther
authortty figurals) (0.9, parents), The spritual boliets and prac-
tices of the suthonty Sgums) wil be trusted and sdopted by the
chid. Thus, many of the cues for how 1o tak with & child wil
come from that chids paront or guardan, Gonorally, # & not
unti the teenage years and young aduthood, when children
can reascn abstractly, that they begin to independently con-
struct thor own sprituad boliofs and practcos.

ADOLESCENTS
Teens and young adults, athough kely critiquing the reigion of thar
mmumnummoﬁmumm
and spritusl coping stratogios (Teylor, Patersen, Oyedaio,
& Haase, 2015). Indeed, adolescence s a time of “forming a unique
Identity, gaining tha abilty to thnk cntically, and differentiating self
fom famiies . . - @ w0 & tmo of rak-taking, suacopttiity to poor
prm'm sseking, impuiavity, and poor future onantation™
(Taylor et al, 2015, p. 230}. Given thesa developmentsl (ssues, 2 is
important 0 sensitivoly attond 1o adciosconts’ spritual wol-boing.
dmmwmmmnmm
wdwwmm struggio was nagatvoly
correlated with adjustmant (Park & Cho, 2016). Nursing
carn that is sensitive 1o adolsscent spirtusity can include:
o Faciitatng spirftusl axprossion via tho arts (and usng ant forms
that are age approprate, such as cresting video montsges).
* Introducing spintualy supportive resources on the intemet.
MIDDLE-AGED AND OLDER ADULTS
By the time they reach middio sge, most adults realize that mato-
riaksm and socid achievernants do not meet the requirements

of the soul; therefore, ther focus shifts from self-centeredness

towards generativity— care and concern for younger genorstions

{Axchley, 2020). :

Many older adults highly value religious copng strateges such
83 prayer. Evidonco ahows sprtusl wol-Boing 10 bo dructly corre-
iated with mantsl health and less medcal iness among older aduts
({Gocrpe, Kinghorn, Koersg, Gemmon, & Blazer, 2013). It is, therefore,
mportant to addross the spintusl ssues of cider adults. Older clents
may be especialy concemed about Iving 8 purposeful e, mantan-
ing joving relstionships 10 avod social sciation, and preparing for
& Qood death. Nursing care that sttends 10 such spritual ssues
rdadellhem

* Supporting meaning-making activites (0.g., conductng a He

roviow Of rerminEcence thorapy, slowng the clont to woave

together the strands of ivad fe; encouraging the clent to
becorma dedicated to some socal, poiitical, reigous, or
artatic cause; supporting the chont 1o leave a logacy or do
an altrustic deed). Such activities provide older adults with &

sanse of purpose and assst them in making sense of the e

thay have ved,

* Allowing open dscussions sbout suffenng and dying. encour-
sging chent disciosure by asking open-ended questions, and
providing raponses that ar respecth and compassonate. Do
by Imposing postiviy, gving “pat® answers, snd otherwise mn-
mizng of svoiding thar spiritual pan.

* As sppropnate, supporting older clients 1o reframe the

“losses” of agng as “liberations,” and confinement (e.g., 1o &
bed cr room) as monasticism. Indead, older adults possess
grest wisdom and are in a sesson of e that promotes spin-
tual growth,

Older adults with demantia present spocinl crcumatances for

spiritual caregiving. Nurses can help those with early stages of

dementa to focus on the postves—the "haves® rather than the
losses. Allowing oider chents with dementia to tell their stories
permits them to maintain some identty (amidst 8 disease that
threatans the very sense of self) and afows the nurse a window
nto ther world, Older chents with domentia can 8430 worshp and

express their hope and creativity vanous art forms (e.g..

movernent, painting, music). It is also possible for them to experi-

ence the compasson of others when they feel their caring touch
or hear ther soothing voice.

and young adults involves evaluating the beliefs and reli-
giosity of authority figures to form beliefs and practices
that are meaningful for them. It is not unusual, however,
to find adults who have failed to this develop-
mental task. Thus, when serious health challenges occur,
the beliefs of childhood that have “not kept up with the
times” may fail to be satisfactory for explaining such loss
or change.

Spiritual Health and the

Nursing Process

The nursing process, which includes assessing, diagnos-
ing, planning, implementing, and evaluating, has often
been applied to spiritual care. Although this can be a help-
ful approach, it is now thought to misguide spiritually

sensitive nursing care (Pesut & Sawatzky, 2006). For this
introductory discussion of spiritual care, content will be
presented following this systematic nursing process. Rec-
ognize, however, that spiritual care is no! about measur-
ing the degree of spiritual health planning to fix spiritual
pain, prescribing spiritual intervention, spiritual problem-

solving, or manipulating, controlling, or managing spiri-
tual outcomes or health.

©0® NURSING MANAGEMENT

Although nurses can play a pivotal role in supporting cli-
ents’ spirituality, it is important to remember that the nurse
is a spiritual care generalist, Spiritual care experts include
chaplains, clergy, and other spiritual mentors with whom
clients may identify. Likewise, although many clients view
nurses as sources of spiritual support, clients often view




their family and friends or community-based clergy as their
primary spiritual caregivers (Daaleman, 2012).

Although there is scanty evidence directly measur-
ing the outcomes of nurse- or even chaplain-provided
spiritual care, some research findings suggest that spiri-
tual care in a healthcare institution, especially when pro-
vided by the multidisciplinary team, is associated with
positive outcomes such as improved client quality of life,
decreased hospital cost, and increased use of hospice for
clients with advanced cancer (Balboni et al, 2011). There
is evidence that clients in a hospital or in a nursing home
who have received spiritual care tend to believe they have
also received overall good care at that institution (Astrow,
Wexler, Texeira, He, & . 2007; Daaleman, 2012;
Williams, Meltzer, Arora, Chung, & Curlin, 2011).

Assessing

To provide spiritually sensitive care, the nurse must first
assess whether such care is needed or welcome. Data about
a client’s spiritual beliefs and practices can be obtained
through a nursing history as well as from ongoing clinical
observations of the client’s behavior, verbalizations, mood,
and so on. A two-tiered 1o spiritual assessment is

helpful, and should include a screening and history.

Screening for Spiritual Disruption

Initially, nurses should screen clients to determine: () if
spiritual disruption is present and (b) what spiritual sup-
port is wanted. Ideally, this screening should occur for
any client entering a healthcare system for any significant
health challenge. An algorithm for screening developed
and tested in a Chicago hospital recommends the follow-
ing process (King, Fitchett, & Berry, 2013):

* First, inquire, “Is spirituality or religion important to
you as you cope with illness?”

* 1f the client responds with a yes, then ask, “How much
strength or comfort do you get from your religion or
spirituality right now?” Depending on the client’s
response, ask if a chaplain or other expert is wanted
for discussing spiritual concerns.

¢ If the client responded to the initial question with a no,
then ask, “Has there ever been a time when spirituality

SESSMENT INTERVIEW

ESSENTIAL CONTENT

* s spritunity Or nelgion important 10 you? (O, how spiftusd or
refigous 40 you Think of yoursal! a8 beolng?)

* What spirtual or religious Dellefs and practices e especuly
mportant 1o your healthCare Seam 10 KNow Sbout?

* N what ways can | o we (nurses, heaiincanrs team) supporn
your spirit?

OPTIONAL FOLLOW-UP (USE AS APPROPRIATE)

*  How Wil DaiNg sick Narkenm with your rigious practioss?

* What spintual or refigious Deldefs influence you the most a8 you
makes hesithome decisions?

Chapter 41 # Spirituality 1051

ar religion was important to you?” Depending on the cli-
ent’s response, ask if a chaplain or other expert can dis-
cuss this with the client. (If there never was a time when
spirituality was important and the client does not wish
to discuss the matter further, then respect that wish.)

Other questions with the potential to screen for spiritual dis-
ruption include "How devply at peace do you feel?” (Park &
Sacco, 2016), and “How much pain that is deep in your soul
or being and not physical do you have?” (Delgado-Guay &
al., 2016). Depending on client nurses can obtain
from the client permission for making a referral to a chap-

lain or other spiritual care expert. See the accompanying
Assessment Interview for examples of questions to ask.

Spiritual History

The nurse who has primary responsibility for coordinat-
ing a client’s care ought also to conduct a spiritual history
to gain a basic understanding of the spiritual or religious
beliefs and pertinent to the client’s health and
healthcare. Several mnemonics are available to guide such
a history. A common one is Puchalski’s FICA model:

F = Faith or beliefs—{or example, “What spiritual belicfs
are most important to you?”

I = Implications or influence—for example, “How is your
faith affecting the way you cope now?”

C = Community—for example, “Is there a group of like-
minded believers with which you regularly meet?”

A = Address—for example, "How would you like your
healthcare team to support you spiritually?” (Williams,
Voss, Vahle. & Capp, 2016).

Additional spiritual history prompts are provided in the

accompanying Assessment Interview.
Two cautions are ioremembawhencm-

ducting spiritual assessment. First, a nurse-conducted
spiritual assessment should limit itself to client

ity as it relates to health (Taylor, 2015). That is, it is not the
privilege of clinicians to investigate a client’s spirituality
unless it has a purpose related to providing healthcare.
Second, a nusse should never assume that a client follows
all the practices of the client’s stated religion. Similarly,
it is important to remember that the degree of religious

How i your falih heipid 10 you? I It sustaining you The way you
WOUI lioe 1t 10 while yOu 2ve SCK7 1N what warys &8 it important
10 you sght now?

* Would you Tike & vist from your spiitusl counseior o the hosps-
W chaglan?

* What aed yOur hopes 8nd your SOurcis of streng fight now?
What coméons you during hard Simes?
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commitment and orthodoxy (i.e., how strictly one incor-
porates traditional religious prescriptions into dally life) is
highly variable within religious traditions. How one Bap-
tist, for example, interprets and lives his religion will be
different from his Thus, an assessment
that is limited to learning with what religion the client
identifies is a very limited assessment.

Although the nurse will continually be assessing, the
initial spiritual assessment may best be taken at the end
of the intake assessment, or following the psychosocial
assessment, after the nurse has developed a relationship
with the client or support person. A nurse who has dem-
onstrated sensitivity and personal warmth, creating some
rapport, will likely be more successful during a spiritual
assessment.

Cues to spintual and religious preferences, strengths,
concems, or distress may be nevealed by one or more of
the following:

1. Environment. Does the client have a Bible, Torah,
Koran, other prayer book, devotional literature,
religious medals, a rosary, a cross, a Star of David, or
religious get-well cards in the room? Does a church
send altar flowers or Sunday bulletins?

2. Behavior. Does the client appear Lo pray before meals
or at other times or read religious literature? Does the

client express anger at religious representatives or at
a ?

3. Verbalization. Does the client mention God or a higher
power, prayer, faith, the church, synagogue, temple, a
spiritual or religious leader, or religious topics? Does
the client ask about a visit from the clergy? Does the
client express any of the following: fear of death, con-
cern with the meaning of life, inner conflict about reli-

gious beliefs, concern about a relationship with the
da!qu&oulllnmmam“h
of suffering, or concern about the moral or

ethical implications of ?

4. Affect and attitude. Does the client appear lonely,
depressed, angry, anxious, agitated, apathetic, or

?

preoccupied

5. Interpersonal relationships, Who visits? How does
the dlient respond to visitors? Does a minister come?
How does the client relate to other clients and nursing

personnel?

Diagnosing

The prevalence of spiritual di varies across stud-
ies. For example, 27% of individuals surviving stem
cell transplantation and over 40% of individuals with
advanced cancer were observed to have spiritual strug-
gles or pain (Delgado-Guay, et al,, 2016; King et al,, 2017).
Nurses, as spiritual care generalists, must be extremely
cautious when assessing a client's spiritual health and
applying a diagnosis that could be inappropriate. In diag-
nosing spiritual health, the nurse may find that
problems provide the diagnostic label, or that spiritual
disruption is the etiology of the problem.

Spiritual lssues as the Diagnostic Label
Examples of nursing diagnoses that are appropriate for
clients with spiritual issues can include spiritual disrup-
tion related o situational crises (¢.g., illness, unexpected
life event) or “sociocultural deprivation” (e.g., inability
to attend religious services); spiritual health enhance-
ment, & wellness diagnosis describing spiritual health that
acknowledges that some clients respond to adversity with
an increased sensitivity to spirituality or spiritual matura-
tion; and potential for spini for a client who
shows no indication of this disruption of spirit
yet may if a nurse fails to intervene.

Relgious Issues as the Diagnostic Label

Examples of nursing diagnoses that are appropriate
for clients with religious issues can include religious
struggle, potential for religious struggle, and religious
enhancement.

Spiritual or Religious Distress as the Eliclogy

Spiritual disruption may affect other areas of functioning
and indicate other In these instances, spiritual
disruption becomes the etiology. An example is impaired
coping related to feelings of abandonment by God and
loss of religious faith.

Planning
In the planning phase, the nurse identifies therapeutics
to support or promote spiritual health in the context of
illness.

Planning in relation to spiritual needs may involve

one or more of the following:

* Helping clients to practice their religious rituals

* Supporting clients to recognize and incorporate spiri-
tual beliefs in healthcare decision-making

* Encouraging clients to recognize positive meanings for
health challenges

* Promoting a sense of hope and peace

* Providing spiritual resources when requested

« Facilitating connection with others (e.g., estranged fam-

ily, clergy and faith community members).

It is important to remember that the goal of spiritual care

is not to control clients” spiritual angst for them, tell them

how to become transformed by their situation, or impose

your goals for them. The plan, rather, is to gently and sen-

sitively support, facilitate, and accompany in ways that
will aid health or a good death.

Implementing
Spiritual nursing care includes actions as diverse as rec-
ognizing and validating the inner resources of an indi-
vidual, such as coping methods, humor, motivation,
self-determination, positive attitude, and optimism. It
can also include assisting the client to leave a legacy
bysuynllh\gotnmrdhglﬂemlalamilymd
and encouraging creative through art,
music, andwﬂdng'l‘hbhepulheimnghuﬁonauwutd



serves 1o regenerate the body, mind, and spirit. Fostering
ways for clients to keep in touch with nature and main-
tain a sense of wonder are also forms of spiritual care.
Recognizing the seasons, the emergence of flowers in
the phases of the moon, the migrations of birds,
and the unchanging stars provides examples of orderli-
ness in the universe, even in the midst of chaos and loss.
Numerous nursing therapeutics are available to
support and promote client spiritual health. Although
diverse, some of the most common nursing therapeutics
most desired by clients include (a) providing presence,
(b) conversing about spirituality, (c) supporting religious
practices, (d) assisting clients with prayer, and (e) referring
clients for spiritual counseling (Balboni et al,, 2013). One of
the few studies examining what spiritual care clients per-
ceive is appropriate for nurses to provide indicated that
clients with advanced cancer are about such care
(Balboni, et al., 2013). This study of 68 clients receiving
treatment showed that over 70% reported it appropriate
for a nurse to inquire about their spiritual needs, encour-
age them in their beliefs, or make a chaplain referral; 62%
thought it appropriate for a nurse to offer prayer for a
client.

Providing Presence

Presencing is a term describing the art of being present,
or just being with a client during his or her suffering. To
be fully present to a client, a nurse must be

attentive (Fahlberg & Roush, 2016). To be comfortable
being fully present to another individual, however,
one must be comfortable being fully present to oneself
(du Plessis, 2016). Strategies for increasing the ability to be
present to a client include:

* Slow down. Calm yourself.

* Make sure that in your "heart™ you are willing to be
present. Take deep, slow breaths to center yourself.
Nurses who listen attentively to clients yet fail to give
of self (Le., inwardly “make room”) diminish their
effectiveness.

* Sit down; keep your eye level at the same level as the
client’s.

* Allow silence.

* Smile or exude positive energy while remaining
respectful of the client’s emotional state (e.g8., convey
quiet, inner courage if the client is experiencing sorrow
or despair). Follow the client’s nonverbal cues.

* Focus. With whatever brief or long amount of time you
have available, use it maximally by focusing completely
on the client. Be physically, emotionally, and mentally

present.

* Empathize with the client; actively and deeply listen
(Fahlberg & Roush, 2016; Taylor, 2007b).

* Seli-disclosures (e.g., telling the client about how you
overcame a similar situation) are never appropriate
unless the client requests it and it is shared with thera-
peutic intent rather than for self-serving reasons. (Ask,
“Whose needs are being met here?”)
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Osterman and Schwartz-Barcott (1996) identified four
levels or ways of being present for clients:

* Presence (when a nurse is physically present but not
focused on the client)

« Partial presence (when a nurse is physically present
and attending to some task on the client’s behalf but

not relating to the client on any but the most superficial
level)
« Full presence (when a nurse is mentally, emotionally,

* Transcendent presence (when a nurse is physically,
mentally, emotionally, and spiritually present for a
client; involves a transpersonal and transforming
experience).

Presencing is often the best and sometimes the only inter-

vention to support a client who suffers under circum-

stances that medical interventions cannot address. When

a client is helpless, powerless, and vulnerable, a nurse’s

presencing can be most beneficial. Rather than worrying

about saying or doing “the right thing,” nurses should
focus on being fully present. In this way, nurses can pro-
mote healing, diminish client anxiety, create a sense of
safety, and improve both client and their own satisfaction
with the interaction (du Plessis, 2016).

Conversing About Spirituality

Initiating conversation about spiritual or religious con-
cerns with a healthcare professional is likely hard for
clients; they presumably wait for an appropriate time
with a "safe” clinician. Both physicians and nurses typi-
cally find it difficult to talk with clients about this inti-
mate and sometimes socially taboo topic (Best, Butow, &
Olver, 2016; Wittenburg, Ragan, & Ferrell, 2017). Some-
times clients do not want to talk about deep inner pain,
spiritual or emotional. They may instead find comfort
and help from the nurse who genuinely shows interest
in their life, family, and hobbies. However, sometimes
clients do want to have overtly spiritual discussions
with their nurse.

Taylor (2007a) proposed the goal of verbal spiritual
care as being “to provide responses to clients which allow
the clients to become intellectually, emotionally, and physi-
cally aware of their spirituality so that they can experience
life more fully” (p. 7). Yet often when clients raise difficult
spiritual concerns, clinicians avoid the topic by impos-
ing a positive spin, minimizing the psychospiritual pain,
injecting humor, or giving a pat answer. Instead of avoid-
ing these painful and difficult conversations, nurses can
provide a healing response by incorporating principles of
empathic communication (Taylor, 2007a). For example, the
nurse can respond to clients” comments about spirituality
with a restatement of what is most central in their com-
ments, an open question to prompt their further reflection,
or a statement that tentatively names their feeling. Dimen-

sions of a verbal response that promotes spiritual healing
are identified in Table 41.1.
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TABLE 41.1

Dimensions of a Spintually Healing Response

Healing

Not Healing

Client centered fo.g. W seerns you're foeling Sie no one cares.”)

Noutrsl fe.g, “Tall me more about your thinking regarding .. . ")
Immediate contridutons to spritusl pan (g, Porhaps undormoath
al the ‘why' quastions you're asking, you feol abandoned ”)

Accurmtely narnes feslings, engages emotion fa.g. T'm sensing that
your bollol rwkes you calm now.”)

Nurse centeced fa.g., "But | care about youl™)
Judgrmentsl fo.g, Wiy do you think that??)

Distunt, targentisd, or sbstract contritutons 10 spritusl pan
8.9, “You were wondening what caused your cancer.”)

Inaccurately or never names feelngs, angages thinking fe.g., “What
b you balove about ., . 77

P “Fpetal Pan" oy £ J Ty 00T, Acvence S N, 221, pp. 1696

>

Sometimes clients ask nurses about their spiritual or
religious beliefs or practices, which may provoke some
nurse anxiety. However, it is likely the client wishes to get
better acquainted with the nurse to determine if the nurse
is safe to disclose to, or because the client wants to equal-
ize the relationship. Occasionally, the client is oollccung
data, that is, he or she wants to learn a new ¢
meaningful spiritual perspective. ﬂ\ePfamceGuidelinm
feature titled Can @ Nurse Self-Disclose Personal Spiritual
Beliefs? describes how a nurse can be cautious before shar-

ing personal spiritual or religious beliefs with a client so as
not to unethically impose these perspectives,

Assisting Clients with Prayer or Meditation

Many nurses pray with clients when they request it (Minton,
Isaacson, & Banik, 2016; Taylor, Park, & Pfeiffer, 2014). Prayer

allows individuals to connect with each other and with the
divine. To pray for another is alsoa way for loving individu-
als to express care. While most clients may say that prayer
makes them feel bettes, it is also possible that prayer could
raise to awareness a spiritual struggle or a
and questions about “unanswered prayers” (Taylor, 2012).
Does prayer heal clients? A recent Cochrane review
of the evidence from several randomized experiments
that investigated the efficacy of intercessory prayer (that
is, having an individual unknown to a client pray for
the client’s physical healing) concluded that the findings
equivocally suggest no clear positive or negative effect of
intercessory prayer on health outcomes (Roberts, Ahmed,
Hall, & Davison, 2009). A more helpful perspective regard-
ing prayer is offered by Bishop (2003), who observed:

PRACTICE GUIDELINES m.mwmmw ritual Boliefs?

Whan self-disclosing personal spintusl perspectves, the hesithcan
profossional can mantsn 8 hompoutic reistonship with the clent
by rerneemibenng the folowng:

* Do not diaciose 1o gratfy your neods, Ask yoursoll, “Whoso
noads aro baing mot when | share my bobefs?” if you se das.-
closing your belefs because you think they wil benefit the cb-
ent, yot the clent has no doso 10 know your beliefs, then you
&% meeting your neads. Asking & chant I you can sharm your
beliofs may be nepproprato, gven that chents often percoive
they &% "at your mercy”™ and may feel uncormionabie decinng
your offer. For axample, asking, “Do you mind # | ask 5 personal
question?” often cbiges the vuinansbio client 10 ssy yos, oven
though they wish 1o say no. Instead, cansluly obsarve for whan
& cliont ndicatos & desie for your perspective,

* When clients ask you about your sprtuallty. you may find
holpid to &rat assoss why thoy arc asking. For exermgia, “Your
queston sbout ‘why?' is & tough one. What bings you 1o ask £
now?” or T love talling about my boliefs, but what in particular
o i that you'd e 10 know?” Or, "Before | ahawer, couk! we
axplons what this means 10 you?" The why behind ther ques-
tion should gride your resporse.

* Any time you disclose your personal boliets, folow up the
solf-disclosure with an open question or reflection of foolings.
Aways return the bal 1o the clent's court. For exarmpia, “As you
can 309, 'm not sum of this myself, but can you tell mo what
would be comforting 10 you?" or " wonder what s gong on
nside you now?”

* Use seif-dsclosure infrequently and keep the disclosures short.
A mquest sbout what you belove is not 8 request for 5 migous
dscussion.

*  When responding fo a client’s Query about your speitual
ballels, try 1o incorporate the chent’s language whan faming
your response. In this wity, you may svord using loaded words
that could create tenson, For axample, £ & clent asks you
about how they can “rmake things right,” you can couch your
response using this lenguage, rether than talk sbout “repen-
tance” me‘iuummw

*  Keep your answer honest, authentic. Sometmes this means
serply saying, "1 don't know.”

* ¥ you are asked 8 Quesbon with which you are uncomfortable
or urabio 1o answex, you can stil use the moment for healing
purposes. Healng can stil 0CCUT WHen you use the Commu-
nication silis 10 increaso seif-swareness. For exampie, “You
know, | have 1o admit, I'm uncomiorabile with your question. |
may ba uncomfonabie with £ because | don't i the snewers
I'vo heard othors gve for 2. Porhaps ssking tho queation
makes you feal uncomiontabie, 100." peuse for response] Or,
“T've been wondaring that mysef for s long time. Sometmes
ITwonder #2is .. but | dont know, What deas have you
conadered?”

* Mako a roferral to & spiritual care spocialist. Assurming the
chant would ke 1o further explone the spintual questions that
a0 brought to the surface by heath challengoa, intiste &
referral through the chapisn or apintual caregiver if the chent
assonts,

Fror Wt 00 1 Say? Taking with Masionts ADoxr Spruntty, Sy £ J. T 0075, Phiecs
i PR Terpeton Pross.
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religious counselors will assist members of their faith who
are not members of their specific religious community. For
example, a priest may attend a client in the hospital or
at home even though the client is not a member of the
‘s parish. Be sure to obtain a client’s approval before
initiating a referral. The client often will have a preferred
spiritual care provider to contact,
Referrals may be when the nurse makes
a diagnosis of spiritual disruption. In this situation, the
nurse and religious counselor can work together to meet
the client’s needs. One situation the nurse may encounter
is client refusal of necessary medical intervention because
of religious tenets. In this case, the nurse encourages the
client, primary care provider, and spiritual adviser to
discuss the conflict and consider alternative methods of

PRACTICE GUIDELINES g

* Croste a trusting relstionshp with the clent 5o that any religious
concems or practices can be openly discussed and sddressed.

* When unsure of clent refigous needs, ask how nurses can
assst in having these neads met, Avoid ralying on personsl
assumptions when canng for clents.

* Do not dacuss porscaal spriual bobofs with a clent unioss
the chent requests 2. Be sum to assess whather such saf-
disciosure contrixtes to 8 therspeutic nurse-clont rolatiorship,

* inform cents and family caregvers about spiritual support
avaiable at your institution (e.g., chapel or madisation room,
chaplain services),

* Alow time and privacy for, and provide comion measures prior
to, privato worship, pryer, moditation, readng, or othor spritusl
actvities.

* Respect and ensure safoty of the clent's religious srtcles (o.g.,
icons, amulets, clothing, jewelry).

g Religious Practices

therapy. The nurse’s major role is to provide information
the client needs to make an informed decision and to sup-
port the client’s decision.

Supporting Religious Practices
During the assessment of the client, the nurse will have
obtained specific information about the client’s religious
and practices. Nurses need to consider specific
religious practices that will affect nursing care, such as
the client’s beliefs about birth, death, dress, diet, prayer,
sacred symbols, sacred writings, and holy days as dis-
cussed earlier in this chapter. See Practice Guidelines for
ways the nurse can help clients to continue their usual
spiritual practices. Box 41.2 provides health-related infor-
mation about specific religions.

* |f deared by chont, Scitate clorgy or sprtual camne spocaist
vistaton. Collaborate with cheplain (f svaisbia).

* Prepare clent’s emvironment for spiritual ntualis or ciergy visita-
tions as needed (0.g., have char nesr badsde for clargy, create
private space).

*  Mako armangements with & dotitien 30 that diotary noods can
ba met. If insttution cannot accommodate client’s needs, ask
famiy o bring food.,

*  Acquaint yourself with the refigions, spintual practices, and cul-
tures of tha ares in which you are working.

* Remember thore can be & dfieronce botwoon acitsting and
supporting & client's eligous practice and parscipating in it
yoursolf,

*  Ask snother nurse to assst you if a particular refigious practics
makes you uncomfortable.

* Al sprritual therapoutics must be done within agency guideines.

o

Box41.2 Health-Related Information About Specific Religions: A Sampler

Amish, Mennonite —Likely wil not have nsurance coversge; rely

Eucharist (Holy Comsmunion), & ritusl of ingosting broad and
wina (or grape juice) led by clergy or lay leaders to commemo-
rato doath of Josus. Forohoad may bo marked by prioat with
ashes on Ash Wednesday (40 days before Easter); no need
to wash off, Lontan season (Ash Wednesday 1o Easter) may
involve some degree of sbstention from food

Buddhist — hybow mmmm

tons, miying nstesd on lsy and professionsl Christisn Science

Hincks—Most eat no boof; many are vogoetaran. Clesniness highly
vabed, Many food preferences (e.g., foods fresh or cockad in o).

Johovaht's Withessos —Abstan from most biood products; nood
o discuss atemative treatments such as biood conservaton
blood volume expanders, and s0 on; contact local Jehovah's
Witnesa hospitel lsscn committee.

Jows — Some observe koshar dist fo varying degrees (e.g., avoid
pork and shelifsh, do not mix dairy and meat). Sabbath

observance vanes 8.g., Orthodax Jews avold travelng n
vohiclos, writing, turning on electric appiances and ights).
uumymmamw-mmm

-m—g.ndwmnll!pmﬂie Wmﬁnmwp
{may nood 1o assist with ritusl washing and poationing beforo-
hand). Aliow for family and imam (refigious leader) fo follow
Islamic guidelinas for bural when a Muslim clent dies. Eat no
pork, drink no alcohol. Children, pregnant woman, older adults,
and the il exampt fom daytime fast during month of Ramadan.
FRoman Catholics — Sacrament of the Sick (previously known as
Last Rites) appropnate for the i Be aware thst some may think

from caflenated beverages. Do not smoka or dink slcohol.
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« Do not prescribe or urge clients to adopt certain spiri-
tual beliefs or practices, and do not pressure them to
relinquish such beliefs or practices.

¢ Strive to understand personal spirituality and how it
influences caregiving

¢ Provide spiritual care in a way that is consistent with
personal beliefs

Clinical Alert!

k therapeuticaly with

cents 10

Holy Days
Solemn religious observances and feast days throughout
the year may be referred to as holy days and may include
fasting or special foods, reflection, rituals, and prayer
Believers who are seriously ill are often exempted from
such requirements. Clients may be used to spending
such days with family and attending religious services.
Examples of such holy days are Rosh Hashanah and Yom
Kippur (Jewish); Good Friday and Christmas (Christian);
Buddha’s birthday (Buddhists); Mahashivratri, a celebra-
tion of Lord Shiva (Hindu); and the month-long Rama-
dan (Islam). Because some religions follow calendars other
than the Gregorian calendar, a multifaith calendar can be
used to identify the holy days of the various religious
groups

The concept of the Sabbath is common to both Chris-
tians and Jews, in response to the biblical commandment
“Remember the Sabbath day to keep it holy.” Most Chris-
tians observe the “Lord’s Day” on Sunday, whereas Jews
and sabbatarian Christians (¢.g., Seventh-Day Adventists)
observe Saturday as their Sabbath. Muslims traditionally
gather on Friday at noon to worship and leam about their
faith. Clients who are devout in their religious practices
may want to avoid any special treatments or other intru-
sions on their day of rest and reflection,

Sacred Texts

Individuals often gain strength and hope from reading reli-
gious writings when they are ill or in crisis. Each religion has
sacred and authoritative scriptures that provide guidance for
its adherents’ beliefs and behaviors (Taylor, 2012). In addi-
tion, sacred writings frequently tell instructive stories of the
religion’s leaders, kings, and heroes. In most religions, these
scriptures are thought to be the word of the Supreme Being
as written down by prophets or other human representa-
tives. Christians rely on the Old and New Testaments of the
Bible, Jews on the Hebrow Bible, and Muslims on the Koran;

Hindus have several holy texts, or Vedas; Sikhs cherish the
Adi CGranth; and Buddhists value the teachings of the Tripita-
kas. Scriptures generally set forth religious law in the form of
warnings and rules for living (e.g., the Ten Commandments).
This religious law may be interpreted in various ways by
subgroups of a religion’s followers and may affoct a client's
willingness to accept treatment suggestions; for example,
blood transfusions are in conflict with the biblical interpre-
tations of jehovah's Witnesses.

Sacred Symbols

Sacred symbols include jewelry, medals, amulets, icons,
totems, or body ornamentation (e.g., tattoos) that carry
religious or spiritual significance, They may be worn to
pronounce one’s faith, to remind the practitioner of the
faith, to provide spiritual protection, or to be a source of
comfort or strength (Taylor, 2012). Clients may wear reli-
gious symbols at all times, and they may wish to wear
them when they are undergoing diagnostic studies, med-
ical treatment, or surgery. For example, clients who are
Roman Catholic may carry a rosary for prayer; a Muslim
may carry a mala, or string of prayer beads (Figure 41.2m)

Individuals may have religious icons or statues in
their home, car, or place of work as a personal reminder
of their faith or as part of a personal place of worship or
meditation. Hospitalized clients or long-term care resi-
dents may wish to have their spiritual icons or statues
with them as a source of comfort

Prayer and Meditation

Prayer involves humans experiencing the divine (however
that is perceived). Some would describe prayer as an inner
experience for gaining awareness of self (including Self
or the immanent manifestation of the divine). Others may
view it as a conversation with the divine (e.g., to entreat
or dialogue). These differing perspectives likely reflect

Figure 41.2 W Clerts may brng cbiec

prayer or other relgous rituals. Ca




the theological variations about how the divine relates
to humanity. For example, some view the divine as tran-
scendent (e.g., God in Heaven), while others experience
the divine as immanent (e.g., the inner light or wisdom
within individuals). A more complex perspective would
accept that the divine engages with humanity in both—or
many-—ways (Borg, 1997; Taylor, 2012).

More than half of Americans (55%) pray at least daily
(Pew Research Center, n.d.). However, the ways they pray
vary. For example, ritual prayers (e.g., Hail Mary and
memorized prayers that can be repeated) may be com-
forting for those who are unable or uncomfortable with
a more conversational prayer (e.g., where one praises or
petitions God). Other prayer experiences may be medi-
tational, allowing for moments of silence while focused
on nothing, a meaningful phrase, or a certain aspect of
the divine (Fosarelli, 2008; Taylor, 2012). Although medita-
tional and colloquial prayer experiences have been found
to be associated with spiritual well-being and quality of
life in healthy adults, ritual and petitionary prayer experi-
ences may be most co and appropriate for those
who are ill and unable to concentrate (Taylor, 2012).

Some religions have prescribed prayers that are printed
in a prayer book, such as the Anglican or Episcopal Book
of Common Prayer or the Catholic Missal. Some religious
prayers are attributed to the source of faith; for example, the
Lord’s Prayer for Christians is attributed to Jesus, and the
first sutra for Muslims is attributed to Mohammed.

Some religions prescribe daily prayers or dictate spe-
cific times for prayer and worship: the five daily prayers,
or Salat, of Muslims (performed while facing east toward
Maecca at dawn, noon, midafternoon, sunset, and evening);
the daily Kaddish of Jews; or the seven canonical hours of
prayer of Roman Catholics. Individuals who are ill may
want to continue or increase their prayer practices. They
may need uninterrupted quiet time during which they
have their prayer books, rosaries, malas, or other icons
available to them (Taylor, 2012).

Meditation is of Buddhist origin yet pervades Western
societies. Mindfulness meditation techniques have been
adapted for Christian prayer and as a nonreligious life-
style strategy for improving health and overall well-being.
Numerous studies document various physical, psycho-
logic, and spiritual benefits for those who practice mind-
fulness regularly. Mindfulness techniques vary, but key
elements include focused attention on the present moment
or the body’s experience; awareness, depth, and steadi-
ness of breathing; and putting judgmental and intrusive
thoughts “on hold.” Mindfulness can be taught individu-
ally or in groups by a mindfulness expert; manualized
training to nurses can prepare them to support clients to
meditate (Boccia, Piccardi, & Guariglia, 2015; Buttle, 2015).

Beliefs Affecting Diet

Many religions have prescriptions regarding diet. It is
important that healthcare providers prescribe diet plans
with an awareness of the client’s dietary and fasting beliefs.
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There may be rules about which foods and beverages are
allowed and which are prohibited. For example, Orthodox
Jews are not to eat shellfish or pork, and Muslims are not
to drink alcoholic beverages or eat pork. Members of the
Church of Jesus Christ of Latter-Day Saints (Mormons)
are not to drink caffeinated or alcoholic beverages. Older
Catholics may choose not to eat meat on Fridays because
this was prescribed in years past. Buddhists and Hindus
are often vegetarian, not wanting to take life to support
life. Religious prescriptions may also dictate how food is
prepared; for example, many Jews require kosher food,
which is food prepared according to Jewish rules.

