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Glossary of Terms

This glossary provides guidance to the reader where different terms have been used to refer to the
same type of activity, event or phenomena or to clarify terms used in this thesis.

Assessment: The gathering of information regarding a consumer’s physical, psychological, social
and/or spiritual status.

Ambulatory Services: Services delivered to a consumer who does not require admission for
overnight inpatient care.

Casemix: refers to the type or mix of cases provided treatment by a mental health service unit.

Community Services: Services delivered to a consumer who does not require admission for
overnight inpatient care.

Consumer: A person who uses or has used a mental health service. A term used regularly in
Australia.

National Outcomes and Casemix Collection: A Nationally agreed collection of standard measures of
outcomes and casemix in Australian public sector mental health services.

Outcome measure: A quantitative measure of the change in physical, psychological, social or
spiritual status of the consumer.

Service user: A person who uses or has used a mental health service. A term used regularly in the
United Kingdom.

Standard Measure: A quantitative measure of the physical, psychological, social or spiritual status of
the consumer.



Abstract

The current study seeks to answer the question, ‘What is the content and process of a
comprehensive mental health nursing assessment?’ Mental health nurses are required to undertake
comprehensive mental health nursing assessments as part of their routine clinical practice. The
current study was prompted by the author’s experience of implementing standard clinical
documentation and measures of health status to the clinical practice of mental health nurses and

the reaction of nurse’s to this implementation.

In a series of six articles the question is answered, the implications of the findings explored and a

potential solution for the issues identified offered.

The first article is a literature review which failed to identify one study addressing the content and
process of a comprehensive mental health nursing assessment. Therefore, in order to find out more
about this topic, a qualitative study was undertaken. A qualitative approach is the best method for
learning about a subject area where little is known. Eighteen interviews were undertaken with
mental health nurses asking them to describe the content and process of a comprehensive mental
health nursing assessment. These interviews were thematically analysed using a constant

comparative method informed by grounded theory.

The results of this qualitative study are reported in articles two, three and four. Article two
describes how the content of what constituted a comprehensive assessment varied from nurse to
nurse. Article three describes the process of a comprehensive assessment which involves engaging
with the consumer to enable problem identification, while article four identifies that no nurse in this
study used a formal model to guide their mental health nursing assessment practice and explores

the implications of this finding for mental health nursing.

The findings from this qualitative study are then explored in two additional articles. Article five
explores the implications of problem identification in relation to the delivery of recovery orientated
mental health nursing practice, while article six describes how standard measures of mental health
status can be used to support consistency in assessment and recovery orientated nursing practice.
This collection of six articles highlights the need for further research into mental health nursing

assessment.



Chapter 1 Background

Introduction

This thesis documents a personal journey, a journey of reflection on individual practice as
well as observing, and being involved in influencing, the practice of other nurses. As a result, | will
often be found using first person pronouns (me, | etc.). This is deliberate for two reasons. Firstly, it is
a convention found in most qualitative research (Nicholls 2009a), but more importantly, it places me
as the researcher at the centre of the research and acknowledges the underlying philosophical

assumptions that underpin this work.

It is important to make clear that this thesis is focused on practice as it is now occurring. |
am not talking about the practice that is espoused by academics or educators who | have heard say
with authority that the practice of nurses involves this or that particular approach. | am sure that
academics, educators and managers can point to particular papers or policies that describe the
content and process of a comprehensive mental health nursing assessment. The focus of this work is
on the way that nurses themselves describe what it is that they do: what they say they do and what

they think their practice entails.

This work began as a result of my role in the implementation of a standard suite of clinical
documentation and standard measures of outcomes and casemix to the mental health workforce of
New South Wales. The Mental Health Outcomes and Assessment Tools (MH-OAT) initiative was
designed to enable the documentation of a comprehensive mental health assessment and the use of
a standard suite of outcomes and casemix measures (Chipps et al. 2002). This standard suite of
documentation grew out of a project that was looking specifically at the activities of acute
psychiatric units (Sly et al. 2009, Carr et al. 2008b). The standard measures were a nationally agreed
set that made up the National Outcomes and Casemix Collection (NOCC) (Department of Health and

Ageing 2002a). The introduction of the MH-OAT suite began in 2001.

The MH-OAT standard suite of clinical documentation included modules that enabled the
documentation of triage, assessment, care planning, review and discharge activities. The assessment
module included current functioning, mental status examination, social and developmental history,
and physical assessment. All disciplines would use these modules when working in public sector

mental health services in New South Wales.

The suite also included standard measures of outcomes and casemix that were introduced

to understand the complexity of the consumer’s presentation and to monitor any change in that
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presentation during contact with mental health services. The standard measures include both
clinician-rated, and consumer-rated measures. The primary measure of problem severity in the suite
is the clinician-rated Health of the Nation Outcome Scales (Wing et al. 1998), a broad measure of
problem severity. It comprises 12 items covering overactive, aggressive, disruptive or agitated
behavior; non-accidental self-injury; problem drinking or drug taking; cognitive problems; physical
illness or disability problems; problems associated with hallucinations and delusions; problems with
depressed mood; other mental and behavioural problems; problems with relationships; problems
with activities of daily living; problems with living conditions; and problems with occupation and
activities. Each item is rated on a five-point scale (0 = no problem; 1 = minor problem; 2 = mild
problem; 3 = moderately severe problem; 4 = very severe problem) (Wing et al. 1998). While across
Australia a number of consumer-rated measures have been introduced, in New South Wales the
Kessler-10 or K-10 (Kessler et al. 2003) has been introduced. The K-10 was originally developed as a
brief screening tool designed to identify psychological distress. It consists of 10 items, and for each
item the consumer indicates the amount of time during the previous four-week period that he or
she has experienced the particular problem. There is a five-level response scale that ranges from

none of the time (1) to all of the time (5) (Andrews and Slade 2001).

As part of the rollout of this documentation and standard measures across services, | was
involved in training and supporting their implementation. During this process of implementation, |
was faced with nurses raising concerns that the content of the documentation and the standard
measures did not fit their practice and that important aspects of the consumer’s presentation were
not being captured or that some information was superfluous to the assessment process. Still others
argued that the documentation and the use of standard measures got in the way of their established

assessment processes, that it stopped them engaging with the consumer.

There was a significant amount of resistance to MH-OAT, to the extent that there was
industrial action taken by nurses, and the standard documentation was subsequently modified
(Graham 2003). This is not to say that the beliefs of mental health nurses were all negative. Cleary,
Walter, and Hunt (2005) found that the majority of nurses disagreed that this standard
documentation would deskill nurses and remove nursing’s identity. So, there was some support for
the introduction of this documentation. The introduction of the standard measures did have some
support from consumers and carers (Black et al. 2009). Some nurses found value in the standard
measures, particularly the self-report measures (Callaly et al. 2006), but there were concerns raised
about clinical usefulness of the measures (Lakeman 2004), and staff did have negative attitudes

(Willis et al. 2009).



However, a review of the literature found that there was little written in the scholarly
literature to identify the content and process of a comprehensive mental health nursing
assessment(Coombs et al. 2011a). This gap in the literature makes it hard to reconcile the different
views of the place of standard clinical documentation and standard measures of health status in

undertaking a comprehensive mental health nursing assessment.

Statement of the problem

There were generally negative reactions from nurses to the introduction of a suite of
standard clinical documentation and standard measures of outcomes and casemix. These documents
aimed to enable the documentation of a comprehensive mental health assessment and the standard
measures aimed to collect information on problems commonly experienced by consumers of mental
health services. This negative reaction made me reflect on why this documentation and standard
measures would “get in the way” of nurses’ assessment practice, exactly what was the content and

process of a comprehensive mental health nursing assessment?

Study design

It is here that | would like to point out that the majority of my previous research has adopted
a quantitative approach to generating knowledge. My Master of Nursing thesis used a quantitative
approach to “Understanding facilitative and coercive practices by mental health nurses on crisis
extended hours teams” (Coombs 1994). My Honours thesis in psychology used standard measures of
insight, symptomatology and the Wisconsin Card Sorting Test to understand the relationship
between insight and executive functioning in individuals with schizophrenia (Coombs 1999). Any of
my work that has been published in the scholarly literature had adopted a quantitative approach
either to understanding nurses’ approaches to medication adherence (Coombs et al. 2003), the
results of training staff in standard measures (Coombs et al. 2002) or understanding variation in
mental health services (Coombs et al. 2011c). So, with this work, | was ready to adopt a similar
approach. However, my supervisors encouraged me to consider a qualitative approach to explore
my area of interest and after some reading, further study and careful consideration | concluded that

a qualitative approach would be the best approach to enable me to answer my research question.

The study started with a literature review because my basic assumption was that the
assessment practice of nurses had probably been studied extensively and that the answer to my
guestion would already be documented in the literature. However, the literature review revealed

little. This reinforced the need to adopt a qualitative approach informed by grounded theory to



collecting and analysing data. Ethics approval for the study was obtained and more detail is provided
in Chapter 3. Eighteen nurses were interviewed for between 20 and 70 minutes and | asked each of
them to describe the content and process of a comprehensive mental health nursing assessment.
These interviews were transcribed, and the transcribed interviews were used as data to identify in

nurses’ own words the content and process of a comprehensive mental health nursing assessment.



Results

The results of this thesis are presented as a series of six articles. The first article is a review
of the literature on mental health nursing assessment. Articles two, three and four are the results of
the qualitative descriptive study informed by grounded theory. Article two focuses on how a group
of nurses described the content of a comprehensive mental health nursing assessment, and how the
nurses in their own words described what information they are looking for when undertaking a
comprehensive mental health assessment. Article three examines how the nurses described the
process of that assessment, while article four describes the use of formal models by these nurses to
inform their assessment practice. Article five explores the implications of the findings of the current
study and their impact on nurses’ ability to deliver recovery orientated mental health care. The final
article (Article six) describes how standard measures might be used to support consistency in mental
health nursing assessment practice as well as the delivery of nursing care in a recovery orientated
manner. In this thesis each of these articles is preceded by an introduction and is followed by a
commentary that provides additional information or augmentation of the article’s arguments or

implications.

Structure of thesis

For the purpose of formatting this thesis the numbering of tables and figures within articles
is as they appeared in the published articles or articles under review. The numbering of tables and
figures in the list of tables and figures in the table of contents of this thesis is the order in which they
appear in the methodology and where to from here chapters, along with the commentary sections
of this thesis. Figure 1 provides a brief overview of the 6 articles and shows that this thesis reports
on the results of a qualitative study, explores the implications for mental health nursing practice and

identifies an approach to supporting contemporary practice through the use of standard measures.