Some solemn religious observances are marked by
fasting, which is the abstinence from food or certain foods
for a specified period of time. Some religions also restrict
beverages during a fast; others allow drinking of water
or other sustaining beverages on fast days. Examples of
religions that observe fasting include Islam, Judaism,
and Eastern Orthodox Christians. During the month of
Ramadan, devout Muslims eat no food and avoid bever-
ages during daylight hours; the fast is broken after sunset.
Members of Jewish synagogues fast on Yom Kippur, and
devout Catholics may fast on Good Friday. Most religions
lift the fasting requirements for seriously ill believers for
whom fasting may be a detriment to health (e.g., clients
with diabetes, pregnant women). Some religions may
exempt nursing mothers or menstruating women from
fasting requirements (Taylor, 2012).

Beliefs About lliness and Healing

Clients may have religious beliefs that attribute illness to
a spiritual disease or sin. Some clients may think that dis-
ease is caused by the presence of sin and evil in this world,
whercas others may believe the disease is a punishment for
sin in their past. Indeed, how clients view the divine, inter-
pret good and evil, and so forth, inevitably influences their
thinking about illness and decision-making about treat-
ment. Healing for such clients may appear to be unrelated
to current treatment practices. When relevant, the nurse
should assess the client’s beliefs related to health and, if pos-
sible, include aspects of healing that are part of the dient’s
belief system in the planning of care. For example, many
religious traditions have rituals of healing such as anointing
by a leader of the local religious community (Taylor, 2012).

Beliefs About Dress and Modesty

Many religions have traditions that dictate dress. For
example, Orthodox and some conservative Jewish men
believe that it is important to have their heads covered at
all times and therefore wear yarmulkes. Orthodox Jew-
ish women cover their hair with a wig or scarf as a sign
of respect to God. Mormons may wear temple undergar-
ments in compliance with religious dictates, For some
individuals, it is imperative that they not shave certain
hair (e.g., sidebums for Hasidic Jewish men, any hair for
a Khalsa [dedicated] Sikh).
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Some religions require that women dress in a conser-
vative manner, which may include wearing sleeves and
modestly cut tops, and skirts that cover the knees. Many
Islamic cultures may require that the body (torso, arms,
and legs) be covered, as well as the head (i.e., burkha or
hijab). Hindu women accustomed to wearing saris prefer
to cover all of the body except arms and feet (Figure 41.3m).
Hospital gowns may make women wishing to comply
with religious dress codes feel uneasy and uncomfortable.
Clients may be especially disconcerted when undergoing
diagnostic tests or treatments, such as mammography, that
require body parts to be bared or shaved. Nurses need to
facilitate respectful solutions at such times (Taylor, 2012),

Beliefs Related to Birth

For all religions the birth of a child is an important event
giving cause for celebration. Many religions have spe-
cific ritual ceremonies that consecrate the new child to
God. For example, while a baby is being born, its Muslim
mother may recite a prayer. As soon as it is born, its father
or someone else will recite a call to prayer into the infant’s
cars. Likewise, Hindus will perform a number of religious
rituals when a baby is born. Most Christian parents will
have their babies christened or baptized at some point;
however, for some, if their infant is dying, they may want
a baptism as soon as possible. In such dire circumstances,
Christian parents of seriously ill infants may want baptism
performed at birth by a religious nurse or primary care
provider if a chaplain or clergy member is not present.

Figure 41.3 B Hndu woman dressed n & sari.
Vo g1 AT

In the Jewish and Islamic traditions, male circumcision is
obligatory, whereas Hindus never practice circumcision.
When nurses are aware of the religious needs of families
and their infants, they can support families in fulfilling
their religious obligations (Taylor, 2012).

Beliefs Related to Death

Spiritual and religious beliefs play a significant role in the
believer’s approach to death just as they do in other major
life events. Many believe that the individual who dies tran-
scends this life for a better place or state of being. Research
findings suggest these religious beliefs may influence end-
of-life care choices, such as whether to seck hospice care,
have an advance care plan, or desire for resuscditation (Ohr,
Jeong, & Saul, 2016; Van Norman, 2017),

Some religions have special rituals surrounding dying
and death that must be observed by the faithful. Obser-
vance of these rituals provides comtort to the dying indi-
vidual and loved ones. Some rituals are carried out while
the individual is still alive, and can include special prayers,
singing or chants, and reading of sacred scriptures. Roman
Catholic priests perform the Sacrament of the Sick (provi-
ously referred to as the Last Rites) when clients are very ill
or near death; Orthodox Christians have a similar ritual.
Muslims who are dying want their body or head turned
toward Mecca, whereas Hindus may want to face south.
In the Muslim, Hindu, and Jewish traditions, a ritual bath
and body preparation for burial may be done by a family
member or by a ritual burial society (Taylor, 2012).

Many religious traditions also support rituals during
specified periods of mouming after the death. Jews and
Muslims have a tradition of burial within 24 hours fol-
lowing death. Hindus cremate the body within 24 hours;
then the bereaved family observes a period of isolation
given their defilement from living with the deceased. Jews
“sit Shiva” (gather to pay respects) for several days in the
home of the deceased. Buddhists perform prayers and rit-
uals to aid the deceased to a better next life (Taylor, 2012).

During a terminal illness the client and family should
be asked about end-of-life observances that could impact
healthcare. The nurse can support the family of the
deceased by providing an environment conducive to the
performance of their traditional death rituals.

Clinical Alert!
P
Sharing Beliefs

Before shanng personal belels or practices, 8 Nurse must conscer

questions such as the followang:

o For what pupose am | sharng my belefs or practices? By
doing =0, am | meeting my needs or my chent’s?

* s my spiritual care reflecting 8 sprtual assessment?

* Am| praying on a winerable client?

¢ Am | offering my beliefs or practices in a manner that allows my
clant to refuse comiortably?

¢ Does my sprtusl care hurt or contribute 10 & therapoutic rels
tonship with the clent?




Evaluating
Just as there is a question regarding the appropriateness
of using the prescriptive nursing process to frame spiri-
tual care, caution is needed when discussing the evalu-
ation of spiritual care. Does spiritually sensitive nursing
care lead to observable and measurable client outcomes?
If it does not, then is it unsuccessful or unimportant? And
what outcomes indicating movement toward improved
spiritual health are appropriate for nurses to consider?
Indeed, Taylor (2007b) suggested that clinicians’ spiritu-
ally healing responses often move a client incrementally
toward spiritual healthiness. Nurses with theistic reli-
gious beliefs might add that a client’s movement toward
spiritual health is evidence of God's grace, and ultimately
that is not within the purview of any clinician
or individual. Given that many healthcare institutions
require that spiritual care be documented in a nursing
care plan, an example of how this is done is on page 1062

Spiritual Self-Awareness
for the Nurse

Nurses cannot hear, never mind respond to, a client’s
spiritual need unless they hear and respond to their own
need and consider how countertransference can occur
(Bowman, 2017; Taylor, 2007b). Indeed, the notion that
effective healers are “wounded healers” has long existed.
A nurse’s spiritual needs, pains, or woundedness can affect
how he or she cares for clients. Nurses who are unaware
of, afraid of, or misunderstand their spiritual needs will
be very limited in their ability to accurately identify and
explore a client’s spiritual needs. When clients realize
the nurse does not understand them they become quiet,
change the topic, give superficial responses to queries, or
in other ways indicate lack of interest in continuing to talk
about their spirituality.

Instead, the nurse can use his or her woundedness
and spiritual self-awareness as a bridge or tool for heal-
ing communication. A healing response requires recog-
nizing a client’s innermost feelings. Awareness of one’s
own deeper feelings—one’s own spiritual themes and
inevitable woundedness—is requisite to being able to
hear another’s. Thus, a nurse’s life story with its joys

@) Critical Thinking Checkpoint )
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and hurts becomes a source of information for interpret-
ing the client’s story.

Healers do not need to have shared the same expe-
riences as have clients, but to be compassionate they do
need to recognize how they have shared similar emotions
(Taylor, 2007b). For example, a nurse may not be able to
share with a client the extreme experience of losing a limb,
but can likely identify times in life when he or she felt
loss, anger, or bewilderment about why tragedy happens.
Recognizing and addressing the fears that are inevitable
responses to caring for clients (e.g., our own fear of dying
or being hurt, our fear of hurting others, or of being over-
whelmed by the pain of others) is an essential requisite to
spiritual care.

Beckman, Boxley-Harges, Bruick-Sorge, and Salmon
(2007) offered the following strategies for nurses who wish
to increase their spiritual awareness so that it can impact
client care positively:

* Write a self-epitaph. Sum up in a couple of lines what
is significant about your life or how you would like to
be remembered.

» Explore personal end-of-life issues. Imagine having a
terminal diagnosis. What feelings would you have?
What would be your priorities for the time and energy
you had left?

* Create a personal loss history. Answer questions such
as these: What was your first experience of death? What
was the most recent or difficult death in your life? How
did you cope? What is your coping style at times like
this? How did you feel your grief?

o List significant values. Write down what possessions,
individuals, activities, roles, personal attributes, and so
forth, you prize most.

o Conduct a spiritual self-assessment. Consider what
gives you strength and hope. What makes you p‘y;it:l
or despairing? How do you explain or relate to suffer-
ing? What is your sense of purpose or mission in life?
What nurtures your spirit?

You may want to test out client spiritual assessment
questions on yourself! Another aspect of a spiritual self-
assessment is to reflect on what has influenced your
spirituality most. How does the religion of your family
affect you? How would you describe your spiritual
“journey”? And importantly, how does your spirituality
influence your vocation—your choosing to be a nurse?

Terry is & 32-year-oid male who received seversl pints of biood ollow-
ng an automobie crash 10 years ago. Five years ago he was dag-
nosed with AIDS and & now in the hospital with pnaumonia and seven
darthea. He is very Hl and very di While you are carng for
Terry, he comments, “I might as wel de nght now because I'm not
going fo get well. My foks were Mathodst, but | guess I'm baing pun-
=hed bacauss I'm not very religious.”

1. Tery stated that ha was “not very religious.” Doas that mean that

he i not spntual? Explain

2. What data supgest that Terry may be expenencing spiritusl
dsruption?

3. How might liness aflect one's spintusl belefs? Relgious bellefs?

4. How might a spnitusl sssessment be of benefit to both you and
Terry?

S What questions might be heipi fo ask to further undarstand Temy?
6. What might you say to show Terry empathy?

Anmars 10 Crical Trnkeng Sracport Quastons 27 svekatss on 11 oy R . P
COPmat Wit s ey,




6. Sexuality
It is essential for nurses to consider the sexuality of their patients as part of holistic, patient-
centred care. Sexuality is a fundamental aspect of human identity and well-being, impacting
physical, emotional, and psychological health. Addressing this aspect of care helps create an
inclusive and supportive environment, ensuring that patients' sexual health, preferences,
and needs are respected and understood. The following pages will help you with the Specific
Learning Outcomes focused on sexuality.
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Practising nursing within a
culturally diverse society

LEARNING OBJICTIVES

On complation of this Chapler, the learner should be able to:

* describe how @ nurse con provide culturally competent nursing core

* discuss the development of effective relotionships with patients, their fomilies ond significont others through
culturolly appropricte care ond communication

* plon heolthcare toking into account the cultural requirements of patients

* exploin the principles of potients’ advocacy in respect of cultural needs

o discuss the interfoce between Western medicine and clternative/traditional proctitioners

* give Mhod!h information and/or health education that is culturclly oppropriate and occeplable to patients ond
their fomilies.

KEY CONCEPTS AND TERMINOLOGY

PITT = B The poradigm shift that patients must undergo in order to change their culture ond adopt the
culture of the healthcare provider.

amulet An object that protects o person from trouble such as ornaments or jewellery worn to chase
evil spirits away.
charms Objects that have power or o spell over evil.

culture A woy of life, which encompasses the ideas, customs, and social behaviour of a particular
people or society.

cultural The variety of human cultures in o specific region.

diversity

cultural The knowledge the healthcare professional has about specific or diverse groups’ fundementol
knowledge norms, customs, belief and values.

paradigm System of understonding and organising knowledge.
Pt Le- Il Something that has a force beyond scientific understanding or the laws of nature.

traditional People who practice traditional medicine.
practitioners

PREREQUISITE KNOWLEDGE
o BathoPele principles

* Potients’ rights

* Human rights.

MEDICO-LEGAL CONSIDERATIONS
o The fulfilment of cultural requirements is a patient’s right, and failure on the port of a nurse to meet this need
con be interpreted as negligence.
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« Failure 10 give accurate ond adequote information to a potient may also ba consirued o3 negligence,
s if the patient must make major decisions relating to their healthcare, or if the patient is expected 1o
manage their medicol condition ot home. In order for health information 1o be accoptable and undersiood by o
patient, the information must be put across in o manner that lakes cultural factors into account. Failure 1o do this

is likely to couse a patient 1o be noncompliant,

o Disregard of culturol requirements is an instance of discrimination and may involve the healtheare institution,

and the individual nurse, in legal action.

ETHICAL CONSIDERATIONS
» Nurses have on ethicol obligation to

- respect the culture and preserve the dignity of patients at oll times
- apply cultural knowledge and sensitivity in order to avoid offending or discriminating ogainst potients based

on their culturol backgrounds.
* ESvery patient has ﬂgh'

- 10 participote in their own healthcore, including
having their cultural needs met

- 1 heolth information and health education
thot is occessible, understandable, acceptable,
oppropriote and congruent with their cultural
requirements

- not 1o be discriminated ogoinst becouse they wish
to consult an alternative or traditional practitioner.

ESSENTIAL HEALTH LITERACY

Practice alert!

In situations where pafients strongly wish @
1o consult alternative or treditional proctitioners,

it is imperative thot they are mode to understond the
full implications of their choice.

Holistic nursing care includes cultural nursing as culture impocts on the patient’s health behaviour. It is essential
for the nurse 1o have a brief bockground of the patient’s culture and information that will assist to comply with
the patient’s wish for alternative trectment. Patients must be encouraged to communicate their wishes and also be
given o chonce o exercise them if need be. However, possible effects of the clternative medicine on their health
ond illness must be explained to the patient for them to moke informed decisions.

Introduction

Nursing is an interpersonal activity, with the goal of
restoring or maintaining the health of patients. Inter-
wersonal activities such as nursing care are, by definition,
tuilt on relationships and communication, To be effective
in facilitating the healthcare of patients, nurses should
develop a good nurse-patient relationship and should
b able 1o communicate effectively with patients, It is
essential for nurses to develop insight into the culture
of their patients, as well as an understanding of how the
individual patient’s culture impacts on health behaviour.
Acquiring cultural knowledge assists with the integration
of health-related beliefs, practices and cultural values
‘Campinha-Bacote, 2010). Nurses must be able to gain
knawdedge about the culture of a patient by asking the
ight questions and by demonstrating sensitivity towards
the patient’s beliefs and culture, Health and illness
behaviour must be understood in the light of a patient's
Cullum! context if a nurse is to fulfil their role in helping
the patient 1o achieve or maintain optimum health.

In the light of current policy directions in South
Africa, a nurse may need to work with indigenous or
alternative health practitioners. To do this harmoniously
and effectively, nurses must develop an elementary
understanding of the basic principles and philosophical
outlook of these practitioners. Therefore, the nurse must
develop cultural competence in the delivery of healthcare.
Cultural competence is a set of congruent behaviours,
practices, attitudes and policies that come together in
a system or agency or among professionals, enabling
effective work to be done in cross-cultural situations.
The process of developing cultural competence includes
desire, awareness, skill and knowledge (Campinha-
Bacote, 2010), The aim of this Chapter is to assist you to
develop sensitivity towards the traditions and respect for
the culture of patients and the community.

The concept of culture
Culture Is a shared set of norms, values, perceptions and
social conventions that give cohesion to a group, race or
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community, enabling them to live together and function
effectively and harmoniously. It is a key influence on the
way in which an individual perceives and responds to
the world. Culture, however, is simply one set of factors
among many that mould the individual and their response
to the world and to society. Individual behaviour is heavily
influenced by culture, but culture is a framework and not

a stereotype.

Culture consists of the following aspects:

« Observable phenomena, such as manner of dress,
diet, architecture, language, writing and the arts.

o Noms and values, including ideas about how people
should behave, about right and wrong, and good and
bad. These norms and values are usually taken for
granted within a culture; they are universally accepted
within that culture, having been absorbed by people
at a very early age. Each individual learns about their
own culture from an early age, and also learns how to
function within that panticular worldview.

Culture is not inherited; it is acquired during the process
of socialisation in childhood. Subgroups or subcultures
exist within every society. Organisations, occupations
and professions also have their own micro-cultures
that individuals accept and adapt to when they join
the group. Culture is therefore an integrated pattern of
human knowledge, belief, and behaviour that is a result
of, and integral to, the human capacity for learning and
transmitting knowledge to succeeding generations. It is
learned and shared, dynamic and changing. Cultural
awareness is thus a deliberate and cognitive process
through which sensitivity to a person’s values, beliefs and
practices develop.

The importance of culture
Culture consists of language, ideas, beliefs, customs,
taboos, codes, institutions, tools, techniques, and works
of ant, rituals, ceremonies, and symbols. It has played
an important role in human evolution, allowing human
beings to adapt the environment to their own purposes.
In a diverse society such as South Africa, cultural
differences are very evident; and to be effective in their
profession, nurses must be able to work with people
whose culture and traditions are different from their own.
However, without sufficient knowledge of other people’s
culture, it will be difficult to work with or understand
people whose culture is different from their own. It
is vitally important for the nurse to acquire sufficient
knowledge of the cultures they work with in order to
avoid offensive stereotyping.

Cultural insight and knowledge are also essential for
nurses given the interpersonal nature of their work. Much
of the effectiveness of nursing care is due to interpersonal
interactions with patients and the nature of the nurse-
patient relationship. There are several nursing theories and
models of care that highlight the centrality of culture and
trans-cultural nursing, such as: the cultural safety model;
Leininger’stheory of Culture Care Diversity and Universality
and the Sunrise model; the Giger and Davidhizar Trans-
cultural Assessment Model; and Campinha-Bacote’s
cultural competence in healthcare model.

2.1 The acquisition of cultural knowledge
and understanding

Some suggestions on how to acquire cultural

knowledge and understanding:

* Nurses should develop an awareness of their own
cultural assumptions ond prejudices.

e Written or visual matericl on other cultures con be
useful to build general knowledge, provided that
such material is not biased or prejudiced.

* Once a nurse has developed a good relationship
with o patient, the nurse can ask questions. If the
right questions are asked in o respectful manner
and the response is received respectfully, much con
be learned.

* A nurse should not automatically ossume that
they know best and that their way of doing things
is the only way. Nurses must allow space for
the preferences of their patients, which includes
cultural and religious preferences.

Cultural issues in healthcare
Every human society has its own particular culture
Variation among cultures is attributable to such factor
as differing physical habitats and resources, the range o
possibilities inherent in areas such as language, ritual
social organisation and historical phenomena such as the
development of links with other cultures. An individual®
attitudes, values, ideas and beliefs are greatly influenced by
the culture (or cultures) in which they live. Culture changt
takes place as a result of ecological, socioeconomic
political, religious, or other fundamental factors affecting
a society or an individual such as health and illness.
There are several cultural factors that act as barrier!
to effective healthcare. Because South Africa is a diverst
society, nurses need to develop an understanding of tht
cultural dimensions of a number of health-related issues
Many of these issues may be closely allied to religiov!
practices, but all need to be taken into account whes
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dealing with patients and the community. Because
nursing  care is interpersonal  and  because  nursing
imvolves meeting the needs of patients, cultural factors
such as modesty, ygiene practices, attitudes to pain and
illness, diet and food, as well as death and dying must
be understood and taken into account when planning
nursing care. These and other issues are discussed below.

Diet

Diet is an important cultural characteristic, and itis an area
that nurses must find out about during the assessment of
their patients, Information should be obtained about, for
example, which foods may or may not be eaten, or if there
is any special method of preparation. This is important as
certain food taboos are based on cultural and religious
beliefs. For example, pork is the well-known food taboo
of some religions in African and Muslim people.

In a hospital setting, efiorts should be made to supply
the appropriate diet for each patient. If the dietary
requirements of the hospital in-patient cannot be met, it
may be necessary to approach the family with a view to
having them bring in food for the patient, if the condition
of the patient allows. A thorough knowledge of the diet of
the patient, including the ways in which food is prepared,
is essential when giving health education to the patient.
Health education should be contextualised according to
the patient’s individual lifestyle, and this means taking
careful note of specific characteristics, whether cultural
or individual. In instances where health education and
advice are not appropriate to a patient’s lifestyle and
culture, the advice may not be followed and this will be
1o the detriment of the patient.

Hygiene proctices

Hygiene practices often difier from culture to culture.
Muslim people, for example, always wash their hands
as well as the urethral and/or anal area after using the
toilet. For some cultural groups, a bath is not regarded as
hygienic, and only a shower will suffice. For other groups,
specific hygiene measures are taken during menstruation.
Nurses should take note of these and any other hygiene
requirements that they encounter and try to meet the
needs of their patients in the best way possible.

Foamily hierarchy ond lines of communication
Culture is instrumental in communication. Language is
a powerful instrument that can be used to get 1o know
the other person’s culture. Family hierarchy and lines of
communication are sometimes significant when consent
has to be obtained for treatment or for a surgical procedure.
In South Alrica, the current legislation allows people
18 years and older 10 give consent to medical treatment

autonomously. However, in many Affican grougs, consert
10 an operation or other form of treatment is & major
decision, Sometimes a patient will ask 10 2o home and
consult the elders of the clan, and iIn wome instances the
ancestors are comulted, Marny Affican grougs require that
consent for an operation on a child must be dbtained from
the child’s family or from the senior male relative, and the
mother will feel unable 1o give consent without comulting
the father or a male relative. This can create difficulties
where the child is acutely ill and is in need of emergency
treatment or surgery and the father is not available. In such
a case, it may be necessary for the Medical Superintendent
to give consent. In many groups, heaith matters relating
to reproductive health or to sexual maners, such as
contraception, must often be discussed with the husband
first, before talking to both husband and wife, as it is the
husband who takes decisions in the home and nothing will
happen if only the wife has received the advice.

It is important for the nurse to find out about lines of
communication in the various cultural groups because
nursing care is based on good communication, and
it is essential at all times to make sure that the lines of
communication with all stakeholders are appropriate and
effective.

Disposal of body parts

Ii an organ has to be removed or a limb amputated, it is
essential to find out from the patient or from the relatives
whether any special measures are needed for the disposal
of the tissue or limb. In many cultural groups, the body
parts must be given burial and not simply sent to the
incinerator. This requirement is particularly important
in the case of amputation. The requirement is often not
so stringent in the case of organs and parts of organs or
tissues.

In South Africa, matters relating to human tissues are
legislated in the National Health Act 61 of 2003, which
repealed the Human Tissue Act 65 of 1983.

Organ donation pratices also vary between difierent
cultures; some groups will not consent because oi the
belief that the deceased must be buried with all their body
among Alfrican cultures, although there is no specific
prohibition in traditional African belief and it may vary
depending on the particular group or set of religious
beliefs. Orthodox Jewish people and many Muslim
people are also likely to refuse organ donation, out of a
cultural belief that the body must be buried intact and
not necessarily out of any specific religious prohibition.
Some groups may refuse permission for post-mortem
examination, for example Orthodox Jewish people and
Muslim people.



22 Kty Comgdete Taathond of Meshe ol g ol Msing

Deoth, dying and the disposal of the body
As this o the Last thingg that the Carmily will e for the pratient,
most farilies hune o strongg desies 1o ensune that things are
done i accordance with what the patient would have
wanted 1t s impoctant 1o find out, for example, whethes
the family would like o priest 1o be called, as would be
the case with & Roman Catholic patient, Also imgrortan
would be to find out whether the family expect 10 be
allowed 10 stay with the dying person and, if so, which
specific family members, In the case of Jewish patients,
it customary for the family 1o watch at the bedside
of a dying relative, but this function is also provided by
Jewish community organisations that may be contacted
to perform this function if the family is unable o do o,
In some cultures, specific rituals are carried out at
the bedside of a dying patient. The care of the body after
death is also an important cultural aspect, In some African
cultures, after the death of a person in hospital, the family
may come to collect the spirit of the dead person from
the bed where the patient passed on. Nurses should find
out whether it is acceptable for the staff 1o remove tubes
and lines and lay the body out, or if there is any specific
procedure 1o be followed before doing the last offices.
For example, an individual known as the Wagter, who is
sent by the relevant Jewish community organisation, lays
out a Jewish patient who has died, although it is usually
expecied that the nursing staff will remove the tubes and
lines. Jewish and Muslim patients are accommodated in
their own separate sections of the moruary and have their
own burial organisations.

Amulets and charms

Beliefs in charms and amulets are a widespread phenome-
non, and are found in many cultures, Amulets and charms
are believed to facilitate healing and to protect the patient
from harm. The use of charms is not only found among
so-called primitive groups but is found in many Western
groups. Among, Mediterranean groups, for example, belief
in the “evil eye’ is common and charms are worn to ward
off the evil eye, Some amulets are religious in nature, such
as holy pictures and holy medals, but their purpose remains
the same: 10 promote healing by supernatural means and to
protect the individual from harm,

Generally, amulets and charms should not be removed
unless it is clearly necessary, e, if the patient is going
for operation in the theatre. It may also be necessary to
remove amulets in order 1o facilitate treatment, If it s
indeed necessary 10 remove an amulet, the patient and
family should be informed of the need and of the reason
for it. Sometimes amulets can be moved 1o other places
on the body, or they can be placed at the bedside, or sent
home with the family, but usually the hospitalised patient

preders 1o koo sch werrs with them. Amulets should
never singily b dise arded, o this can Cauwe great offence
10y thee pratient anelor farmily.

The role of women

The role and social peaition of women vaties between
societies, and often depends on whether the society s
matriarchal or patriarchal, In many cultures, 3 woman
is a perpetual minor, always under the guardianship
and supervision of a male relative. Women in such &
position usually need to consult with their husbands o
senior male relatives before taking decisions, even those
relating 10 health, Among many African groups, it is
the male head of the household who must decide if a
member of the household can be taken to a hospital or
clinic for treatment. This often means that women must
wait for absent heads of households to return before a
decision can be taken. A great deal of education and
empowerment is needed to change these patterns.

Sexuality

Sexuality is a universal human trait, but the social
regulation and expression of sexuality varies from culture
1o culture. The area of sexuality covers relations between
the sexes, modesty, rituals and practices related to the
female menstrual cycle, and, very importantly for nurses,
the manner in which intimate matters may be discussed.

In many cultures, the frank discussion of sexual matters
is regarded as uncouth. It is common to find that it is
unacceptable for sexual matters to be discussed between
the sexes; women talk to women about sexuality and men
talk to men, It follows, therefore, that any discussion on
matters related to sexuality, such as contraception or safe
sexual practices, must be approached correctly and very
carefully. For some, it is necessary to discuss such matters
with the head of the household; if they accept, then the
family will follow their lead. Depending on the group, itis
often prudent 1o have a male nurse talk to male patients of
male family members, and female nurses to talk to female
patients or female family members. A young unmarried
female is frequently not seen as an appropriate person
with whom to discuss intimate matters.

The way in which intimate topics and those of a sexwa!
nature are discussed is also important. Frank graphic
descriptions are often not acceptable and may cause
offence, and the nurse must find ways 1o get the message
across by using terminology that is acceptable to the
patients and their families.

Other cultural issues related to areas of culturdl
diversity are family organisation, language, personal
space, touching, eye contact, gestures, healthcare beliefs
and spirituality and religion.
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Cultural perspectives on health and illness

Beliefs on healthcare systems vary among cultures, thus
patients regard healthcare differently. Every culture has a
system for healthcare based on the values and beliefs that
have existed for generations, Nurses have an increased
responsibility to meet the needs of an increasingly diverse
society in order to reduce health disparities and improve
healthcare quality. Beliefs about health and illness are
an important cultural factor in healthcare. The challenge
for nurses rendering healthcare in a Western-oriented
healthcare system, such as the one in South Africa, is to
bring the health/illness paradigm of patients into alignment
with the system. Health and illness beliefs fall into three
major groups, described in the sections that follow.

The magico-religious paradigm

In this paradigm, illness has a supernatural cause, as
opposed to injury, which has a specific and obvious
cause. Consequently, the cure for illnecc lies in the
supernatural or spiritual dimension. It is widely believed
among African cultures that iliness may be brought on by
a malicious spell or by the neglect of or a transgression
against the ancestors. The cure for illness, while it may
involve medication, is spiritual and involves rituals, prayer
and possibly some form of sacrifice. Health may be seen
as a sign of supernatural favour, and illness as a curse
or punishment. In this paradigm, it is also commonly
believed that the actions of one individual may affect the
health of the community.

People who adhere to this belief system do not
necessarily reject Western scientific approaches to therapy,
but scientific treatment methods are not seen as being the
sole agent in effecting a cure. For many African cultures,
the two systems exist in parallel, and both are regarded as
being effective. For treatment within a modern scientific
framework to be successful, however, patients must be
allowed expression of the spiritual dimension and access
to practitioners who practise within the magico-religious
framework.

Patient education is an important factor in bringing the
two systems into alignment for a patient, and the nurse
is a key agent in this process. Accurate health education
that takes into account and shows respect for the patient’s
health or illness beliefs and behaviours must be offered.

The biomedical paradigm

This is the dominant belief system among Western
cultures, but not necessarily the only one. According
to this paradigm, there is a demonstrable cause-effect
relationship for all types of illness. These causes may be
due to environmental factors, trauma, pathogens, fluid
and chemical imbalances or structural changes. All forms

of ill health thus have a specific cause and can be cured
ot alleviated by eliminating or neutralising the identified
cause.

This belief system underpins the practice of modern
medicine, but the wholeness of the individual and the
relationship with the spiritual dimension are frequently
lost sight of. Healthcare within a biomedical paradigm
can often be experienced as dehumanising and harsh,
Within this system it is the nurse who preserves a holistic
approach to the patient. Nurses always strive to meet
their patients’ needs and to ensure that all aspects of
the patients’ humanity are taken into account. It is easy
t0 become a mere technician in this model and it is
important for nurses to guard against this.

The holistic paradigm

In this paradigm, human beings are seen as a part of nature
and as having a need to maintain balance and harmony
with the laws that govern the cosmos. Disturhing the
cosmic balance causes disharmony, chaos and disease.
Explanations for ill health and disease are based on
disharmony between the human organism and the forces
of the universe,

The holistic paradigm is widely held among many
cultures, including Western cultures. Many forms of
alternative healing in both the East and the West are based
on the holistic paradigm, and it is the dominant paradigm
among Asian cultures. Florence Nightingale’s philosophy
that the role of the nurse and the nursing profession is to
provide an environment in which the patient can recover
naturally reflects this holistic paradigm. This philosophy
forms one of the foundations of the practice of nursing.

Integrative and complementary healthcare

Integrative therapy includes a more collaborative
approach to patient care and encompasses the treatment
of patients with both traditional and alternative therapies
concurrently. Complementary therapies include a range
of philosophies, approaches and therapies that Western
medicine does not commonly use, accept, study or
understand. The concept of wellness means more than
being healthy or without a disease. However, no illness is
purely physical, The effects of illness manifest themselves
physically, mentally, socially, spiritually and otherwise.
Humans are complex beings. The interactions between
mind, body, emotions and spirit connect individuals
to their environment and other people. Patients from
different cultures may have used alternative therapies as
their primary approach to health and illness care, and
may want to continue the therapies while in hospital.
Nurses need 1o be knowledgeable about the different
cultural beliefs and alternative practices. Integrative and
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complementary therapies are holistic and treat the person
as a whole. They can be grouped into the therapies as
discussed below.

Alternative medical systems, These are practices such as
homeopathic or naturopathic medicine, and traditional
medicine which includes herbal medicine, acupuncture
and massage. These therapies are practised by many
cultures throughout the world. In South Africa, culture
and the law play a pivotal role in herbal medicine, which
is regulated under the Traditional Health Practitioners
Act 22 of 2007, An example of alternative practice in
the South African context is circumcision, which can be
done by either traditional groups or dedicated healthcare
practitioners, at different cultural circumcision schools or
at medical healthcare facilities, respectively.

Mind-body interventions. This includes meditation,
hypnosis, dance, music and art therapy, and prayer.
The therapies enhance the mind’s ability to affect
bodily functions.

Biologicolly based treatments. These treatments include
products such as herbal medicines, special diets and

biological therapies.

Manipulative and body-based methods. The therapies
include chiropractic and massage therapy. Massage
therapy in hospital may also be used in conjunction with
physiotherapy.

Energy theropies. These therapies include focusing on
energy originating from within the body, or from other
sources such as therapeutic touch or magnetic fields, and
includes reiki, physio acoustics and bio-electromagnetics.

Collaborative, comprehensive and/or
alternative healthcare provision

Alternative healthcare includes health therapies that are
used in place of traditional medicine.

Patients are increasingly using alternative therapies
from alternative practitioners, and among African cultures
the practice of consulting a herbalist, traditional healer or
sangoma when ill is common. These kinds of practitioners
play a pivotal role in the African community. The
importance of indigenous practitioners and the esteem
in which they are held in the community are the basis
for the frequent calls that are made for these traditional
practitioners to be integrated into the health system.

Traditional practitioners consult the ancestors regarding
the patient’s health by throwing bones or by going into
a trance. Following the diagnosis, a remedy will be

prescribed, again In consultation with the ancestors. These
remedies are invariably herbal and are often designed
1o cleanse, usually by causing purging. Other remedies
include tonics and vitamin preparations. Dosage and
strength are imprecise and extremely variable, and some
concoctions may be highly toxic if too large a dose is taken.
The prescription of medication is usually accompanied by
some form of ritual and/or prayer designed to enhance the
treatment. Sometimes an amulet is given to the patient to
complement the treatment and should be worn until the
course of treatment has been completed.

Both Western and Eastern holistic practitioners may
also prescribe medication, again mostly herbal based.
Dosages tend to be far more precise, but some herbal
preparations can be toxic if taken in too high a dose. In
holistic practice, medication is designed to help restore
the patient to a state of harmony or balance. Some
alternative practitioners such as osteopaths use physical
manipulation to achieve a cure by restoring the vertebral
column to correct alignment.

Traditional, alternative and holistic practitioners enjoy
wide respect and are frequently consulted by patients in
addition to Western scientific practitioners. The problem
is one of identifying a set of principles for a relationship
between Western scientific medicine and the various
forms of indigenous and alternative medicine. Often
this is not a dilemma that the patient will discuss with
their Western scientific doctor, because the said doctor
is quite likely to disapprove of the patient consulting an
alternative practitioner, Nurses are, however, quite often
asked to give advice regarding the use of alternative
practitioners. It is therefore important for nurses to have
a sound knowledge of what treatments the various types
of practitioners offer and to be able to identify those
that would be harmless and those that might cause the
patient harm. Openness should be encouraged, and
nurses should find out whether a patient has consulted a
traditional or alternative practitioner and, if so, whether
any form of medication is being taken.

Recent dialogue with African traditional herbalists has
led to the establishment of some guidelines. If the patient
has consulted a traditional healer and then consulted 3
Western scientific practitioner, they should return to the
herbalist to discuss this. Sometimes traditional medication
can be continued, but more often it is advisable w©
discontinue the traditional medication until the Western
medication has been completed. In many areas of South
Alfrica, outreach programmes and training programmes
are in place to educate herbalists and sangomas regarding
the interaction between traditional medicine and Westem
medicine. Included in such outreach programmes are
principles of referral, particularly in relation to the



Chapter 2 = Pracising mursing within o culturally diverse sty 26

nature of conditions that should be referred to a Western
practitioner and when to refer,

In the area of health education, traditional practitioners
play an invaluable role. In the case of conditions such
as tuberculosis, it is of paramount importance that the
patient continue with the treatment, whether or not
traditional medication is taken in addition. Traditional
practitioners are also an important link in the campaign
against HIV/Aids. It is important to convince a patient not
to discontinue Western treatment simply because they are
consulting a traditional practitioner. This principle applies
particularly where regular forms of treatment such as
dialysis are concerned, and where stopping the Western
treatment could be life threatening.

In the case of a hospitalised patient who is acutely
or even critically ill, the use of traditional medication is
definitely dubious, if not actually dangerous, and should
be discontinued. The problem with the vast majority of
traditional herbal remedies is that they have never been
scientifically analysed, and they often contain unknown
ingredients that may be potentially harmful to an acutely
ill patient.

2.2 Practices to be encouraged in cultural
exchanges

* Being awore of diversity and respecting it, even
celebrating it

» Recognising thot culturel foctors are important in
the health and illness of patients

* Being knowledgeable and respectiul about the
cultural groups one encounters

* Recognising one’s own biases, prejudices ond
blind spots, and working fo overcome these when
decling with patients

* Finding ways to care for patients in culturally
appropriate and acceplable ways

* Striving to give holistic care in all sitvations.

A nurse's interface with different cultures

A nurse is the patient’s advocate as well as the coordinator
of care. It is the nurse who meets the basic needs of the
patient, and many of these needs mustbe metin a culturally
appropriate manner, or at least in a way that shows respect
for the patient’s culture, norms and values and does not
give offence. An example of cultural advocacy could be a
patient who refuses hospital treatment due to observation
of cultural practices. In South Africa, refusal of hospital
treatment and the right to a second opinion or health
provider of own choice are included in the Patients’
Rights Charter, which is enshrined in the Constitution

of the Republic of South Africa, 1996, The nurse should
therefore consider the patient's rights in conjunction with
their culture and wishes,

Nurses also frequently carry the major responsibility
of giving health education and ensuring that patients
and their families have understood the information given
to them, Nurses are thus the primary caregivers and
healthcare practitioners, and they interact with many
cultures, Nurses need 1o develop a broad store of cultural
knowledge, and they also need 10 develop a high degree
of cultural sensitivity. Cultural sensitivity embedies the
principle of respect and awareness of one’s own norms
and values, as well as those of the patient, Culturally
sensitive nursing involves caring for a patient in a way that
matches the patient’s perceptions of their health problems
with their treatment goals,

A nurse's role within the multidisciplinary
team from a cultural perspective
It is not possible for the average nurse to undertake an

in-depth study of every culture that they encounter.
Certain key aspects, however, are important in healthcare

2.3 Pitfalls to be avoided in cultural
exchanges

* Ignorance and lock of understanding of other
cultural groups

o Stereotyping, such as assuming that oll individuals
belonging 1o a particulor cultural group conform
1o o general paiern or behave in o certain way;
it should be considered thot all patients are
individuols and that their behaviour and reactions
are olso determined by other foctors, such as fomily,
education, ond environment

* Judging other groups by one's own norms and
values - certain basic principles, such os the
concern for hygiene, are proctically universal, but
may be expressed in different ways

* Assigning negctive attributes or characteristics o
people from another culturol group

* Seeing the worldview and experience of other
groups os inferior - this leads to prejudice,
discriminotion and rocism

* Toking o potomolistic attitude of ‘| know whot is

good for you

. Boing cuhmol&y blind ond proceeding as though
cultural differences do not exist. The proctice of
giving dietary odvice that is based exclusively on
a typical Western diet is such an example.
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and these should be assessed as part of a routine nursing

assessment. These key aspects are:

o Diet and food habits

o Ritals and taboos relating to key events in the
lifecycle such as sexuality, birth and death

o Health and illness beliefs

*  Types of practitioner consulted

¢ Healthiliness  behaviours  and  decision-making,
including family or clan involvement

¢ Relationship with health professionals, as in many
cultures the medical practitioner is expected to tell
the patient what is wrong, not the other way around

* Genetically based biological variations, such as blood
values, bone structure and bone density

o Practices related to modesty

¢ The discussion of sensitive issues,

Culture and communication

The importance of culture in communication cannot be
overemphasised. It is essential for nurses to develop a
basic insight into the culture of all the patients that they
deal with. Failure to develop this insight will hamper
health communication and nurses may be seen as
being insensitive or even rude as a result of their lack of
understanding of the patient’s culture. Where language is
a problem, translators may be useful. It is also important
for nurses to use the correct channels of communication,
such as a senior male relative when necessary.

Communication in o cultural context

Cultural context is the care, beliefs, values and practices

of a culture that shape a person’s environment.

Culture profoundly influences interpersonal commu-
nication, and it is essential for nurses to have a basic under-
standing of the norms and values of the cultural groups
with whom they will be working in order to communicate
effectively with these groups. Culture determines several
key aspects of communication, such as:
¢ How to greet. For example, in African cultures it is

not polite to get straight to the matter under discussion

without first greeting the other participants and
enquiring after their health. Among African cultures
it is the older or more senior person who is greeted,
and indicates when to speak and when not to speak.

In many cultures, a junior person waits to be invited to

speak, or waits until the more senior people have had

their say and only then may they speak.

+ Expressing anger and other strong emotions. In most
societies, direct physical expressions of anger are not
acceptable, as this can be dangerous and lead to injury
and even death. Showing grief is another matter. In
some cultures, it is a mark of love and esteem for a

departed relative if those left behind cry ardd grm wi
10 strong, avert signs of grief like screaming o wareg
at clothes, In other societies, control s expmced o
the death of a loved one. A controlled reacton drss
not necessarily mean that the relatives did rot cars ior
the person who has died. In other cultures, 3 mam =
not supposed to cry, or should cry privately.

o Eye contoct. In Western societies, looxing the arer
person directly in the eye is taken as a mark of
openness and honesty, In other cultures, ke Afrcir
cultures for example, sustained direct eye cortac
is not polite, particulardy from 2 junicr 1o 2 sericr
person, or even female to male,

« Gesturing and touching. Generally, areas that may oe
touched during communication depend on the degree
of intimacy of the communicators and the cortes:
of the communication. During sexual intercours
the panness are very intimate and all party of Te
body may be touched. In everyday social irteraction
between work colleagues there is not a high degree or
intimacy, and thus only the hands, arms and shouldens
may be touched during communication. especiai’y
when greeting or congratulating 2 person. In some
cultures, it is the norm to kiss the cheeks of the cther
person when greeting, irespective of gender.

Cultures can be categorised according to whether ey
are individualistic or collectivistic, as well as by ther
communication style. Cultures may have high-cortex
communication styles or low-context communicaten

styles.

¢ Individualistic cultures, such as most Western Eurc-
pean cultures, stress individual goals and achieve-
ments. These cultures tend to promote competiton,
and they place great value on achievement.

¢ Collectivistic cultures, such as are found in Arca
stress group activities and group achievements. These
place great value on cooperation and group cohesicr.

¢ Cultures characterised by a high-context communica-
tion style tend to be indirect or overly polite in com-
munication, having a great concern for perceptions
and leaving much to be gleaned from the cortext
and circumstances of the communication, whic™
means that the other person in the communicaton
needs to have a degree of insight into the context anc
circumstances of the communication in order m be
able to fully understand the communication. Mar
Eastern as well as African cultures have a high-cortex
communication style, and it can be difficult for »
individual from a different cultural background 1o werk
out the full meaning of the communication unless sme
has been spent in developing the necessary insignt @
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be able to communicate effectively. In African cultures,
much communication is implied and the listener must
pick this up from the context. Much is left unsaid or
is conveyed through nonverbal means, or by riddles
and euphemisms, which the listener must understand
in order to grasp the full drift of the communication.
For example, in the African context the expression
‘izindaba zocansi” is a term used to cover a multitude
of issues related to sex and sexuality.

¢ Incontrast, low-context cultures, such as most Westem
European cultures, have a direct communication style
and are much more explicit verbally. The listener will
know exactly what is meant, but the style is not always
comfortable and can be perceived as rude, especially
by someone from a high-context culture.

Essential health information

Itis especially important to consider the patient’s heritage,

education level and language skills when planning

patient education. The assistance of an interpreter may be

appropriate. The unfamiliar hospital environment may be

threatening when language barriers make it difficult to ask

questions. Nurses should:

 provide information on indications, contraindications,
potential benefits and adverse effects of alternative
therapies in relation to the present diagnosis

Suggested achivities for learners

advise the patient about herb-drug interactions

¢ advise the patient to seek help regarding exploration
of therapies that are suitable to them

* advise the patient to keep a log of any adverse reactions
and report these to the healthcare practitioner

* when using oils on the patient, advise the family to be
cautious of the risk for toxicity or skin irritation

* enquire into allergies when using biologically based
therapies

¢ advise the patient to consult safe and competent

practitioners.

Conclusion

The Nursing and Midwifery Council (NMC) in the United
Kingdom states that ‘nurses must practise in a fair and an
anti-discriminatory way, acknowledging the differences
in beliefs and practices of individuals or groups’ (NMC,
2002). The culture of the patient must be taken into

_ consideration when planning nursing care, Alternative

and complementary therapies that will be beneficial for
the care of the patient should be assessed. Itis not possible
for nurses to undentake an in-depth study of every culture
that they encounter. Certain key aspects, however, are
important in healthcare, and these should be assessed as
part of a routine nursing assessment.

Activity 2.1

A male patient is admitted in your unit and the family request to massage him with a body lotion of mixed
medicinal herbs which they obtained from o trodifional healer. They believe that the lotion will heal the patient of

the condition he is suffering from.

They have been instructed fo put the lotion all over the body and that the patient should not have a bath for
3 doys in order for the medicine to work effectively. The family asks you to allow them to put the lotion on the
patient and follow the instructions. Debote the following issues:

1. How would you proceed?

2. How does this enhance or inhibit the achievement of the specific outcomes outlined in this Chapter?

Activity 2.2

A patient in your unit is confused and refuses oxygen therapy, saying it is disturbing him os he would like 1o
communicote with his ancestors. He is desaturating and becomes violent when you ry to put the foce mask on
him. He then requests you o give him space to discuss the treatment [oxygen therapy] you want to give him with
his greatgrandmother, who is already dead. Debate how you would proceed in this situation.

Activity 2.3

A femole potient admitted in your unit with chronic back pain hos been scheduled for o spinal operation. Following
ovisilrunrohﬁveuhoroqmmobodsdmgodfroml\ohosp‘ﬂolboowsod\eiscomidoﬁmoom:ro,mdh
fomily has organised on intercessory prayer for her. Explain how you would proceed to deal with this patient.



govironmental  hygiene  also  influences  health, and
many discases, such as asthma and other upper respiea.
ey problems, can be directly related to pollution and
w lessthandideal enviconmental conditions. The need
10 maintain optimal environmental hygiene can also be
considered a human need.

Need for comfort and rest

The word ‘comiort’ refers to a sense of case and well-

being. Physical comiont means not only the absence of

pain, but also includes:

o the position of the body

+ the temperature of the environment

« the absence of hunger or thirst

o the absence of annoying distractions and stressful
happenings.

Rest is closely tied to comfort and refers to a state of
physical inactivity, repose and relaxation. Sleeping and
waking, as well as factors that might induce restlessness,
must be taken into account. Physical and emotional
stress may interfere with an individual’s ability to rest.
Rest and sleep are essential for normal physical and
psychological functioning in order to replenish energy
and repair tissues.

Need for safety

The need for safety is multidimensional and includes the

following:

. safety. In this instance, the need for safety
means the avoidance of physical injury and damage to
the body. The individual’s level of consciousness and
awareness, as well as their level of physical fitness and
agility, are relevant to this need.

* Psychological safety. This pertains to the feeling of
being secure and of knowing what to expect from the
people around you, as well as being able to cope with
events, It means that individuals understand what is
happening and trust that their best interests will be

safeguarded.

Need for security

Security is based on physical safety, which means adequate

food and shelter, as well as freedom from physical harm.

Security is all-encompassing and it is a broader concept

than physical safety. It relates to:

* a state of comfort within one's environment, and it
means that individuals are assured of the means with
which to support themselves in society. It implies
that an individual is comfortable with their role and
satisfied with their position in society,

* protection under the law and from violation of one’s
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fundamental human rights. There is obedience to the
law and respect for the worth of human dignity in the
soclety and in healthcare facilities in particular,

¢ froe access to health facilities and services.

Neod for sensation and perception

Nomal human functioning includes the ability to
perceive the environment and respond appropriately to
it. Sensation and perception require the ability to see,
hear, feel, smell and taste, as well as cognitive abilities
that enable an individual to interpret information and to
respond appropriately.

Need for sexvality

In the physical context, sexual or reproductive needs refer
to those actions or processes that are necessary for the
reproduction of the species. These include copulation,
conception, gestation and parturition. Sexuality needs
are assessed throughout the lifespan, from infancy to
older adulthood, as these needs relate to a stage in life.
Sexuality is influenced by a variety of factors, such as
age, sociocultural background, ethics, self-concept and
physical fitness, .

Sexuality is more than a physical need because of the
psychological and cultural dimensions which must be
taken into account when dealing with patients. The socio-
cultural aspects of sexuality for females include:
¢ menstruation
* pregnancy
* abortion
* contraception.

Assessment  regarding  sexuality needs should take
cognisance of the fact that sexual dysfunction (challenges
regarding the desire or actual performance of sexual
activity) may be as a result of illness, disability, drugs,
stress, or other physiological changes like menopause.
Nurses must also be aware of patients’ need for information
about sexual activity and ways in which sexual activity
is altered according to the health status of the patient.
Comprehensive history taking on the first visit to a health
facility regarding sexuality should include:

* a history of sexually transmitted diseases (STD)

* sexual activity or practice

* sexual orientation

o sexual dysfunction,

Psychosocial needs

Psychosoclal needs refer to a variety of cognitive, emotional
and Interpersonal factors that enable individuals to adapt
to the environment, form relationships with others, and
function successfully within a community.
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Need for cognition

The word cognition comes from Latin cognoscere, 10
know. In order for an individual to function adequately
in relation to the environment, other Individuals and
the community, effective thought processes must be
developed. Effective thought processes include odentation
1o the environment and the people in the environment,
as well as problem-solving skills and the ability to form
concepts and organise thoughts in a logical manner,
Memory and the ability to understand and learn are also

necessary for adequate cognition,

Need for adaptation

In order to be able to deal with stress and life events
eifectively, individuals must develop a variety of
conscious coping skills. Coping behaviours involve the
use of problem-solving techniques and relaxation, as
well as the avoidance of stressful situations. Healthy
coping implies adaptability and the capacity to deal
with change rationally and appropriately. Less healthy
coping mechanisms include aggression, withdrawal and
substance abuse.

Unconscious coping behaviours include defence
mechanisms such as denial, projection, repression and
regression. Coping skills are more difficult to assess in
children, but children who are able to make their needs
known and who are confident of having these needs
met are coping effectively. Severe stress in a child may
bring out primitive defence mechanisms such as temper
tantrums, withdrawal and regression.

Need for self-esteem and self-concept
Self-esteem implies that one has confidence in one's
abilities. Adequate self-esteem requires acceptance of
the self and feeling good about the self. This includes
acceptance of bodily appearance and characteristics.
Good bonding in an infant is a prerequisite for the
development of self-esteem. A child with good self-esteem
will show confidence and be outgoing. Adequate role
pedormance is related to self-esteem needs, as every indi-
vidual has a need to fulfil their various life roles effectively.

Self-concept relates to how one feels or thinks
about oneself. The components of self-concept include
identification, body image, role performance and self-
esteemn, A healthy self-concept requires acceptance of
one’s personality traits, as well as a realistic perception
and acknowledgement of one’s faults,

Self-confidence is based on a healthy self-concept and
seli-esteem which are the basis of sound interpersonal
relationships and mental health,

Nood for autonomy

Autonomy Implies  independence, control  and  the
competent management of the cognitive, perceptual
and behavioural processes of an individual, within
socletal definitions of ‘normality” or ‘mental health’, and
conforming to accepted social norms,

Autonomy also includes the facility of choice, or the
ability to make an informed decision between several
alternatives, based on personal beliefs and preferences,
The ability o exercise choice also implies the right to
have those choices respected,

Need for relatedness

Humans are social beings and need the esteern and

cooperation of their fellow human beings. We also have a

need to form close associations with others, as the fullest

expression of the personality is attained within reciprocal
human relationships. Different types of relationships
are characterised by different degrees of self-disclosure.

Close, intimate relationships demonstrate mutual trust

and support, as well as mutual esteem building. These

relationships include the following:

* The nurse-patient relationship. This is a special
type of relationship in that it is intimate and caring
without being too close. The nurse knows and cares
for their patients, but does not become emotionally
involved with them. Nurse-patient relationships are
also characterised by empathy and a ‘disinterested’
concern for the patient’s best interests.

* Fomily relationships. Usually influenced by one’s role
in the family, eg father, mother, daughter, son, etc. The
presence or lack of family support is also crucial for
dealing with illness.

* Significant other relationships. Characterised by
emotional ties with one another or other factors.

Need for stimulation

Curiosity is one of the most striking features of human
nature. People have an innate need to explore, to develop
their potential, to respond to challenges and to achieve.
Stimulation is essential for the development of human
potential. The environment, education and interaction
with other people are all crucial for development.
Stimulation also includes the need for leisure time
activities, during which individuals express themselves in
an informal and pleasurable way. Meaningful work, on
the other hand, is an important source of stimulation as it
enhances self-esteem,

Need for communication
Communication with others is a natural human activity
that Is essential for survival and for the formation of



meaningful relationships. Communication is the process
of giving and receiving information, and of attaching
meaning to information and making use of that meaning.
It is a major factor in determining the relationships that
people have with others and what happens to them in
the world.

Table 3.1 Summary of bio-psychosocial needs
Physical |

| Psychosocial
| needs

Spiritual
needs

Meaning-
fulness

Religious
expression

Need for meoningfulness (existentialism)
Meaningfulness implies the need for meaning and
purpose in an individual’s life in order to cope with life’s
challenges, for example illness or even death. Finding
meaning in life requires the development of a personal
philosophy and ideology to facilitate the process of
finding meaning,

Grieving is an essential part of finding meaning in
pain, suffering and death. Both patient and family may
need to grieve in order to accept and work through the
diagnosis of illness or the death of a loved one.
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Meaning in life is frequently connected 10 swif-esteem
and relatedness, as many people find meaning and self.
expression in their relationships with others, and with 2
higher or divine power,

Spiritval needs

Human nature has a spiritual dimension, whch
encompasses the need 1o find meaning in e ard 2
relationship with a higher or divine power. Human
spirituality also means defining life values and belef
systems, and relating to the self and to others within
the framework of those life values and belief systems or
philosophies.

Spiritual needs are dynamic as they change with time
and circumstances, for example life events such 25 the
illness or death of a loved one.

The terms spirituality and religion are often used syno-
nymously, although the two are not necessarily the same.
Spirituality is a broader concept than religion. However,
most religious people are spiritual as well. The spiritual
needs of the patient include the need for meaningiulness
(existentialism) and the need for the expression of religion.

Holistic care in nursing includes giving spiritual care,
which includes reason, reflection, religion, relationships
and restoration. Assessments of patients on admission
should include a comprehensive history taking regarding
the patient’s religious beliefs with regard to health and
illness. This is to ensure that these beliefs and practices are
taken into consideration when planning nursing care, as
well as their impact on medical treatment and procedures.

Very often, nurses will only ask about religious
affiliation and not delve into the specific health beliefs or
practices that may impact on healthcare.

Meeting the spiritual needs of the patient

Principles of spiritual core

Some principles include:

« recognition and acceptance of the spiritual dimens.on
of human beings (seli-awareness)

* comprehensive assessment 10 determine the patent's
spiritual and religious needs

¢ good communication; the need 1o listen n an
authentic manner

* empathy and the ability to accept what the patient says

* sympathy 1o enhance a trusting relationship 10 allow
the patient to feel safe

¢ use of judicious seli-disclosure

o referral 10 professionals more qualited n sparitual
care, eg a hospital chaplain or the religious leader of
the patient.
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Need for religious expression

For most human beings, spiritual needs are fulfilled within
an organised system of belief and worship, whethes
formal or informal, The religious beliefs and practices of
an individual form an important part of that Individual’s
life, particularly in relation to beliefs and practices about
birth, death, health and illness. Religious practices and
ritvals play an important part in enabling individuals to
weather life’s crises, including il health,

Regarding praying with the patient, the nurse should
make sure that this practice is not in conflict with the
policies of the institution. French and Naraynasmy caution
that ethical issues arise when praying with patients, and
advise that informed consent should be obtained from the
patient first. Poole and Cook maintain that praylng with a
patient may constitute breach of professional boundarles,

In a multicultural society such as South Africa, nurses
need to be familiar with the major religlous practices
common among the population. All cultural and religious
affiliations are recognised in the Constitution.

Religious beliefs and practices regarding
health

There is growing evidence in literature that there s a
connection between spirituality, religion and health.
Research indicates that religion strengthens people’s
ability to cope with life-threatening disease, Some of
the major religions’ beliefs and practices, and the implica.
tions of these for health and nursing, are summarised in
Table 3.2.

Integrative healthcare
This approach to health includes the use of complementary
and alternative healthcare practices, and may sometimes
include conventional medicine, albeit for a brief period.
The central belief of this modality of healthcare Is that the
human body has the capacity to heal itself. As a result,
healthcare is geared towards changes in lifestyle and
involves the use of natural and manual healing therapies.
Complementary and alternative therapies include
acupuncture, chiropractic practice, herbal medicine,
homeopathy, osteopathy, aromatherapy and hypnotherapy.
African traditional medicine is also regarded as a comple-
mentary and alternative therapy.

The traditional health practitioner

According to the World Health Organization, traditional
practitioners are those who are recognised by their
communities as being capable and competent to provide
healthcare services, using methods which are cultural,
traditional, spiritual, and religious,

Trachitional medicine is widoly tsed In many s of
Afttea, Includiogg Sonhe Afrleas There s a bwliod tha
conventional medicloe may nob provide all e s
gt gy T Poalth Sonthe Afeca s a e aliral s lety
and many  cultural groups osee tradifonal s e
alongside comventional Westoo medic ine

Mustimy people and adberonts of Hindaisim ofton
approwch traditional healors. T Southy Afriea, taditiona
health  practitiones  are rocognised  and  reylated
under the Traditlonal Flealth Practittones Act 22 o
2007, Tracitional health practitloness bnclude divinoes,
teaditlonal doctors, spleitual healors, taditional surggeom
andd traditional birth attendants,

Diviners, Diviners are traditlonal health practitioners wh
often dlagnose 1 health by means of casting a specific s
of bones on the floor, This Is thelt way of communicating
with the ancestors 1o guldhe thent through the patient
practitioner Intedface, The bones provide Information and
messages which are Interpreted to facilltate o diagnoss,
or an explanation to an Individual’s problem, The diviner
are hollstic practitioners who not only attend 1o plysical
problems but adopt o more psychosoclal perspective,
Prescription for treatment Is by means of hetlys and very
often the performance of some rituals,

Traditional doctor, Inyanga, herballst, Traditional
doctors use medicinal herbs In the treatment of patients.
They usually acquire the skills through an apprenticeship
system, where they are taught by an expert, They provide
preventive, promotive and curative healthcare,

Spidtual healers. They are often referred to as ‘falth-based
healers’, because they use religlon, especially Christianity,
as the medium for the healing, Spiritual healers use verses
from the Bible as the foundation for diagnosis and healing.
They also use holy water, ash and colourful ropes to cadt
out evil spirits, Healing baths are often used to cleanse

the body.

Traditlonal surgeons. A traditional surgeon is one who
performs clrcumeision as part of a cultural Initiation
process, This practice Is very common among Xhow
people In South Africa and the vhaVenda people
In the Limpopo province, Other ethnic groups ale
participate in this traditional practice In the urban areas
of Gauteng. These groups Include the Ndebele, Basotho
and Zulu people. Other ethnlc groups mostly opt for
the conventional hospital-based clreumcision, (See alw
Chapter 2 on cultural diversity In healthcare.)



V5

Yable 3.2 Heolh rehoted beliehs ond prochices of selactedd religpons and implications boe haalth ane rurvng

Religton | Health-related beliefs and practices Implications for health and nursing
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* Eoting meat involves harming o living
creature
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is prohibited
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* Food should be Haloal only
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during illness

* May refuse treatment on the Sobbath doy

o life support is discouroged

* Food should be kosher only

o After postmortem, oll body parts 1o be
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¢ Are in fovour of organ donation

* Provide the requested diet unless contro-
indicated

¢ Allow patient 1o keep, but may have 1o
remove when palient goes for Xtays or
surgery

* Will not occept any blood transfusion,
oven in a lifothreatening sitvation
* The health condition of the patient may
deteriorote with fotal consequences

* Provide ion diet
* Meat diet exclude pork
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Traditional birth attendants. A traditional birth attendant
is a health practitioner who assists a mother during
childbirth and has acquired skills through delivering
babies or through apprenticeship.  Traditional  birth
attendants (TBAs) typically also provide care during
pregnancy, childbirth, and the post-partum period. They
render this service to women in their community and are
often paid in kind. In developing countries, traditional
birth attendants play a significant role in areas where
midwives and doctors are scarce.

Lane and Garod (2016) add that TBAs act as cultural
brokers between Western and traditional practices in
childbearing and provide women with continuity of care
from a known carer. TBAs in South Africa are recognised

Suggested activities for learners

legally in the Traditional Health Practitioners Act 22 ¢f
2007. They work in collaboration with the health system
as per the guidelines of the World Health Organization.

Conclusion

In this Chapter, the bio-psychosocial needs presented
correspond to Maslow’s needs for survival and provides
the foundations for nursing diagnosis and basic nursing
The Chapter forms the basis for the content of the Chapter
to follow, where needs including those relating to safer,
hygiene and grooming; nutrition; elimination; homeostasi
modality; exercise; and temperature regulation are dea
with, Other needs are covered in Chapters dealing wit
the respective relevant systems of the body.

§|

3.1

A baby is admitted to your ward. On history taking you find thot its parents are Jehovah's Witnesses. The medical
diognosis is such that the baby needs urgent corrective obdominal surgery. The parents, bound by their religion,
will not give consent for surgery and possible blood transfusion.

In o discussion with colleagues, state how you ore going to manage this problem, toking into consideration:

* the theorists’ stipulotions

e ethical ond legol implications

* potients’ rights

o the patient’s and the fomily’s spiritual needs
o the role of the nurse.

Activity 3.2

A devout Muslim patient dies in your care. A post-mortem has fo be done, and this can only be done after a
24-hour period. Describe how you will manage this situation.
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Sexuality m

LEARNING OUTCOMES

After compieting this chapter, you will ba able to:
1. Describe sexud development across the lfespan,
2. Define sexual haalth,
3. Descuss varabons in saxual expression.
4. Ghe examples of how the family, cuture, relgion, and parsonal
axpectations and athica nfluence oNe's sexualty.
§. Describe physiologic changes during the sexual response
cytie.

KEY TERMS

anal stimustion, 1032 exclemant phase, 1035
androgyny, 1030 foraie orgasmic disorder, 1637
body rmage, 1030 s sl aroussl disonder,
coitus, 1032 1036

cross-dressing, 1082 gerder expression, 1030
desre phase, 1034 gender identity. 1030

dysmencrthes, 1027
dyspareunia, 1037

6. identity the forms of altered sexusl function.

7. Kentity basic sexual questions the nurse should ask during
client assessment.

8. Formulate nursing diagnoses and InMarventions for the clant
expenencng sexual problems.

9. Recognze health promotion teaching related to reproductive

structuras,
hypoactye eyl desine dsteder, crgasnic phass 1035
1036 resolution phase, 1035
ntersex, 1037 sewss onertaton, 1030

male erectie disorder, 1038 sexual self-concept, 1030

maks orgesmic dasorder 1037 transgender, 1030
masturbation, 1025 vaginismus, 1037
menstruaton, 1025 vestitadbs, 1037
crab-genital sex, 1032 wuvodyria, 1037

Introduction

All humans are sexual beings. Regardless of gender,
age, race, socioeconomic status, religious beliefs, physi-
cal and mental health, or other demographic factors, we
express our sexuality in a variety of ways throughout
our lives.

Human sexuality is difficult to define. Sexuality is an
individually expressed and highly personal phenomenon
that evolves from life experiences. Physiologic, psychoso-
cial, and cultural factors influence an individual’s sexual-
ity and lead to the wide range of attitudes and behaviors
seen in humans. Satisfying or “normal” sexual expression
can be described as whatever behaviors give pleasure
and satisfaction to those adults involved, without threat
of coercion or injury to self or others. What constitutes
normal sexual expression, however, varies among cultures
and religions.

Development of Sexuality

The development of sexuality begins with conception
and continues throughout the lifespan. Table 40.1 out-
lines characteristics of sexual development typically seen
throughout the lifespan, with nursing interventions and
teaching guidelines for each developmental stage.

In this chapter, sex refers primarily to the biology of
being male, female, or some other anatomic state, and to
sexual activity. Gender refers to the psychologic sense of
being feminine or masculine and is related to the terms
woman and man.

Birth to 12 Years

The ability of the human body to experience & sexual
response is present before birth. When babies find their
fingers and toes, they also find their genitals. They seem
to experience a pleasurable sensation from the touch
but one would not call this a sexual experience. By the
age of 3, more purposeful masturbation (excitation of
one’s own or another’s genital organs by means other
than sexual intercourse) begins, although males do not
ejaculate until after puberty. By age 2 1/2 or 3, chil-
dren have beginning awareness of genital differences
between males and females.

Around age 9 or 10, the first physical changes of
puberty begin—the development of breast buds in girls
and the growth of pubic hair. As the adrenal glands
mature, they produce more testosterone and estradiol,
which contributes to the first experiences of sexual attrac-
tion to another individual. Girls learn about menstruation
(monthly uterine bleeding) and related self-care.

1025
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Seasal activity may be less fraguent,
Femaie's vaginal secretions diminish, and Dreasts

atrophy.
Males proclucs fewer SpanT and naad more time 10
achieve an erection and 10 gacuate.

Stage Characteristics Nursing interventions and Teaching Guidelines
INFANCY
Birth-18 monthe Differantintes salf ¥om others gradually. Sell-manipulation of the ganitals is noema.
External genitals are sensitive 10 touch. Caregivers need 10 recognize hese behaviors &
Male infants have perde ersctions; famaies, vaginal commaon in children.
Iubrication.
TODDLER
1-3 years Abie 1o identify own gendes. Body exploration and genital londing & normal.
Use nameés for Dody pans.
PRESCHOOLER
4-5 yosrs Sware Of Sl Angwer quistions about “whérs habies come fom”
E:umsmwm body parts. henestly and simply,
Leams comect names for Dody pans. Parentsl overreaction 10 exploration of ganitals and
Leams 10 control feefings and bahavior. masturbation can lesd 10 feelings that sex & "bad.”
SCHOOL AGE
6-12 yoars Has strong identiication with parent of the same Provide parents and chidren with oppodunities 1o
gender. rias (Ner CoONCEMS and ask queations regarding
Tends 10 have Inends of the same gender, sex.
Has incraasing awareness of sefl. Answer ol Questions with factunl data and perhaps
Incressad modesty, deire 10 privacy. folow up With sppropriate Hooks and other matens
Leams the role and concapts of own gandar. Advise parents 10 Giscuss basic nformation about
Al about 8 or 9 years becomes concamed shout ool Intecourse, menstrustion, and reproduction
gpacific sex behavors and oftén spproaches with chilaren at about 10 years of age.
parents with expiclt concems sbout sexuslity snd Give childnen reading materlal and then decuss t
reproducton. with them.
ADOLESCENCE
12-18 years Primary Gnd Secondiry Sex CharsCledstics oeveiop. Adolescents requre nfonmation sbout body changes.
Menarche usualy takes Peer groups have great snoortance at this time and
Develops refationships with nterested partners. #5581 in forming gender roles,
Masturhaton & common Datng halos adolescants prepare for AUt roles.
May parScpate n heteroseal or Same-Sex actiity. Parents influence values and beles regarding
Ane 81 risk for pregnancy and sexualy transmitted behavior.
Infections (STe). Teenaears require Information about conteaceptive
Measres &Nd precautions 1o take with regard 10
STis
YOUNG ADULTHOOD
1840 years Sexual actlly s cormmon, Young adults often require nformation shout
Establshes own Wastyle and values, MEasLres 10 prevent unwanied pregnances
Many couples share inancial obligations and {l.e., abstinence or contracepiive dejoes)
housahold tasks. Require information 1o prevent ST
Require reguiar CommUNICSNon 10 understand
parners sexual Neads and 10 work Through probilems
and strecses
MIDDLE ADULTHOOD
40-85 years Males and females axpearence decreasad hormons Females and makes may need help adusting 10
nNéw rokes.
Mencpeuse ocours in femakes usualy anywhess Clents may require counssing 10 help them
between ages 40 and 55. reevaliale and drect ther energes.
The clmactane cocurs gradualy in malee. Encourage coupies 10 lock a1 the positive aspacts of
The quality rather than the number of sexusl this time of life.
EXDErances DECOMEs Fmporant.
mmmwmmm
LATE ADULTHOOD
65 yaars and clder Intenest in Séaunl Acthity often continues. Oider adulls often continue 10 De Sexuilly actie,

Couples may require cCounséiing about adapiing their
aflection and sexual naeds 10 physical limiations.




Adolescence

During early adolescence (12 to 13 years), primary and
secondary sex characteristics continue to develop, neces-
sitating more information about body changes. For boys,
the testes and scrotum increase in size, the skin over the
scrotum becomes darker, pubic hair grows, and axillary
sweating begins. Development of the genitals to adult
size takes about 5 to 6 years. For girls, the pelvis and hips
broaden, the breast tissue develops, pubic hair grows (see
Figure 29.25 in Chapler 29 ae), axillary sweating begins,
and vaginal secretions become milky and change from an
alkaline to an acid pH.

First-time sexual activity varies dramatically accord-
ing to geographical region of the world, religion, and
other social conventions. In the United States, a 2017 study
of more than 14,000 high school students indicated that
39.5% of students had ever had sexual intercourse, 53.8%
of those had used a condom during sexual intercourse,
and 9.7% had had sexual intercourse with four or more
individuals during their life (Kann et al,, 2018).