Implications
recovery

No model/
Content Process implcations
for nursing

Using
standard
measures

Literature
orientated
practice

review

Figure 1. Overview of thesis articles



This thesis concludes with a potential future research programme aimed at confirming and
perhaps expanding upon the results of the current study, as well as opportunities for research into

improving the quality of comprehensive mental health nursing assessments.

Significance of the thesis

Assessment is essential for mental health nursing practice. It is the foundation upon which
the needs of the consumer are identified and plans for mental health nursing interventions are
based. The current study aims to give a better understanding of the content and process of a

comprehensive mental health nursing assessment.

A better understanding of the practice of a comprehensive mental health nursing
assessment may give reassurance to mental health nurses and others that mental health nursing
practice is robust and that the foundation of practice adequately identifies the needs of consumers
in a consistent manner. It may provide reassurance that these comprehensive and consistent mental
health nursing assessments are the foundation upon which nursing interventions are offered and the

outcomes of mental health nursing care are assessed.

Alternatively, it may raise concerns for mental health nurses about the adequacy and
consistency of mental health nursing assessment practice. If comprehensive mental health nursing
assessments are not taking place, then there are significant implications for mental health nursing. It
raises questions about the adequacy of mental health nursing education, the ability of mental health
nurse managers to ensure a standard of practice, as well as the role of clinical supervision in
establishing and maintaining clinical practice. It has implications for research into mental health
nursing including how comprehensive mental health nursing assessments are being undertaken and

how, if necessary, these assessments can be improved.
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Chapter 2 What is a comprehensive mental health nursing
assessment? A review of the literature.

In this chapter | describe a review of the literature on the content and process of a
comprehensive mental health nursing assessment. There is considerable debate in the literature
around undertaking a review of the literature before undertaking a grounded theory, qualitative
study because of concerns that the reviewed literature my bias the researcher during the data
analysis process. | felt it was important to be aware of what was already known about the subject
area. | am a mental health nurse and | have and do undertake what | think are comprehensive
mental health nursing assessments. So, | already have an experience of the area under study. |
assumed that there would be a rich literature on such an important aspect of practice and this
literature would enable me to refine my research question. | describe the review of the literature in
the article titled, What is a comprehensive mental health nursing assessment? A review of the
literature. International Journal of Mental Health Nursing, 20, 364-370 (Coombs, T., Curtis, J. &
Crookes, P. 2011).
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What is a comprehensive mental health nursing

assessment? A review of the literature.

Abstract

Assessment is the foundation on which nursing care is delivered. The aim of this paper is to
better understand the content (what information nurses seek about consumers) and the process
(how they go about gathering that information) of a comprehensive mental health nursing
assessment in practice. Using terms like “nursing”, “mental health” and “assessment” the CINAHL,
Medline and PsycINFO databases were searched for studies that describe the content and process of
a comprehensive mental health nursing assessment. Although studies of aspects of mental health
nursing assessment such as the assessment of risk or carer burden were found, no single study
described both the content and process of a comprehensive mental health nursing assessment in
practice. In Australia a comprehensive assessment is codified as a competency to practice nursing;
however the standards of practice set for mental health nurses are less clear on what constitutes a
comprehensive assessment or how this should be undertaken. The peer-reviewed literature
describes assessment as both an independent and interdependent activity. It is described as
informal and there is evidence that comprehensive mental health nursing assessments are not well
documented. The credibility of training and research into mental health nursing requires that the
content and the process of a comprehensive mental health nursing assessment needs to be clearly

defined.
Introduction

Assessment is central to mental health nursing and is the foundation on which nursing care
is delivered. It is a decision-making process based on the collection of information that gives an
overall estimation of the consumer and their circumstances (Barker 2004). Mental health nurses are
required to undertake assessments in a wide variety of contexts including inpatient units (Bobier et
al. 2009) and community settings (Ryan et al. 2006), and with specific groups in defined roles
(Collinson and Benbow 1998).

In a survey of the skills required to work in mental health in the UK, Bugge et al. (1999)
found that community mental health nurses identified assessment as one of the top five core skills.

In Australia, Cleary et al. (2005) mailed a questionnaire to 250 mental health nurses working in
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inpatient units in an area health service seeking their views on nursing care delivery. Responses were
received from 118 (47%) of the mental health nurses. Of these mental health nurses 93% indicated
that assessment was moderately to very important as a nursing activity, and 92% indicated that they

were moderately to very confident in undertaking an assessment.

The competency standards (competencies) for a registered nurse produced by the Australian
Nursing and Midwifery Council (2006) highlight the importance of assessment. Competencies reflect
the knowledge, skills and attitudes required for a registered nurse to deliver safe and competent
care. Standard 5 requires that a registered nurse should be able to conduct a “comprehensive and

systematic nursing assessment” (Australian Nursing and Midwifery Council 2006, p.5).

There are no established competencies for specialist mental health nurses. Practice
standards were produced by the former Australian and New Zealand College of Mental Health
Nurses (1995). These published standards provided clear guidance as to what was required to reach
a minimum standard of mental health nursing practice. Standard 3 stated that the mental health
nurse provide “systematic nursing care that reflects contemporary nursing practice and the client’s
health-care/treatment plan” (Australian and New Zealand College of Mental Health Nurses 1995,
p.11). The skills required to achieve this standard included the ability to undertake a physical and
social assessment, a mental status examination and the ability to identify recurrent patterns of

behaviour and contextual factors that impact on the consumer.

These standards were recently updated (Australian College of Mental Health Nurses Inc
2010). The word “assessment” appears only twice in this document, both times in relation to the
need to consider culture during the “assessment” process. To determine what a comprehensive
mental health nursing assessment entails in terms of content and process, the reader is required to
seek guidance from a number of different standards. Standard 3 requires that the mental health
nurse develops a therapeutic relationship, establishing trust and developing a rapport. This would
appear to be a process standard. Standard 4 requires that care plans are developed collaboratively
and identify the mental, physical, spiritual, emotional, social and cultural needs of the consumer.
This needs assessment would appear to be a content standard. In combination, these standards give
some indication of the process and content of a comprehensive mental health nursing assessment.

Exactly what is assessed in these domains is not made clear.

In Australia, the basic nursing competencies indicate that nursing assessment should be

systematic and comprehensive. The standards of mental health nursing practice however are less
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explicit and guidance as to the how and what constitutes a comprehensive mental health nursing

assessment is less clear.

In New South Wales, Australia, the Mental Health Outcomes Assessment Tools (MH-OAT)
initiative developed out of a large multisite study of acute inpatient units (Carr et al. 2008a). A suite
of modules was developed to enable the documentation of a comprehensive mental health
assessment. These modules included an assessment module that included the documentation of an
assessment of the consumer’s physical, social and psychological status. These modules were
subsequently introduced into routine clinical practice as a quality improvement activity (Chipps et al.
2002) and modified as a result of feedback (Graham 2003). Nurses expressed concern that the
modules took time away from patient care (Cleary et al. 2005) and were little more than a

bureaucratic activity (Patterson et al. 2006).

The first author in this article was responsible for the coordination and delivery of initial
training in the modules and supporting their introduction into clinical practice through site visits to
all mental health units in New South Wales from 2000 to 2004 (Coombs 2001). During conversations
with mental health nurses, the author found that they were often concerned that much of the
material to be documented was not relevant to their practice, did not reflect their assessment

practice and seeking this information in fact “got in the way” of the assessment process.

These comments did not reflect the quality of mental health nursing assessments but given
that the assessment module enabled the documentation of a comprehensive mental health
assessment, the question is raised: why did the nurses respond this way? What are the content and
process of a comprehensive mental health nursing assessment? Clearly, before nurses can be trained
in a comprehensive mental health nursing assessment and meet a required level of competence,
mental health nurses must be able to describe the practice expected of them. This article details
how a comprehensive mental health nursing assessment is described in the peer-reviewed

literature. The implications for education and research activities are will be discussed.

Much has been written in textbooks about what information should be collected as part of a
comprehensive mental health nursing assessment and how this information should be collected
(Stuart and Sundeen 1987, Beck et al. 1988, Barker 2004, Barker 2009). Similarly, the grey literature
also contains descriptions of a comprehensive mental health nursing assessment - from sources such
as Wikipedia to the training materials from professional nursing bodies (The College of Nursing
2005). However, these sources of information provide an opinion of how a comprehensive mental

health nursing assessment should be undertaken. By contrast, this paper focuses on a search of the
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peer-reviewed literature and how the content (what information mental health nurses collect) and
process (how they go about collecting the information) of a comprehensive mental health nursing

assessment have been described in practice.

Method

The selection of articles for this review was a three-step process. First, three computer
databases, CINAHL (from 1982 to June 2010), MEDLINE (published 1966 to June 2010) and PsycINFO
(1985 to June 2010), were searched for potentially relevant articles. The same keyword search terms
were used across all databases and included “mental health”, “psychiatry”, “assessment”,
“interview”, “content”, “process”, “scope”, “nurse” and “nursing”. Relevant articles (judged on the
basis of the title and abstract) were retrieved for a more detailed evaluation. These search terms did
not yield any articles that detailed the content and process of a comprehensive mental health
nursing assessment. The second stage therefore involved the use of additional search terms,
including “psychiatric”, “skills”, “diagnosis”, “decision-making” and “education”. Articles were then
selected for more detailed evaluation based on their potential to describe the content and process
of a comprehensive mental health nursing assessment. Third, the references of retrieved articles
were manually searched for additional references. The 21 papers included in this review focus on
the study of mental health nurses’ assessment activities and provide insight into the content and

process of a comprehensive mental health nursing assessment in practice as it is described in the

peer-reviewed literature.