Teenage girls may have irregular menstruation ini-
tially, which can lead to embarrassment because of stained
clothing. They can be taught to be aware of subtle signs
of impending menstruation, such as tender breasts, water
retention or bloating, or the appearance of skin eruptions or
pimples. Girls should also be counseled regarding the vari-
ety of feminine hygiene products available (e.g., sanitary
pads and tampons) so they can make intelligent choices.
Parents and nurses should advise teenage girls to wash
their hands thoroughly before and after inserting a tam-
pon, to change tampons frequently, to alternate them with
sanitary pads, and to use pads at night. These measures
will help to decrease infection, including the risk of "toxic
shock,” a particular type of Staplhylocoocus aureus infection.
Thorough cleaning of the genital area and wiping from
front to back will also decrease infection and prevent odors.
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Dysmenorrhea (painful menstruation) is prevalent
among adolescent females. Cramping, lower abdominal
pain radiating to the back and upper thighs, nausea,
vomiting, diarrhea, and headaches may occur for a few
hours up to 3 days. Dysmenorrhea results from pow-
erful uterine contractions, which cause ischemia and
cramping pain. The symptoms of dysmenorrhea are
treated with administration of analgesics such as aspi-
rin, application of heat to the abdomen, certain exercises
such as abdominal muscle strengthening, biofeedback,
and nonsteroidal anti-inflammatory medications, such

as ibuprofen.
All adolescents want to know about sexual behav-
iors but are often uneasy about di ing these concerns

with their parents. Nurses, the schools, and the family
need to provide accurate information. During the nurs-
ing assessment, teenagers should be asked directly what
they know about sex, contraception, and reproduction.
Sometimes a lot of the teenager’s information is based
on popular myths and little, if any, on fact. The nurse
should discuss factual information about sex, sexual
actions and their consequences, the individual's right to
decide regarding ways to express oneself sexually, and
the responsibilities of each individual regarding sexual
activity. See Table 40.2.

Sexually transmitted infections (STls) are the most
common bacterial infections among adolescents. Teens
need education about these diseases, preventive mea-
sures, and early treatment. The common types and symp-
toms of STlIs for which teenagers should seek medical
care are listed in Box 40.1. The nurse should also inform
teens about the methods of birth control: abstinence, pills,
timed-release transdermal patches and implants, dia-
phragms, intrauterine devices, the rhythm method, and
condoms to prevent an unplanned pregnancy. These are
discussed later in this chapter.

Misconception

Fact

Neerty 8 mades ower 70 years old have esectile dyshunction.

Masturbation Causes cértan mantal nstabibes,
Senusl actvity waakens an indivioual.

Famales who have expenenced orgasm ans mone Haly 10 becoma
pregnant.
Nice girls should not feed entitiad 10 thelr own sexusl satiafaction,

Alarge panis provides greater sexual salisfaction han & smal
peris.

Acohol i @ sexud stimulent.

Intercourse during manstruation is dangerous (e, it will cause
vagnal tissue damage).
The tace-10-face CORE POSEION IS the Mol or proper one.

Sexusd abtillty s not 108t due 1o age.
Changes are commonly dus 1o disaase or medication.

Masturbation & a common and haalthy behavior.
There is no evidencs that sexusl activily weakens an Individusl.
Concaiing & not related 10 SxRerancing orgasm,

SAvOCEE f0r Ihesr own Sesual fulflimant.

There is no Bvidencs Ml 3 largs panis provides greater satstaction.

Alcohol & & relaant and central nenous System deprassant.
Chronic alooholsm & associated with erectie dyshunclion.

There is no physiologic Dasis 10r shatinence during Mmenses.

The poaition that offers the moet pleasure and is acceptable 10 both
Parners ia the comect one,

_—
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“ Common Symptoms of Sexually Transmitted Infections

Iinfection Maie Female
Cenchiass llching, rtation, discharge, placuee of cheesy mate-  Red and excoraled vube; intense tehing of vagnal
riad undler foreskin and vuivar tasues: thick, white, Cheesy Or Curd-Sle
dscharge.
Chiamyda urethrts LWrinary frequency; walery, mucoid uréthra discharge.  Commonly & Girier, vaging discharge. dysuria,
urinary fequency.

The nfaction & caused by the human paplioma-
virus [HPV). Single lasions or Clusters of lesions
growing beneath or on the foresiin, & e extemal

Censin straing of HPV have been inked 10 cenical
cancer. Lesions appear 8t the bottom parnt of the
vagingl OpeNng and on the parneum, BEa, inner

Garital warts (condyioma
acuminatum)

meatus, o on he gane panie. On dry skin aneas, walls of the vagina and cenvix,
esions are hard and On moist areas,

esions ara pink of réd and soft with 8 caulBowes-Bke

Sppearance.

Gongrrhea Painiu urnation, uretheitis with watery white ds- May be asyrplomatic; o vaginal decherge, pan,
charps, which may become purdent. and winary feguency may be present,

Herpes ganitals hampes Primary hampas [rvolves the presence of painhl aores or lrge, (lscrete veaicias that Bst for weeks: ves)-

simpiex of the genitais) ciée rupture, Recurrent hérpes is Rohy rather han panful 1 iasts for a few howrs 10 10 days.

Human Symptoms can appesr any time from several monNins 1o several yaars after acquiring the virus. The nd-

vius (HIV) and acquired vidual has recduced immunily 1o other dissasss. Symploms include any of the fallowing for which there is

Immunodaficiency syn- 1O other sxplanaion: persistant haavy Nigt Sweals; extrame fatigus; severs walght loss; anlarged lymph

drome (NDS) gands in neck, axilas, or roNn; pessient darrhes: slin rashes; Dilred vision or Chronic headache, harsh,
dry cough, thick gray-wivile Coating On 10ngUe o throat.

Syphis Chancre, usually on glans penis. hat i painless and  Chancre on Carvix Of Othér gental sreas that hasls
naals in 4-6 weeks: secondary — SN in 4-6 woeks; symploms same as for make,
Sruptions, low-grade fever, inflammation of lymph
giands —in 6 weeks 1o 6 monihs after chancre heals.

Trchomoniasis Sight Itehing: maisture on 1op of penis; sight, fching &nd redness of wuiva and skin nside thighs;
asymptomatic.

Zka Féw If any symptoma. May nchude mild fever, rash, headache, joint pain, conunctivitis jred eyes), o
muscie pain, The vins can speead om mother 10 felus causing severs birth defects, especially falue of
normal brain development.

A
Ymg and Middle Adulthood During middle adulthood both males and females

In young adulthood, many individuals form intimate rela-
tionships with long-term implications. These relationships
may take the form of dating, cohabitation, or marriage.
Note, however, that some individuals do not form inti-
mate relationships until late adulthood and that some
never form these types of relationships.

Young adult men and women are often concerned
about normal sexual response, for both themselves
and their partners. In heterosexual relationships, prob-
lems may arise because of basic differences in male
and female expectations and responses. Gay and les-
bian couples may fare better in this respect. Couples
need to communicate their needs to each other early
in their courtship so a successful intimate relationship
can develop and grow. Young adults should also know
that because sexual needs and responses may change,
each partner should listen and respond to the needs of
the other.

experience decreased hormone production, causing the
climacteric, usually called use in women, These
events often affect the individual's sexual self-concept,
body image, and sexual identity. See Chapter 25 o for
further information on menopause,

Older Adulthood

Older adults may define sexuality far more broadly and
include in their definition such things as touching, hugging,
romantic gestures (e.g., giving or receiving flowers), com-
fort, warmth, dressing up, joy, spirituality, and beauty. Inter-
est in sexual activity is not lost as individuals age. For men,
however, more time is needed to achieve an erection and
to ejaculate (the erection may last longer than at a younger
age); more direct genital stimulation is required to achieve
an erection; the volume of ejaculated fluid decreases; and
the intensity of contractions with orgasm may decrease. The
refractory period after orgasm is longer.
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Evidence-Based Practice

What are the risks and rewards of adolescents becoming
sexually active?

Senay OsOut I8 the teem used 10 Gescrite e finst experence of
Intercourse. In this stucy, Golden, Fusman, and Colites (2016)
foliowed 174 adclescents Over 10 years, gathening dats 7 times.
A great deal Of dati was Colectng On virinDies such a8 arudety.
CIpression, sUbEtaNce Sbute, Sol-worth, and sexudl activty. The
aata were analy2ed 10 Geterming whetter e associations of Bm-
Ing Of et (Rt and the risk and reward viraies dflered by
demographics.

These ancfyses rovesied that sexunl debt wad related 10
rewards, INCIUGING INCretses I FOManic a00es and sexul salis-
faction. Early sexual deDut was related 10 righs, Such a3 greater
BOSAnCe use, More INtemalling and exierrailang syrgtoms, and
lower gobal self-worth. Rewards associated with an early debul

Older women remain capable of multiple orgasms and
may experience an increase in sexual desire after meno-
pause. Vaginal lubrication and elasticity decrease with
menopause and decreased estrogen, and phases of the
sexual response cycle may take longer to occur. There is a
possibility of pain duning sexual activity and intercourse
(dyspareunia) related to vaginal dryness or chronic health
conditions (e.g., diabetes or arthritis). Lack of privacy may
be a concem for older adults who live with family or in a
rehabilitation or long-term care facility.

Many products are available to assist older adults
with enhancing their sexual experiences. These range
from simple lubricants to medications and surgically

devices that enable penile erections. Although
older adults” technique may require modification, the
nurse should never assume that they are less interested in
or less motivated to have an active sex life.

Sexual Health

Sexual health is an individual and constantly changing
phenomenon falling within the wide range of human sex-
ual thoughts, feelings, needs, and desires. For maost indi-
viduals, sexual health is not a concern until its absence or
impairment is noticed. An individual’s degree of sexual
health is best determined by that individual, sometimes
with the assistance of a qualified professional.

The Centers for Disease Control and Prevention
(CDC)/Health Resources and Services Administration
(HRSA) Advisory Committee on HIV, Viral Hepatitis,
and STD Prevention and Treatment (2012) defines sexual
health in the United States as follows:

Sexual health is a state of well-being in relation to
mudnyoao-u\cﬁbpmlluhvd\uphyml.
emotional, mental, social, and

Sennlhmlth-mlnntﬁubhdaamldhnm
health and is based on a positive, equitable, and

respectful approach to sexuality, relationships, and

EVIDENCE-BASED PRAC

TICE

PCluded grester rOmartic appeal, dsting satisfacton (males orky),
800 savul satefaction (makes only). AThough There are some nher-
et risks Wi st actvly e resulls SUQDeS! ot sl Ut &t
& NOrmative Or (516 506 1§ 8IS0 ASSOCKIE] Wl & CECredss I S0Me
risks And &N NCOASE I tewards.

Implications

Nurses working with teens are compalind 10 undersiand teen
behavicr In the contd of Sument values of Ihose InAhiduals and
10 resist the temgtation 10 DUl that Dehavior I the perspective of
T Own Or earier generations. Assesament of behavior as safe or
iy will Chang e Over Bme &8 IMEroved mathods of prevention, sorly
Cetection, &nd trestment of sex-reisted condiions evohve. This study
Permieds the nurss 10 CONSAEr DOM the ks 5nd renaros Of Decom-
g saxually ctve from he SAKHCENt’s DO of view.

reproduction that is free of coercion, fear, discrimi-
nation, stigma, shame, and violence. Sexual health
to understand the benefits, risks,
and of sexual behavior; the

and care of disease and other adverse outcomes; and

the possibility of fulfilling sexual relationships. (p. 41)
Sexual health occurs when sexual relationships are

respectful, safe, and pleasurable. Sexual rights, which are
essential for sexual health, are listed in Box 40.2

| coxeoz L

1. The right 1o equaity and non-dachmination

2. The right 10 Ma, IDerty. 4 seCurity Of T Derscn

3. Tre right 10 sutcnomy and Dodly ntegrty

4. The right 10 be See om toree nd ousl, nPuman, o
Gagracing treatment O punisfynent

5. The right 1o e hee bom all 1onms of vidiencs and cosecion

6. The right 10 privacy

7. The ngit 10 the highest Mtanatie standard of heath, Incuding
Stscus Dealth, with the possitilty of Cleas satie, satetying, and
safe s expenences

8. The right 10 enEy e Danelits of sCeNtBC progress nd s
A BN

9. The right to information

10. The right 10 educalion and the Aght 10 compeehensive
ity education

11, The right 10 enter, 10mm, and GSacive Marriage and other
smiler types of relationships based on equalty and ha and
Yoo consent

12. The right 10 dedide whether 10 have Chilien, the numbse
ard spacng of chikiren, and 10 have the rformation and the
means 10 4o 80

13, The right 10 T fresdom of Thought, OOINON, Nd SARMESIoN

14, The right 10 Feacdom of SSS0CANON and Peaceiul assembly

18, The right 10 participation In putic and poltcal e

16. The right 10 access 10 justice, remedies, and edress

h—h-.ll—-m.nm_-h—n‘m
- B e R T
mm- ——— e L 0N
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Components of Sexual Health

Components of sexual health are sexual self-concept, body
image, gender identity, and gender expression. Also see
Chapter 39 o for further discussion of self-concept, role,
image, and identity.

One’s sexual self-concept (how one values oneself as
a sexual being) determines with whom one will have sex,
the gender and kinds of individuals one is attracted to, and
the values about when, where, with whom, and how one
expresses sexuality. A positive sexual self-concept enables
individuals to form intimate relationships throughout life.
A negative sexual self-concept may impede the formation
of relationships.

Body image, a central part of the sense of self, is con-
stantly changing. Pregnancy, aging, trauma, disease,
and therapies can alter an individual’s appearance and
function, which can affect body image. How an individ-
ual feels about their body is related to the individual's
are likely to be comfortable with and enjoy sexual activity.
Individuals who have a poor body image may respond
negatively to sexual arousal. A major influence on body
image for women is the media focus on physical attrac-
tiveness and breast size. Likewise, many men worry about
penis size. The myth that “larger is better,” particularly i
it stays erect for a substantial time, is pervasive in North
America. An individual’s body image can suffer when the
individual is unable to achicve these expectations.

Androgyny, or flexibility in gender roles, is the belief
that most characteristics and behaviors are human quali-
ties that should not be limited to one specific gender or the
other. Being androgynous does not mean being sexually
neutral or imply anything about one’s sexual orientation.
Rather, it describes the degree of flexibility an individual
has regarding gender-stereotypic behaviors. Adults who
can behave their sexual roles may adapt
better than those who adopt rigid stereotyped gender
roles.

Gender identity is one’s self-image as a female or male.
It has a physical component and it also includes social
and cultural norms. Gender identity results from devel-
opmental events that may or may not conform to an indi-
vidual’s apparent biological sex. Once gender identity is
established, it cannot be easily changed.

Gender expression is the outward manifestation of an
individual’s sense of maleness or femaleness as well as what
is perceived as te behavior. Each society
defines its roles for males and females (Figure 40.1 ).

In North America, traditional adult male roles have

emotions more freely and are gentler in their physical
responses; they also have a broader choice of clothing than
men do. These gender expressions are becoming much
less common or expected.

-

Figure 40.1 Il Gonder exprassion may be appansd of on early age.
8 sV vent s

Sexual health includes both freedoms and responsi-
bilities. Sexually healthy individuals engage in activities
that are freely chosen. Individuals also have freedom of
their sexual thoughts, feelings, and fantasies. Sexually
healthy individuals are ethically motivated to exercise
behavioral, emotional, economic, and sodial responsibil-
ity for themselves.

Sexual Expression

There is tremendous variation in how individuals experi-
ence and express their sexuality. There are also many dif-
ferences in the priority individuals place on sexuality in
their lives. Sexual expression includes sexual orientation,
gender identity, and performance preferences.

Sexual Orientation

One’s attraction to individuals of the same sex, other sex,
or both sexes is referred 1o as sexual orlentation. Sexual oni-
entation Bies along a continuum with a wide range between
extremes of exclusive attraction. This is one reason why the
number of terms used to describe sexuality is increasing.
The term LGBTQQ is frequently used. It stands for les-
bian, gay, bisexual, transgender, queer, and questioning,. In
general, same-sex attraction has been called fromosexuality;
women attracted only to women are referred 10 as lesbians;
men attracted to men are referred to as guy (although gay
is also a general term for Aomosexual), individuals attracted
to individuals of both genders are referred 1o as bisexual;
someone who identifies with a different gender than their
anatomic designation is transgender; someone who rejects
gender stercotypes may be considencd queer; and those who
have not decided on their orientation may be questioning.
Many other terms may also be used. The nurse should feel
comfortable asking for the client’s definition of a term i
unsure of its meaning.

The origins of sexual orientation are still not well
understood. Some biological theories describe sexual



orientation in terms of the genetic composition of the
individual. Psychologic theories stress the role of early
leaming experiences and cognitive processes. Other theo-
ries acknowledge the confluence of genetics and the envi-
ronment in developing sexual orientation.

Estimates of the percentage of the population with a
homosexual orientation vary. Because these individuals
grow up acutely aware of the discrimination they face in
North America, many do not disclose their sexual orien-
tation. A survey of over 1.6 milion Amencans from 2012
to 2016 demonstrated that 4.1% of adults self-identify as
lesbian, gay, bisexual, or transgender, and among those
bom after 1980, the number is 7.3 % (Gates, 2017)

Gender Identity

Western culture is deeply committed to the idea that
there are only two sexes. Biologically speaking, however,
there are many gradations running from female to male
(Figure 40.2 8). Sometimes gender is clear, in other cases
there is a blending of both genders within the same indi-
vidual, and in some it is unclear

Intersex

An increasing number of babies are born with an intersex
condition in which there are contradictions among chro-
mosomal sex, gonadal sex, internal organs, and external
genital appearance (Rich, Phipps, Tiwari, Rudraraju, &
Dokpesi, 2016). The gender of such an infant is ambigu-
ous. This means that an intersexed individual has some
parts usually associated with males and some parts usu-
ally associated with females. Two of the most common
syndromes leading to intersex are congenital adrenal

Figure 40.2 W Gerver idersity may rot be & sraghtorwerd
Classficaton,

S v I
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hyperplasia and androgen-insensitivity syndrome. Inter-
sex anatomy may not be apparent at birth. Sometimes it
is undetected until puberty, until the individual is identi-
fied as an infertile adult, or until the individual dies and
is autopsied.

Transgenderism

For the transgender individual, sexual anatomy contra-
dicts gender identity. Those who are born physically male
but are emotionally and psychologically female are called
male-to-female (MIF) transgender persons. Those who
are born female but are emotionally and psychologically
male are called female-to-male (FIM) transgender persons.
Transgender and transsexual are commonly confused
terms that both refer to gender identity. Transgender is
a broader term that includes all individuals who do not
identify with the gender that corresponds to the sex they
were assigned at birth. Transsexual is a narrower term that
includes individuals who desire to physically transition to
the gender with which they identify.

Transgender is not considered a disorder. In the fifth
edition of the Diagnestic and Statistical Manual of Mental
Disorders (referred to as the DSM-5), transgender individu-
als may be viewed as having gender dysphoria only if they
have clinically significant distress or impairment in social,
school, or other important areas of functioning (Ross,
2017). Most transgender individuals report that they have
felt gender dysphoria since ecarly childhood. They often
suffer for many years and try to hide the situation from
family and friends. Many transgender individuals report
living in poverty, psychologic trauma, attempted suicide,
mistreatment in school, harassment, and sexual assault
(James et al, 2016). As self-understanding and
have increased, many transgender individuals have lived
part or full time as members of the other sex. Their sexual
orlentation may be heterosexual, homosexual, or bisex-
ual. The process of moving from one gender to another
is referred to as transition. Some individuals decide to
undergo sexual reassignment procedures, which involve
varying amounts of hormone treatments and surgery. The
World Professional Association for Transgender Health
publishes Standards of Care and Ethical Guidelines, which
describe the psychiatric, psychologic, medical, and surgi-
cal management of gender dysphoria and how profession-
als can offer assistance 1o those with this condition.

Based on nursing codes and standards, nurses have
an obligation to treat transgender individuals according to
the same ethical and social mandates as any other client.
In 2018, the American Nurses Association authored the
position statement Nursing Advocacy for LGETQ+ Popula-
tions, The nurse should follow the following guidelines in
care of all clients:

¢ Do not assume the client’s gender or sexual orlentation.

¢ Use gender-neutral language as much as possible. Do
not use terms such as “sir” or “miss™ without con-
firming the client’s preference. If you make a mistake,
acknowledge it
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* Reflect and seek clarification if the client expresses a
concept you do not understand.

¢ Collaborate with all members of the healthcare team to
create a welcoming and inclusive environment,

e Identify community and web-based transgender health
resources.

Cross-Dressers
Cross-dressing (dressing in the clothing of the other sex)
makes individuals’ outward appearance consistent with
their inner identity and gender role and increases their
comfort with themselves. Cross-dressing is a conscious
choice and may occur at home or in public settings. The
frequency of the activity ranges from rarely to often.
Cross-dressers may have a different name to go with the
personality and wardrobe. If the social climate is one with
rigid gender roles, some individuals may need to express
their feminine or masculine identity by creating a separate
world and persona within that social climate.

Sexual Practices

Over a lifetime, sexual fantasies and single-partner sex
are the most common sexual behaviors. Male-to-female
or female-to-female oral-genital sex is known technically
as cunnilingus. This involves kissing, licking, or sucking
of the female genitals including the mons pubis, vulva,
clitoris, labia, and vagina. Fellatio is oral stimulation of the
penis by licking and sucking, The term “sixty-nine” refers
to simultaneous oral-genital stimulation by two individu-
als. Preconceptions and myths are a major deterrent for
those who have not tried oral sex. However, like most
sexual practices, oral-genital sex is not completely free of
the potential for STI transmission, and safe sex practices
must be used.

Anal stimulation can be a source of sexual pleasure
because the anus has a rich nerve supply. Stimulation
may be applied with fingers, mouth, or sex toys such as
vibrators. The anus is surrounded by strong muscles, and
the rectum contains no natural lubrication. Thus insert-
ing a finger or penis in the rectum requires relaxation and
water-soluble lubricant.

A common form of sexual activity for heterosexual

is genital intercourse. Penile-vaginal intercourse
(coitus) can be both physically and emotionally satisfying.
Various positions are used for this kind of intercourse; the
most common is lving face to face (with female or male on
top). Side-lying, standing, sitting, and rear-entry positions
are also used. Side-lying, female-on-top, and rear-entry
positions facilitate clitoral stimulation, either by penile or
manual contact. The choice of intercourse positions and
activities depends on physical comfort and beliefs, values,
and attitudes about different practices.

During intercourse, the man moves the penis back
and forth along the vaginal walls by rhythmic thrusting
movements of his hips. The woman may move her own
body to match the partner’s hip movements. Movements
continue until orgasm is achieved by one or both partners.

Simultaneous orgasm can be difficult to achieve. After
coitus, caressing, hugging, and kissing can increase the
shared intimacy.

The other form of genital intercourse is anal inter-
course, during which the penis is inserted into the anus
and rectum of the partner. Anal intercourse is commonly
practiced by gay men, but heterosexual couples engage in
it as well. Positions for anal intercourse are similar to those
for penile-vaginal intercourse, with minor differences due
to the position of the anus. Current practice dictates the
use of a condom to prevent the transmission of infections.
Because anorectal tissue is not self-lubricating, a lubricant
must be used on the condom. Also, because normal bacte-
rial flora from the bowel can produce infection in other
parts of the body, the used condom should be removed
and another applied before inserting the penis into other
body orifices.

Many other varieties of sexuality are beyond the scope
of this text. These include several or many partners, nud-
ism, swinging, group sex, fetishism, sexual sadism, and
sexual ism.

Factors Influencing Sexuality

Many factors influence an individual’s sexuality. Dis-
cussed here are family, culture, religion, and personal

expectations and ethics.
Family

For the majority of us, the family is the earfiest and most
enduring social relationship. Families are the fabric of
our day-to-day lives and shape the quality of our lives
by influencing our outlooks on life, our motivations, our
strategies for achievement, and our styles for coping with
adversity. Within our families we develop our gender
identity, body image, sexual self-concept, and capacity for
intimacy. Through family interactions we leam about rela-
tionships and gender roles and our expectations of others
and ourselves (Figure 403 W)
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From carliest beginnings, children observe their par-
ents and model themselves after these role models. 1f par-
ents can share affection with each other and other family
members, children will most likely become adults who
can give and receive affection. If parents seldom hug, hold
hands, or kiss each other, their children may become adults
who are very uncomfortable with romantic touch. If fam-
ily expectations for gender expression is very rigid, argu-
ments and hurt feelings will abound if an individual from
this system is partnered with an individual who grew up
in an androgynous family system. Family messages about
sex range from “sex is so shameful it shouldn’t be talked
about” to “sex is a joyful part of adult relationships.” The

)

There is great variety in sexual behaviors.

Culture

Culture influences the sexual nature of dress, rules about

Societal attitudes vary widely.
Attitudes about childhood sexual play with self or chil-
dren of the same gender or other gender may be restric-
tive or permissive. Premarital and extramarital sex and
homosexuality may be culturally unacceptable or toler-
ated. Polygamy (several mates or marriage partners) or
monogamy (one mate or marriage partner) may be the
norm. Gender also varies from culture to cul-
ture. Culture is so much a part of everyday life that it is
taken for granted. We assume that others share our own
views, including those for whom we provide care. It is
impossible to provide sensitive nursing care if we believe
that our own culture is more important than, and prefer-
able to, any other culture.

Cultures differ regarding which body parts they find
to be erotic. In some cultures, legs are erotic and breasts
are not. Body weight may also be a determinant of sexual
attractiveness. There is a great deal of pressure in Ameri-
can culture to be very thin. Women considered obese in
America are found highly attractive in other countries.
Public nudity ranges from women's entire bodies and
faces being covered in some Islamic societies to complete
nudity in some cultures in New Guinea and Australia.

Female circumcision, also known as female genital
mutilation, female ritual cutting (FRC), or female genital
cutting (FGC), is a practice in parts of Africa, the Middle
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East, and Asia that has also spread to other regions due to
immigration. Some of the cultural beliefs behind the prac-
tice include the following: Female genitals are offensive to
men, if not removed the clitoris will become the size of a
penis, the labia gets in the way of intercourse, the cutting
enhances fertility, and it prepares the woman for child-
birth. Removal of the ditoris may or may not be accom-
panied by removal of the labia and closure of the vaginal
entrance except for a small opening. Long-term medical
complications include urinary incontinence, chronic uri-
nary tract infections, vaginal scarring, pain syndromes,
infertility, and sexual FGC has been banned
by the United Nations and several national and interna-
tional organizations (World Health Organization, 2016).
Male circumcision is controversial. Some

groups support newborn circumcision believing it will
prevent the spread of HIV and other infections (Brady,
2016). Others say there is insufficient evidence of potential
medical benefits. In addition to the medical issues, there
are also ethical concems related to performing elective sur-
gery on children too young to provide consent (Svobada,
Adler, & Van Howe, 2016). In June 2013, Germany banned
the circumcision of boys under the age of 18. However,
circumcision is also a religious ritual among Jews and
Muslims. Newbom circumcision rates vary according to
geographic region in the United States.

Religion

Religion influences sexual expression. It provides guide-
lines for sexual behavior and acceptable circumstances for
hm.wdlumndmﬂm.ndh
consequences of breaking the sexual rules, The

or rules may be detalled and rigid or broad and flexible.
Some religions view forms of sexual expression other than
male-female intercourse as unnatural and hold virginity
before marriage to be the rule.

Many religious values conflict with the more flex-
ible values of society that have developed during the
past few decades (often labeled the “sexual revolution™),
such as the acceptance of premarital sex, unwed parent-
hood, homosexuality, and abortion. These conflicts create
marked anxiety and potential sexual dysfunctions in some
individuals. See Chapter 41 oo for additional information
about religious values.

Personal Expectations and Ethics

Although ethics is integral to religion, ethical thought
and ethical to sexuality can be viewed sepa-
rately from religion. Cultures have developed written or
unwritten codes of conduct based on ethical principles.
Personal expectations concerning sexual behavior come
from these cultural norms. What one individual or cul-
ture views as bizarre, perverted, or wrong may be natural
and right to another. Examples include values regarding
masturbation, oral or anal intercourse, and

Many individuals accept a variety of sexual expressions if
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they are performed by consenting adults, are practiced in
private, and are not harmful. Individuals need to

and communicate clearly about various types of accept-
able sexual expression to prevent domination of sexual
decision-making by any individual. To assess a few of
your personal values, complete the statements in Box 40.3.

| Debeve sonouad salisftaction s . . .

Whan) | thiok Of vy pieents haniog se | . . .

I | Caresdd for & ransgander clisnt, | would . . .

Whan | think sbout leabians, giys, and Disecls | . . .
Mastutation s . . .

Sexual Response Cycle

Commonly occurring phases of the human sexual
response follow a similar sequence in both females and
males regardless of sexual orlentation. It does not matter if
the motive for being sexually active is true love or passion-
ate lust. Table 40.3 provides a summary of the physiologic
changes associated with each phase of the cycle.

The response cycle starts in the brain, with conscious
sexual desires called the desire phase. Sexually arousing
stimuli, often called erotic stimuli, may be real or sym-
bolic. Sight, hearing, smell, touch, and imagination (sexual
fantasy) can all invoke sexual arousal. Sexual desire fluc-
tuates within each individual and varies among individu-
als. If individuals or block out conscious sexual

suppress
desires, they may experience no physiologic response.

Phase of the
Sexual Signs Present Signs Present Signs Present
Response Cycle  in Both Sexes in Males Only in Femades Only
Exctement and Musce tension iInCreases s excls- Penio erection; glans se nCresses | Erection of the citoria,
plataau ment ncreases 5 encilement NOreases. Vigngd Lbacstion.
Sex fush, usually on chest. Appesrance of & fow crops of Librk- Labia may increase 2 10 3 times
Ngple sraction. CANL, Which My CONTAN 8Os, In se.
Broasts ¥
Innes two-Thindls of vaging widens
and lengthens: outer third swels
ad naeTOws.
Uterus elevates
Orgasmic Resprations may inCrease 10 Rhythmc, expulsive contractions of Acproximately 5-12 contractons
40 breatha/min. e peris at 0.5-98C iIntervals. in the orgasmic platform & 0.8-sec
Ivolunttry spasms of muscle Emission of seminal Thud into the Inftervals.
roups heoughout the Dodly. PrOStAtc wedhra fom contraction Contraction of the muscies of the
Dimirsshed senscry warendss. of the vas Gelessns and AcCCessory peivic foor and the Werne muscies.
wolurtiry cortractions of the and Crgans (stage 1 of Me expuisve Vavied pattern of orgasms, Including
sphancler process) Minor Sarges &nd CONFactions, mul-
Poak heart rate (110-180 beateirin), | Cosing of Te Mierngd DcOer ohine- | ke Orgasms, Of & simple intenae
PESOEANOry role (80N Or greater), o Lt Defore SacUAion 10 Crevent Orgasm samier 10 that of the make.
and blood predsus iystolc 30-80 PEROQacS SECLIMECN N0 LRt
mmig and dastolic 20-50 mmig Orgasm mdry OCOur without
sbove nosmal),
Baculation of semen Svough the
penie unethra and expulson Yom
e wellval meatus.
The foros of sgaculation vanes fom
Man 10 man and st dflerent times
Bt diminishes sfter the fest two 10
ree CONractons (stage 2 of the
expuishve Crooess).
Resoltion Reversd of vasocongession In 10-30 | A refraciony penod durng which
min; deappearance of ol signes of the Body wil not respond to sesusd
myotona within 5 min. stmulation; vares, depending on
Genitads and Droasts return 10 ther 20 and Ofhex Tactors, Fom & few
pre-exClement states Momants 10 howrs of days.
Sex fush ASapOeirs N reverse Onder
of IOPOMANCe.
Hearl rle, réapiratory rite, and
DO préssurs fetum 10 normal.
Omer reactions inchude siepness,
relnation, and emotionsd cutbursts
Such a8 Crying or sughing.




7. Loss, grief, death and dying
Loss, grief, death, and dying are inevitable aspects every nurse will encounter in their
professional practice. Nurses play a crucial role in supporting patients and their families
through these difficult experiences, offering emotional support, compassionate care, and
guidance. Understanding the different stages of grief and the varied ways individuals cope
with loss is essential to providing empathetic and effective care. By addressing these
sensitive issues with respect and dignity, nurses help ease suffering, promote comfort, and
ensure that patients receive compassionate end-of-life care tailored to their needs and
wishes.
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LEARNING OUTCOMES

After compieting this chapter, you will be able to:
1. Dascribe types and sources of losses.
2. Discuss selected frameworks for identifying Stages of grieving.
3. dentify cinical symptoms of grief,
4. Discuss factors aflecting a grief response.
5. Kentify measures that faciitate the grieving procass.

6. List dlinical signs of impending and actual death.

7. Describe the process of halpihg cliants die with digrity.

8. Describe the roie of tha nursa in working with famiies or care-
givers of dying clients.

9. Describe nursing measures for care of the body after death.

KEY TERMS
actud loss, 1065 complicated grief, 1068 loss, 1085 persistent vegetative state (PVS),
algor mortis, 1707 end-of-¥e care, 1099 mortician, 1107 1094
anticipatory gdef, 1088 oied, 1068 mouming, 1086 rigor mortis, 1700
anticipatory lces, 1068 heant-Lng death, 1094 mutusl pretense, 1096 stroud, 1101
beromverment, 1086 Higher brain death, 1094 open mwarerwes, 109€ undectaker, 1107
corebeal death, 1094 hoepice, 1098 pafiative care, 1009
closed awarenees, 1098 lvor mertis, 1107 percaived koss, 1085
1 on the dying process—legal, ethical, spiritual, biologi-
IntrOductlon cal, psychologic—and be prepared to provide sensitive,
Everyone experiences loss, grieving, and death during his  skilled, and supportive care to all those affected.

or her life. Individuals may suffer the loss of valued rela-
tionships through life changes, such as moving from one
city to another; separation or divorce; or the death of a par-
ent, spouse, or friend. Individuals may grieve changing
life roles as watch grown children leave home or they
retire from their lifelong work. Losing valued material
objects through theft or natural disaster can evoke feel-
ings of grief and loss. When individuals’ lives are affected
by civil or national violence, they may grieve the loss of
valued ideals such as safety, freedom, or democracy.

In the clinical setting, the nurse encounters clients who
may experience grief related to declining health, loss of a
body part, terminal illness, or the impending death of self
or a significant other. The nurse may also work with di-
ents in community settings who are grieving losses related
to a personal crisis (e.g., divorce, separation, financial loss)
or disaster (war, kes, or terrorism). Therefore, it is

t for the nurse to understand the significance of
loss and develop the ability to assist dients as they work
through the grieving process.

Nurses may interact with dying clients and their
families or vers in a variety of settings, from a fetal
demisge (death of an unbom child), to the adolescent victim
of an accident, to the older dient who finally succumbs to
a chronic illness. Nurses must recognize the influences

Loss and Grief

Loss is an actual or potential situation in which
that is valued is changed or no longer available. Individuals
can experience the loss of body image, a significant other, a
sense of well-being, a job, personal possessions, or beliefs.
[liness and hospitalization often produce losses.
Death is a loss both for the dying individual and for
those who survive. Although death is inevitable, it can
stimulate individuals to grow in their understanding of
themselves and others. Individuals experiencing loss often
search for the meaning of the event, and it is generally
accepted that finding meaning is needed in order for heal-
ing to occur. However, individuals can be well adjusted
without searching for meaning, and even those who find
meaning may not see it as an end point but rather as an

ongoing process.

Types and Sources of Loss

There are two general types of loss, actual and perceived.
An actual loss can be recognized by others. A percelved
loss is experienced by an individual but cannot be verified
by others. Psychologic losses are often perceived losses

1085
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because they are not directly verifiable. For example, a
woman who leaves her employment to care for her chil-
dren at home may perceive a loss of independence and
freedom. Both losses can be anticipatory. An anticipatory
loss is experienced before the loss actually occurs, For
example, a woman whose husband is dying may experi-
ence actual loss in anticipation of his death.