Results

Opening Pandora’s box: The discourse on mental health nursing assessment revealed

Not a single article that described the information that mental health nurses collect as part
of a comprehensive mental health nursing assessment or how they go about collecting that
information could be located. That is not to say that there were no articles on mental health nursing
that included reference to assessment. In fact, there was quite a rich discourse on mental health
nursing and assessment; however, these articles focused on aspects of assessment, for example,
descriptions of the need for the assessment of specific behaviours such as aggression (Mackay et al.
2005) or suicide (Duffy 1995, Temkin and Crotty 2004), the assessment of the potential for risk of
violence (Murphy 2004) or risk in general (Hawley et al. 2006). Descriptions of practice were found
that focused on activities like special observation in mental health intensive care units (Neilson and
Brennan 2001) or the assessment of specific populations such as caregivers of clients with dementia

(Carradice et al. 2002). Others meanwhile described assessment practices in different service
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delivery contexts like triage (Sands 2007), or consultation liaison in general hospitals (Sharrock and
Happell 2002). The peer-reviewed literature provides guidance on specific aspects of assessment
but the nature of a comprehensive mental health nursing assessment in practice is not clear. The
paper now focuses on those studies found during the search of the literature that provide some

insight into the content and process of a comprehensive mental health nursing assessment.

What information do nurses seek in a comprehensive mental health nursing assessment?

Barratt (1989), in a qualitative study of the self-perceived role of community psychiatric
nurses in the UK, undertook in-depth interviews with 16 community psychiatric nurses. These nurses
identified assessment as the most common role of mental health nurses; however, the author
identified that assessment meant different things to different nurses. In the study, four different
kinds of assessments were identified. The first type aimed at identifying what problems the
consumer was having and how these problems may be solved. The second type aimed at identifying
how the consumer was coping at home. The third type aimed at supporting the development of a
rapport with the consumer. The fourth type aimed at collecting information that would enable the
nurse to provide advice to doctors on appropriate treatment. Street and Walsh (1998) studied the
role of a duly authorised officer, a role primarily undertaken by nurses, who are tasked with
responding to people with mental illness in crisis in the community. Using individual interviews and
focus groups involving over 50 nurses in total, they identified that nurses, as part of the assessment
process, gleaned information on a wide variety of aspects of the consumer, including medication,
side effects, mental status, the consumer’s environment, if the consumer had children, how they

cared for these children and cultural information.

In Australia, Hamilton et al. (2004) used in-depth interviews to better understand what
informs and organises the assessment practice of nurses, social workers and psychiatrists in acute
inpatient settings. A nurse, a social worker and a psychiatrist were purposively sampled to
participate in in-depth interviews, focusing on their ability to describe their practice and recent
(within days) assessment practice. These interviews revealed that the timing of the assessment was
not within the control of any discipline, and for the nurse, was influenced by such factors as the time
available and ward policy. Participants felt that the perspectives of each of the disciplines were
different. The distinctive aspects of the nurse’s assessment were its sense of immediacy, the
assessment of the immediate behaviour and interaction of the consumer on the ward. However, the
authors concluded that the assessments undertaken by the nurse and social worker were heavily
influenced by the medical model with a focus on the ‘cure’ of the clients’ expressed feelings or needs

and potentially discounted their experiences.
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Mental health nursing assessment an independent or interdependent activity?

In a study aimed at understanding the role and function of mental health nurses, Cowman et
al. (2001) used non-participant observation of the practice of 17 nurses and 57 nurses who kept
activity logs of practice across 13 inpatient and community psychiatric sites in Ireland. They found
that nurses undertook both independent and interdependent assessment activities across settings.
Independent assessment involved the collection of information through observation (e.g. sleep
patterns), interviews (asking clients about themselves) and the review of written material. They
identified that nurses considered the strengths and needs of clients and inferred that the collection
of information from a variety of sources and the identification of both difficulties and strengths
produced a holistic assessment that provided the basis for care. The interdependent nature of
nurses’ assessments came about both formally, by participating in multidisciplinary team meetings
and informally, through contact during the process of care. Nurses contributed information about
consumers they had gained through their constant contact with clients to the multidisciplinary team
(Cowman et al. 2001). Street and Walsh (1998) observed from their study that the knowledge and
assessment skills of nurses were not recognised by other disciplines. If this is the case, they

concluded that the independent nature of mental health nursing assessment may not be recognised.

How do mental health nurses collect information as part of a comprehensive mental health

assessment?

In 1999 O’Brien used focus groups of community nurses (n = 5) and inpatient nurses (n = 4)
in New Zealand and found that nurses described their assessment practice as “an unobtrusive
process that occurred in the context of ordinary interactions” (O'Brien 1999 p. 158). In a review of
nursing activities undertaken during close observation in acute inpatient units in the UK, Mackay et
al. (2005) used in-depth interviews of a purposive sample of six mental health nurses responsible for
decisions regarding close observation. They found that nurses took the opportunity of close
observation to assess the mental state of consumers, how the consumer interacted with staff and
others, the risk of violence posed by the consumer, their needs and if any intervention was
necessary. Fourie et al. (2005) in New Zealand, used non-participant observation and focus group
interviews of inpatient nurses (n = 10) and identified that nurses assigned to a non-nursing task like
kitchen duty took the opportunity to observe the appropriateness of interactions between
consumers. Delaney et al. (2001) studied nurses’ management of aggression using a mixture of
survey (n = 59 respondents), focus groups (n = 6 groups) and file audit (n = 60 files). They found from
the focus groups that risk assessments were undertaken informally, and that nurses did not use

checklists or other objective measures, but instead relied on their own knowledge and experience.
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MacNeela et al (2010) in an analysis of ten focus groups comprising a total of 59 registered mental
health nurses from inpatient and community settings in Ireland, observed that informal sources of
information were privileged over formal sources like handover and case notes. This informal process
of information collection is seen as important to supporting the development of a positive
therapeutic relationship with the consumer (O'Brien 1999), which is central to the assessment

process.

Documentation of mental health nursing assessment: Absence of evidence, or evidence of absence

In Australia, O'Brien et al. (1999) pointed out that the assessment skills of nurses have been
developed in inpatient settings where the mental health status of the consumer had already been
identified by the psychiatrist and most nurses had no formal training in assessing clinical
psychopathology. In a study that aimed to develop a file audit tool to determine the effectiveness of
a specific psychiatric assessment educational package, the authors found that prior to receiving
training, 50% of 20 randomly selected records reviewed lacked information regarding the history of
the consumer, their present mental health status or indications of treatment planning. Following
training using a structured tool that provided a framework for assessment, nurses’ documentation
did improve. Using an independent t - test a statistically significant 19% improvement (t = 3.5; df =

38; p < 0.001) in the overall quality of documentation was found.

In the UK, Richards et al. (2005) used file audits (n = 85 baseline, n = 135 follow-up) to study
the effects of a specialist inpatient education program across three mental health inpatient units on
the quality of nursing care and the views of service users. They initially found poor quality
documentation of assessment. Although 78% of initial assessments contained detailed assessment
of mental health, less than half of these records contained information on social or physical health.
Prior to the educational intervention, the authors described the detail of documentation as
“cursory” (Richards et al. 2005, p. 640). Following the intervention there was comprehensive details
on mental, social and physical health. Overall, a Mann-Whitney U test showed a statistically
significant improvement moving from around 30% having a documented detailed assessment to just
over 60% (U =3518.0, z=—15.36, p < 0.001). It seems that nurses may be undertaking comprehensive

mental health assessments but are simply not documenting them.

In Australia, Harris and Happell (1999) undertook in-depth interviews with six community
mental health nurses on the skills needed for assessment. They highlighted the difference between
assessments undertaken by inpatient and community mental health nurses and identified four major

areas necessary to support assessment including interpersonal skills, a sound knowledge base, an

20



ability to work with a number of theoretical frameworks and documentation skills. They concluded
that these skills are not being met by either hospital- based practice or through tertiary education.

They go on to point out that:

“an ad hoc approach to health care of the mentally ill is both against
government policy and against the humanitarian ideology linked with the
nursing profession. To allow community psychiatric nursing to continue
without formalized structures as a guide to the assessment of people living
in the community can only be to our own disadvantage.” (Harris and Happell

1999 p.13).

Delaney (2006) warns that an ad hoc approach to assessment, without a structured framework may

simply produce a stream of anecdotes not suitable for providing systematic care.

Conclusions

Assessment is central to mental health nursing practice and competencies and skills have
been codified in a number of standards. The assessments undertaken by nurses in mental health
should therefore be comprehensive and systematic. These assessments should include an
understanding of the client’s physical health, their social situation, mental status, behaviour and

contextual factors that may impact on these.

A search of the literature found a rich discourse on various aspects of mental health nursing
assessment but failed to find any papers that describe the content or process of a comprehensive
mental health nursing assessment in practice. However, the literature did provide some insight into
comprehensive mental health nursing assessment in practice. Barratt (1989) found that mental
health nursing assessment in practice can mean different things to different nurses. It can involve
the collection of information on a wide variety of aspects of the consumer and is heavily influenced
by the medical model. It has been described as both an independent and interdependent mental
health nursing activity. The importance of a good therapeutic relationship with the consumer is
central to the assessment process. Mental health nursing assessment has been described as informal
with the collection of information about the consumer’s circumstances being incorporated into
routine social interactions. It has been argued that the informal nature of mental health nursing
assessment supports the development of a good therapeutic relationship (O'Brien 1999). The
literature contains evidence that there are gaps in the documentation of mental health nursing

assessment, particularly in the areas of social and physical health.
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If mental health nursing assessment practice is informal then the response of nurses to the
introduction of MH-OAT and a standard suite of clinical assessment documentation becomes
understandable. Although some nurses may agree that the clinical assessment documentation
covers areas that are important in a comprehensive mental health nursing assessment, others may
not hold this view. Differences in the way that mental health nursing is practised across regions,
given different management styles, resources and policies within organizations, may affect practice
(Street and Walsh 1998) but an informal, ad hoc approach is not only detrimental to consumers but

the very profession of mental health nursing (Harris and Happell 1999).

This paper has limitations as its focus is on peer-reviewed literature; but the lack of
literature in this area is clear evidence of the need for more research into mental health nursing
assessment. The need to describe the content and process of a comprehensive mental health
nursing assessment in practice and to identify any discrepancy between theory and practice is
paramount. Through the identification of these gaps we can determine essential areas for training
and development. Research should aim to clearly identify those factors that impact on the scope and
the process of assessment. The development of a clear consensus of what the content or process of
a comprehensive mental health nursing assessment is essential to identifying appropriate training
activities and more importantly the impact of training on the outcomes for consumers of mental

health nursing care.

As mental health nursing develops into the 21st century the need for ongoing research into
the assessment practice of mental health nurses seems fundamental to the very credibility of the

discipline.
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Commentary

The review of the literature did not find one example of a study of a comprehensive mental
health nursing assessment. In this commentary | explain why | thought it was important to
undertake a review of the literature. | also add to the discussion a brief exploration of how nursing
text books describe a comprehensive mental health nursing assessment and if these texts provide
any greater clarity about the content and process of a comprehensive mental health nursing

assessment.

As | have said, there is some debate within the qualitative literature about the merits of
undertaking a review of the literature prior to the study (Dunne 2010). Glaser and Strauss (1967),
indeed, specifically argue against a review of the literature: “an effective strategy is, at first, literally
to ignore the literature of theory and fact on the area under study” (Glaser and Strauss 1967p, 37).
In contrast, Cutcliffe (2000) argues that no potential researcher is a person with no history or
background in a particular subject area. It is unrealistic therefore to avoid reviewing the literature
for fear of contaminating the researcher or imposing assumptions or preconceptions. McGhee et al
(2007) observes that a researcher who is close to the field may already be aware of the literature
associated with that particular field. However, the use of the literature and any other pre-knowledge
should not prevent the researcher from using an approach informed by grounded theory when
undertaking data analysis. Using a grounded theory approach, however, requires that the researcher
prevents prior knowledge from distorting the researcher’s perception of the data. As a researcher
using a grounded theory approach, | had to balance enhancing my understanding of the concepts
that may be in play in the field with forcing data to fit predetermined categories or existing theories

that | have gathered from the literature (Hoare et al. 2012).

As the study aimed to better understand the content and process of a comprehensive
mental health nursing assessment, | concluded that how such an assessment is described in the
literature would be an important foundation upon which to understand how that assessment may
be undertaken in practice. This way | would not be undertaking a study of something that was

already well known.

The review of the literature | undertook prior to the actual study enhanced my theoretical
sensitivity to the subject area. Theoretical sensitivity in this case refers to my ability to be open to
possibilities in the data (Heath 2006). My theoretical sensitivity was therefore enhanced by my

review of the literature because | found no published work on what a comprehensive mental health
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nursing assessment entailed. | knew | was researching a new area where little was known about the

subject.

An early draft of the review of the literature article included a discussion about the way
textbooks describe a comprehensive mental health nursing assessment. However, given space
limitation and for clarity this discussion was removed from the article. There have been however,
many textbooks written about mental health nursing, and most include chapters or discussion on

assessment.

Much has been written in textbooks about what information should be collected as part of a
comprehensive mental health nursing assessment and how this information should be collected
(Stuart and Sundeen 1987, Beck et al. 1988, Barker 2004, Barker 2009). Similarly, the grey literature
also contains descriptions of a comprehensive mental health nursing assessment, from Wikipedia to

training materials from professional nursing bodies (The College of Nursing 2005).

A search of the University of Wollongong, library catalogue using the search term “Mental
Health Nursing Assessment” and limited to items in the library catalogue alone (mostly printed or
physical material) identified 26,682 items. A search of Amazon.com in Australia using the same
search terms and limited to books identified 349 texts available for purchase, and of course, in 0.35
of a second Google identified 23 million possible sources of information. Mental health nurses do
not therefore lack access to information on mental health nursing assessment. However, what
knowledge do mental health nurses gain from access to all this information? | looked at five
textbooks available to nursing students at the University of Wollongong. The first two were texts
that | looked at were those that | was exposed to as an undergraduate. The next two texts are those
currently being used as part of the current undergraduate nursing programmes at Wollongong
University Australia and the final text is an often-referenced mental health nursing text specifically
on assessment. | also searched the library catalogues of the University of Melbourne, Flinders
University, Queensland University and Edith Cowan University and found that all of these texts (or
newer editions) were also available to nurses at these universities. For the interested reader | have
created a Table, which can be found in Appendix 1 that identifies how the authors of these texts
describe the content of assessment and if the text advocates the use of standard measures as part of

the assessment process.

Frustratingly, these basic mental health nursing texts vary greatly in their use of terminology
to describe the content of a comprehensive mental health nursing assessment. While this may

reflect particular philosophical or therapeutic approaches to practice, it engenders some confusion
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around which aspect of content across the different texts takes precedence. Having said that, some
core domains are discernible, including assessing the reason for current presentation, history,
relationships and mental status. These domains are not dissimilar to the assessment domains
included in the MH-OAT documentation. Four of the five textbooks identify that the assessment
process involves the use of standard measures, the other one does not advocate their use but

acknowledges that they are used in practice.

The literature review undertaken for the current study identified that although much has
been written about mental health nursing assessment, very little has been written about how it is
undertaken in practice. In this way, the literature review undertaken as part of the current study
“may be considered the sine qua non of science in that gaps in existing knowledge are revealed and
a direction for the next logical step in the extension of knowledge becomes evident” (Fawcett 2013

p, 285).

As | have said, in Australia, Cleary (2005) mailed a questionnaire to 250 mental health nurses
working in inpatient units in an area health service seeking their views on nursing care delivery; 118
(47%) mental health nurses responded. Of these mental health nurses, 93% indicated that
assessment was moderately to very important as a nursing activity, and 92% indicated that they
were moderately to very confident in undertaking an assessment. So, mental health nurses think an
assessment is an important part of nursing practice and are confident that they can undertake an

assessment.

The next articles look at how a group of mental health nurses described their assessment
practice: what they identified as the content and the process of a comprehensive mental health

nursing assessment.
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Chapter 3 Methodology

Introduction

In this chapter, | outline the method of data collection and analysis adopted for the current
study. However, before turning to a detailed description of the method used, | will describe the
process of choosing the method and the factors that were considered in making these research

choices.

Ellis and Crookes (2004) make clear that the philosophical standpoint of the researcher will
impact not only on what is the focus of research but how any research is undertaken. This is because
the philosophy of the researcher combines beliefs about ontology (what is the nature of reality),
epistemology (what is the relationship between the researcher and the known) and methodology

(how do we gain knowledge in the world) (Chopra et al. 2004).

There is a difference between method and methodology (King 1994, Welford et al. 2011,
Houghton et al. 2012). Methods are the way we go about collecting data, listening to informants,
observing behaviour, reviewing the historical record. Methodology is much more complex; it is
based on theory and is about how the research should proceed. Methodology encompasses method,
impacts on the choice of method and how those methods are used plus ethical considerations to be

dealt with.

As part of her journey in the development of a research design for a doctoral thesis and to
better understand labels like ‘sloppy research’ and ‘method slurring’, Beattie (2002) identified the
need to review her own ontological, epistemological and methodological beliefs, her beliefs about
the nature of reality and what can be known and by whom. To ensure the rigour of the research
process and to make the study real to the reader, establishing the philosophical foundations of the
study are essential (Chiovitti and Piran 2003). However, the philosophical basis for much reported

research is often not reported (Wilson and McCormack 2006) or even considered (Sundet 2012).

| will now explore the ontological, epistemological and methodological beliefs that underpin

the current study.
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World Views and approaches to research

Research takes place within the context of different communities with their own paradigms

or world views (Norton 1999), and there seem to be a frustrating and bewildering number of these

views that are ambiguous, with many authors using different terms to mean broadly the same thing

(Wainwright 1997). Three broad research methodologies have been identified and each comes with

its own ontological and epistemological beliefs (see Table 1).

Table 1 Comparison between quantitative, qualitative and critical research methodologies

Quantitative

Qualitative

Critical

Focus

Orientation

Data sought

Research

goal

Reliability

indicators

Domains of

analysis

Quantity, focusing on an

object or subject

Reductionist and

deductive

Measureable, numerical

Hypothesis testing,
cause and effect

prediction

Repeated measures,
generalisability to other

cases, reproducibility

Predetermined,
prejudgments and a
priori position taken,
non-dynamic, fixed and

planned research design

Essence, meaning or

attributes

Open discovery and inductive

Emphasises subjects’
personal interpretation of

events

Development of
understanding, access
participants’ experiences of

their reality

Recurrent themes, patterns,

lifestyles and behaviours

Can reformulate and expand
focus of study as one
proceeds, no predetermined

a priori judgements

Mean and perspectives

Inductive reflection on

phenomena of interest

Context-specific,
emphasizes subjects

personal interpretation

Taking action to change

practice

Patterns of behaviour

A priori position taken,

dynamic and flexible

Modified from Ellis and Crookes (2004).
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The quantitative approach is set firmly in the natural sciences. It is focused on testing
hypotheses or theories of already established ideas, using deductive reasoning (Nicholls 2009b).
Results are predictions based on the balance of probability. Knowledge is deduced from the results
of the research. This approach is focused on numbers. Objects and subjects are measureable and the
results of research are generalisable to other cases. Lincoln and Guba (2006) have identified that the
positivist and post positivist community holds the ontological belief that there is a “real” or
probabilistic “real” reality, epistemologically, that the researcher is objective and that findings are
true and that methodologically quantification and experimental manipulation are appropriate

research methods.

In contrast, qualitative research is set in the human sciences. It is focused on understanding
the essence or meaning of personal events. It looks for recurrent themes or patterns. It follows a
process of inductive reasoning, developing theories (Nicholls 2009b). This approach to research is
open to discovery and change. At one pole are communities that embrace critical
theory/constructionist approaches who ontologically view reality as shaped by social and political
forces, that epistemologically the researcher is transactional/subjective, that the truth is created and
methodologically dialectic/hermeneutic, and interpretive or qualitative approaches hold primacy
(Lincoln and Guba 2006). Positivist approaches work well with the natural world; here quantification
control and prediction have been shown to be particularly successful. Using the positivist methods of
data collection and deductive reasoning we have been able to build aircraft that enable positivist

scientists to fly thousands of kilometres to give papers at academic conferences (Rice 2013).

However, does this positivist position hold true in the human sciences? One of the key
tenants of positivism is the acceptance of determinism. The relationship between cause and effect is
invariable, neither chance nor choice have a part to play in the way things happen (Porter 2001).
However, the social world is different from the natural world, social structures are the result of
human actions. Human actions impact on the social world, while the social world impacts on human
actions. To understand this interplay requires knowledge of the humans making the actions and
those factors that may impact on human actions. However, purely constructivist approaches have
been criticised because of their potential to slide into relativism, where no one interpretation of
truth is privileged over another and anything goes (Hussey 2004). There have been calls for the need

to bridge the gap between these two positions in nursing (Georges 2003).