Loss can be viewed as situational or developmental.
Losing one’s job, the death of a child, and losing functional
ability because of acute illness or injury are situational
losses. Losses that occur in normal development—such
as the departure of grown children from the home, retire
ment from a career, and the death of aged parents—are
developmental losses that can, to some extent, be antici-
pated and prepared for.

There are many sources of loss: (a) loss of an aspect of
oneself—a body part, a function, or a psycho-
logic attribute; {bgalosu c;’fh a);‘siol obmogkcxmml to cncselwf: ©
separation from an accustomed environment; and (d) loss
of a loved or valued individual.

Aspect of Self

Losing an aspect of self changes an individual’s body
image, even though the loss may not be obvious. A face
scarred from a burn s generally obvious; loss of part of
the stomach or loss of the ability to feel emotion may not
be as obvious. The degree to which these losses affect an
individual largely depends on the integrity of the indi-
vidual’s body image.

During old age, changes occur in physical and mental
capabilitics. Again the self-image is vulnerable. Old age
is the stage when people may experience many losses:
of cmpymem, of usual activities, of independence, of
health, of friends, and of family.

External Objects

Loss of external objects includes (a) loss of inanimate
objects that have importance to the individual, such as los-
ing money or the buming down of a family’s house; and
(b) loss of animate (live) objects such as pets that provide
love and companionship.

Familiar Environment
Separation from an environment and individuals who pro-
vide security can cause a sense of loss. The 6-year-old is
likely to feel loss when first leaving the home environment
to attend school. Immigrants who leave their country to
settle down in another also experience loss and helpless-
ness in the form of culture shock (Arredondo-Dowd, 1981;
Henry, Stiles & Biran, 2005).

Loved Ones

Losing a loved one or valued individual through illness,
divorce, separation, or death can be very disturbing. In
some illnesses (such as Alzheimer’s disease), an individ-
ual may undergo ty changes that make friends
and family feel they have lost that individual,

Grief, Bereavement, and Mourning

Grief is the total response to the emotional experience
related to loss. Grief is manifested in thoughts, feelings,
and behaviors associated with overwhelming distress or
sorrow. Bereavement is the subjective response experi-
enced by the surviving loved ones, Mouming is the behav-
ioral process through which grief is eventually resolved or
altered; it is often influenced by culture, spiritual beliefs,
and custom. Grief and mouming are experienced not
only by the individual who faces the death of a loved
one but also by the individual who suffers other kinds of
losses. Grieving permits the individual to cope with the
loss gradually and to accept it as part of reality. Grief is a
social process; it is best shared and carried out with the
assistance of others.

Working through one’s grief is important because
bereavement may have potentially devastating effects on
health. Among the symptoms that can accompany grief
are anxiety, depression, weight loss, difficulties in swal-
lowing, vomiting, fatigue, headaches, dizziness, fainting,
blurred vision, skin rashes, excessive sweating, menstrual
disturbances, palpitations, chest pain, and dyspnea. The
grieving and the bereaved may experience alterations in
libido, concentration, and patterns of eating, sleeping,
activity, and communication.

Although bereavement can threaten health, a positive
resolution of the grieving process can enrich the individ-
ual with new insights, values, challenges, openness, and
sensitivity. For some, the pain of loss, though diminished,
recurs for the rest of their lives.

Types of Grief Responses

A normal grief reaction may be abbreviated or anticipa-
tory. Abbreviated grief is brief but genuinely felt. This can
occur when the lost object is not significantly important to
the grieving individual or may have been replaced imme-
diately by another, equally esteemed object. Anticipatory
grief is experienced in advance of the event such as the
wife who grieves before her ailing husband dies. A
individual may grieve before an operation that will leave
a scar. Because many of the normal symptoms of grief
will have already been expressed in anticipation, the
reaction when the loss actually occurs is sometimes quite
abbreviated.

Disenfranchised grief occurs when an individual is
unable to acknowledge the loss to others. Situations
in which this may occur often relate to a socially unac-
ceptable loss that cannot be spoken about, such as sui-
cide, abortion, or giving a child up for adoption. Other
examples include losses of relationships that are socially
unsanctioned and may not be known to others (such as
with extramarital relationships).

Unhealthy grief—that is, pathologic or complicated
grief—exists when the strategies to cope with the loss
are maladaptive and out of proportion or inconsis-
tent with cultural, religious, or age-appropriate norms.



The disorder, referred to by physicians as persistent com-
plex bereavement disorder, may be said to exist if the pre-
occupation lasts for more than 12 months and leads to
reduced ability to function normally (Boelen, Lenferink,
Nickerson, & Smid, 2018). Many factors can contribute to
complicated grief, including a prior traumatic loss, family
or cultural barriers to the emotional expression of grief,
sudden death, strained relationships between the survi-
vor and the deceased, and lack of adequate support for
the survivor.

Complicated grief may take several forms. Unresolved
or chronic grief is extended in length and severity. The same
signs are expressed as with normal grief, but the bereaved
may also have difficulty expressing the grief, may deny
the loss, or may grieve beyond the expected time. With
inhibited grief, many of the normal symptoms of grief are
suppressed and other effects, including physiologic, are
experienced instead. Delayed grief occurs when feelings
are purposely or subconsciously suppressed until a much
later time, A survivor who appears to be using dangerous
activities as a method to lessen the pain of grieving may
experience exaggerated grief.

Complicated grief after a death may be inferred from
the following data or observations:

* The client fails to grieve; for example, a husband does
not cry at, or absents himself from, his wife’s funeral.

* The client avoids visiting the grave and refuses to par-
ticipate in memorial services, even though these prac-
tices are a part of the client’s culture,

e The client develops persistent guilt and lowered
self-estoem.
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o Even after a p period, the client continues to
scarch for the lost loved one. Some may consider sui-
cide to affect reunion.

* After the normal period of grief, the client experiences
physical symptoms similar to those of the individual
who died.

e The dient’s relationships with friends and relatives
worsen following the death.

Many factors contribute to unresolved grief after a deathe

« Ambivalence (intense feelings, both positive and nega-
tive) toward the lost individual

o Aperceived need to be brave and in control; fear of los-
ing control in front of others

« Endurance of multiple losses, such as losing an entire
family, which the bereaved finds too overwhelming to
contemplate

« Extremely high emotional value invested in the dead
individual; failure to grieve in this instance helps the
bereaved avoid the reality of the loss

* Uncertainty about the loss—for example, when a loved
one is “missing in action”

* Lack of support systems.

Stages of Grieving

Many authors have described stages or phases of grieving,
perhaps the most well known of them being Kabler-Ross
(1969), who described five stages: denial, anger, bargain-
ing, depression, and acceptance (Table 43.1). Engel (1964)
identified six stages of grieving: shock and disbelief,

TABLE LS8 Client Responses and Nursing Implications in Kibler-Ross's Stages of Grieving

Stage Behavioral Responses Nursing implications
Dol Roluses o bolevo that loss is happenng. Verbally suppon clont but ¢o not minforce dersal,
Is unready to deal with practcal problems, such as prosthe- | Examing your own behavior 1o ersure that you do not sham
=3 after the loss of 2 lag. May assume artficsl cheerfuness | in clent’s denial.
10 prolong denial.
Anger Clant or family may drect anger 8t nurse or staf about mat- | Help client understand that anger = a normal response 10
tors that normally would not bother thom, foolngs of loss and poworlossnoss.
Avod withdrawal or retalistion; do not take anger personally.
Deal with needs underlying any angry reacton.
Prowvide structure and contnuity 10 promote fesings of
sacurity.
Allow clents as much control 83 possbia over ther ives.
Barganing | Seeks to bargsin to avoid loss (e.g., "et me st ive untl s Listen attentively, and encourage clent 1o talk 10 refeve guit
certsin tme] and than | wil bo ready to de”). snd ratonal fear.
If approprsto, offor sprtusl support.
Doprossion | Grioves over whist has happoned and what cannct be, Allow clont 1o xpross sacdnoss.
May talk freely (6.5., revewing past losses such 85 money or | Communicate nonverbally by siting quietly without expect-
0B}, or may withcraw. ing conversation,
Corvoy canrng by touch,
Accoptance | Comon to terms with loas. Holp family and friends understand client’s docroasod nood
May have decreased interast n surroundings and support to sociaioe.
peopla. Encoursge clent to paricipate as much as poesbia in the
Mww.wmnmmmuw treatment program.
stored Iving arrangorments). )
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Enoel'sShoeco(Griw’ng

Stage Behavioral Responses

Shock and debelief Rafuszes 1o accept loss.
Has stunned foolings.

Conducts ntuals of moumning (e.g., funeral).
Attormpts 1o doal with paniul vod,

Rerwests feslings in others.
Outoome

Accepts the stuation intellectually, but denies it emotionaly.

Rosity of loss boging 10 penotralo consciouaness.,
Angar may be drected st agancy, nurses, or others.

Siill unable to sccept new love obect fo replace lost person or object.

May scoopt more dopendent eisSonship with suppont porson.

Thinks over and taiks sbout memones of the lost cbiect.

Produces mago of lost cbjoct that is aimcet devad of undesrablo faaturos.
dmmmwwum

Rormindars of loat objoct ovoke fower foolings of sadnoss.

Behavor nfusnced by several actors: mportance of lost cbect as source of suppon, degree of depandence
on refationship, degree of ambivalence toward lost obect, number and nature of other relaticnships, and number
and nature of previous grief expenences (which tend 1o be cumulatve).
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developing awareness, restitution, resolving the loss, ideal-
ization, and outcome (Table 43.2). Sanders (1998) described
five phases of bereavement: shock, awareness of loss, con-
servation/withdrawal, healing, and renewal (Table 43.3).

Whether an individual can integrate the loss and how
this is accomplished are related to that individual’s devel-
opment, personality, and emotional preparedness. Inaddi-
tion, individuals responding to the very same loss cannot
be expected to follow the same pattern or schedule in
resolving their grief, even while they support each other.

Manifestations of Grief

The nurse assesses the grieving client or family mem-
bers following a loss to determine the phase or stage
of grieving. Physiologically, the body responds to a
current or anticipated loss with a stress reaction. The
nurse can assess the clinical signs of this response (see
Chapter 42 <2).

Manifestations of grief considered normal include ver-
balization of the loss, crying, sleep disturbance, loss of appe-
tite, and difficulty concentrating. Complicated grieving
may be characterized by extended time of denial, depres-

sion, severe physiologic symptoms, or suicidal thoughts.

Factors Influencing the Loss and

Grief Responses

Several factors affect an individual’s response to a loss or
death. These factors include age, significance of the loss,
culture, spiritual beliefs, gender, socioeconomic status, sup-
port systems, and the cause of the loss or death. Nurses can
leamn general concepts about the influence of these factors
on the grieving experience, but the constellation of these
factors and their significance will vary from client to client.

A
Agee affects an individual’s understanding of and reaction
to loss. With familiarity, individuals usually increase their
understanding and acceptance of life, loss, and death.
Individuals rarely experience the loss of loved ones at
regular intervals. As a result, preparation for these experi-
ences is difficult. Other life losses, such as losing a pet, a
friend, youth, or a job, can help individuals anticipate the
more severe loss of death of loved ones by teaching them
successful coping strategies.

CHILDHOOD

Children differ from adults not only in their understand-
ing of loss and death but also in how they are affected by
losing others. Losing a parent or other significant individ-
ual can threaten the child’s ability to develop, and regres-
sion sometimes results. Assisting the child with the grief
experience includes helping the child regain the normal
continuity and pace of emotional development.

Some adults may assume that children do not have
the same need as an adult to grieve the loss of others.
In situations of crisis and loss, children are sometimes
pushed aside or protected from the pain. They can
feel afraid, abandoned, and lonely. Careful work with
bereaved children is especially necessary because expe-
riencing a loss in childhood can have serious effects later
in life (Figure 43.1 m).

EARLY AND MIDDLE ADULTHOOD

As individuals grow, they come to experience loss as part of
normal development. By middle age, for example, the loss
of a parent through death seems a more normal occurrence
compared to the death of a younger individual. Coping
with the death of an aged parent has even been viewed as
an essential developmental task of the middle-aged adult.
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g VIR g <&l Sander's Phases of Bereavement
Phase Description Behavioral Responses
Shock Survivors are left with fealings of confusion, unresl- Disbelief
y. and disbelief that the loss has occumed. They aw | Confusion
often unabla to process normal thought sequences. Restiezsnoss
Phaso may last fom & few minutes 1o many days. Feelngs of urveality
Regression and helplessnoss
State of slam
Physical symptoms: dryness of mouth and thvost
sghing, weeping, loss of muscular control, uncon-
trolied trembling. sleep disturbance, loss of sppetis
Peychologic symplorms: egocentric phenomanon
preccoupation with thoughts of the decessed
paychologe dstancng
Awaronoss of ‘oss Frionds and Ssmiy resume normal actvites, The Soparstion aruooty
berseved expanance the ful significance of ther loss. | Conficts
Actng out emotional expoctatons
Prolonged stress
shame, oryng, sleep disturbance, fear of death
Paychologe symptoms: oversonstivity, dateliof and
denal, dreaming, sense of presence of the deceased
Consenvation/withdrawal | During this phase, survivers feel a need to be sione Withdrawa!
10 conserve and replansh both physical and emo- Despar
tonal anergy. The social support availsbie to the Diminished social support

bereaved has decressed, and thay may axpenence Heolplosaness
Physical symptoms: weakness, fatigue, need for

more independently.

despar and helplessnass.
more sleep, & woskenod IMmuna sysiom
Psychologic symptoms: hibarnation or holding pat-
torn, obeossional roviow, grief work, turning point
Healing: the tuming point | During this phase, the baresved move from distress Assurming contmol
sbout Iving without ther loved one to learning to ive Identty restructuring

Ralinquishing roles, such ss spouse, chid, or parent

Physcal sympioms: increased energy, Sloep restors-
tion, mmuna system restoration, physical healng
Peychol - . : )
ing for meaning, closing of the cercle, hope

In this phase, survivors move on 10 & new solf-

AWArSNOSS, AN accoptance of responsibiity for

sa¥f, and leaming to live without the loved one. Process of learming o fve without
Physcal symptoms: functional stabity, rovitsization,
caring for physical reeds

Psychologic
mmmmwmmu
the process of bereaverment
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The middle-aged adult can experience losses other
than death. For example, losses resulting from impaired
health or body function and losses of various role func-
tions can be difficult for the middle-aged adult. How
the middle-aged adult responds to such losses is influ-
enced by previous experiences with loss, the individual’s
sense of self-esteem, and the strength and availability of
support.

LATE ADULTHOOD

Losses experienced by older adults include loss of health,
mobility, independence, and work role. Limited income
and the need to change one’s living accommodations can
also lead to feelings of loss and grieving.

Figure 43.1 W Chicren experience the sarme emotons of
gref a5 aduits,

e/ 1 A
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For older adults, the loss through death of a longtime
mate is profound. A!t!nughlndividualsdifk-rmmwﬂix
to deal with such a loss, some research suggests that heal
problems for widows decrease and health problems of wid-
owers increase following the death of the spouse (Trevisan
et al, 2016). This may be because the widows are relieved
of the stresses of caring for their while the widowers
have lost the care provided by their spouse, although this
would vary depending on culture and gender norms.

Because the majority of deaths occur among older
adults, and because the number of older adults is increasing
in North America, nurses will need to be espedial

lems may intensify because the very old grieving individual
may have children who, themselves, are older and possibly
unwell. Some older adults no longer have living peer sup-
port people and the nurse may need to fill some of that role.,

Significance of the Loss

The significance of a loss depends on the perceptions of
the individual experiencing the loss. One individual may
experience a great sense of loss over a divorce; another
may find it only mildly disrupting. Several factors affect
the significance of the loss:

* Importance of the lost individual, object, or function
o Degree of change required because of the loss
* The individual’s beliefs and values.

For older adults who have already encountered many
losses, an anticipated loss such as their own death may not
be viewed as highly negative, and they may be apathetic
about it instead of reactive. More than fearing death, some
may fear loss of control or becoming a burden.

Culture

Culture influences an individual’s reaction to loss. How
grief is expressed is often determined by the customs of
the culture. Unless an extended family structure exists,
grief is handled by the nuclear family. The death of a fam-
ily member in a typical nuclear family leaves a great void
because the same few individuals fill most of the roles. In
cultures where several generations and extended family
members either reside in the same houschold or are physi-
cally close, the impact of a family member’s death may
be softened because the roles of the deceased are quickly
filled by other relatives.

Some individuals believe that grief is a private mat-
ter to be endured internally. Therefore, feelings tend to
be repressed and may remain unidentified. Individuals
socialized to “be strong™ and “make the best of the situa-
tion” may not express deep feelings or personal concerns
when they experience a serious loss.

Some cultural groups value social support and the
expression of loss. In some groups, expressions of grief
thmugh wailing, crying, physical prostration, and other
outward demonstrations are acceptable and encouraged.
Other groups may frown on this demonstration as a loss
of control, favoring a more quiet and stoic expression of
grief. In cultural groups where strong kinship ties are

maintained, physical and emotional support and assis-
tance are provided by family members.

Spiritual Beliefs

Spiritual beliefs and practices greatly influence both an
individual’s reaction to loss and behavior.
Most religious groups have practices related to dying, and
these are often important to the client and support peo-
ple. To provide support at a time of death, nurses need to
understand the client’s particular beliefs and practices (see
Chapter 41 oo).

Gender
The gender roles into which many individuals are social-
ized in the United States affect their reactions at times of
loss. Males are frequently expected to “be strong” and
show little emotion during grief, whereas it is accept-
able for females to show grief by crying. When a wife dies,
the husband, who is the chief mourner, may be expected to
repress his own emotions and to comfort sons and daugh-
ters in their g

Gender roles also affect the significance of body image
changes to clients. A man might consider his facial scar to be
“macho,” but a woman might consider hers ugly. Thus the
woman, but not the man, would see the change as a loss.

Socioeconomic Status

The socioeconomic status of an individual often affects the
support system available at the time of a loss. A pension
plan or insurance, for example, can offer an individual who
is widowed or disabled a choice of ways to deal with a loss;
an individual who is confronted with both severe loss and
economic hardship may not be able to cope with either.

Support System

The individuals closest to the grieving individual are often
the first to recognize and provide needed emotional, phys-
ical, and functional assistance. However, because many
individuals are uncomfortable or inexperienced in dealing
with losses, the usual su, le may instead with-
draw from the grieving individual. In addition, support
may be available when the loss is first recognized, but
as the support people return to their usual activities, the
need for may be unmet. Sometimes, the
grieving individual is unable or unready to accept support
when offered.

Cause of Loss or Death

Individual and societal views on the cause of a loss or
death may significantly influence the grief response.
Some diseases are considered “clean,” such as cardiovas-
cular disorders, and engender compassion, whereas oth-
ers may be viewed as repulsive and less unfortunate. A
loss or death beyond the control of those involved may
be more acceptable than one that is preventable, such as a
drunk driving incident. Injuries or deaths that occur dur-
ing respected activities, such as “in the line of duty,” are
considered honorable, whereas those occurring during
illicit activities may be considered the individual’s just
rewards,
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Implementing

Besides providing physical comfort, maintaining privacy
and dignity, and promoting independence, the skills
most relevant to situations of loss and grief are those
of effective communication: attentive listening, silence,
open and closed questioning, paraphrasing, clarifying
and reflecting feelings, and summarizing. Less helpful
to clients are responses that give advice and evaluation,
those that interpret and analyze, and those that give
unwarranted reassurance. Communication with griev-
ing clients must relate to their stage of grief. Whether
the client is angry or depressed affects how the client
hears messages and how the nurse interprets the client’s
statements.

Besides using effective communication skills, the
nurse implements a plan to provide client and family
teaching and to help the client work through the stages
of grief.

Facilitating Grief Work

* Explore and respect the client’s and family’s ethnic, cul-

:‘ual, l:'llgious, and personal values in their expressions
grief.

* Teach the client or family what to expect in the grief
process, such as that certain thoughts and feelings are
normal (acceptable) and that labile emotions, feclings
of sadness, guilt, anger, fear, and loneliness, will stabi-
lize or lessen over time. Knowing what to expect may
lessen the intensity of some reactions.

« Encourage the client to express and share grief with
supp:t‘t‘rcoplc. Sharing feelings reinforces relation-
ships and facilitates the grief process.

* Teach family members to encourage the client’s expres-
sion of grief, not to push the client to move on or enforce
his or her own expectations of appropriate reactions.
If the client is a child, encourage family members to
be truthful and to allow the child to participate in the
grieving activities of others.

« Encourage the client to resume normal activities on
a schedule that promotes physical and psychologic
health. Some clients may try to retum to normal activi-
ties too quickly. However, a prolonged delay in return
may indicate complicated grieving.

Providing Emotional Support

* Use silence and personal presence along with tech-
niques of therapeutic communication. These techniques
enhance exploration of feelings and let clients know
that the nurse acknowledges their feel

« Acknowledge the grief of the client’s family and sig-
nificant others, Family support persons are part of the
grieving client’s world.

« Offer choices that promote client autonomy. Clients
need to have a sense of some control over their own
lives at a time when much control may not be possible.

* Provide information regarding how to access commu-

nity resources: clergy, support groups, and counseling
services.

« Suggest additional sources of information and help
such as:
a. Bereavement Network Europe
b. Hong Kong Family Welfare Society
c. Australian Centre for Grief and Bereavement
d. National Hospice and Palliative Care Organization,

Examples of nursing actions appropriate for clients in var-
ious stages of the grief process are shown in the Concept
Map on page 1102,

Bt

Evaluating the effectiveness of nursing care of the grieving
client is difficult because of the long-term nature of the life
transition. Criteria for evaluation must be based on goals
set by the client and family.

Client goals and related desired outcomes for a griev-
ing client will depend on the characteristics of the loss and
the client, If outcomes are not achieved, the nurse needs to
explore why the plan was unsuccessful. Such exploration
begins with reassessing the client in case the nursing diag-
noses were inappropriate. Examples of questions guiding
the exploration include these:

« Do the client’s grieving behaviors indicate dysfunc-
tional grieving or another nursing diagnosis?

« Is the expected outcome unrealistic for the given time
frame?

« Does the client have additional stressors previously not
considered that are affecting grief resolution?

* Have nursing orders been implemented consistently,
compassionately, and genuinely?

Dying and Death

The concept of death is developed over time, as the indi-
vidual grows, experiences various losses, and thinks about
concrete and abstract In general, humans move
from a childhood belief in death as a temporary state, to
adulthood in which death is accepted as very real but also
very frightening, to older adulthood in which death may
be viewed as more desirable than living with a poor qual-
ity of life. Table 43.4 describes some of the specific beliefs
common to different age groups. The nurse’s knowledge of
these developmental stages helps in understanding some
of the client’s responses to a life-threatening situation,

Responses to Dying and Death

The reaction of any individual to another individual’s
impending or real death, or to the potential reality of his
or her own death, depends on all the factors regarding loss
and the development of the concept of death. In spite of
the individual variations in clients” views about the cause
of death, spiritual beliefs, availability of support systems,
or any other factor, tend to cluster in the phases
described by theorists (see Tables 43.1 to 43.3).

Both the client who is dying and the family members
grieve as they recognize the loss. Signs and symptoms for
the nursing diagnosis of grieving include denial, guilt,
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Table 56.9 Pain control in mucositis

Classification

‘ Dosage

2% viscous: 15 ml , finso ond expel
IO%WZ:E:WSZ 10 offected area

Gel: 100 orea os roquired ‘
5-30%»

Lozenges: suck 12 ids
Spray: 2 sprays 2-3-hourly

- Benzydomi 0.15% solution, 15 ml 4-hourly, rinse and
ey S g Oinm:op:l‘ybolododomoanu
";ilm Choline salicylote Apply gel with gentle massoge 4-6-hourly
= Sucralfate suspension IS'jOmlosomouMhLA-houdy,ﬁmmd
~ ex
Di ino olixir and  15-30 ml 2-4-hourly, rinse ond expel
Kaopectate® (equol parts) i
§ Dipheohydromine alicr, 1530 ml 2~houl, imseond I
L aluminium i expel i 3 ;g 4
. ontacid, lignocaine viscous K%
. [equol ports] solution Reds.
. Anecdotol evidence shows  Lignocaine viscous 2% mixed with o 15mg
| that o solution containing ampoule of morphine sulphate; rinse and expel
. combinations of morphine  OR 3
with any of the above Benzocaine gel mixed with o 15-mg ampoule of
. proparations is effective morphine sulphate applied topically
End-of-life care Denial: Stage 1

Impending death naturally affects everyone involved with
the patient: the family, caregivers and friends, and of course
the patient themselves. Caregivers should be particularly
careful of how they treat the patient during this time and
of what they say. The patient’s family easily becomes
aware of every little thing that is said or done to their loved
one. Remember that even when patients have reached a
stage when they are not aware of their surroundings, they
should still be cared for with dignity and respect, Each
patient will react differently to the terminal phase, which
will depend on factors such as their previous experiences
with illness, their current physical condition, and other
psychosocial issues. However, according to Dr Elizabeth
Kubler-Ross, the dying person will experience five stages
in coping with the knowledge of terminal iliness, namely
denial, anger, bargaining, depression and acceptance.

Denial is a useful psychological defence mechanism that
may be used by the patient to block threatening reality
by ignoring it. It is often the first reaction to approaching
death andfor any sad news. It is a necessary short-term
reaction from which the patient will gradually recuperate,
thus enabling the patient to adapt to changes and
approaching death.

A patient may overcome this phase easily, depending
on how the news is conveyed, how much time there
is to assimilate it, and the mechanisms they have used
previously to cope with stressful situations.

Anger: Stage 2

When the patient realises that impending death is a
reality, they are likely to react with anger — anger that this
is happening to them and resentment that others are alive



and well. The thought of the loss they will experience
angers them, such as loss of thele loved ones, thele
possessions, independence and life, They will also feel
powerless and unable to conteol thelr own life,

Short-term anger is 1o be expected, bat if this persists,
caregivers need to take steps to deal with it, One method
is to encourage expression of the feelings of anger. If
the patient does not do this, they may become agitated,
uncooperative, withdrawn or depressed, Prolonged anger
will impact on the patient’s ability to act rationally, make
constructive decisions and adapt positively to necessary
changes,

Sometimes the patient’s anger will be projected onto
innocent people who simply want 1o help, eg family
members and healthcare peoviders, The family may
withdraw their cagemess to help because of their own
lack of understanding,

Bargaining: Stage 3
Bargaining is an attempt by the patient to delay the
inevitable by making certain promises andior agreements

with their god/higher power, and these tend to remain a
secret between the patient and their god.

Depression: Stage 4

Depression is the patient's way of reacting to the
losses that the illness has brought. If identified quickly,
depression can be treated and the patient's response to
antidepressants is usually good. However, this may be
difficult to pick up early, particularly if the patient hides
their negative feelings. Many factors can contribute to
depression, such as the loss of freedom as a result of
constant hospitalisations and financial burdens.

Acceptance: Stage 5

Acceptance is the phase reached when patients have
accepted the knowledge of their impending death and are
resigned to it. Usually, they have overcome the feelings of
anger and depression.

However, even though patients may have come to
terms with their death, they will not be without fear. The
most common fears are the following:

Not being able to help themselves

Dying all alone and not being found

Leaving their loved ones behind

Not knowing how their loved ones will cope when
left alone

Not having done enough for their family

Being penalised for failing their family
Exposure of their changed body image, eg presence of
stoma, removed breast

* Leaving planned projects unattended and incomplete
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o Fear of the unknown and of not knowing what will
happen to them after death.

It is the responsibility of the healthcare provider to
ensure that the rights of the dying patient are upheld and
respected.

56.4 Rights of the dying patient

The rights of the dying patient cre os follows:

* To be frected os a living person unkil the time of
decth

* To die with dignity

* To be treated with respect — their name, person
and belongings.

* To be involved in their own core and decision-
making

¢ To be free from pain

¢ To be ossisted in retaining reclistic hope

¢ To be cllowed to verbalise their feelings and
emotions

¢ To be kept up to date with open, honest and
truthful information

* Not fo die alone.

Support of the patient and significant others
when death is inevitable, including the
bereavement period

Dying should be viewed as a journey that the dying person
has to walk alone, but a journey that can be supported by
others. As death approaches, it is usual for those close to
the dying person to offer help and support.

Death is the final act of life, and the healthcare
provider has a special opportunity to offer care, assistance
and comfort to the dying person. Healthcare providers
should also extend the support to the patient’s family/
significant others.

Much has been written about control and management
of symptoms. It must be remembered that the dying
person has the same basic needs as that of other patients,
s0 the healthcare provider should do the following:

* Provide sufficient water for drinking purposes if it can
be tolerated.

¢ Feed according to the patient’s needs and nutritional
demands.

* Provide for elimination needs, and keep records of
intake and output.

¢ Provide for skin care and promote comfort, massaging
pressure areas, padding bony prominences and
assisting with changing positions.

« Attend to personal hygiene to promote comfort.
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¢ Ensure that the patient is able to rest in a neat, orderly
and peaceful environment.

* Provide affection and support to allay anxiety and
promote a trusting nurse-patient relationship.

o Offer respect even at the hour of death.

¢ Help with relief from fear, doubt and feelings of guilt.

¢ Provide assurance that the patient’s loved ones and
friends who will be left behind will be comforted and
cared for.

¢ Communicate with the patient’s loved ones and
friends.

¢ Refer the patient for pastoral counselling to ensure
fulfilment of spiritual needs.

« Communicate with the patient even when they are in
a coma by explaining the procedures to be performed,
sitting in silence with the patient, holding their hand
and/or stroking their hair.

As the time of death comes closer, support and
companionship become even more important. At this
time, even healthcare providers may feel powerless as
death is rapidly approaching, but the patient may be at
peace during this period, especially if they have accepted
their death and know that no miracle can be performed to
reverse the situation.

Early signs of impending death

The early signs of death are the following:
Increased sleepiness, with the patient sleeping almost
all the time

o Increased anorexia and loss of desire to drink even

fluids

Wasting

Confusion

Unfinished business - symbolic language

Less frequent speech, which may stop altogether

Oedema due to fluid build-up as the body fails to

absorb fluids

e Waxy pallor of the skin - more noticeable in white
individuals.

Advanced signs of impending death

Advanced signs of death are the following:

¢ Coma or semi-coma; however, the patient may
become aware of the presence of family members

¢ There are signs of respiratory distress, followed by
Cheyne-Stokes breathing.

¢ Tips of ears, nose, fingers, toes and lips become
cyanosed, cold and mottled,

¢ Sometimes the skin may darken with the decrease in
circulation,

o The skin may feel cold and clammy.

o There may be oliguria and/or anuria,

o Breathing may become noisy as a result of secretions
pooling in the pharynx and hypopharynx - often
referred to as the ‘death rantle’,

¢ The face becomes ashen grey.

o Pre-terminal restlessness or  agitation may  occur,
especially if the patient has unfinished business,

¢ Eyes become sunken, starry and glazed,

» There is possible urinary and faecal incontinence,

Clinical signs and symptoms associated with

decreased survival time

The following signs and symptoms are associated with

decreased survival time:

* Poor performance status, eg the patient stays in bed for
50% of the day

» Rapid loss of weight or wasting

o Progressive cachexia, with loss of 30% lean body mass

« Neurological manifestations such as fatigue, lethargy
and confusion

« Rapid progression of the disease

« Hypoxia manifested by confusion and restlessness

* Noisy tachypnoea or death rattle

¢ End organ failure.

Psychosocial factors associated with
decreased survival time

Some factors include the following:

* Physical or emotional exhaustion of social support
* Increased demands on the caregivers by the patient
 Patient becomes hopeless and wants to give up

» The patient desires death and verbalises this wish.

The role of the nurse

During this time, the role of the nurse is to focus on the

following care:

« Ensure that the patient is allowed unrestricted visiting
around the clock.

* Allow and encourage the family/significant others to

deliver some of the necessary care if they so desire.

Comfort the patient and family.

Offer emotional support.

Do not give false hope.

Maintain and respect the patient’s privacy even when

unconscious,

Treat the patient with courtesy and respect.

Continue to reassure and communicate with the

patient even in the absence of a response.

¢ Honour the patient’s cultural customs and religious
principles.

L



« Continue to visit and stay with the patient, helping if
the patient is anxious.

« Anend to all the patient’s basic health needs; during
the last hours, the patient may refuse to eat and at this
age must not be forced to do so.

« When verbal communication is no longer possible,
sit with the patient and hold their hand as a way of
demonstrating that you still care.

o Simplity medication by stopping those that are no
longer beneficial, and administer only essential drugs
such as analgesics, antiemetics, anxiolytics and anti-
secretory deugs.

* Administer medication sublingually, rectally and/or
by subcutaneous injection if the patient is unable to
swallow.

* Encourage family members to show their suppon
through their presence.

Support for fomily

The death of a loved one is one of the most intense
swressors that a family has to go through, therefore it is
extremely important to provide support.

Because the family/significant others have been
imvolved with the care of their loved one, their own
social support system may have diminished, resulting in
the isolation of the family. Because of this, and because
teelings of grief may stant long before the death of the
loved one, bereavement support should be initiated
before this happens and must continue until the family
is able to cope with their loss. How long this period lasts
will vary from family to family.

Bereavement counselling aims to do the following:

* Give people the opportunity to talk about events
leading up to the death and the death itself.

¢ Reassure the people that the feelings of anger,
disbelief, sadness, pain and loss are normal when one
has lost a loved one.

* Assist and allow the bereaved to express their feelings
of loss.

* Enable the bereaved to accept their loss and to face
the future and start living actively again.

Healthcare providers should understand that death is
handled differently within different cultures and that
cultural beliefs must be respected. For Africans, death is
not an issue of easy acceptance, even if there has been
good communication between the healthcare team and
family members. Terminal iliness is seen as a failure of
modern Western medicine, particularly when a patient
has been on treatment for some time. Depending on the
belief in their cultural customs and even if the patient
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Is critically ill, the family may request discharge of the
patient so that a traditional healer can be consulted. The
family may even request discharge while the disease
is still treatable, especially when no known causative
factors can be identified. In these cases, it is believed that
a traditional healer or sangoma will be able to identify
the cause by virtue of the power vested in them by the
ancestors. In African culture, the approaching death of
an elderly person requires that the adult children and
grandchildren be at the bedside to hear the last wishes
of the dying person and also to give them a clear path 10
allow their soul to depart, The final wishes of the dying
person must be honoured so that no bad luck befalls
the family. The dying person’s last words supersede the
written will.

The death of a loved one is a stressful event and the family
may behave irrationally and make unrealistic demands on
healthcare providers. The healthcare provider should do
the following:

o Guide and offer support.

o Encourage the family to vent their emotions.

o Sit down with the family and use them as a therapeutic
tool.

e Show empathy, understanding and respect.

 Encourage family members to stay with the patient and
communicate with them even if the patient cannot
respond — emphasise that the patient will be aware of
their presence.

o If the death vigil becomes overwhelming and
exhausting, encourage relatives to take turns so that
they can have resting periods.

e When death occurs, allow family members to stay
with the body for some time if there is no pressure of
bed occupancy.

o Allow relatives to perform last rituals according to
their culture, such as washing the body.

When death occurs, the family/significant others will
express their grief in a variety of ways - with sadness,
crying, guilt, apathy, or anger directed at the healthcare
team.

Grief may bring on physical symptoms, such as chest
pains, chest tightness, inability to breathe, hyperventilation
and fainting.