Nursing is a social practice in which people are engaged in intentional actions and
interactions (Hussey 2000). Because of their role in society, nurses are in a position to directly

influence the behaviour of consumers and in so doing they can also act as powerful agents of the
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state (Perron et al. 2005). As such nursing can be seen as a socially constructed activity always
influenced and changed as a result of financial and socio-political forces (Clarke 2006b). So nurses
can be seen to act but also be acted upon in social contexts and therefore may not be in a position

to change their lives or social circumstances (Appleton and King 2002).

Given this tension, a critical realist paradigm or world view has been suggested as bridging
the gap between these two positions (Wainwright 1997). A critical realist approach has been used
to understand the role of consumers in mental health services (Stickley 2006), gatekeeping access to
community mental health teams (McEvoy and Richards 2006), risk and child welfare (Houston 2001)
and understanding psychiatric nursing (Littlejohn 2003), and as a philosophical foundation for

approaches to practice development (Wilson and McCormack 2006).

A critical realist approach adopts the view that there is interplay between social structures
and human agency. That is, individuals are embedded within social structures that have certain
discursive practices through which power relationships are mediated, but human agency is not
entirely mandated by social structures, and individual or groups or agents are able to creatively
respond to these social structures (McEvoy and Richards 2003). Rationality makes humans unique in
nature. Humans have a capacity for conceptual knowledge, can reason to new knowledge and
through the knowledge of options humans can exercise free will, and choose what to do and how to

act (Whelton 2002).

A critical realist’s philosophy holds that there is a reality “out there” and it exists in three

III

separate domains, ‘empirical’ or observable events or what we experience, the “actual” events,
where things happen which may or may not be observed and the “real” structures and processes
which may make reality and produce events (Proctor 1998). A further distinction is made between
intransitive and transitive knowledge (Littlejohn 2003). Intransitive knowledge is that which would
exist without human input, for example, sound, gravity or the sun. Transitive knowledge is the result
of the work of human input, all the models, methods and theories of man. So as Littlejohn (2003)
argues, mental distress may be intransitive and exist in its own right, but psychiatry and psychology
and the various theories of causation and treatment of mental distress are transitive knowledge.
Given this conclusion, he argues that mental health nursing can exist in its own right but

interestingly doesn’t argue that it does. So there is a real world ‘out there’ that is separate from our

descriptions of it, with knowledge being a social and historical product of a specific time and place.

However, there are critics of critical realism who have pointed out that any ideas we may

have about what constitutes reality are also relative to our language and conceptual schemes and
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therefore any description of so called reality is in fact relative to the lens through which we are
forced to observe the world (Hussey 2000). Therefore a distinctive feature of the critical realists’
philosophical position is the adoption of a relativist epistemology (McEvoy and Richards 2003). While
critical of radical forms of relativism that highlight the socially constructed nature of scientific
discourse, they accept that scientific observation is fallible and shaped by the context within which
researchers operate. This is increasingly being explored as the philosophical foundation for nursing

research (Angus and Clark 2012).

These philosophical differences have been reflected in the ongoing debates in the nursing
literature describing the differences between qualitative and quantitative approaches to research in
nursing (Duffy 1985, Burnard and Hannigan 2000). Schwandt (2000) believes that the heart of the
dispute, which remains unresolved, is the belief that the human sciences are fundamentally different
in nature and purpose to the natural sciences. Carr (1994) concludes that neither approach is
superior to the other but that a qualitative approach is invaluable in exploring the subjective
experience of nurses. Indeed, a number of authors have argued that the actual difference between
the two approaches is very limited (Crowe and Shaeppard 2010, Clark 1998, Carr-Hill 1997), while
Hafkenscheid (2001) asserts that qualitative research has aspects of quantitative methodology.
Importantly, it is not that quantitative research is necessarily superior to qualitative research, only
which approach is right for a particular research question (Nicholls 2009a). Cuttcliffe and Goward
(2000) argue that mental health nurses are drawn to qualitative research because the process
involves the purposeful use of the self; it involves the creation of an interpersonal relationship,
something that mental health nurses are drawn to, and is an approach that can accept and even

embrace ambiguity and uncertainty.

My philosophical approach to this work was informed by a critical realist philosophy

|II

(Bhaskar 2008). This philosophical approach leads me to conclude that there is a “real” world that is
objective and measureable but that our ability to understand this “real” world is informed and
influenced by the socially constructed nature of our experience. So my perspective as a mental

|”

health nurse is that mental illness exists, that objective “real” chemical reactions located primarily in
the brain which follow fundamental laws (which may or may not be understood at this time)
produce disturbances of information processing that are experienced or viewed as mental illness.
However, it is how this mental illness is expressed, understood and named, and how the assessment

for this mental illness is undertaken that is fundamentally a socially constructed activity.

Given this philosophical conviction, the adoption of a quantitative methodology would limit

my ability to understand how these socially constructed assessment practices occur. So | decided to
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adopt a qualitative methodology, accepting that the assessment practice of nurses is a socially
constructed activity but that this assessment practice must look for the systematic expression of the

IH

“real” mental illness.

Approaches to Qualitative Research

Having chosen a qualitative approach, my next challenge was to identify what type of
qualitative approach. Some authors have argued that there are as many as sixteen different types of
qualitative research (Crowe and Sheppard 2012). Table 2 gives an overview of the main approaches

to qualitative research.

Table 2 Types of qualitative research

Type of qualitative Study Types of research Philosophical Audience
questions assumptions

Narrative/ Discourse What narratives or Knowledge and Policy makers and
discourse is in play meaning are interventionists
that shapes produced through who need to
identities and interactions understand
activities of X different

discourses and

craft messages

Phenomenological What is the lived There is a Clinicians and
experience of X perceived reality practitioners who
with common need to understand
features the lived
experience
Grounded theory How does social Theory is Researchers and
process x occur in discovered by practitioners who
contexty examining seek models to

concepts grounded  design

in the data interventions
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Ethnography How do people and Knowledge and Clinicians,

their culture meaning are practitioners who
experience X shaped by cultural  need to understand
context the effect of
culture

Adapted from Smythe (2012) and Starks and Brown Trinidad (2007)

Considering the types of research questions, the philosophical underpinning and the target
audience, | chose a qualitative methodology, using the constant comparative method and informed
by grounded theory. The choice of a grounded theory approach for the current study was based on a
number of factors. These include that grounded theory is focused on the study of human interaction,
including social processes and interactions, and particularly social situations where people must
adapt (Cooney 2010). Grounded theory is a method that is useful when little is known about the
subject (Sofaer 1999), it is also useful in understanding how the group works with, or solves, a
problem (Donalek 2004) and is the foundation upon which models can be tested and interventions

designed.

Grounded Theory

Grounded theory as a method of scientific inquiry was developed by Glaser and Strauss in
the 1960s (Glaser and Strauss 1967). Although there are disagreements about the approaches, there
is general agreement that the development of grounded theory represents the discovery of an
enduring theory that is faithful to the reality of the research area, that makes sense to the person
studied, fits the template of the social situation regardless of the varying contexts related to the
study phenomena, adequately provides for relationships amongst concepts and may be used to

guide actions (Boychuk-Duchscher and Morgan 2004).

Hunter et al (2011a, 2011b) describe three broad approaches to grounded theory. The
classic grounded theory of Glazer and Strauss (1967), the modified grounded theory of Strauss and
Corbin (1998) and the constructivist grounded theory of Charmaz (2004). Each of these approaches
to grounded theory has its advantages and disadvantages. A comparison of these three approaches

is presented in Table 3.
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Table 3 Comparison of different approaches to grounded theory

Classic

Straussian (modified)

Constructivist

Identify the problem

area

Conduct of research

and developing theory

Relationship to

participants

Evaluating theory

Coding

Emergent

No prior literature

review

Laissez-faire theory

generation

Independent

Fit, work, relevance,

modifiability

Open coding

Selective coding

Theoretical coding

Experience

Pragmatism and

literature

Paradigm model of

theory verification

Active

Validity, reliability,
efficiency and

sensitivity

Opening coding

Axial coding

Selective coding

Sensitising concepts

Discipline specific

Co-construction and
reconstruction of data

into theory

Co-construction

Situating theory in
time place, culture and

context

Reflexive rendering of

the researcher position

Line by line conceptual
coding and focused
coding to synthesise

large amounts of data

Modified from (Hunter et al. 2011a)

The current study adopted a modified approach to grounded theory, taking aspects of all the

approaches outlined in Table 3. Heath and Cowley (2004) conclude that a researcher is best to

choose a method that fits with their cognitive style and undertake research accordingly.

Consequently, as will be seen, the method adopted for this work combines the structured

pragmatism of a Straussian approach, with the laissez-faire approach to theory generation of classic

grounded theory and a constructivist sensibility with the researcher understanding the subject area.

In this way, the study adopted the data collection and analysis techniques of grounded theory, in

particular theoretical or purposive sampling and the ongoing constant comparative methodology.
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Method

Data Collection

| gained access to nurses for interviews in two ways. First | approached nursing colleagues
who | knew undertook mental health assessments as part of their practice and second, | approached
nurses working in two local inpatient units and a local community mental health team via an
invitation distributed by their nurse managers to participate in the study. In both cases | also asked

people to identify others they thought might be interested in the project, so they could contact me.

Purposive sampling

| used a purposive sampling approach aimed at getting nurses with different years of
experience and roles in mental health nursing to describe what they thought the content and
process of a comprehensive mental health nursing assessment is/was. | hoped that by gathering
information from a wide variety of nurses | would expose the key aspects of the content and process
of a comprehensive assessment that are consistent across a range of mental health nurses and
intrinsic to the practice of mental health nursing. This approach to sampling would give access to
data that would expose the components of the content and process of a comprehensive mental
health nursing assessment. This purposive sampling was also theoretical in that the approach
emerged during the process of data collection (Draucker et al. 2007). Would neophyte nurses
describe the content and process of a comprehensive mental health nursing assessment in the same
way? Would the interviews with these nurses produce data that would support or challenge my
initial codes? In this way, mental health service managers were included in the collection because
they have undertaken mental health assessments and are responsible for ensuring that other nurses
undertake these types of assessments. If nurses did not or had not undertaken mental health

nursing assessments then they would be excluded from the study.