Reactions to the death of a loved one

The family’s loss may result in some or all of the reactions
discussed below.
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Disruption of normal life

This could be caused by denial, dishelief, despair, acute
emotional paln, auditory hallucinations of the voice of
the deceased, insecurity, gullt, loneliness, numbness and
shock. This stage usually lasts for seven days or less.

Dysphoria

This will result In anxicty, anger, apathy, disrupted
activities, guilt, imsomnia, inability to concentrate and
an overwhelming sadness. may be prolonged
over several weeks, but from the third week oaward the
bereaved should start 16 adapt 10 their loss, From that time
and as dysphoria diminishes, normal activities will be
resumed, new goals will be established, and a serse of
hope restored.

Support for healthcare providers

Group support for healthcare peoviders in a pallistive

care setting offers the opponunity 1o reflect, debrief and

grow as a person. Stressful as it may be 1o care for the

terminally ilL, it is also very rewarding for the following

1eASONS;

Symptom relief can be achieved.

Psychological adjustment can be facilitated.

Patients and family offer inspiration.

Personal development can be achieved by facing

one’s limitations personally and professionally.

e There is a sense of belonging and working In
a supportive team where shared decisions and
responsibilities are undertaken.

Caring for the caregivers

Caregivers working with terminally il patients have 10
deal with an onomous amount of stress and sometimes
suffer from ‘compassion fatigue” for the following reasons:
*  They have 10 beeak bad news to family members or

* They have to cope with situations where a medical
¢ They are repeatedly exposed to the death of people

. Mwmmu
Thelr personal  belief systems are  sometimes
challenged as they deal with multicultural patients,
For these reasons, it is importamt for who
providtpﬂlhdnaretohmmdmw

groups, where they will be able 10 reflect and debrief
on the situations they have 10 cope with,

Suppon groups should be able to call on other Caregivers
as noeded, such as pastoral services foe spiritual suppon
and uplitment, chinical psychologists, sockal workers
or psychotherapists 10 provide Individual or group
counselling.

Caregivers providing care at home must also be
supported 10 that they can be termporarily relieved of their
duties, even If only for a few hours, so that they can take
tirme off froem providing foe the daily activities and needs
of the dying person. Ideally, a support system should be
made accessible for each caregiver so that they do not
become exhausted.

Home care for the terminclly ill potient
Because some patients associate hospitals with death,
they prefer 10 be cared for in their own homes, where
the surroundings and people are familiar, and where they
feel they still have some control over their own lives, i
possible, this should be allowed. Home care should
be provided by or under the supervision of a registered
bealthcare peovider, The care provided at home differs
from that provided in a hospital or other institution.

modranummddmmﬂupmmblm
For home care 10 be successful, the ‘lay caregiver
-~ who is ofien a family member — should have the
following attributes:
~ They should be fit and healthy, and able to cope

with looking after a seriously ll person (their
physical and mental condition must allow them to
assumne this responsibility).

-~ The caregiver should be fully informed about
medication administration, observation and the
management of possible side effects,

~ The patient must be able to receive continuous
nursing supporn theough frequent/daily home visits.

= The caregiver must be able to communicate closely
with the family so that when new problems arise,
they are kept fully informed.

= s also useful if the caregiver is aware of suppont
groups in the area.

*  Even when home care works well, these may be times
when a major crisls erupts that requires the patient to
be hospitalised. In these instances, it must be possible
for the patient to be admined without delay.



Although providing care for a terminally ill person at
home may be rewarding, it can also be stressful for the
caregiver because of the following reasons:

~ The patient has to be looked after for 24 hours a
day every day.

- The caregiver may lack the necessary experience
to care for a terminally ill person.

- They most probably have other responsibilities, for
instance caring for children or employment.

.~ There may be limited social support for when the
burden becomes overwhelming.

. The physical, emotional, social and economic
burdens may become overwhelming at times.

— The emotional strain may be particularly difficult
if the relationship between the caregiver and the
patient is a very close one.

- The patient may have experienced some
personality changes due to the illness, and may
be difficult to deal with, or may be forgetful and
unable to recognise close family.

- The caregiver may become resentful because
they are unable to leave the home to have time
to themselves. If the caregiver is not emotionally
strong, these mixed feelings can take a heavy toll.

\dvantages of home care

.dvantages of home care include the following:

The patient and family feel that they have more control
over their lives.

+ The family are more relaxed and confident in their
own home.

+ It is less expensive to care for a loved one at home,
unless highly technical equipment has to be used.

t The family can deal with one person and can form a
relationship with them.

' Care can be provided in a comfortable and familiar
environment, which is less threatening for both the
family and the patient,

* There are no restrictions on visiting and the family has
easy access to their loved one.
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Barriers to effective home care

The following barriers exist:

* Sometimes the presence of the healthcare provider
may be viewed as an intrusion on the family’s privacy.

¢ The healthcare provider displays a lack of sensitivity,
and disregards the family’s wishes.

* The normal routine is disrupted when healthcare
providers are not able to visit at a fixed time.

» There may be personality conflicts between the
patient, the healthcare provider and the family

» There may be financial pressures as medical expenses
may prove to be stressful for the family.

o There will be a loss of privacy caused by various
members of the multidisciplinary team making home
visits,

o A sense of alienation may be experienced by the
healthcare provider at home. Support group and infor-
mation services should be available to reduce this.

For home care to be successful for the dying patient, it

should comply with the following criteria:

o Care must be patient centred.

o All stakeholders who will be providing home care
must be well informed.

* A multidisciplinary team approach should be used.

o Comprehensive management of symptoms must be
done after assessment.

o Referral to relevant resources must be planned and
initiated early.

Conclusion

Good nursing and palliation of unpleasant symptoms
is an essential aspect of end-of-life care. The effective
management of pain and other symptoms can contribute
a great deal to the patient’s quality of life and also to the
peace of mind of the patient’s family.



8. Conflict

Conflict management is vital in the nursing environment because effective teamwork and
communication are essential to providing high-quality patient care. Conflicts can arise from
differing opinions, stress, or workload pressures, and if not addressed properly, they can
negatively affect staff morale, patient safety, and overall work efficiency. By employing
conflict management strategies, nurses can foster a collaborative and supportive
atmosphere, resolve issues before they escalate, and maintain a positive workplace culture.
This ultimately leads to better decision-making, stronger relationships among healthcare
teams, and improved patient outcomes.
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? ) Critical thinking Box 9.19
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? ) Critical thinking Box 9.20

Promoting quality care - challenging poor practice

« A child has knocked a drink over. The team leador witnosses
mmwmneﬁwmmlmmmmawﬁ
snwpmnnm.mmmmmpwwnm
could fetch another drink and clear up the spilage but their
colleague says It's not their job and walks off.

. mmmm;mmnamphnmmopnmm.dunlllng
their rel: {50 pProg and how they will requost
support from staft it needed. The plan has been communicated
clearty to the team. When the key nurse returns next day the
patient is upset because the nurse on duty rofused to help
with the relaxation exercise despite having time to do so.

The patient cannot see the point of ‘working in partnership®

if nothing happens. The key nurse checks the nursing notes
whera it Glearly states that the patient had not asked to
practise the relaxation exercises.

. Astud chears a resident's daughter asking a colleague
why her mother's soiled clothes have not been changed for 4
days. The colleague shrugs and says: ‘You'd bettar write to the
home manager’.

Student activities

* Discuss with your mentor what the nurse observing the poor
practicabshaviour should do 1o eafeguard the child/patient/
resident,

« How should the nurse challenge a colleague's practice/
behaviour in a way that ensures the problem s not repeated
whila maintaining their colleague's dignity and showing respect
for the individual?

leader? Is a leader always the person in charge? Are those in
responsible positions always leaders?

All nurses, including students, need the communication
skills to influence the behaviour of others, e.g. educating
patients and carers about their health. They also need to
influence the behaviour of their colleagues. Nurses use
leadership skills to inform, teach and support colleagues
and also to challenge each other's practice. The ability to
gracefully challenge other people's behaviour in a way that
is clear, informative and respectful is an essential aspect of
delivering quality interventions and services (Box 9.19).

Relationships with families and main carers

Relationships with main carers and families are as important
as the ones with patients, As discussed above, nurses facilitate
good relationships with carers by clearly describing their roles,
responsibilities and boundaries.

Good relationships with families/carers are vital for the
health outcomes of the patient, They are also important in
ensuring that families/carers are supported in their caring
role. Caring for carers has been a low priority for some nurses.
However, carers’ needs are increasingly being addressed
through support and lobbying from carer organizations,
gghvemment initiatives and patient involvement bodies (see

.3).

Working with carers enhances the experience of patients.
Good support is far reaching and makes a positive difference
to people’s lives. Any working involvement requires effective

QO 202

Colin and Jeanette

Colin Is the maln carer to his daughter Jeanatte who I8 a young
woman of 20 with a moderat learning cisabliity. Jeanette has
been admitted for surgory and Colin Is very worried about her
renction to hospital. He states that, although he is tired from
physlcal caring, he would like to stay with Jeanette so that he
knowa she I8 settled, comfortable and not anxious. He explains
that when Jeanotte Is anxious she can quickly become depressed
and Introverted, which sometimes results in self-harming

hahavk

as a coping
The nurse admitting Jeanette recognizes that Colin is the expen
regarding Jeanette's physical and emotional needs, but realizes
that Colin Is tired and as main carer, he also has substantial
needs.
Student activities
« What communication and interpersonal skills would you utilize
in meeting Colin's needs?
« What dilemmas exist for the nurses supporting and caring for
Colin and Jeanetta?
« Discuss with your mentor how you could agree a plan with
Colin, which meets both his and Jeanette's needs.

interpersonal skills and good communication strategies and
systems. For example, the scenario in Box 9.20 requires tact,
commitment, courtesy, empathy, rapport, matching language,
and understanding how the nurse’s and carer’s beliefs and
values may influence their actions.

Barriers to communication

Effective communication skills and strategies are clearly
important for nurses. However, it is recognized that such
skills are not always evident and nurses do not always
communicate well with patients, carers and colleagues. This
generalization is reason for concern. The barriers to effective
communication outlined below will help nurses to understand
the challenges, how these impact on practice and possible
strategies to overcome them.

Conflict

Conflict is a common effect of two or more parties not
sharing common ground. Conflict management is a skill that
nurses need to develop in order to reduce the negative effects
of conflict and restore the beneficial effects of harmonious
relations. Conflict can be healthy in that it often offers
alternative views and values, However, it becomes a barrier to
communication when the emotional ‘noise’ detracts from the
task and purpose. We manage conflict in a variety of ways -
some are more effective than others (Borkowski 2015):
* Competition - where we enter into a win-or-lose battle
* Avoidance - where we do not confront the problem
hoping that this will reduce it
* Compromise — where we negotiate common ground but
lose some of our desired outcome
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Dealing with anger and hostile behaviour Box 9.21

* Acknowledge the s anger and the right to thair feelings

* Allow the P of angor In appe P snfo ways -
verbalizing anger, discharge of anger In non-gestructive acts.
Anger Is self-limiting unless re-stimulated

* Try and stay calm (use self-conching and relaxation
techniques). Provide psychological contai t. Stay In the
'same gear’, avold any tendency to retallate or appense

* Be aware of your body language. Try not to communicate
threatening non-verbal signals

= Don't try to defend the situation or Individuals the person s
angry about

+ Avoid a struggle of wills — someone has to lose. Look for
compromise

« Be aware of power issues in the helping relationship and a
person's need 1o rebel, or the need to reclaim power and

« Help the person explore the immediate cause of their anger

« Help the patient to engage in problem-solving. Be clear about
what you can and cannot do

« Azcapt that some angar may be projected cr displacad onto
you

+ Don't take unnecessary risks. Be aware of the Indicators of
high risk. If a person’s anger is not subsiding but is in danger
of escalating into destructive or violent acts, take whatever
action is necessary to protect yourself and others

* Debrief with colleagues after the incident. Decide if you need
any additional support.

(Reproduced fom Watkins P. 2000, Mentsl Health Practica: a guide fo

compassionate care, Second ed. Buttérworth Heinemann, Edinburgh, p 48,

ah ek

« Accommodation — where we lose some of desired outcome
for the sake of the other persons desired outcome

« Collaboration — where we come together and negotiate the
best possible options for both parties to come away feeling
satishied.

Nurses aim for collaborative relationships with patients, peers
and families. Adopting competitive or avoidant strategies tend
to lead to increased problems later.

Often the most frightening result of conflict is when
people ‘act out’ their anger towards others. In this situation,
nurses use their therapeutic skills in developing rapport
through empathy and positive regard. They will need to
clearly and gently direct the situation using active listening
skills, summarizing, paraphrasing and guiding the angry person
into a more managed discussion. Box 9.21 offers specific
guidance on dealing with anger and hostile behaviour in a
mental health setting.

If, in the rare situations that the other person becomes
physically aggressive, nurses use ‘break-away’ techniques
and call for assistance. Some nurses are specially trained in
physical contrel techniques such as Control and Responsibility
(C&R) and Management of Actual or Potential Aggression
(MAPPA). It is the nurse’s duty to maintain as safe an
environment as possible in such situations.

Task-orlentated culture

Nurses work in busy environments; they have to complete a
specific amount of work In a day and work with a variety of
other professionals, patients and carers, The roles are hard,
challenging and tiring. There is a culture to get the work
done, to ‘do the diary', meet physical needs and ensure that
documentation Is up-to-date, etc. Some nurses still consider
colleagues who spend time talking with patients to be
avoiding the ‘real’ work and lazy.

People like to 'fit in' to the dominant culture and do not
want to be outside the group. Nurses and students who might
have been confident in spending time with patients in an area
where this was valued, when faced with a task-orientated
culture have the dilemma of fitting into the group or being
outside the group and spending time engaging with patients.
However, as evidence shows us, care, engagement and
compassion speed up the healing process. It is thus important
that the nursing practitioner finds a balance between the tasks
at hand and communicating with the individual patients in
order to enhance the healing process.

Internal noise, mental/emotional distress

Shannon and Weaver's model (Fig. 9.2, p. 183) refers to
internal ‘noise’ that has an impact on the communication
process. Fear and anxiety can affect the person’s ability to
listen to what the nurse is saying. People with feelings of fear
and anger can find it difficult to hear. Illness and distress can
alter a person’s thought processes. For example, if a patient is
experiencing visual or auditory hallucinations, they can find it
very difficult to concentrate on what is being communicated
because they are occupied with other stimuli.

Reducing the cause of the anxiety, distress, anger, or visual/
auditory hallucination would be the first step to improving
communication. This can be achieved in a number of ways
and it is for the patient and nurse to choose which is likely to
be most effective. Ways of reducing internal ‘noise’ include:

* Choose a quiet environment if possible

= Deal first with the issue that is foremost in the patient’s
mind before embarking on the nurse’s topic

* Ask the patient when it would be good for them to talk.
Do not assume that you as the nurse are always wanted or
the patient is always in a position to be with you

¢ Are you choosing a particularly difficult time to discuss an
issue? Consider what is happening for the patient at the
moment

» Are you the right person to do this? Does someone else
have a better nurse-patient relationship?

s there an optimum time of the day when the patient’s
treatment is more effective, i.e. when they are less
confused or drowsy, in less pain, experiencing fewer
hallucinations, less anxiety, less fear?

« Ensure that the patient’s pain has been assessed and pain
relief given (see Ch. 23)

« Ensure you have as much privacy as is practically possible

* Let the patient know you need to talk to them; give them
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+  Create an enabling and trusting environment in the unit. Maintaining
positive relations in the unit can be challenging. Maintaining open
communication related to different values and convictions, holding regular
climate meetings, exercising positive conflict management, and using the
most relevant contingency leadership style by the unit manager are crucial.
The principles of positive interpersonal communication skills should be
followed. Ethical debates to discuss differences in ethical convictions, or
how to overcome them, can result in positive motivation. Ethical decisions
in particular should be clarified, since they influence the quality of clinical
care. If ethical challenges in the unit are ignored, it could be demotivating.

*  Role modelling by the unit manager is important. The personal example
set by the unit manager is a strong incentive to the healthcare practitioners
in the unit. Role modelling in respect of general professional conduct,
updated knowledge and skills, direct care in the unit, productivity,
commitment to the profession and a positive attitude, is one of the most
important environmental motivators in the unit.

* 'The responsibility of the unit manager with regard to motivation in the
unit is important. When the practitioners ‘enjoy their work, productivity
in the unit will also be higher and staff retention will be good.

Conflict management in the healthcare unit

Conflict is a situation where there is a conflict of values/interests between
two persons or groups. These interests normally appear to be irreconcilable.
A person can experience personal conflict related to a decision that has to be
made, where he or she is uncertain about the right thing to do. Conflict can
also be interpersonal (between two persons) or intergroup (between night and
day staff, for example). Interorganisational conflict is also possible, for example
between two institutions (clinics, training schools, etc.) (Muller, 2009:185).

Sources of conflict

Different sources of conflict that might arise in the unit are described in this
section (Muller, 2009:185-186).

Employees

The attitude of employees, as well as differences in personality, can stimulate
conflict. A competitive attitude among personnel can give rise to conflict
because of a ‘win-win' motive. Age and cultural differences, as well as the

differences in training of the healthcare practitioners, are also sources of
conflict.
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Responsibilities
If the individual responsibilities of employees are not explicitly clarified, conflict

may arise. Inadequate delegation in the unit, absence of job descriptions and
duty sheets/lists for each employee breed conflict. Thus role conflict may arise,
especially when there are significant age and cultural differences between
employees. ‘The younger healthcare practitioner may, perhaps, be in charge of
a unit while the older, experienced healtheare practitioner occupies a lower
position as a result of personal circumstances. The way in which responsibilities
are delegated to employees in such a situation could give rise to conflict in the

unit,

Conflict of values

A difference in the values of healthcare practitioners can also give rise to
conflict. Cultural differences go hand in hand with differences in philosophical
convictions (world/life views). Differences in values, especially in respect of
the attributes/ characteristics of quality nursing care in the nursing unit, can
lead to conflict.

Communication

Adequate communication in the nursing unit is essential in order to avoid
conflict. It is lack of information, in particular, which stimulates conflict, for
example feedback from meetings where all the members were not present or
about new decisions. All the principles of interpersonal communication are,
furthermore, important in avoiding conflict in the unit. The establishment
of practical and feasible communication networks/strategies in the unit is a
prerequisite for the reduction of conflict.

Management style

The management and leadership styles of the unit manager are decisive in
respect of conflict in the unit. Autocratic styles will, of necessity, stimulate
conflict. Thus, a participative management style (see Chapters 6 and 11) by the
unit manager is better, not only to avoid conflict in the unit, but to improve
total harmony and cooperation,

Conflict management style

There are different styles of handling conflict, which are effective to a greater
or lesser extent. These styles vary between avoidance, attack, compromise,
consolation or confronting. The different styles of conflict management are

described and named below (Muller, 2009:186-187).
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Avoidance

Avoiding conflict is the casiest way of handling it because no effort is made to
confront the issue. Pecople who use this style deny there is a conflict; or refuse
to discuss the matter or convince themselves there isn't a conflict.

Confronting

People who strongly defend their point of view against that of others in a
conflict show strength of their convictions. However, they are often also
intolerant of the views of others and strive to win by domination. This is a win/
lose approach in which both parties are resolved to come out on top.

Accommodating

This is the style people who dislike conflict choose, often because they are
alarmed by it and feel uncomfortable disagreeing with others. They manage by
appeasing and placating - basically by letting the other party have its own way.
The drawback with appeasement is that the central problem is not addressed.

Compromising

Compromising is a conflict management style favoured by those who like
negotiating. Both parties give in on some point in order to meet the other party
halfway so they end the conflict equally. The disadvantage of compromising is
that the parties may harbour resentment at what each has had to concede.

Collaborating

Collaborating is the most satisfactory way of resolving a conflict because it is
based on careful consideration of each party’s stand and a search for solutions
that will resolve the problem without either party having to make humiliating
concessions. To bring about a solution through collaboration satisfactory to
both sides, the parties and the facilitator need to think creatively and to be
courageous and mature enough to examine the truth frankly.

The principles of conflict management

The following principles should be applied in a conflict management situation
(Muller, 2009:187-188).

1. Identify the conflict

In this first step it is important to identify the conflict and to admit that there
is 2 problem. The nature and extent of the conflict should be analysed. What
is the problem? What are the causes of the problem and conflict? What is the
extent of the problem? Is there conflict between two persons, or are groups



involved, for example the night and day staff? For how long has conflict
existed? The scope, nature and complexity of conflict is thus determined in the

first step.

2. Confrontation
In the second step, the interest groups or persons confront each other,

Confrontation is a purposeful effort to assist the interest groups in their

investigation of the causes and consequences of the conflict. The purpose of

confrontation is a search for the truth. The following confrontation rules are
followed:

«  Use personal statements, namely ‘I, ‘my".

«  Encourage free exchange of feclings, ideas, values and attitudes between
the two parties. Use statements openly in respect of personal relations and
share your feelings about the other person’s conduct openly with them, for
example, ‘T become frustrated when you ...’

«  Be specific in respect of the other person’s observable conduct and the
feelings that such conduct creates in you, for example: T feel frustrated
when you arrive late for duty because it means that I have to delegate the
work to someone else, which is unfair.’

»  Beabsolute with regard to accusations; in other words, specify the incident,
the date, etc.: ‘You arrived late for duty on Friday, 3 May,andon ..." -

+ Concentrate on the here and now incidents — let bygones be bygones.

Avoid the hit-and-run approach: give the other person time to react to the
accusations and to state their case.

*  Avoid personal judgements: ‘One could have expected it from someone
like you, considering your upbringing.’

*  Show mutual respect for each other (neighbourly love).

*  Use positive interpersonal communication skills.

3. Solution

During the confrontation session, the two parties should list possible alternative
solutions. Now the best possible alternative is selected and the two parties
agree to implement the solution. A plan of action is drawn up and both parties
commit themselves to its implementation. This plan should promote harmony
in the unit. A written record of the agreement should be kept.

4. Review

The degree of peace and harmony should be assessed. The unit manager
assesses the degree of peace, as well as the fulfilment of the peace plan by both
parties. If peace has not been achieved adequately, confrontation may once
again be necessary.
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Consequences of conflict

Conflict can be constructive or destructive in the healthcare services unit.
During conflict, focal points are identified and brought into the open,
which would not otherwise be the case. When healthcare practitioners have
experienced difficult times as a group, for example a conflict, team cohesion
usually improves. Sometimes conflict situations result in potential leadership
coming to the fore and the unit manager can utilise that person as a leader at
a later stage (Muller, 2009:189).

Conflict can also be destructive, however, with resultant inadequate task
performance by the members. The quality of healthcare essentially suffers
when a high degree of conflict is present in the unit. The attitude of employees
is negative in the presence of conflict and the absence of harmony and love for
one another in the unit also has a negative influence on healthcare practitioner-
patient relationships.

It is important, therefore, that the unit manager should possess the
necessary skills to deal effectively with conflict in the unit or between the

employees of two or more units in order to improve the quality of healthcare
in the unit.

Critical success factors for a positive
practice environment

The following critical success factors are applicable:

* 'The healthcare unit manager is acquainted with the principles related to a
positive practice environment and applies the principles in the unit.

* The healthcare unit manager enables a positive practice environment in
the unit with due regard to the following: being both skilled clinically
and communicatively; true collaboration between team members; effective
decision-making; appropriate staffing levels with competent staff;
meaningful recognition and authentic leadership.

*  Knowing and implementing the National Core Standards (NDoH, 2011)
as the baseline for any healthcare service unit in addition to the ethical-
legal framework in which the healthcare practitioner and the healthcare
organisation function.

*  Buy-in from senior management in the establishment and maintenance of

a positive practice environment.

There is an institutional diversity management strategy to enable adequate

and optimal diversity management within the healthcare service unit.
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SECTION 7 MEALTH CARE UNIT MANAGEMENT

o Open communication
* Carlng

20.11.4 Obstacles In Interpersonal
relationships

These obstacles Include the lollowing:

» Diferences In perceptions

o Semantles (differences In meaning of words
and symbols)

* Organisational structure

o Cultural differences

» Generatlonal differences

Interpersonal relationships between group
members may have one or more outcomes,
namely:

« A strengthening of relationships, which will
lead to satisfaction for both members and
organisation, and quality client care

e A dismantled, weakened relationship,
which will lead to unhappiness among
members and in the organisation and might
undermine the quality of client care

* A harmonious environment

* Work dissatisfaction, which may lead to
labour unrest.

Maxwell (2002: 11) claims that happiness,
success and fulfilment are linked to our abil-
ity to interact with fellow group members.

20.12 Conflict management

Conflict may arise when one person blocks
the efforts or ideas of another. Roussel et al.
(2006: 199) define conflict as “an expressed
struggle between at least two interdepend-
ent parties, who perceive incompatible goals,
scarce rewards and interference from the
other party in achieving their goals”. Conflict
may have both positive and negative effects
on individuals and organisations (Booyens
1993: 512; Sullivan & Decker 1988: 514), and
may thus be classified as either constructive
or destructive.

* Constructive conflict. This results in the
clarification of important problems and
issues and in the solution of problems. It
helps individuals to recognise their differ-
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ences within an organisation and serves as
a powerful motivator in that it helps indi-
viduals to develop understanding and skills
and to benefit from their differences (Rous-
sel et al. 2006: 199).

o Destructive conflict, This is the consequence
of conflict that is poorly managed. It cre-
ates distrust among health professionals in
an organisation, lowers their self-concept,
depresses staff morale, reduces cooper-
ation, increases differences and leads to
irresponsible and harmful behaviour such
as fighting and name calling, thus lowering
productivity.

20.12.1 Characteristics of conflict

A conflict situation is characterised by the
following;

* At least two people or groups are engaged
in some kind of interaction.

* The interaction is characterised by behav-
iour that is aimed at defeating, hampering
or oppressing the opponent.

* The goals or values of the parties involved
are perceived as mutually exclusive.

* The parties involved confront each other
with opposing actions and counteractions.

e Each party tries to create a relatively
favaourable position of power in relation to
the other (Roussel et al. 2006: 200).

20.12.2 Causes of conflict

<

Activity 20.9 Causes of conflict
Study the causes of conflict on the CD.

20.12.3 Stages of conflict

McNamara (2007) states that conflict manage-
ment requires awareness of the stages in the
development of conflict, which include the
following:

* Potential for conflict. This exists in situations
where a lack of resources or divergent cul
tures may result in conflict. It's also seen
where there is a competitive situation that
could easily become real conflict. In the
workplace there are, for example, obvious
differences between groups of people.



¢ Open confiict. This can be triggered by an
incident and suddenly become real conflict.

* Aftermath of conflict. This is a stage where
a problem may have been resolved but the
potential for conflict still exists.

20.12.4 Signs of conflict

The following signs of conflict should be
noted.

o Between individuals

- Colleagues not speaking to each other or
ignoring each other

- Contradicting or
another

- Deliberately undermining or not cooper-
ating with each other to the detriment of
the team

bad-mouthing one

» Between groups of people
- Cliques or factions meeting to discuss
issues separately, although the issues
affect the whole organisation
- Groups using threatening slogans or
symbols to show that they are right and
everyone else is wrong.

20.12.5 Conflict management
20.12.5.1 Discipline

Roussel et al. (2006: 204) outline the following
rules that help in administering discipline:

« Discipline should be progressive.

¢ The punishment should be reasonable and
should fit the offence.

* Assistance should be offered to resolve
on-the-job problems.

* When discipline is administered,
should be used.

* The best approach for each employee
should be determined. Nurse managers
should always be consistent and should
show no favouritism.

* The individual should be disciplined, not
the whole group. Disciplining a group for
a violation of rules and regulations by one
member makes the other members resent-
ful and defensive, and increases conflict.

* Discipline should be clear and specific.

* Discipline should be objective and the man-
ager should stick to facts.

tact
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* Discipline should be firm; the manager
should adhere to the decision taken.

* When emotions run high during a disci-
plinary session, the session should be con-
cluded and a second meeting scheduled as
soon as possible.

» Managers should always build respect,
trust and confidence in their ability to han-
dle discipline.

20.12.5.2 Communication in conflict
management

Communication is important in establish-
ing and maintaining a therapeutic environ-
ment. Conflicting parties are often wholly
concerned with preparing a defence to the
opposing viewpoint and often do not listen to
each other.

<

Study the description of communication in conflict on the
CD.

Activity 20.10 Communication in
conflict

20.12.6 Approaches for managing
conflict

Roussel et al. (2006: 206), Meyer et al. (2004:
201) and Booyens (1993: 516) outline the fol-
lowing approaches to conflict management.

20.12.6.1 Compromise

The compromise is an intermediate
approach that lies between assertiveness and
cooperativeness. A middle ground is sought
to resolve a conflict. Each side gets only a
part of what it wants, so neither side really
gets what it wants. This approach should be
used when the goal is to get a quick solution
for a limited period.

20.12.6.2 Avoidance

The avoidance approach is an unassertive,
cooperative approach to conflict and does
not actually address the conflict, which Is
simply side-stepped, postponed or withdrawn
from. Avoidance usually occurs when there
are different power relations between two
parties. Individuals who use this approach
in conflict resolution tend not to voice their

[ v
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opinion freely. It is an approach that Is used
to allow the conflicting parties time to calm
down and gather information for a future talk
that should be convened within reasonable
time limits.

20.12.6.3 Competition

This s an asserlive and uncooperative
approach that some managers use by
exerting the power of their position at the
expense of followers, thus creating a win-lose
situation. An autocratic manager who makes
decisions without involving followers may
also show a win-lose orientation towards
conflict management. When this approach is
used in conflict resolution, too often it lowers
staff morale and their commitment to the
organisation’s goals becomes diminished.
This approach may be used when a quick,
unpopular decision is needed or when the
person enforcing her or his decision is very
knowledgeable about the issue and is thus
able to make a sound decision.

20.12.6.4 Accommodation

Accommodation is an unassertive and
cooperative approach where one party is pre-
pared to give up its own needs for the sake
of the other party and allows it to win. This
approach has an element of self-sacrifice.
The non-assertive individual feels it is more
important to maintain harmonious interper-
sonal relationships than to express her or
his needs or opinion more firmly and will, if
necessary, even apologise to get the conflict
resolved.

20.12.6.5 Collaboration

The collaborative approach is both assertive
and cooperative. Both parties are committed
to finding a solution to the problem that will
satisfy the concerns of all those involved in
the conflict. The underlying concerns of the
parties are addressed and an alternative that
meets both sets of concerns is sought. This
approach may be used when there is a high
level of trust, when the nurse manager wants
to gain commitment from others and when
the goal is to cultivate ownership. It may,
however, take more time than the results are
worth.

20.13 Role-modelling

Twentyman et al. (2007) define role
modelling as “the facilitation and nurturance
of the Individual In attaining and maintaining
and/or promoting health through purpose-
ful Interventions”. All health care practition-
ers should act as role-models, whether they
recognise It or not. Role-modelling enables
them to share with others the values that the
profession cherishes. For role-modelling to
be effective, health care practitioners should
establish their credibility in the work environ-
ment and develop a trusting relationship with
clients and with the members of the multi-
disciplinary team.

20.13.1 Characteristics of a role-model

Searle and Pera (1997: 213-214) and Twenty-
man et al. (2007) describe a role-model as
someone who

* holds a respected position in society and
acts in a manner that is expected from
someone in that position

* has rights, responsibilities, privileges and
obligations

¢ has been socialised into her or his role

* experiences role stress when fulfilling her
or his role obligations

* observes the laws of the country

¢ continues to develop professional compe-
tence so as to keep up to date with new
developments in the profession

» upholds the profession through registering
with the statutory body (e.g. South African
Nursing Council) and the professional asso-
ciation so as to protect the interests of the
public and uplift the image of the nursing
profession

¢ works as a member of the multidisciplinary
health team for the benefit of the client

* interacts with everyone in a sincere man-
ner

* is a confident professional who acts with
conviction

* treats people with respect and dignity

e controls her or his emotions in stressful
situations

* is competent and uses nursing skills based
on professional knowledge



9. Stress and coping
Understanding stress and coping mechanisms is crucial for nurses, as they often work in
high-pressure environments that can lead to physical and emotional exhaustion. By
recognizing how stress affects both themselves and their patients, nurses can adopt
healthier coping strategies to manage their own well-being and prevent burnout.
Additionally, understanding different coping mechanisms allows nurses to better support
patients who are dealing with illness, trauma, or anxiety. This knowledge helps nurses
provide more empathetic care, foster resilience in themselves and others, and maintain a
stable, effective healthcare environment.
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Introduction
Stress is a universal phenomenon. All individuals experi-
ence it. Parents refer to the stress of raising children, work-
ing individuals talk of the stress of their jobs, and students
at all levels talk of the stress of school. Stress can result from
both positive and negative experiences. A bride preparing for
her wedding, a graduate preparing to start a new job, and a
hushand concerned about caring for his wife and family fol-
lowing a diagnosis of cancer all experience stress reactions.
The concept of stress is important because it provides
a way of understanding the individual as a being who
responds in totality (mind, body, and spirit) to a variety
of changes that take place in daily life.

Concept of Stress

Stress is a condition in which an individual experiences
changes in the normal balanced state. A stressor is any event
or stimulus that causes an individual to experience stress.
When an individual faces stressors, responses are referred

10 as coping stralegies, coping responses, or coping mechanisms.

Sources of Stress

There are many sources of stress. They can be broadly clas-
sified as internal or external stressors, or developmental or

situational stressors. Inlernal stressors originate within an
individual, for example, infection or feelings of depression.
External stressors originate outside the individual, for exam-
ple, a move to another city, a death in the family, or pres-
sure from peers. Developmental stressors occur at predictable
times throughout an individual’s life (Table 42.1). Situational
stressors are unpredictable and may occur at any time dur-
ing life. Situational stress may be positive or negative.
Examples of situational stress include:

* Death of a family member

* Marriage or divorce

* Birth of a child

¢ New job

* lllness.

The degree to which any of these events has positive or
negative effects depends to some extent on an individ-
ual’s developmental stage. For example, the death of a
parent may be more stressful for a 12-year-old than for a
40-year-old.

Effects of Stress

Stress can have physical, emotional, intellectual, social,
and spiritual consequences. Usually the effects are
mixed, because stress affects the whole individual. Physi-
cally, stress can threaten an individual’s physiologic

1067



Physiologic Indicators

Responses to stress vary depending on the individual's
perception of events. The physiologic signs and symptoms
of stress result from activation of the sympathetic and neu-
roendocrine systoms of the body. Box 42.1 lists physiologic
indicators of stress.

BOX 42.1 sl

= Pupis dilate fo increasa visual percaption when saricus
threats to tha body ariss.

= Sweat production (disphoresis) increases to control elevated
body heat due to increased matabolam.

= Heart rate and cardiac cutput increase to transport nutrients:
and by-products of metabolism maore efficienthy.

= Skin iz palid because of constriction of paripheral blood ves-
==z, an effect of norepinephine.

= Sodium and water retention increase due to release of minar-
glocorticoids, which increases blood volume.

= Rate and dapth of respirations increase becawse of diation of
tha bronchiokes, promoting hyperventilstion.

= Urinary output decressss but thare may ba urinary frequancy

OF Urgsncy.

Mouth may ba dry.

Proesible constipation and flatus or diarrhea may ocour.

For serous threats, mental slertness improves.

Musacle tension incressss to prepare for rapid motor activity or

defansa.

= Biood sugar incresses because of relesse of glucocoricoids
and gluconsogenasis.

Psychologic Indicators

Psychologic manifestations of stress include anxiety, fear,
anger, depression, and unconscious ego defense mecha-
nisms. Some coping patterns are helpful; others are a hin-
drance, depending on the situation and the length of time
they are used or experienced.

Anxiety and Fear

A common reaction to stress is anxiety, a state of mental
uneasiness, apprehension, dread, or foreboding or a feel-
ing of helplessness related to an impending or anticipated
unidentified threat to self or significant relationships. Anxi-
ety can be experienced at the conscious, subconscious, or
unconscious level. According to the National Institutes
of Mental Health (2017}, approximately 18% of adult
Americans have anxiety disorders, although this figure
may be low due to underreporting or alternative diagnoses.

Anxiety may be manifested on four levels:

1. Mild anxiety produces a slight arousal that enhances
perception, learning, and productive abilities. Most
healthy individuals experience mild anxiety, perhaps
as a feeling of mild restlessness that prompts them to
seek information and ask questions.

2. Moderate anxiety increases the arousal to a point where
the individual expresses feelings of tension, nervous-
ness, or concern. Perceptual abilities are narrowed.
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Attention is focused more on a particular aspect of a
situation than on peripheral activities.

3. Severe anxiety consumes most of the individual's ener-
gies and requires intervention. Perception is further
decreased. The individual, unable to focus on what
is really happening, focuses on only one detail of the
situation generating the anxiety.

4. Panic is an overpowering, frightening level of anxiety
causing the individual to lose control. 1t is less fre-
quently experienced than other levels of anxiety. The
perception of a panicked individual can be affected to
the degree that the individual distorts events.

Mild or moderate anxiety motivates goal-directed behavior.
In this sense, anxiety is an effectve coping strategy. For
example, mild anxiety motivates students to study. Exces-
sive amxiety, however, often has destructive effects. Table 422
lists indicators of these levels,

Faar is an emotion or feeling of apprehension aroused
by impending or seeming danger, pain, or another per-
ceived threat. The fear may be in response to something
that has already occurred, in response to an immediate or
current threat, or in response to something the individual
believes will happen. The nursing student may be fearful
in anticipation of the first experience in a client care set-
ting. The student may fear that the client will not want
to be cared for by the student or that the student might
inadvertently harm the client. The object of fear may or
may not be based in reality.

Anxiety and fear differ in four ways:

* The source of anxiety may not be identifiable; the
source of fear is identifiable.

* Anxiety is related to the future, that is, to an anticipated
event. Fear is related to the past, present, and future.

* Anxiety is vague, whereas fear is definite.

+ Anxiety results from psychologic or emotional conflict;
fear results from a specific physical or psychologic entity.

Anger

Anger is an emotional state consisting of a subjective feel-
ing of animosity or strong displeasure. A verbal expres-
sion of anger can be a signal to others of one’s internal
psychologic discomfort and a call for assistance to deal
with perceived stress. In contrast, hostility is usually
marked by overt antagonism and harmful or destructive
behavior; aggression is an unprovoked attack or a hostile,
injurious, or destructive aclion or outlook; and violence is
the exertion of physical force to injure or abuse. Verbally
expressed anger differs from hostility, aggression, and vio-
lence, but it can lead to destructiveness and violence if the
anger persists unabated.

A clearly expressed verbal communication of anger,
when the angry individual tells the other individual about
the anger and carefully identifies the source, is construc-
tive. This clarity of communication gets the anger out into
the open so the other individual can deal with it and help
to alleviate it. The angry individual “gets it off the chest”
and prevents an emotional buildup.
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Inckcators of Levels of Amdaly

Level of Anxiety
Category Mild Moderate Saevers Panic
‘arbalization changes Increased guestioning ‘ioice tremors and pitch Communication dif- Communication may not
changes ficult to understand, b undarstandabls

Maotor actvity changes

Percaption and attention
changes

Respiratory end cacula-
tory changes

Other changes

Mild restlessness

Sleaplessness

Fealings of incressed
arousal and slertness

Uzes learming to adapt

Maone

Eszsily startled, tansion-

relisving behawior (B.g.
fidgeting)

Tramora, facial twitches,
and shakiness

Increased muscle
ten=ion

MNarmwed focus of
attention

Able to focus but selec-
Leaming shghtiy
mpained

ratory and heart rates

Wid gastric symptoms
le.g., "outerfies in the
stomach”)

loud speech, threats,
demands

Increasad motor activity,
inability to relax
Fearful facial expression

Inability to focus or
concentrate

Easiy distracted

Le=mming sevarahy
impained
Tachycarda,
hyparmntilstion

Headache, dzziness,

nawusaea, confusion, da-
phoresis (sweating)

Increased motor aciivity,
agitation

Unpredictable responsss

Trembling, poor motor
coordination
Percaption disiorted or
axaggerated

Unable to ksarn or
function

Dyspnes, palpiations,
choking, chest pain, or
pressurs

Fesling of impanding
doom, paresthesia,
swaating, hallucinations

Atapind fom *Amdety and Cbsasshe- Compuisive Disoron, iy M. L Halar In Vanomls® Foundsions of Fsyohistric-Aental Hasti Mursing: & Cinca’ Approsch (Bih ed., Chapler 15}, by
ML L Haftar, 018, 51. Lous, W0: Elavar; and "Disorders of Amiaty Sinass, and Trauma,” by M. L. Fotiar in Pepofiaing Aental Haakt Musing: From Sufisring o Hopa (Chaptar 13, by M. L Poitar

and ML 0. Moiar, 2018, Bosion, WA Paarson
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Depression

Depression is a common reacion to events that seem over-
whelming or negative. Depression, an extreme feeling of
sadness, despair, dejection, lack of worth, or emptiness,
affects millions of Americans a year. The signs and symp-
toms of depression and the severity of the problem vary
with the client and the significance of the precipitating
event. Emotional symptoms can include feelings of tired-
ness, sadness, emptiness, or numbness. Behavioral signs
of depression include irritability, inability to concentrate,
difficulty making decisions, loss of sexual desire, crying,
sleep disturbance, and social withdrawal. Physical signs
of depression may include loss of appetite, weight loss,
constipation, headache, and dizziness. Many individu-
als experience short periods of depression in response
to overwhelming stressful events, such as the death of a
loved one or loss of a job; prolonged depression, however,
is a cause for concern and may require treatment.

Ego Defense Mechanisms

Ego defense mechanisms are unconscious psychologic
adaptive mechanisms or, according to Anna Freud (1967),
mental mechanisms that develop as the personality atempts
to defend itself, establish compromises among conflicting
impulses, and calm inner tensions. Defense mechanisms
are the unconscious mind working to protect the individual
from anxiety. They can be precursors to conscious cognitive
coping mechanisms that will ulimately solve the problem.
Like some verbal and motor responses, defense mechanisms

release tension. Table 42.3 describes these mechanisms and
lists examples of their adaptive and maladaptive use.

Cognitive Indicators

Cognitive indicators of stress are thinking responses
that include problem-solving, structuring, self-control or
self-discipline, suppression, and fantasy. Problem-solving
involves thinking through the threatening situation,
using specific steps to arrive at a solution. The individual
assesses the situation or problem, analyzes or defines it,
chooses alternatives, carries out the selected alternative,
and evaluates whether the solution succeeded.

Structuring is the arrangement or manipulation of a
situation so threatening events do not occur. For example,
a nurse can structure or control an interview with a client
by asking only direct, closed questions so the client will
not wander into areas that may be stressful. Structuring
can be productive in certain situations. An individual who
schedules a dental examination semiannually to prevent
severe dental disease is using productive structuring.

Self-control (discipline) is assuming a manner and facial
expression that convey a sense of being in control or in
charge. When self-control prevents panic and harmful or
nonproductive actions in a threatening situation, it is a
helpful response that conveys strength. Self-control car-
ried to an extreme, however, can delay problem-solving
and prevent an individual from receiving the support of
others, who may perceive the individual as handling the
situation well, as cold, or as unconcerned.
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Name

Example

Arruam

Cormpensation

Undong

Emoticnal conficts and stressors dealt with by perform-
ing hoiphul sorvice 10 othars that results in satisfaction
and ploasuro

Making up for 8 perceived or real nabilty by focusing
on encther area and becoming profcient (may be con-
SCIOUS Of UNCONSCIOUS)

Transfer of a mental confict nto a physical sympiom

Mv.mam-ﬂmmdh
feclngs associated with

Transier of emotions fom ona person or obiect onto
another iess threatening and more neutral parson or
object {sometimes caled the “scapegoat” defenss
mecharsam)

Emphasizing ronic or amusing aspects of s confiict or
straasor

Prooess whomby an indvidus! takes on thoughts, man-
nensms, or tastes of another individual whom the ind-
vidual admires

Excessvo masoning o logic to tranafor disturbng foel-

Attributing to cnesclf the quaitios of sncther— ntense
identfication n which the qualites am incorporated into
the indvidual's own ego structue

Separatng idoss, thoughts, and actiona from feolings
assocsted with them

Unconacicusly sttributing one's thoughts or impulses 1o
Anothor parson

Justityng flogeal idoas, actons, o elings by usng
explsnatons [most common deferae mech-

anam-—a form of self-decepton)

Devoioping the opposite behavior o armotion 10 unec-

coptable focings or bohaviors

The unconacious axciusion of Lnwantod axpenoncos,
Mmm-uﬁuhduﬁm
defonse aganst arety

Tho unconacious substituting of accoptabio bohaviors
for unacoeptablo bohaviors

Tho conscous donsl of & daturbing stustion o fecing
(Think of the Ndvidus! s conaciously “siting on” the
focings 8s compared to represson, in which the ndi-
vidual is not aware.)

Making up for sn ntoloratie act or experionce 1o lsson
or sliovisto foolings of guit

Serving 88 & voluntesr 1o & disastor erea.

A 16-year-cid boy is not good at sports. He strives 1o
ot tha 1op grades in his class and bacarme 8 mamber
of his school's honor socity
Ammmmdmmm
prior to performing hes frst

A man tals hs wie that he wants & divorce. The wile
responds by saying sl couples have dificultes and that
she is sure he wil feal dfferantly formorrow.

The stsff nurse is yelled at by the unt supervisor at
work. When she gets home, the nurse yelis st hor
12-year-cld son for no apparent reason.

A nurse with cold hends comments, “Coid hands but s
warm heant” before taking a patient's pulse.

A coliage student decidas 1o bocome a physical thors-
pat after spending 3 months in physical therapy due to
8 knee nury.

A student tols hor parents that no one could have done
botter than she did on the course axam, because the
oxam matenal was not covarad well anough, and the
course instructor s not & vary good teacher.

A patont states ho s “Goneral Napcloon® and walks

A nurse stops 0N he highway 10 ssant n an acodoent,
The victm's arm has been aevered from the body. The
nurse does not foous on feelings about the stuation but
focuses on spplyng pressure 1o the wound site, caling
Roommate A gots sngry &t Roormmate B for boing angry
and not istening, when 2 is actuslly Foommate Awho &
angry and has not been listening.

The college student did not do well on her axam. She
calls home and tols hor paronts that she did not get
enough sieep the night before the axam.

A student doos not like the teachor or the course bong
tsught by the teachar. The student brings the toachor
aricies related to the course and cormments how much
he likes the teacher and her course.

A 7-yoar-oid gel daplays sgns of sooal sbuso.
Athough her farmily & suspicous of who rmight have
abusad her and when, the g« cannot recsi anything
An 18-yoar-cid male who folt insdoquato when com-
pared to his brothers and was bulied in school ons the

Ono studont asiks ancther # ho = wormied about the
exarn n their cass tomormow, The student roples, T'd
rather not think about that rght now.”

mmwnmmmmu
of hor purso, the 10-year-old boy washos his hands
Gxoossivoly.
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Suppression is consciously and willfully putting a
thought or feeling out of mind: “T won’t deal with that
today. I'll do it tomorrow.” This response relieves stress
temporarily but does not solve the problem. A man who
keeps ignoring a toothache, pushing it out of his mind
because he fears the pain of having a filling, will not
obtain relief of his symptoms.

Fantasy or daydreaming is likened to make-believe.
Unfulfilled wishes and desires are imagined as fulfilled,
or a threatening experience is reworked or replayed so it
ends differently from reality. Experiences can be relived,
everyday problems solved, and plans for the future made.
The outcome of current problems may also be fantasized.
For example, a client awaiting the results of a breast biopsy
may fantasize the surgeon as saying, “You do not have
cancer.” Fantasy responses can be helpful if they lead to
problem-solving. For example, the client awaiting breast
biopsy results might say to herself, “Even if the doctor
says, “You have cancer,” as long as he also says it can be
treated, I can accept that.” Fantasies can be destructive
and nonproductive if an individual uses them to excess
and retreats from reality.

Coping

Coping may be described as dealing with change—
successfully or unsuccessfully. A coping strategy (coping
mechanism) is a natural or learned way of responding to
a changing environment or specific problem or situation.
According to Folkman and Lazarus (1991), coping is “the
cognitive and behavioral effort to manage specific external
and /or internal demands that are appraised as taxing or
exceeding the resources of the person™ (p. 210).

Two types of coping strategies have been described:
problem focused and emotion focused. Problem-focused
coping refers to efforts to improve a situation by making
changes or taking action. Emotion-focused coping includes
thoughts and actions that relieve emotional distress.
Emotion-focused coping does not improve the situation,
but the individual often feels better. Both types of strate-
gies may occur together (Eatough & Chang, 2018).

Coping strategies are also viewed as long term or
short term. Long-tferm coping strategies can be constructive
and practical. In certain situations, talking with others and
trying to find out more about the situation are long-term
strategies. Other long-term strategies include a change in
lifestyle patterns such as eating a healthy diet, exercising
regularly, balancing leisure time with working, or using
problem-solving in decision-making instead of anger or
other nonconstructive responses.

Short-term coping strafegies can reduce stress to a
tolerable limit temporarily but are ineffective ways to per-
manently deal with reality. They may even have a destruc-
tive or detrimental effect on the individual. Examples of
short-term strategies are using alcoholic beverages or
drugs, daydreaming and fantasizing, relying on the belief
that everything will work out, and giving in to others to
avoid anger.

Coping strategies vary among individuals and are
often related to the individual’s perception of the stressful
event. Three approaches to coping with stress are to alter
the stressor, adapt to the stressor, or avoid the stressor.
An individual's coping strategies often change with a
reappraisal of a situation. There is never only one way to
cope. Some individuals choose avoidance; others confront
a situation to cope. Still others seek information or rely on
religious beliefs.

Coping can be adaptive or maladaptive. Adapfive cop-
ing helps the individual to deal effectively with stress-
ful events and minimizes distress associated with them.
Maladaptive coping can cause unnecessary distress for the
individual and others associated with the individual or
stressful event. In nursing literature, effective and ineffoc-
tive coping are often differentiated. Effective coping results
in adaptation; ineffective coping results in maladaptation.

Although the coping behavior may not always seem
appropriate, the nurse needs to remember that coping is
always purposeful. The effectiveness of an individual‘s
coping is influenced by several factors, including:

« The number, duration, and intensity of the stressors
= Past experiences of the individual

+ Support systems available to the individual

s Personal qualities of the individual.

If the duration of the stressors is extended beyond the
coping powers of the individual, he or she becomes
exhausted and may develop increased susceptibility to
health problems. Reaction to long-term stress is seen in
family members who undertake the care of an individ-
ual in the home for a long period. This stress is called
caregiver burden and produces responses such as chronic
fatigue, sleeping difficulties, and high blood pressure. In
the case of caregiver burden, the caregiver also becomes
the nurse’s client and a care plan to intervene should be
created (Hartnett, Thom, & Kline, 2016). Prolonged stross
can also result in mental illness. As coping strategies or

Examples of the Negative Effects of
Lol 2N Stress on Basic Human Needs

MNesds Effects
Pryziologic Altered simination patiem

Change in appetie

Altered sleap pstterm
Safaty and security Expresses nervousness and feelings of

being threatened

Focusses on stressors, inatiention fo
safaty measures

Isolated and withdrawn
Becomes overly dependent
Blames others for cwn pmoblems
Fails to socislirze with others
Becomeas 8 workaholic

Draws attertion to salf
Preccoupied with own problems
Shows lsck of control

Unabla to scoapt realiby

Lowve and balonging

Saf-ssteam

Seff-actuslization




defense mechanisms bocome ineffective, the individual
may have in problems, work difficulties, and
a significant decrease in the ability to meet basic human
needs (Table 42.4).

00O® NURSING MANAGEMENT
Assessing
Nursing assessment of a client’s stress and coping pattems
includes (a) nursing history and (b) physical examination
of the client for indicators of stress (e.g., nail biting, ner-
vousness, weight changes) or stress-related health prob-
lems (e.g., hypertension, dyspnea). When obtaining the
nursing history, the nurse poses questions about client-
perceived stressors or stressful incidents, manifestations
of stress, and past and present coping strategies. During
the physical examination, the nurse observes for verbal,
motor, cognitive, or other physical manifestations of
stress. Remember, however, that clinical signs and symp-
toms may not occur when cognitive coping is effective.
In addition, the nurse should be aware of expected
developmental transitions (predictable tasks that must be

Chaptor 42 & Stress and Coping 1075

accomplished if the client is to grow psychologically as
well as physically; sce 23 t0 26 o). Individuals
go through different developmental stages from infancy
to old age when certain tasks are expected to be com-

pleted or resolved. When these tasks are carried over and
not resolved, stress increases as they become older. For
example, if an infant does not leam to trust those around
him during infancy, this mistrust may accompany him
through life, influencing his relationships and possibly
being the root of d stress, and ineffective

ing. This knowledge helps the nurse identify additional
stressors and the client’s response to them (see Table 42.1),
Questions to elicit data about the client’s stress and cop-
ing patterns are shown in the accompanying Assessment
Interview.

Diagnosing

Examples of nursing diagnoses that are appropriate for
clients who have problems related to stress, adapta-
tion, and coping are: anxiety; caregiver stress; denial;
and difficult, altered, or impaired coping (individual
or family).

* Onascaioof 11010, where 1 & “very minor” and 108
“extrome,” how would you rate the stress you Bre axperencing
n the folowng sess?

d. Racant #ness or loss of loved one
0. Your health
fwm

* How long have you bean daaling with these stressors?

* How do you usually handie stresshul stustions? If the clent
does not adequately descrbe, prompt with the following:
a. Coy
b. Got sngry
0. Talk to somecne (Who?)

d. Withdraw fom the stuaton

0. Control others or stuation

{. Go for & wak or paricrm physcal axercise

@ Try to amwve &t 8 soltion

h. Pray

i Laugh, joke, or use some other axpression of humor

| Mecitate or use some other relaxation technique such as
yoga o guided imagery

* How well does your ususl coping strategy work?

Evidence-Based Practice

Do Nurses Who Participate in Unsuccessful Resuscitations
Experience Significant Stress?

Thousands of clents in crtical came settings requie CPR every yoer
and sbout hat of them do not sunvive, In s study, McMeakan,
Holeran, Dougins, ind Koly 2017) expiorod stroms, copng, and inst-
tutonal support n ontical care nurses who pertiopated in unsuccosshul
hospital CPR {codes). The theomstical femework of the study was
Lazarus and Foleman's Transactional Model of Stress and Coping.
Armost 400 nurmos scross the Unded Stetes compisted the domo-
graphic data and threo surveys. Postoods stress ievels wero hgh, as
were symptoms of postireumatic stess dsorder (PTSD). Denal, self-
sinstogos assocstod with PTSD but not with $ho loval of stosa,

I

EVIDENCE-BASED PRACTICE

Implications

Thero are soveral imtations in this study including the con-
venience sampie and self-report of remembered feelings.
Although the sampie size was adequate for statistical analysis,
2 roprosents & vory small percoantage of all the critical caro
nurses who expenance unsuccessiul codes. Thus, the study
lam of stress in this population is likely significant and research-
ors and omployers should strive 1o idontify ssuos and propose
activitios that would minmize the Negative Mmpact on NUrses.
In partcular, the use of negative coping strategies should be
addresaed.
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Planning
The nurse develops plans in collaboration with the client
and significant support people when passible, according
to the client’s state of health (e.g., ability to return to work),
level of anxiety, support resources, coping mechanisms, and
sociocultural and religious affiliation. The nurse with little
experience intervening with clients undergoing stress may
wish to consult with a more experienced nurse to develop
effective plans. The nurse and client set goals to change the
existing client t0 the stressor or stressors.

The overall client goals for individuals experiencing
stress-refated responses are to:

« Decrease or resolve anxiety.

* Increase ability to manage or cope with stressful events
or circumstances,

* Improve role performance.

A sample nursing care plan and a concept map are shown

on pages 1080-1082.

Planning for Home Care

Clients hospitalized and experiencing stress may require
ongoing nursing support or referral to community agen-
cies that can provide support to meet client needs and

enhance client coping. Determining how much and what
type of planning and home care follow-up is needed is
based in great part on the nurse’s knowledge of how the
client and family have coped with previous stressors and
the nature of the present stressor.

Implementing

Although stress is ‘:::\ of daily life, it is also highly indi-
vidual; a situation that to one ind(\'idual is a major stressor
may not affect another. Some methods to help reduce
stress will be effective for one individual; other methods
will be appropriate for a different individual. A nurse who
is sensitive to clients’ needs and reactions can choose those
methods of intervention that will be most effective for
cach individual.

Encouraging Health Promotion Strategies
Several health promotion strategies are often appro-
priate as interventions for clients with stress-related
nursing diagnoses. Among these are physical exercise,
optimal nutrition, adequate rest and sleep, and time
management.

Exercise

Regular exercise promotes both physical and emotional
health. Physiologic benems include improved muscle
tone, increased cardiop function, and weight
control. l‘sychologlcbmcﬂ include relief of tension, a
feeling of well-being, and relaxation. Federal guidelines
recommend 150 minutes of moderate-intensity weekly
exercise for adults (U.S. Department of Health and Human
Services, 2018).

Nutrition

Optimal nutrition is essential for health and in increas-
ing the body’s resistance to stress. To minimize the
negative effects of stress (e.g., irritability, hyperactivity,
anxiety), people need to avoid excesses of caffeine, salt,
sugar, and fat, and deficiencies in vitamins and min-
erals. Guidelines for a well-balanced, healthy diet are
detailed in Chapter 46 o=,

Clinical Alert!
(MMM'WM‘—WM“!O@.MM

tham feel betier emotonaly. These should be slowed whanevar they
ane not contrandcated by the cient's health condSon,

Sleep

Sleep restores the body’s energy levels and is an essential
of stress management. To ensure adequate ¥

clients may need help to attain comfort (such as pain man-

agement) and to leam techniques that promote peace of

mind and relaxation. (See the Using Relaxation Technigues

section.)

Time Management

Individuals who manage their time effectively usually
experience less stress because they feel more in control
of their circumstances. Clients who feel overwhelmed
often need help to prioritize tasks and to consider
whether modifications can be made to decrease role
demands. Working parents, for example, may need to
consider delegating tasks to family members or hiring
part-time help. Controlling the demands of others is
also an important aspect of effective time management
because requests made by others cannot always

Clients may need to leamn to develop an awareness of
which requests they can meet without undue stress,
which ones can be negotiated, and which ones need to
be declined. Feelings of control can be enhanced when
clients schedule a daily or weekly period of time to deal
with specific tasks, Time management must address
both what is important to the client and what can real-
istically be achieved. For example, clients need to con-
sider whether a clean house and time spent with the
children can both be accomplished satisfactorily and,
if not, which is more important. Clients feeling over-
whelmed need to re-examine the “should do,” “ought to
do,” and “must do” situations in their lives and develop
realistic self-expectations.

Minimizing Anxiety

Nurses carry out measures to minimize clients” anxi-
ety and stress. For example, nurses encourage clients
to take deep breaths before an injection, explain pro-

cedures before they are implemented including sensa-
tions likely to be experienced during the procedure,



administer a massage to help the client relax, and offer
support to clients and families during times of illness.
The nurse recognizes that quick action may be neces-
sary to avoid the contagious nature of anxiety. That
is, the anxious feeling of one individual makes others
around him or her also anxious. This can include family
members, other clients nearby, or healthcare providers.
General guidelines for helping clients who are stressed
and feeling anxious are outlined in Box 42.2.

HOJ( LB Minimizing Stress and Anxiety

= Listen attentively; try to understand the client's parspective on
the situation.

* Provide an atmosphaere of warmnih and trust; convey a senze
of canng and empathy.

= Datarmine if it is appropriate to encourage clientz’ partici-
pation in the plan of cars; give them choices about some
aspects of care but do not ovenwhelm them with choices.

= Siay with clients == needed to promote safety and fealings of
security and to reduce fear.

= Conirol the ervironment to minimize sdditicnal stressors
such as reducing noise, Bmiting the numbser of ndividuals in
tha room, and providing cars by the same nurss as much a=
possibe.

* |mplament suicide precaufions if ndicated.

= Communicate in short, clesr sentances.

* Halp clents to:
a. Determine sfuations that precipitate anxiety and identify

signs of andety.
b. Verbslize fesings, perceptions, and fiears as appropriats.
Some cultures discourage the expression of feslings.

c. |denty personal strengths.
d. Recognize usual coping pattemns end difierentiste positive
e. ldentiy new sirateges for menaging stress (eug., exencize,

a. The importance of adequate exercise, & balanced diet,
and rest end sleap fo energize the body and enhance
coping abilities.

b. Support groups availsble such as Alcoholics Anomymous,
Wieight Watchers or Owereaters Anonymous, and parant-
ing and child abuss support growps.

c. Educational programs avalsble such as time manage-
mant, essartivensss training, end meditation groups.

Mediating Anger
Often nurses find clients” anger difficult to handle. Caring
for the client who is angry is difficult for two reasons:

+ Clients seldom state, “T feel angry or frustrated,”
or indicate the reason for their anger. Instead, they
may refuse treatment, become verbally abusive or
demanding, threaten violence, or become overly
critical. Their complaints rarely reflect the cause of
their anger.
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« Anger from clients can elicit fear and anger in the nurse,
who may respond in a manner that intensifies the cli-
ent's anger, even to the point of violence. Nurses may
respond in a way that reduces their own stress rather
than the client’s stress.

lemacco (2016) recommends the following strategies for
dealing with clients’ anger:

* Remember that there is a difference between anger
(a subjective feeling) and aggression {a harmful
behavior).

* Approach each client with a calm, reassuring manner.
This will help the client feel less threatened and more
secure. Express compassion and concern.

+ Involve clients in their own care as much as possible.
This will increase their sense of control, which helps
decrease anger.

+ When a client's aggression is escalating, you must pro-
tect the safety of that client, other clients, yourself, and
other staff.

= Call for help immediately if your interventions have
not de-escalated the client’s aggressive behavior.

Safety Alert! | SAFETY |

A nurse who is concerned for his or her own safety while
working with an angry client should withdraw from the
situation or obtain support from another individual.

Using Relaxation Techniques

Several relaxation techniques can be used to quiet the
mind, release tension, and counteract the fight-oe-flight
responses of GAS discussed earlier in this chapter. Nurses
can teach these techniques to clients. Nurses should also
encourage clients to use these techniques when they
encounter stressful health situations. Examples of these
situations are (a) during childbirth, (b) postoperatively
to cope with pain, and (c) before and during a painful
procedure. Many agencies now have relaxation tapes
available that the client can borrow or purchase. Some
clients make their own recordings. Specific relaxation
techniques are discussed in Chapter 22 == and include
the following:

Breathing exercises
Massage

Progressive relaxation
Imagery

Biofeedback

Yoga

Meditation
Therapeutic touch
Music therapy
Humor and laughter.



Box 11.6

@ Reflective practice

gssential skills clusters (ESCs)

Care, compassion and communication

you are asked to provide some information to a patient, The senior
aurse explains what to do but you are still unsure of the facts, You
present the information in an ambivalent way.
Organizational aspects of care

Later, the senior nurse asks you how it all went. You have just
peen asked to help a patient drink and really cannot stop but feel
you need to because of the seniority of the nurse.

Nutrition and fluid management

The senior nurse is quite insistent and you are helping a patient to
drink.

Student activities

« What should you do and how does this make you feel?

+ Consider which elements in the ESCs are being addressed in
this scenario?

« Discuss your conclusions with your mentor.

VOO, GATILY W WUy | J

The effects of patients' and colleagues' behaviours can have
an impact on your stress level. Some of the challenges to the
nurse's role caused by stress are outlined in Box 11.6.

The stress response

The term stress response can be described by the adaptive
physiological changes that occur to enhance a person's
ability to deal with demanding situations. While the
adaptive changes are occurring in response to the stress
situation, the internal environment, e.g. blood chemistry,
must be maintained within a normal range for optimum
cell function (see Ch. 19). This ability to maintain the
internal environment within the normal range is known as
homeostasis. Allostatic load refers to the cumulative cost
to the body of maintaining homeostasis while responding to
stressors; when these resources are overloaded, then there is a
serious risk to health.

When increased mental and physical activity are needed,
the necessary physiological responses are regulated by two
interdependent control systems:

Rapid response: Slower response:
short duration sustained action
h Hypoﬂuhms _ﬂ
ANS-sympathetic Releasing factors/
division hormones
[ 1 Anterior pituitary gland
Sympathetic Adrenal
nerves medulla ACTH
I | Adrenal cortex
Noradrenaline (:?'mlli.‘e ) ‘
{norepinephrine) no':adrenallne
L J ( Corticosteroid hormones
Glucocorticoids Mineralocorticoids
eg. cortisol e.g.aldosterone
+ Heart rate increases
+ Blood pressure increases ‘ ‘
e o + Blood glucose increase Sodium (Na*) + water (H,0)
 Respir e reraases + Inflammation suppressed reabsorbed
: Puplls.diml ml, » Proteins and fats used for
energy *
+Blood volume increased
ACTH = adrenocorticotrophic hormone; + Blood pressure increased

ANS = autonomic nervous system

11.1 « Stress response (simplified).




() TSR S Liteapan npieations

* O The antarraivk ners svstenn (ANS), the part of the
wervaian avten which iy generally outside consclous
vt

o The endhi rime ayaten that wes chemdval messiging
svatein (horwnes) (g 1T,

The ANS o divided into the  sympathetic and  the
paraympathetic divisions, but while periods of stress and
anviety loadd 1o a general stimulation of the nervous system,
Wi the effects of the sympathetic diviston that predominate.

The svmpathetic division Is tesponsible tor mobilizing
the By s tesowrves i response to stress by releasing the
wewmtransiitter nocadrenaline  (norepinephrine) ot the
etbevtor oigans. The adrenal medulla (middle part of the
adrenal glands) s also stimulated to release adrenaline
(epinephring)  and noradeenaline into the  bloodstream,
Novadrenatine and adeenaline are related catecholamines,
which canse effects that include the ‘fight or flight” response
of increased heart and respiratory rates, blood pressure, etc,

Releasing factors/hormones from the hypothalamus In
the brain stimulate the pitvitary gland, which regulates
other  endovrine  structures,  Pitwitary  hormones, eg.
adrenocnticotrophic hormone (ACTH), stimulate the release
of corticosteroid hormones from the adrenal cortex (outer
part of the adrenal glands). Corticosteroid hormones = known
as ghioocorticoids, eg. cortisol - increase the availability of
the body’s energy resources, alter immune responses and
generally prepare the body for action and potential injury.
Other corticosteroids, known as mineralocorticoids, e.g.
aldosterone, influence sodium and water retention.

Corticosteroids are involved in chronic long-term stress
and also influence mood and behaviour. Table 11.1 outlines
some effects of the stress response, their adaptive function
and the potential impact on health.

To summarize, the sympathetic nervous system and
endocrine  system  coordinate a response that increases
available energy, endurance and pain tolerance and enhances
the ability to survive injury. However, as this increased state
of arousal is often uncomfortable and is costly in terms of
resources, there may be negative health effects associated
with both acute short-term stress and chronic long-term
stress. In acute states, the most significant problems are often
due to behavioural changes, whereas the physiological changes
occurring in chronic stress appear to increase vulnerability to a
range of disorders.

Selye (1956) described the stress response as being
triphasic (having three stages): an alarm stage, a resistance
stage and an exhaustion stage (Fig. 11.2, p. 234). Selye's
model - the General Adaptation Syndrome (GAS) - was the
first real attempt to develop a general theory of stress and
clarify the role of stress in health and illness. However, the
model focused on the underpinning physiology and failed to
adequately address psychological and social factors. Despite
these problems, the model has been highly influential in stress
research.

Stress-related health problems

A general view of the effects of both stress and anxiety is
that they evolved to influence physiology, cognition, affect

O 222

Table 11.1 Stress response — effects and potential consequences

Acute

Adaptive function

Physical effects

Ateral dsease G, S st L TT)

Palpitations
Headache

Increase In blood supply 1 Hssues
As above

Increased heart rate and forca

Increased biood pressure

As zhove

Increased plasma volume and blood pressure In

peeparation for injury

Sodium and water retention

Skin pallor

Increased blood supply to body core and large

skeletal muscles

Redistribution of blood supply
Increased respiratory rate and volume. Dilatation  Increase in oxygenation

Changes in biood chemisTy

of bronchi
Increasad muscie tons

Trembling Muysdie pain/aches

Fast reaction

Activation of autoimmune disorders Slower hegling (see O 25)
Increased risks of infacsion {see Ok 13) and o

Body prepares defences in case of injury

Migration of leucocytes into tissues

Immune system stimusation

Faster haemostasis in case of injury

Increased energy

Increased platelet adhesiveness

Weight gain
Protein used for energy reduces musce mass

Increass in biood glucose and fatty acids

Increased energy and endurance

Feefing hot

Sweating

Increasa in basal metabolic rate

Slower healing
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o Wihven stress persists attempts
are made to cope with specific
stressor, Increased use of body
energy and other resources,

Occurs after
excessive stress. The resistance
mnnmlnltom.m
resources are exhausted and
the physiological adaptations
designed to help in coping
begin to fall. The body can no
longer resist the stressor,

Fig. 11.2 * General adaptation syndrome

and behaviour in order to increase the chances of surviving
in difficult and dangerous environments. However, life has
changed and the evolved mechanisms are less useful in dealing
with the complex and enduring stress associated with modern
life. Stress depletes physical and mental resources, while
reducing behaviour control.

Chronic stress in particular is strongly associated with a
wide range of health problems because of physiological and
psychological ‘wear and tear’ and inefficient use of energy.
This may be associated with behavioural changes that increase
other risks and reduce an individual’s ability to deal with new
challenges.

In someone with a pre-existing vulnerability, exposure to
increased stress may be the stimulus to trigger illness; it may
then influence recovery and other health-related behaviours.
Those with existing conditions may experience a worsening
of symptoms, e.g. anginal pain (see Ch. 17) or increased
frequency of migraine attacks.

Sociocultural, psychological and biological variables
combine to produce a range of disorders. The interaction
between these factors is now widely accepted as the only
way to make sense of body functioning. Increasingly, the
immune system is becoming the focus for understanding the
relationship between stress and illness; an area of study called
psychoneuroimmunology.

Managing stress and anxiety

This part of the chapter outlines the general principles and
methods that individuals may use in managing stress and
anxiety.

The huge variation in the ways that stress presents and
the ways it might affect the person mean that a range of
techniques need to be considered. The main reason for this
variation is attributable to the fact that, after an initial, often
automatic reaction to a situation (primary appraisal), people
make a series of judgements, which will largely control the
responses (secondary appraisal) (Fig. 11.3). Box 11,6 (p. 231)
asked ‘what you should do in a specific situation’; consider
now if there may have been another way of coping.

which If continued, leads to
negative health effects and

eventually death.