This purposive sampling approach resulted in participants who were less and more
experienced nurses, hospital trained and tertiary trained, and working in hospitals or in community

settings (see Table 4).
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Table 4 Participant Demographics

Number %

Male 8 44.44
Gender

Female 10 55.56

Hospital Certificate 9 50.00
Qualifications Bachelors Degree 6 33.33

Masters or Higher 3 16.67

0-5 4 22.22

6-14 4 22.22
Years of Experience

15-24 7 38.89

25+ 3 16.67

Inpatient 8 44.44
Service Setting

Ambulatory 10 55.56

Clinical 11 61.11
Focus of work

Management 7 38.89

| undertook this purposive sampling not in an effort to generate a sample representative of
mental health nurses but to be assured that | interviewed nurses with a range and mix of
experiences which would enable me to explore if nurses with different experience and in different
contexts, described the content and process of a comprehensive assessment in different ways. |
could argue that | only needed one participant in each cell of my matrix; however, | was reminded
that “an adequate sample size in qualitative research is one that permits—by virtue of not being too
large— the deep, case-oriented analysis that is a hallmark of all qualitative inquiry, and that results
in—by virtue of not being too small—a new and richly textured understanding of experience”

(Sandelowski 1995 p, 183).
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Sampling continued until my matrix was populated, but more importantly until the data had
reached saturation; that is, when no new information emerged during data analysis (Strauss and

Corbin 1998).

Ethical issues

The ability of the researcher to reflect on their research and the possible ethical implications
are considered essential to undertaking ethical research (Wilson 2011). Ethical issues when
undertaking research in health care can fall into three broad categories informed consent,
researcher participant relationships and privacy and confidentiality (Ignacio and Taylor 2013). The

current study was undertaken mindful of these ethical issues.

Informed consent involves the person having enough information on which to decide to
participate in the research. Informed consent is an acknowledgment of respect for the research
participants autonomy (Orb et al. 2001). The participants in the current study were free from
coercion; it was made clear that they could cease their participation without any penalty. Potential
participants in this study were given an information sheet (see Appendix 2) describing the study and
that the interview would be recorded. Interviews did not proceed unless participants signed a
consent form agreeing to participate (see Appendix 2). The information sheet made it clear that
participants were free to end the interviews at any time and that their identity and that of their
employer would be de-identified in the data. The human research ethics committee of the University
of Wollongong reviewed the study and gave approval to perform the research (Ethics approval code

HE06/126).

Researcher participant relationships are also an important ethical consideration when
undertaking research. When undertaking qualitative research, the researcher must be aware of the
potential effect that the researcher may have on vulnerable groups (Clarke 2006a). While | believed
that the likelihood of me causing distress to mental health nurses asking them about their
comprehensive mental health nursing assessment practice was unlikely, it was still a possibility so |
made it clear to participants that the interviews were not a test but a genuine attempt to get their
views in their own words. Undertaking research in an area in which a researcher works adds another
layer of complication. Although the researcher may get better results because they know the
situation and have the trust of the participant, the participant may feel coerced to participate and
limit the information that they give. (Orb et al. 2001). The principle of justice recognises that the
research participant is treated fairly and as an equal partner in the research process(Orb et al. 2001)

and is supported by recognising the vulnerability of the research participant and recognising their
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contribution to the study. As the reader will see, checking my interpretation of data with research
participants is one way | demonstrated the equality of the relationship between myself as a

researcher and the research participants.

Another ethical issue that | was mindful of while undertaking this study was ensuring
privacy and confidentiality. Here | am guided by the ethical principle of beneficence, ensuring that
the research is about doing good for others and preventing harm (Orb et al. 2001). Ensuring the
confidentiality of interview material and anonymity is a way of avoiding harm for the participant by
avoiding the possible sanctions or stigma that can be associated with being identified (Hewitt 2007).
Maintaining confidentiality can be challenging given the detailed descriptions used to illustrate and
report findings in qualitative studies (Houghton et al. 2010). In this study, names were not
associated with interviews. The administrative assistant would help transcribe some of the
interviews, but did not know the names of participants. Pseudonyms are used in this thesis, as well
as in all papers and presentations associated with the study so as to avoid causing harm that may

come from exposing the views of individual, identifiable participants.

Interviews

Interviews have become the approach to data collection synonymous with qualitative
research, including grounded theory (Wimpenny and Gass 2000). My interviews with nurses involved
a face-to-face encounter and took a conversational, unstructured approach rather than an approach
directed with the use of a questionnaire or interview schedule. An unstructured approach to the
interviews was taken in the belief that it would ensure that | did not bring any preconceived ideas to
the interviews (Fontana and Frey 2000). All interviews were undertaken in private and occurred
either in offices within mental health services or the nurses own home. Each interview started with
the same single question: “what is the content and process of a comprehensive mental health
nursing assessment?” Starting with such a broad question in an unstructured manner has its
advantages and disadvantages. An advantage is that it allows questions to be asked that are useful
when there is little known about the subject, this enabled me to explore in-depth during the
interviews, what nurses meant or what may have produced the kind of practice that they described.
A disadvantage of such an approach is that it enables participants to talk about irrelevant issues,

sometimes making it difficult to code and analyse data (Doody and Noonan 2013).

All the interviews were digitally recorded which allowed me to concentrate on the interview
process and not be distracted by taking notes. Although recording interviews can have the

disadvantage of making people feel uncomfortable or inhibited, | often put people at ease by making
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a joke about the recording process. That being said, | was aware that some participants, particularly
at the start of the interview process, did feel uncomfortable and were aware they were being
recorded. | therefore adopted a flexible approach during the interviews, using open-ended rather
than closed questions. | also used my experience as a mental health nurse to put people at ease,
making them feel comfortable with sharing information. | used my active listening skills,
paraphrasing, repeating and seeking clarification to reduce misunderstanding. During the interviews
| encouraged participants to explore, reflect upon, interpret, and explain, their understanding and
experience of mental health nursing assessment in practice. Interviews were conducted between

October 2006 and June 2007 and lasted between 20 — 70 minutes.

These audio recordings were initially transcribed either by me or by an administrative
assistant. Regardless of who transcribed the recordings, | listened to the recordings a number of
times in the first instance both to check on the veracity of the transcription(s) made by myself and
the administrative assistant. This process also helped to orientate me in great detail to the material

available for analysis.

After each interview, | made notes on the experience and kept a record of any ideas or
insights that the interview and its process generated for me. | also kept field notes on my discussions
with other people regarding the progress of this work. | used these discussions with others to check
my ideas or discuss the themes that | thought were emerging. These notes and discussions were an
important part of my reflecting on the study and how it was progressing from data collection to

analysis.

Researcher in relation to subject

As | have pointed out, this work is founded on a critical realist perspective, which means that
as a researcher | cannot ignore the part | played as an actor in the research process. In researching
contemporary mental health nursing practice, | bring an intimate knowledge of the practice of
mental health nursing assessment, having undertaken assessments as part of my own clinical
practice (Kaplan et al. 1999) and having being involved in the education and training of nurses not
only around assessment practice (Chipps et al. 2002), but also the use of standard measures as part

of clinical practice (Coombs and Hirini 2005, Coombs et al. 2002).

A researcher can be seen as occupying one of three positions in relation to the research
subject: ‘outsider’, ‘hybrid’ or ‘insider’ (McGhee et al. 2007). The ‘outsider’ is a researcher who is
simply visiting the research area. The ‘hybrid’ is one who is undertaking research into a familiar area

of practice, while the ‘insider’ is an actual practitioner undertaking research into their own and
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known practice colleagues. Clearly, | was an ‘insider’ in this study and this raises a number of
important issues in relation to bias, both during the data collection and analysis processes (McCann

and Clark 2003).

Achieving objectivity, validity and rigour

Rigour in qualitative research in part rests on the transparency of the research process, the
ability for those following me as a researcher to replicate my method and to come up with similar
results (Strauss and Corbin 1998). Glaser and Strauss (1967) talk about the need for qualitative
research to demonstrate credibility, plausibility and trustworthiness. These attributes of credibility,
plausibility and trustworthiness can be shown by ensuring that a number of criteria for the
evaluation of qualitative research as described by Walsh and Downe (2006) are evident. These
include ensuring that the scope and purpose is clearly articulated, the design is apparent, the
sampling strategy described, the approach to analysis is documented, the process of data
interpretation is clear, there is evidence that the researcher has reflected on the data, that an ethical

approach has been taken and that the research is relevant and transferable.

In part these attributes of qualitative research are shown by demonstrating the
independence of the qualitative researcher. This independence must be convincingly communicated
to the reader or the researchers biases openly acknowledged to confront concerns that the
researcher have unduly biased the conclusions (Hurley 1999). During the interviews | was acutely
aware of my own assessment practice and that the way | asked follow-up questions could have
focused on areas of assessment that were important to me rather than areas of assessment that
were important to those responding to the interview questions. Guarding against this, | specifically
worked at taking a neutral but inquisitive stance during the interviews. For example, during my
interview with Jill, | sought clarification “When you say family do you mean....like just mother and
father or do you mean like a broader......?” or during my interview with Edward “When you said sort
of like putting it into context for them...Is that putting it into context for them or is that putting it into

context for you?”

The other potential for bias was the respondents telling the researcher what they thought
the researcher wanted to hear. As a researcher having been involved in training in assessment
practice and standard documentation, | was aware that some respondents exposed to this training
might simply repeat previously presented material. This is why McGhee et al (2007) assert that the
researcher must develop a self-awareness, self-questioning approach and be prepared to expose

prejudices that they may bring to data analysis. It is important to be willing to modify or reject an
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emerging explanation not supported by the data. Neill (2006) asserts that the researcher should
reflect on the research process in such a way that the ‘self’ that is the researcher simply becomes

part of the data.

| worked at reducing the potential for bias or prejudice during data analysis and ensuring
that theory emerged from the data by being transparent about my analysis process and theory
development. | knew that the study had credibility and plausibility after presenting a preliminary
analysis at a conference (Coombs 2008). Judging from the response, the questions asked and the
comments in support of the presentation, | felt confident that my initial observations resonated with
the mental health nurses attending that conference. In part, this may be because the themes
actually used the words of those being interviewed, which is one way of demonstrating the quality
of qualitative research (Chiovitti and Piran 2003). Using quotes in this way is an important way of

presenting the participant’s voice (Sandelowski 1994).

| also undertook a process known as ‘member checking’, which is basically what the term
implies; | went back to some of the people that | interviewed and checked my interpretation of what
they had said and that it was congruent with their experiences (Carlson 2010). | did not return to all
participants but only those who expressed a desire to understand and be informed of my findings.
Four nurses from the sample indicated they would like to know what | found and it was with these
nurses that | discussed my preliminary findings. | talked about the themes that were developing and
discussed my interpretations of my observations and how this related to their own thinking about
what they had said during their interviews. Checking with participants in this way ensured the
analytic rigour of the process (Tobin and Begley 2004). Member checking is not without its
disadvantages, it can be an additional burden for participants, the focus of the study may be
distressing and checking information may increase that distress or participants may regret some of
the information that they provided and want it removed as data. None of these disadvantages were
encountered in my discussions with the participants | discussed my initial findings and
interpretations. However, the threat remains that those nurses with who | checked my
interpretations may simply be demonstrating the halo effect, telling me what they thought | wanted

to hear(McConnell-Henry et al. 2011).