While recognizing the role of physiology, Lazarus and
Folkman (1984) suggested that an individual’s previous
learning and experience significantly affects the way in
which they react to life events; others can look at the same
event and come up with differing interpretations. In this
view of stress and anxiety, it is not the stimulus itself that is
problematic, it is the individual’s appraisal of the stimulus and
their belief about their ability to manage its effect.

This model emphasizes cognition. Judgements are
made about the stressor and the person’s ability to change
their behaviour or thoughts in such a way as to master or
reduce the effects of the stressor. These responses are
coping strategies, which may be adaptive (managing the
event without increasing other problems) or maladaptive
(where coping strategies might fail or increase stress). This
framework is particularly important in understanding many of
the principles of stress management.

Everyone uses ways of minimizing stress and improving
rest and relaxation (see Ch. 10), such as socializing, reading,
listening to music, holidays, etc. Various coping strategies are
discussed below.

Avoidance

Avoidance commonly involves reducing exposure to stimuli
that cause stress or anxiety, attempts to ignore the demands/
threats or to suppress the negative feelings. Avoidance
is a very common reaction to threat when often the first
reaction is to escape, thus avoiding further exposure. To
ignore stressors, people might engage in distracting tasks,
use defence mechanisms (see pp. 229-231) or simply refuse
to recognize the importance of the stimulus. People might
try to induce positive feelings, e.g. comfort eating, ‘treating’
themselves or using stimulant (usually illegal) drugs, sedatives
or alcohol.

People frequently resort to sedatives and alcohol to help
manage the unpleasant feelings associated with stress and
anxiety. They might attempt to ‘drown out” overwhelming
feelings associated with severe trauma, loss or threat by using.
a sufficiently high dose to induce insensibility. Sometimes,
the use of anxiolytic drugs, e.2 diazepam, can be used in



Answer: Yes
* Minimum stress

Questions:
+ Do I have the skill or previous

-Arlrllllkelywsuaeed?
* Are alternatives available?

Fig. 11.3 « Primary and secondary appraisal of stressors

similar ways during short cpisodes of intense anxiety or
distress but, like alcohol, continued use over long periods
(can lead to habituation) is associated with a range of health
and interpersonal problems. This does not address the causes
or problems faced by people and while they might allow a
person to cope with an acute and intense trauma, they have
no place in long-term management. Continued management
in this way can lead to complications and the development of
further psychological problems such as depression.

Dealing with the stressor

The most direct approach to dealing with demands is to
take action to meet those demands. This approach is often
the most adaptive, particularly for low-level stressors when
people can use problem-solving and evaluate the potential
consequences of their actions. When the stress experienced is
associated with very high levels of arousal, problem-solving is
impaired and actions may not be well considered.

Among the most effective and easiest interventions nurses
can use to reduce anxiety and stress, is to provide useful and
understandable information (see Chs 9, 23, 24). Patients
should know what to expect in relation to illness, recovery
and specific interventions. This is important in allowing the
person and their family to prepare themselves and recognize
the difference between normal and abnormal sensations
- without information, every unusual sensation causes
anxiety. Nurses may need to adapt information or ways of
communicating, and seek help from family and carers when
patients find it difficult to understand the situation, eg. a
person with a learning disability or cognitive impairment.

To deal successfully with a range of demands, people learn
and use a series of skills. When demands and expectations
are predictable, learning useful skills can be structured and
planned (Box 11.7).

_(1;) Reflective practice

Dealing with stressors

A student nurse may feel anxious about doing something for the

first time, .g. giving an injection. Preparatory information can

reduce anxiety and frequent practice with supervision allows

the nurse to feel sufficiently confident that eventually littie or no

anxiety is experienced.

Student activities

* Think about a nursing intervention that caused you anxiety.

* What helped you to feel confident? Discuss this with your
mentor.

Box 11.7

When people feel confident in their abilities to control
and meet demands, little stress is experienced and successful
outcomes become more likely. People often experience
positive feelings of achievement when they manage
challenging situations and their beliefs about their coping
abilities are enhanced. Assertion training by increasing
skills in negotiation and relating to others may enhance this
perception of control.

Explaining that anxiety is a normal response to many
situations is also a useful way of giving people ‘permission’
to talk about anxieties. Again the nurse must be imaginative
in finding ways to help people with learning disabilities or
dementia to express/communicate their anxieties.

Imposing structure

In situations that involve multiple and complex stressors, the
ability to prioritize is important. This could involve making
‘to do’ lists, prioritizing demands in order of importance and
managing the time available to deal with the demands. The
principle here is a simple one: for life to be manageable, it
needs to be managed (Box 11.8).

Controlling the emotion

Strategies are principally about changing appraisals about
the situation. This could involve reassessing the importance
of an event and reassessing personal ability to cope with
the perceived demands. People may deliberately remind
themselves of past successes in managing similar cvents
or make positive statements about their coping abilities.
Improving self-awareness helps people recognize the stressors
that appear particularly important to them and to recognize

Box 11.8

?) Health promotion

Time management

Using a diary to note important events, e.g. appointments,
submisséon dates, and keeping track of arangements is the most
effective way of controlling the demands made on time. A diary
allows the person to consider the practicalities of accepting extra
commitrments and to prioritize how much time to devote to each.
This allows realistic judgements to be made about how many
issues can be addressed in the given time.

The diary is only a tcol; the person needs to be able to use the
information in negotiating their commitments with others and must
be prepared to say no when necessary. These ideas help people
to deal with stressors in which direct action is appropriate and
likely to be useful.
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Common irrational beliefs Box 11_:1
Everything we do must ba approved of by others

We must be loved by overyone

W must be competent and successhl In everything
Cortavn things are wrong and the perpotrstors should be
punighed

\When things are not as we like, it is a catastrophe

* It is easier to avold ditficulties and responsibilitios than to face
them

+ Past bahaviour will determine our prasent bahaviour

* We are victims of our emotions and have no control over them

£0 cannot help how we feel,

the effects of stress early, allowing them to address the
situation before the feelings become overwhelming.

Maost current research supports the view that it is people’s
beliefs about the situation and their abilities to cope that
control emotional reactions, Changing these beliefs can
therefore alter the meaning of the situation and the responses
to it. Unfortunately, the underpinning beliefs that inform
the way in which people appraise threats or demands lead
to habitual and sutomatic responses based on previous
experience. Thus, many people are basically unaware of why
they feel like they do and as a consequence, do not check the
accuracy of their beliefs.

The cognitive therapies provide frameworks to help people
understand these principles and techniques for re-evaluating
belief systems. This involves helping individuals recognize that
it is not the event that causes distress, but their beliefs about
the event that lead to the emotional consequences.

Ellis (1994), who developed a cognitive approach called

—~

Rational Emotive Therapy, suggests that people evaluate
situations by using simple exclamatory statements about the
event, Characteristically, they first make an evaluation of the
event, which is sensible and ratlonal, followed by an Irrational
statement about Its meaning. It 1s the irrational statements
which have little or no supporting evidence that cause
the emotional reaction. Moreover, people tended to have
generalized, irrational beliefs that add to stress interpretations
(Box 11.9).

Table 11.2 outlines the sequence of events in creating
distress and an example of ways in which people can
challenge these beliefs and therefore change the feelings.

People need to identify the beliefs that cause problems and
then learn to challenge them. A useful strategy is to note the
events/situations which cause stress and then try to identify

why they are important.

Enhancing coping resources

A wide range of strategies can enhance coping, including:

« Increasing cnergy reserves by increasing 'wellness’ - by
taking exercise, good nutrition (see Ch. 19) and adequate
rest and sleep (see Ch. 10), etc.

+ Taking responsibility for self-care of long-term disorders
increases control and confidence that enhances coping.
Indeed, the person-focused outcome in Essence of Care
2010 Benchmarks for Self Care is 'People have control
over their care’ (DH 2010, p 7)

+ Learning new skills that help to deal with demands or
feared situations more effectively

* Learning specific skills that induce feelings of calmness and
relaxation, these feelings being incompatible with fecling
stressed or anxious.

! Table 11.2 Example of cognitve sequencing
Stage

Example

A Activating event - actual or inferred, current or predicied

Student has to present course work to peers and lecturers

8  Bellefs - often in the form of rigid and unqualified demands in the
form of ‘musts’, 'shoulds’ and ‘oughts’
Appralsals are often sutomatic and habitual - people need to leam
how to identify tham

Ratlonal appralsat:

 Pecple will ba evaluating my performance

o | will feel and look anxlous

Irational appraisal:

= My presentation must be perfect or tha others will think | am stupid
* I they seo how necvous | am they will think I'm a useless nurse

* | cant answer questions everyone will knaw how ignarant | am

C  Consequences - emotional, behavioural and pirysiological respanses
to appraisal, Often unpleasant and leads 10 Inappropriate,
unhelpful behaviour

Incraasing self-focus and andety, reducing performance

Dry mouth, difficuity speaking, unable o remember points

Awareness of each increases ardety

The appraisal becomes a self-fulfilling prophecy and Is taken as evidence that
the belefs were right

D Disputing the disturbanca-producing appraisals.
Subjecting bellefs to rational evaluation. Questioning the evidanca for
the befied

Ace you the only one who is anxious?
lsn't it normal?

Would you think badly of someane who Is anxdous?
As a student why do you expect 1 be perfect?

E  Effective —as In the actions chosen. Those based on rational thinking
are more likely to be effective In managing stressors

Seeing anxlety as normal and common and accepting that expactations about
thelr own behaviour are unrealistic heip to reduce belief

Unpleasant fealings reduced with increased likelihood of apprapriate
behaviours




Relaxation techniques
Over the centuries in diverse cultures and under varlous
guises, the ability to relax the body and mind has been seen as

an important skill, particularly for those who had to problem-
solve and make effective decisions.

If an individual can reduce emotional arousal and focus
their thoughts onto problem-solving, then they are better able
to more clearly analyze the situations and generate solutions.

The techniques are widely used in healthcare, e.g.
pain management (Ch. 23), insomnia (Ch. 10), prenatal
preparation  for labour, even though the underpinning
evidence is inconclusive. However, the feelings induced
by effective relaxation techniques are usually perceived by
patients as pleasant and restful and there is little evidence
of side-effects or safety concerns. Using relaxation becomes
more effective with regular practice.

Although there are considerable differences between
individual relaxation techniques, there does appear to be
some common themes. These usually include:

« Control or awareness of the physical body, e.g. position,
etc.

« Control of or an awareness of breathing

+ A specific mental focus, e.g. words/phrases (a mantra),
visual stimuli, candles, prayer mats, mental images/fantasy,
physical sensations and a gradual shift from external
concerns to internal sensations.

Box 11.10 describes one relaxation technique, but for
information about other techniques such as imagery, see
Further reading, e.g. Payne and Donaghy 2010. These
techniques can be used to help patients or for personal stress
manzgement; generally they tend to be most appropriate in
situations where direct action or problem solving is unlikely to
be helpful.

A relaxation technique -
the parasympathetic flop

« Sit or stand in a comfortable position, and focus your
awareness on how your body currently feels, become aware
of muscle tension, areas of discomfort and symptoms of
stress

* Become aware of your breathing, consider rate and regularity.
Take control of your breathing and begin using slow
abdeminal or dlaphragmatic breathing (breathing deeply, push
out the abdomen)

* On each breath out, focus on the feelings you get when all
of the chest muscles relax and deliberately think about your
other muscles refaxing at the same time. Let your body sag,
let your shoulders drop and allow your head to lean forward

* Remain in this state, repeating the breathing exercise until you
feel more comfortable and then stretch and start moving quite
slowly

* Before finishing, return your attention to your body and
breathing; you should find that breathing is slower and your
body feels more comfortablo

* With practice you should be able to relax more quickly and
more deeply.

Box 11,10

V

Complementary and alternative medicine (CAM)
theraples

It Is Important to remember that some CAM therapies
(Chs 10, 23) are linked to particular faiths and will not be
acceptable to all groups. There can also be ethical concerns
about using methods that have no evidence-based information
for safety and efficacy.

On the other hand, inducing relaxation is perhaps the one
area in which many CAM therapies have shown considerable
promise. Meditation, massage, reflexology, yoga, tai chi
exercises, progressive relaxation, visualization and hypnosis
can all be useful in helping a person manage the effects of
stress. Massage techniques are particularly useful in children
and in individuals with sensory impairment; the fact that they
may reduce pain might also lessen the impact of pain as a
stressor,

Nurses have various responsibilities when patients are using
complementary or alternative therapies. These nurses are
expected to be familiar with the purpose, use, effectiveness,
and potential risks of the therapies. They have to assess the
patient’s knowledge about the use of these therapies, singly
or in combination. They should give additional information
as needed, based on available data, about side-effects and
contraindications to assist the patient in decision making.
They are expected to explain that botanical preparations and
some dietary supplements have no governmental regulated
guarantees of safety or effectiveness. Nurses have a pivotal
role to suggest to patients to keep a daily record of each
therapy used and the extent of changes in the symptoms.
They can review this with the patient to determine cause
and effect of symptoms and they can provide information
on changes. Additionally, nurses are expected to encourage
patients not to substitute treatment but to report any
treatment being used. They have to assist patients to
access current research information on the therapy used
and to encourage the patient to determine if the therapy is
acceptable (Murray et al. 2014).

Ability to tolerate stress

Despite the wish for a predictable controllable life,

everyone is faced with periods of uncertainty and feelings of

helplessness in dealing with the problems of living and indeed

dying. There are techniques such as the AWARE technique

that improves stress tolerance. The person is encouraged to:

*» Accept the feelings, not fight or avoid them. Choose to
set aside time to think about the things that worry you.
Replace anger, or fear or rejection of the feelings with
recognition and acceptance

* Watch it, study the feelings, be a dispassionate observer,
learn about them without attempting to change anything.
Avaid making judgements of good or bad, watch variations
like a bystander

* Act in relation to how you feel; if you want to act anxious
then do so, you can also choose to act in different ways.
You retain control and choice over your behaviour. Slow
down if you need to but keep going. The important thing
is not to do things simply to avoid the feelings
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* Repeat the exercise; the more time spent studying
your feelings the better, become an expert in your own
experiences. The more the feelings become an object of
study the less discomfort you will experience

* Expect good outcomes but be realistic; you cannot
eradicate anxiety so do not try. During monitoring you
will discover variations; notice the good points and pay
attention to increasing control.

The role of the nurse

The nurse’s role in stress management and health promotion
has extensive coverage in the competency domains (generic
and field-specific) and the essential skills clusters (ESCs) of
Standards for pre-registration nursing education (Nursing and
Midwifery Council 2010).

The nurse’s role is likely to be influenced by their field
of practice. The advice nurses give to individuals in order
to enhance coping skills, should be tailored to fit the needs
of that person. This will require the use of initiative and
development of learning packages for practice, after all,
nurses are often ideally placed to educate patients about the
nature and effects of stress. The implementation of these
skills will promote healthy living that contributes to “wellness’
and increase resistance to the adverse effects of stress. Nurses
are required to encourage their patients to use positive coping
strategies such as seeking help and support from others. They
are also expected to dedicate themselves to meet the needs
of others, prepare by thinking of future problems, realistic
solutions and consequences thereof, expressing their feelings
and thoughts directly, recognizing the amusing aspects of
situation and maintain the ability to laugh, reflect on their
thoughts, feelings, motivations, and behaviour and respond
appropriately to self-evaluation (Murray et al. 2014),

Global skills in stress management

In all fields of practice, stress management is an essential
nursing skill in order to be able to function somewhere near
your optimum level. Although essential for all fields, mental
health nursing has taken a lead as an exemplar for self-
management and collaborative management of stress and
anxiety. Much of the work undertaken by mental health staff
is stress related.

Other than the skills highlighted throughout this chapter
there are some key approaches that help practitioners to avoid
unhealthy levels of stress and to continue to function. The
skill of looking relaxed while you are not is not easy to master.
A level of confidence (but not arrogance) is needed and a level
of knowledge that addresses most situations,

The awareness that if you look anxious, others around you
will pick up on this and start to feel anxious is important,
Self-control and an awareness of posture and distance to the
stressful event or patient is needed. Although potentially
anxious inside, it is necessary to actively listen and not to
appear defensive. Giving short but pertinent answers is a
necessity and in some instances, the use of touch may help
someone in distress. Being confident enough to engage the
person's attention in order to divert their focus away from the
stressor is one of the key skills needed. Once you have their

attention, it is important that you have some strategy in mind

to offer. This can be helping to establish the level of distress;

disruption being experienced, to allowing someone to detaj]

the confusing feelings they have. Someone trying to tell yoy

why they are upset is not always systematic and logical - if
they could order it logically, they probably would not have the

problem. Being able to listen and maintain appropriate eye
contact is one skill, but responding and acting on what is said
is equally important (Ch. 9). Ensuring that you understand
what is causing the stress and then being able to reflect this
in your own words can help to show that you have listened
with empathy and are aware of the process of events and
consequences. The final simplistic stage would be advice and
action. Remember that if you cannot act immediately, allocate
time to revisit the person. Just a few simple words later can
mean a great deal, especially if it involves something you have
said you would do and can demonstrate that you have done

- s0. Ultimately, much of the work needs to be done by the

person experiencing the stress with you as facilitator.

Stress and people

This part of the chapter describes the more specific aspects of
stress that relate to nurses and nursing. This includes work-
related stress, which is extremely important in healthcare
settings. Stress affecting patients and their carers is addressed
with suggested interventions for reducing its adverse effects.
In many instances, the more general information on causes,
effects and interventions can be used to inform the nurse’s
actions, both in self-care and the care of others.

Stress and nursing

Over a period of 12 months from 2009-2010, the estimated
prevalence of self-reported work-related stress, anxiety and
depression in the UK was 435000. Furthermore, stress was
one of the most commonly reported work-related illnesses
(the other being musculoskeletal disorders) (Health and
Safety Executive 2010).

The nurse’s role is inherently stressful due to the
unpredictable nature of ill-health. In order to address
the chance of the workforce becoming stressed, stress
intervention measures should focus on stress prevention
for individuals as well as tackling organizational issues
(McVicar 2003). The managers of the environment and the
nurse require vigilance to identify triggers early and take the
necessary steps to remedy the situation. A major contributor
to stress is the increased rate of practice and organizational
change. Rapid changes to service provision can potentially
lead to a stressful working environment (Price 2008).

One important feature is that nursing is fundamentally
an interpersonal activity — nurses deal with people. Many of
these encounters are with strangers and in situations that are
already emotionally charged where patients and their families
are frequently anxious, angry or distressed.

In order to understand the potential for stress, it is
important to realize that while most nurses would identify



@eﬂectlve practice

Nurses and stress

Kentify & patient from a clinical placerment who caused you to feel

uncomfortable or stressed.

Student activities

« Refiect upon the characteristics of this patient that caused your
discomfort,

« Think about the people, behaviours or conditions frequently
sean in your chosen field of practice which might generate
stress and anxlety for you,

« Consider the importance of attitudes and judgements In dealing
with patients,

« Tk to your mentor about some potentially damaging
consequences of this type of stress and anxety for nurses and
the care they deliver to patients.

Box 11.11

angry Or aggressive patients as causing stress, there are other
Jess obvious issues to consider, These include:

+ People who, despite efforts to help them, fail to recover

« People whose condition affects their verbal and non-verbal

communication skills (see Ch. 9)

+ People with visible signs of illness, skin lesions or

disfigurement

People who are experts in managing their condition

+ People who have been victims of violence or other forms
of abuse

* Anxious relatives who complain or become aggressive

* People whose behaviour is bizarre, unpredictable or
aggressive

* People whose lifestyle choices may have contributed to
their condition, e.g. overeating, smoking, drug or alcohol
misuse, high-risk sexual behaviours.

These issues are common to many areas of nursing and often

have an emotional impact on the nurses involved in providing

care (Box 11.11),

There are also significant stressors that arise from the
working environment. Those commonly identified by
qualified nurses include:

* Increasing demands made upon them

* Lack of resources

* Inadequate staffing

* Shift work conflicts with family commitments
* Poor management.

Whereas student nurses frequently have other concerns, some
feel that their role is poorly defined, they change practice
areas frequently and need to balance this with assignments,
Galbraith and Brown (2011) suggest that stress management
programmes for student nurses are important given the high

dropout rates,

Burnout

It is no surprise that some individuals working in high-stress
environments, particularly if combined with significant
external stress and poor levels of support, can feel powerless

e NS

to contribute effectively at work. This failure of a person’s
coping resources in the work environment is often referred to
s 'burnout’.

Many students start their course with high hopes and
expectatlons; indeed many people still consider nursing to
e a vocation in which helping others becomes the person’s
primary goal in life, While humanity should be thankful that
such people exist, they often set themselves unrealistically
high goals and expectations, dramatically increasing their risk
for burnout.

‘There is no general definition of burnout but Maslach et al.
(1996) suggest that it is a syndrome characterized by:

+ Emotional exhaustion and excessive tiredness

* Depersonalization (person loses the feeling of their own
reality, everything seems dreamlike)

* Reduction in personal accomplishment and the sense of
pleasure

* Reduction in morale

* Increased absenteeism

« Changes in interpersonal behaviour and relationship
problems

+ Increased use of alcohol or drugs

«+ Reduced concem for, and involvement with, their patients.

Physical symptoms are commeon and are similar to anxiety:

+ Feeling tense all the time

* Muscle pains

+ Headaches

* Poor sleep (Ch. 10)

Indigestion

* Sweating

* Palpitations.

Patrick and Lavery (2007) identified that in nursing, these
factors are prevalent in burnout (Box 11.12) and stated that
long hours and unexpected demands have detrimental effects
on staff stress levels and consequently levels of burnout. They

_@ Ethical issues
Dave

You are on placement with Dave, a fellow first-year student. Over

the last month he has become snappy with patients, is often late

on duty and looks unkempt. He seams harassed and frequently

gets personal phone calis that he either asks others to say that he

is not there, or takes them in private.

Student activities

= What do you think might be happening to Dave?

« identify ways in which you might help Dave. What ethical issues
{see Ch, 7) and professional Issues should you conslider?

* What other actions might you take to reduce the negative
eflects of this situation?

* Discuss these Issues with your mentor,

Resource

Nursing and Midwilery Councll, 2008. The code: Standards of
conduct, performance and ethics for nurses and midwives.
Online. Avallable: www.nme-uk.org/Nurges-and-midwives/
Standards-and-guidance1/The-cede/ September 2015.

Box 11.12

238 O
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also suggest that increasing age and fewer working hours were
associated with lower levels of emotional exhaustion and
depersonalization,

Associated with the potential for burnout is the emotional
labour attributed to the caring role. This can affect all levels
and as indicated earlier, the toll on not attending to stress
levels can be high. Most nurses only tend to address the
stress of caring once it has already had an impact on their
functioning. For junior staff, the use of reflection and frequent
discussions with mentors, supplemented by pastoral support
from university tutors can help to refocus any fears or anxiety.

‘A problem shared...” is a good mantra.

The influence of culture on managing stress

Culture is defined by Friedman (1998) as cited by Peu et
al. (2008) as blueprint for people’s way of living, thinking,
behaving and feeling. It serves as a guide to direct people
on how to deal with difficult situations. Culture personally
moulds individuals to behave in an acceptable way. It
enhances patterns of leadership and governance. However,
there are cultures that are copied and not appropriately
applied, which may lead to variety of conflicts and fights.

There are various ways in which culture may influence
management of stress negatively and positively. In a positive
way South Africa, as a multicultural and diverse country, is
rich with variety of lifestyles and practices (Jiyane, Phiri and
Peu 2012) and they learn many ways of managing stress. This
was supported by Lubbe (2008) who added that South Africa
is a country in which you will encounter people of different
religious and spiritual beliefs.

Among South African ethnic groups, extended families,
including elderly people, aunt and uncles are used to reduce
the extent of stressors among the families. These family
members follow norms and traditions of the family to address
stressors in a silent way. These stressors include marriage
conflicts, daughter-in-law and mother-in-law conflicts as
well as other family conflicts. Normal process are taught and
implemented within these families to reduce the level of
stress that may affect family members.

However, South Africa is facing many challenges that are
related to cultural conflicts. These cultural conflicts arise when
ethnic groups are not guided by the principles of transcultural

approaches. People are expected to respect one another ang
accommodate each other. As an individual one need 1o b
honest, sensitive, and be aware that her or his culture is ne,
better than another culture. According to the constitutig,
(Act No. 108 of 1996) every individual has the right ¢,
equality, to human dignity and to their own language ang
culture, The constitution further indicates that communities
have the right to enjoy a shared culture, practice a shared
religion and use their language. This privilege is enjoyed by the
11 ethnic groups acknowledged in South Africa.

Managing work-related stress

However, while nursing is considered to be a stressful job,
several important features of the work counter the negative
effects of work-related stress. Nursing can be very rewarding
work and if there are good supportive relationships, nurses
appear to tolerate and cope with potential stressors
well. The ability to discuss work pressures and develop new
adaptive skills have been identified as protective so frequently
in studies that providing mentorship and clinical supervision
opportunities is considered central to good practice. Another
important consideration is that an individual who identifies
that they are stressed can use the problem-solving process of
care planning to meet their own needs.

Schaufeli and Enzmann (1998) developed a matrix
that provides a useful summary of the interventions that
can reduce stress-related problems caused through work
(Table 11.3).

Traumatic stress

Some events, particularly if they are sudden, intense and life-
threatening may so overwhelm a person’s coping ability that
the capacity to process emotions is impaired. These events
include being involved in serious accidents, natural disasters,
violent crime or life-threatening illness/injury. In nurses, the
sudden unexpected death of a patient, dealing with major
incidents/accidents and exposure to threats or violence may
generate the same types of response, generally described as an
acute stress reaction,

Normal and frequently adaptive responses to extreme
stress are shock and denial, both of which ‘switch off” the

Table 11.3 Matrix of organizational stress management interventions ]
Primary stress reduction Secondary stress management Tertiary stress treatment
Individual perspective Personal stress Healthy festyles Counseling/intervention from
Time management Reflection Occupational Health
Assertivenass communication Clinical supervision Diet
Mentorship Exercise
Relaxation
Support
Group/team perspective Team building Group development, diagnosis and Therapeutic teamwork, renegotiate
Team role imervention, workioad analysis eam role
Clarifying boundaries Team supearvision
Organization/systems perspective Job description Worldoad management Employee assistance programmes
Clarify roles Risk analysis (s2e Ch. 13) Cultural change
Individual performance review Employee participation




immediate emotional response, Emotional shock is deseribed

as feeling stunned, dazed or numb. In healtl staff dealing

with disasters, denial may leave them feeling disconnected

from the horror of the situation but more importantly, it

allows them to function, However, these Initial effects are

temporary and because they prevent people making sense of

emotions at the time, are typically followed by a number of

other effects, which may include the following:

+ Feelings are experienced more intensely, often with a sense
of threat or danger

+ Emotions feel difficult to control

+ Vivid memories or ‘flashbacks’ of the event suddenly and
unpredictably come to mind, often associated with intense
fear or distress. The ‘flashbacks’ become a source of
anxiety; people might dread them occurring and avoid any
potential reminders

+ Sleep, eating and interpersonal relationships become
disrupted.

For the majority, these symptoms will gradually reduce but

how they are experienced and their duration is highly variable.

Managing traumatic stress

Symptoms persisting longer than 6 months are called post-
traumatic stress disorder (PTSD), which may require more
specialist help. Therapies are based on cognitive behavioural
psychotherapy and some people benefit from antidepressants.
Even when the symptoms are severe, many people will
recover with appropriate help.

The guiding principle in dealing with others who have
experienced traumatic stress is to provide a safe, supportive
environment with the opportunity to talk if required. The
best interventions appear to be in preparing people to deal
with potential trauma. Individuals, who understand what
reactions can be expected, and how feelings of guilt and
responsibility are common but usually inaccurate, are less
likely to develop long-term problems. For example, training
in the management of aggressive patients should not only
address the skills involved, they also need to address the
psychological effects of aggression on the nurse.

Stress: patients and carers

It is important to remember that many patients are not ill,
but may still experience stress, e.g. people having a health
checkup or during pregnancy (see pp. 243-244).

Feeling well, being physically fit and well-nourished all
centribute to the ability to deal with stressors and contribute
to confidence and self-worth. However, when health is
compromised, people must deal with the added stress
associated with their condition, at a time when their coping
resources are also reduced. lllness is a poorly-defined concept:
it may describe the presence of a specific disease but the
word has much broader connotations. The word can be linked
with or used to describe anything that causes evil, harm,
pain or trouble, and historically, was used to describe things
going badly or getting worse, Even when describing specific
conditions, the link is with disease, i.¢. to have ‘no ease’.

Stroas, anxlety and coping ‘ ’ GHAPTER 1

Many of the common effects of illness present significant
physical and psychological challenges that can reduce or
exhaust a person’s coping resources. These can include:

* Lack of sleep (Ch, 10)

* Malnutrition and fluid deficits (Ch. 19)

* Toxins such as in infections, treatment side-effects,
previous substance misuse or smoking

* Trauma or surgery

* Pain (Ch. 23).

In primary care, the interplay between physical and emotional
health is well understood; it is estimated that up to 80% of
consultations have a significant psychological component. This
provides an example of how anxiety can be adaptive: if people
were not concerned about their health they might not seck
help.

Yet even when the problem is primarily stress-related
the person usually presents with physical symptoms, which
can make choosing the best interventions very difficult.
Healtheare services also often deal with the consequences of
social problems, such as poverty or relationship difficulties,
which overwhelm coping resources and adversely affect
health.

When admission to hospital is required, it is likely that
this will be accompanied by the sense of threat. This may be
intensified for people with learning disabilities, children and
also for carers of people with complex needs. Again the main
mediator of the anxiety experienced will be based on the
meaning the person attaches to the condition.

Two related issues, body image and expressing sexuality/
sexual identity, can also be highly significant in the person's

response to illness.

Body image

Body image is the mental representation people have of their
body and physical appearance. The view of physical self is
central to a sense of identity, social value and self-esteem.
Changes in body image, particularly if they involve loss of
function, impaired ability to communicate or visible signs
of illness and injury can be particularly traumatic. Where
the change is likely to be temporary, individuals may simply
detach from the situation, putting their life on ‘hold’ by
adopting the sick role and making no attempt to adapt. This
avoidance strategy can be highly adaptive in such situations.
However, a change that is likely to be permanent often leads
to grief-like reactions, in which initial shock is followed by
profound depression and anger. In these cases, adaptation can
be difficult and delayed.

Expressing sexuality

Expressing sexuality is linked to gender identity,
attractiveness, fertility and sexual functioning and gives a
person a sense of value and self-esteem. Changes caused by
trauma or illness that have an impact on these areas appear
to have emotional effects that are far more pronounced than
would be expected from simple functional loss. The presence
of visible lesions, stoma formation or loss of body parts, e.g.
female breast, or sudden weight changes are all particularly
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difficult to cope with. Loss of sexual functioning, factors
affecting sexual performance, e.g. erectile dysfunction, and
infertility may reduce self-efficacy and increase stress and

depression.

Coping with illness

Illness can often highlight major differences in the demands
made by the situation and the resources a person has available
to deal with them. Coping often involves ongoing appraisals
and reappraisals of a situation (making sense of something
that does not necessarily make sense) in which individuals
may attempt to alter the problem or their emotional
responses to the problem.

Attempting to alter the problem is problem-focused coping
and depends on the person believing that the problem is
controllable or changeable. Ideally, actions should be based
on analysis of the situation and planning solutions before the
problem is dealt with. However, often actions are based on
attempts to confront situations assertively which may involve
actions based on anger, thus increasing risk.

Emotion-focused coping strategies that aim to control the
emotion are frequently used when the person believes that
they cannot change the stressor, either because they believe
that they lack the resources/skills or the situation is insoluble,
e.g. bereavement (see Ch. 12).

Social support provides emotional support through
empathy, understanding, caring, etc., supporting self-esteem
and offering practical help or information. People differ in
their needs for social support. For those who like to cope
alone, social support can be detrimental.

Helping patients and carers to cope - role of the
nurse

Although dealing with distressed individuals can be
emotionally draining, the nurse needs to maintain an
aspect of calm and helpful concern, while showing care
and compassion. Nurses can help the person focus on
the important issues, provide useful though often limited
information, help the person to identify what immediate
actions are needed and offer practical help as when acutely
stressed, attention and memory may be impaired.

Nurses should anticipate the potential for stress and
anxiety in their patients and plan actions to prevent or
minimize the more damaging effects. It is important to
recognize that many of the anxieties a patient may have
ire realistic and so prevention may be difficult. As there is
iso the problem that anxiety and stress often affect logical
hinking and memory, interventions are best made before
eelings become too strong, ideally before the stressful event.
‘atients and their carers, with appropriate and timely help
‘om the nurse, may cope much more effectively.

Patients/carers may also be reluctant to discuss anxieties,
» as to avoid embarrassment; again the nurse can prevent
-oblems by introducing such subjects into conversation.
ymmunicating in this way and with tact, can give the person
rrmission’ to talk about difficult subjects.

There are important mediators of stress and anxiety that
2 nurse must consider in planning care. Cognitively, both
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stress and anxiety reflect feelings of vulnerability. There is a
perception that demands/threats will overwhelm a person’s
ubility to cope.

Stress and vulnerable individuals

Children, some people with learning disabilities, those with
cognitive impairment and others who do not understand
stressful events and have limited coping resources, will
be particularly vulnerable and are more likely to respond
differently to life events.

The effects of long-term stress on childhood development
have been well documented and have been associated with
problems in adulthood. Young children who live in institutions
or are maltreated by their family are at danger of developing
behavioural or emotional problems (Loman and Gunnar
2010). This can alter the child’s future ability to deal with
stress-related events.

In common with adults, stress in childhood may relate
to issues other than illness, such as bullying (p. 243). Their
behaviour may change, e.g. becoming withdrawn, tearful,
depressed, headaches, etc. Children are affected by stress
within families such as that caused by abusive relationships
and domestic abuse/violence (see Useful websites, eg.
Childline; Further reading, e.g. DH 2010, Trevillion et al.
2011).

Children have limited experience of dealing with demands
and inadequate coping strategies, thus anxiety is a frequent
experience for children. Young children in particular may
also have a very limited ability to communicate their
distress to adults. To understand stress in children, it is
important to consider their age, the developmental stage and
communication skills.

Children are skilled at judging the emotional state of their
parents/carers and can become distressed in response to
adult anxiety. This is important for a child who is admitted
to hospital, as they already have an increased level of stress
caused by the admission and the environment.

Children attempt to make sense of illness and to cope
by using much more basic defence mechanisms, such as
regression (see p. 230). Nurses assessing stress and anxiety
in children often find that behaviour is a better indicator of a
child's distress than their verbal reports (Box 11.13).

Age-related stress behaviours Box 11.13

* Infant (birth to 12 months) - sleep problems accompanied by
excessive screaming; feeding problems, which may result in
weight loss, fallure to thrive, etc.

* Toddler (1-3 years) - behavioural problems, e.g. difficulties
in soclalizing with other children, may be excessively shy or
aggressive (boys are more aggressive than giris)

* Pre-school age {4-5 years) - sccial Isolation with problems
relating to adults and other chidren

* Primary school age - excessive levels of aggression, May
exhibit depression. Behavioural problems, e.g. use of violence
{learn that wiolence is a way to rescive conflict)

*  Adolescents - problems with social interaction and in some
cases violent or criminal behaviour.