In addition, | also discussed my study with nurses who were not interviewed; | discussed my
observations and interpretations and had these nurses reflect on their own experiences. | used these
discussions to reflect on my codes, categories and the emerging themes. | also discussed my data,

codes, categories and conclusions with my supervisors, using these discussions to further refine my
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thinking during data analysis. These discussions and the notes | made of these discussions were an

important part of my personal process of reflection on data collection and analysis.

Glaser and Strauss (1967) provide guidance for when the project is ready for closure. When
the researcher is convinced that the results are a reasonably accurate statement of the matters
studied, can be presented in a form that it is possible for others to use in a study of a similar area
and can be published with confidence, then the research (or at least the data collection phase) is
near its end. When did data saturation occur and how did | know that new categories would not
emerge? In the current study, it was clear that saturation in relation to the content of assessment
occurred relatively quickly; with a few exceptions, the initial responses of participants made it clear
that they struggled to articulate the content of an assessment. However, sampling continued until
interviewees were saying nothing new about the process of undertaking a comprehensive mental

health nursing assessment.

Data Analysis

Given that a review of the literature failed to find a single example of work describing the
content and process of a comprehensive mental health nursing assessment, | approached data
analysis with the aim of understanding how mental health nurses described the content and process
of a comprehensive mental health nursing assessment. | wanted to identify what information these
nurses sought about consumers and identify the way they went about gathering that information. |
was looking for the core attributes of both the content and process of a comprehensive assessment

so that these could be described in the nurses’ own words.

One way of exploring qualitative data is through the use of ‘word clouds’. Word clouds are a
way of visualising qualitative data. They summarise qualitative data by depicting the words that
appear most often in larger type within the cloud (Cidell 2010). The cloud below (see Figure 2) was
created using the responses of the first four interviews. The most frequently occurring responses
were the words “people”, “assessment”, “know” and “think”. A number of observations can be
made from this cloud. First, given that the word, “think” is the most frequently occurring, then

assessment can be seen as a cognitive process. It is focused on “people” and “knowing”.

Reassuringly, the interviews focused on “assessment”.
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Figure 2. Word cloud of interviews
Grounded theory data analysis is an iterative process that involves data collection, review of

data and initial coding with the creation of descriptions of key concepts. A central feature of the
research process in a grounded theory study is the constant comparative method (Glaser and
Strauss 1967), which aims to undertake two processes. The first involves the researcher coding all
data and then systematically analysing these codes to prove a particular proposition. The second
process does not involving coding but the inspection of the data for categories, using memos to

track analysis and develop theoretical ideas (Walker and Myrick 2006).

| made field notes and memos during data collection and analysis. “Memoing” is an essential
part of grounded theory but again the originators differ in their approach. Glaser and Strauss (1967)
believes that memoing is a tool to capture the ideas of the author and provide a creative resource
for analysis, allowing the researcher to contemplate the potential relationships between the data
and allow theory to emerge. Strauss and Corbin (Strauss and Corbin 1998) place less emphasis on
memoing and again provide structure to the types of memos that should be written (code notes,
theory notes). | made different kinds of notes, from how an interview went, to how a discussion with
a colleague did or didn’t support my analysis, for example, here is a note | made following the

conference presentation described above.

“I can’t believe how many people turned up. | wish that many would come to my outcomes

stuff. They all seemed really engaged and got some good questions after. One guy said it is pretty
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clear nurses don’t have a format for their assessments that they all use. Another pointed out it might

be what nurses do with the information that is important and not what information they collect”

The constant comparative method had me returning to the data many times. | found myself
reading and re-reading the interview transcripts and listening to the interviews again. | would read
the transcript of the interview | had just undertaken and compare it to the previous interview. |
would compare the latest interview to my first interview. | would compare the interviews of less
experienced nurses, with more experienced nurses, or those nurses with tertiary qualifications and
compare them to those nurses who were hospital trained. | compared the interviews with male
nurses to those of female nurses. | looked at how nurses who were primarily managers described
the content and process of a comprehensive assessment and compared it with nurses who were
working in clinical practice. Returning to the data was a process that occurred even during the final
writing of this thesis. This process of constant comparison was undertaken for interviews, codes,

categories and themes, exploring relationships in the data or new interpretations of that data.

The interviews, the notes and memos all became data as part of the analysis process. All
during the process of data analysis | was questioning the data, Was this new information? Did it
group in some way with information | had already collected? How did it differ? How did one
description of a comprehensive mental health nursing assessment compare to another? What
information did one nurse seek and how did that compare to another? How did one nurse describe
the process and how did that compare to another? Is my interpretation of the data correct or is

there another way of looking at it?

Questioning the data in this way supported the development of codes. Coding involved the
identification of key issues (Licqurish and Seibold 2011) that | thought gave an indication of the
content and process of a comprehensive mental health nursing assessment. My coding process
began with open coding, fragmenting and breaking down the data so that concepts could be
identified. The interviews provided a rich source of information not only about the content and
process of assessment but also how these nurses gained their assessment knowledge, contextual
factors that may have influenced their assessment practice and what personal factors may impact on
the content and process of their assessment practice. This initial set of codes for the 18 interviews is

shown in Figure 3 below.
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Initially | used Nvivo 7 (QSR International Pty Ltd 2006) to support the generation of codes.
Nvivo is a commonly used piece of qualitative analysis software that enables the user to collate,
organise and analyse interview data. As interviews were transcribed they were entered into this
software, reviewed and the process of coding began. This was a progressive process with new
material being added and additional codes generated or additional material being added to existing
codes. This coded data was categorised into themes, and these codes, categories and themes were

constantly reviewed as new data became available (Elliott and Jordan 2010).

My own cognitive style sits much more on the ‘visualiser’ side of the bipolar cognitive
visualiser—verbaliser divide (Koll6ffel 2012), that is, | find it easier to understand pictures than words.
However, | wasn’t comfortable with the visualisation component of Nvivo. | was familiar with
MindMap 8 (Mindjet 2009). This software is designed to enable the creation of mindmaps. Mind
mapping has proven useful in organising complex areas to provide coherence (Heinrich 2001). Codes
and categories can also be diagrams that can help the researcher make links between data, concepts
and categories (Chen and Boore 2009). | transferred my initial codes created in Nvivo to MindMap 8
to “see” what | had and how these codes and related data fitted together. Showing the reader a
mind map of the coding process for them to verify is one way of demonstrating the trustworthiness

of the process (Whiting and Sines 2012).

The figures that follow show the evolving nature of the analysis process, how | moved from
open coding to more specific categorisations of data. This involved my moving between MindMap 8
6 to Nvivo and returning to original recordings all the time, constantly comparing data, codes,
themes and interpretations to better understand what was being said or not said by the data. This
initial set of open codes (Figure 3) became the focus of analysis and the codes were collapsed,
disentangled, reorganised and reordered to better describe the content and process of a
comprehensive mental health nursing assessment. For example, in the bottom right hand corner of
Figure 3 the reader will see that as | moved between reviewing the codes in Nvivo and MindMap 8
there were three codes: ‘rapport’; ‘make them relaxed’; and ‘normal’. | thought these codes and

underlying data probably sat together under a code that | titled ‘engage’.

It became clear as part of this process unfolded that there was some overlap between codes
and their associated content. These themes were reviewed and more general groupings were
uncovered. This consolidation, similar to axial coding (Strauss and Corbin 1998), is where data is
linked creating categories and subcategories, locating codes and data items that are conceptually
similar. These categories and subcategories were not fixed, however, and changed almost every time

| analysed the data, these codes and categories were constantly reviewed as they became themes.
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Themes are abstract constructs that can be identified before, during and after data collection (Ryan
and Bernard 2005). So, in the case of the code ‘engage’ above, | linked this code to a higher order

category that | called ‘process’ which can be seen in Figure 4. (Enlarged Mindmaps found in appendix
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Figure 4. Codes grouped into themes

The refinement of these codes into categories and themes was an ongoing process that
required returning to the original codes and the data attributed to those codes. It also involved going
back to the audio recording to ensure that the transcription was correct or to elicit the emotional
content or context of the transcribed interviews. This ongoing refinement process was focused on
understanding the key aspects of the content and process of a comprehensive mental health nursing
assessment. In part, this involved not exploring some aspects of the data collected, such as the
training experiences of the participants. Figure 5 (Enlarged Mindmaps found in appendix 5) shows an
example of the further refining of codes, categories and themes. Here, overarching categories began
to be identified in an attempt to identify links between categories and sub-categories with the aim

of organising the data into a meaningful whole.
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Figure 5. Ongoing refinement

Example code, associated data and more detailed analysis

| will now give two examples of how the data from interviews was coded, analysed and
related to specific themes that emerged. First, Table 5 gives an example of the data that was coded
as “variable content order” that at this stage of analysis sat under the theme “Umm” (see Figure 5).
As | was reviewing this data, | wrote a memo to myself that said “they never say it the same way
twice”. Meaning that each interview indicated that these nurses looked for different things and the
order was never the same twice. As you can see in Table 5, Jennifer starts describing the content of a
comprehensive mental health nursing assessment as the assessment of appearance, behaviour and
orientation. In contrast Wayne starts by looking at biological causes, then psychological and finally
social aspects of the consumer. Allen starts with mental status particularly focusing on psychotic
phenomena and mood disturbance. While, Alison describes the content starts with general
wellbeing, sleeping and eating, then medication and risk. This variability in the order of content
became a theme and as new data was gathered it was compared to either confirm or challenge this

theme.
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Table 5 Code: Variable Content Order

Interview

Interview Text

Jennifer

Wayne

Allen

Alison

It would take in their appearance, behaviour, orientation and demeanour. It would
include things like risk assessment, past behaviours, vulnerability, suicide,

aggressiveness, physical state and domestic violence issues.

We look for biological causes first, so that’s the first thing we look at, if we have no
joy with obvious biological aberrations, then we look for the psychological. So if we
can explain something biologically from a mental health point of view, very quickly
we ship it out to some other specialist, say neurology, some other field of medicine.
Send them off to a physician, do something about it. So if we can’t make sense of
what’s going on with the person biologically we then look to the psychological and
if we have no real joy there, it’s a bit of a mixed picture, we don’t really understand
the picture, we then look at the social explanations. Look at their social system.
There are fewer people that look at that, and then it would be as rare as hen’s

teeth in this country to really look at or accept any sort of spiritual explanation.

0O.k. what | seek to do is to reveal... ahhh... umm... the person’s mental state. | seek
to find evidence of, in particular psychosis, certainly mood disturbance, umm... and
... umm... pretty well suck it and see. I... umm... | listen carefully, | watch carefully, |
look at behaviour, | listen for what people are talking about and the way they are
talking about it. That way you can usually pretty easily pick up, you know, any
evidence of in particular of psychosis, or thought disorder, which are probably

really the first rank stuff for me, if you like, the umm...

Oh well, you want to know about general well being, have they been sleeping and
eating, do they have money, do we need to do social work referrals and do they
need psychology referrals and stuff like that even though it’s a bit later on. But you
also want to know have they been taking their medication, how well are we going
to be able to get them to be compliant are we going to have an aggressive incident
with this person if we push it too much, do we want to have two people with them

at all times because they are aggressive.
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What is also shown in Table 5 is an example of the hesitancy of respondents to the question,
“what is the content and process of a comprehensive mental health nursing assessment”. As you can
see in Table 5, Allen hesitates before providing an indication of the content of a comprehensive
mental health nursing assessment. In order to better understand the scope of this hesitancy |
undertook a componential analysis (Ryan and Bernard 2005) of the interviews. This analysis is based
on the principle that data has distinctive features that either occur or do not occur. One distinctive
feature of the interviews was the presence or absence of “umm” as part of the response. The use of
the “um” can be seen as the speaker searching for a word, deciding what to say next, wanting to
keep the floor or wanting to cede the floor during conversation (Clark and Fox Tree 2002). So the
use of the “um” during the interview can be interpreted as the respondent searching for the right
word or way of expressing his or her thoughts. A second distinctive feature of the interviews was if
respondents either directly repeated the question back to me, sought to have the question repeated
during the interview or talked around the question as they gathered their thoughts and formulated
their response before the actual content of their response was expressed. A third distinctive feature
was the time in seconds from when the respondent seemed to understand the question and when
they began to deliver an answer to any aspect of the question (either content or process). All three
components of the interviews were analysed producing the results in Table 6 (which also appears in
the published article, A comprehensive mental health nursing assessment: variability of content in

practice). This information became coded as ‘Umm’.

Table 6 Distinctive features of audio recordings of interviews

Number of
Proportion (%)
participants

Used “Um” 10 62.5
Repeated the question 8 50
Mean/Standard
Range in seconds
deviation
Pause before reply all
12.5t00.5 5.87/3.90

respondents

Both of these codes are important aspects of the way that these nurses described the
content of a comprehensive mental health nursing assessment. The hesitancy and variability giving
in these interviews gives an indication that these nurses did not have a consistent approach to the
content of a comprehensives mental health nursing assessment and struggling for words perhaps

indicates that they had not given the area that much thought.
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The second example is a code that emerged as an important aspect of the process of a
comprehensive mental health nursing assessment. This code was “tell me what the problem is”.
This code was created early in the analysis, following interview 2. It also prompted a memo in which
| considered “what does that mean for recovery?” This was important because it led to work
exploring the personal recovery movement in mental health and the requirements necessary to
practice in that way. In Table 7 the interview text was coded “tell me what the problem is”. As can
be seen in the table, the majority of nurses (13 of 18) indicated that part of the process of
undertaking comprehensive mental health nursing assessment is the identification of the

consumers’ problems in some way.

Table 7 Code: "'tell me what the problem is"

Interview Interview text

Edward | usually start with, ‘tell me what the problem is’, ... get them to elaborate and then to

go back and put that into some sort of context for that patient.

Jill you have to really pinpoint the problems, make a decision ...

Wayne you simply ask the person to outline in their own words what the problems are

Marco their mental health is the primary problem but accommodation might be a problem,

their social needs might be a problem

Lauren ...just a problem solving exercise where you actually....sit down with a person and help

them define what the problem is?

Nicole ...why they think they have got a problem and why do they need help.

James ...looked at activities of daily living, um, problem-solving approaches, practical issues

of how the illness is actually affecting their life

Allen ... umm recognizing the problems that are within my range to deal with, recognizing

the ones that are outside my range and umm dealing with the ones | can

Sue Then you would start asking them all the usual questions-‘What’s your problem?’

‘What’s going on?’ ‘How longs it been going on for?’

Kelly How did you get here? | want to know everything about why they are here now, who

brought them and who has got the problem
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Rosemary |look for problems, their affect, at how the patient responds to you when you’re

talking to them

David I’'m assessing that they are orientated to where they are and what has happened to

them and why it’s happened to them, what the problem is

Terri And is it a problem? Does it matter if he walks around telling everybody that he is

God? Is that a problem and did you intervene? Why didn’t you intervene?

This very early initial code became a theme “tell me what the problem is” with “reconcile
inconsistencies” identified as a sub-theme of the process of a comprehensive mental health nursing

assessment.

Results

This process of constant comparison continued until | had the smallest number of categories
that emerged from the data that described the content and the process of a comprehensive mental
health nursing assessment. The final themes (see Figure 6) that emerged from this process focused
specifically on the question, “what is the content and what is the process of a comprehensive mental
health nursing assessment in practice?” In terms of the content, the main themes were ‘hesitancy’,
‘variability’ and ‘no model’. The process involved engaging with the consumer, putting them at ease,
then getting the identification of the problem, in some ways reconciling inconsistencies in the

consumer narrative. These nurses identified that the process of assessment was ongoing.

Umm
I Cantent _l ‘Variable content arder

Mo model

What is a
comprehensive mental
health nursing
assessment in
Engage . practice
Tell me what the problem is ) —
Reconcile Inconsistsncies [— Process |'

Ongoing process

Figure 6. Final themes
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Conclusion

In many ways, the themes that emerged came from not only what respondents said but also
from what they didn’t say. Having a broad, open-ended question resulted in a rich data set. The
process of analysis involved understanding this data set in a way that exposed the content and
process of a comprehensive mental health nursing assessment. This understanding was developed
through the process of coding words, sentences and paragraphs as data. | constantly compared data
within and between respondents, across codes and categories, searching for themes to understand

the content and process of a comprehensive mental health nursing assessment.

Having undertaken this data analysis the focus of this thesis now turns to reporting the
results. This is undertaken across three articles, one looks at how the content of a comprehensive
mental health nursing assessment is described by the nurses who participated in the current study,
another focuses on the description of the process of a comprehensive mental health nursing
assessment and the third reports on finding that the nurses who participated in the current study,
did not identify a formal model that informed their undertaking of a comprehensive mental health

nursing assessment.
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Chapter 4 A comprehensive mental health nursing assessment:

variability of content in practice.

Chapter 4 begins the reporting of the results of the qualitative study. The chapter focuses on
the content of a comprehensive mental health nursing assessment, while Chapter 5 looks at the
process of that assessment. The content and the process of a comprehensive mental health nursing
assessment were split into two articles for a number of reasons. First, because of the limitation on
the number of words that can be used in journal articles, the amount of material to cover would not
fit into one article. Second, it was felt that there was enough material to do justice to the results by
separating them into two articles. Third, reporting them separately gave the content greater clarity.
The ‘content of a comprehensive mental health nursing assessment’ is explored in the following
article: A comprehensive mental health nursing assessment: variability of content in practice. Journal
of Psychiatric and Mental Health Nursing. Coombs, T., Crookes, P. & Curtis, J. 2013. vol 20, no (2): pp.
150-155.
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A comprehensive mental health nursing

assessment: variability of content in practice

Abstract
Background

Assessment is the foundation of mental health nursing practice, but little is known of how it is

undertaken.
Objectives

This paper explores how mental health nurses describe the content of a comprehensive mental

health nursing assessment.
Method

18 nurses who worked in inpatient and community settings either as clinicians or managers, ranging
from new graduates to nurses with greater than 20 years of experience, were interviewed and asked
to describe the content of a comprehensive mental health nursing assessment. Transcribed

interviews were analysed using a grounded theory methodology.
Results

The primary theme to emerge was one of variability. Most respondents hesitated and then
identified different content areas that needed to be assessed as part of a comprehensive mental

health nursing assessment.
Discussion

If the areas that are being assessed vary between nurses, then logically the types of interventions
being offered will also vary. These results have implications for the education of nurses, their clinical

practice, ongoing supervision, and research into contemporary mental health nursing practice.

Keywords: Content Comprehensive Mental Health Nursing Assessment
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Accessible summary

e little is known of how a comprehensive mental health nursing assessment is undertaken in
practice

e Nurses describe the content of a comprehensive mental health nursing assessment in
different ways

o Different content may lead to different interventions

e More work is required to ensure comprehensive mental health nursing assessments are

undertaken in practice.

Introduction

Assessment is central to mental health nursing practice and provides the foundation for
nursing interventions. In Australia the need for nurses to be able to undertake a comprehensive
assessment has been codified as an essential competency for a new practitioner in nursing
(Australian Nursing and Midwifery Council 2006). In mental health nursing the Australian College of
Mental Health Nurses standards of practice (Australian College of Mental Health Nurses Inc 2010)
indicate that the mental, physical, spiritual, emotional, social and cultural needs of the individual
should be the basis for the delivery of care and clearly should be included in a comprehensive
assessment. Regardless of the philosophy, model or school of thought that informs mental health
nursing practice or the setting within which a comprehensive mental health nursing assessment
takes place, that comprehensive assessment should contain similar themes and questions, it should

include a key set of content that is essential to the practice of mental health nursing.

The nursing literature contains a rich discourse on mental health indicating it can include the
assessment of aggression(Mackay et al. 2005), suicide (Duffy 1995, Temkin and Crotty 2004), risk of
violence (Murphy 2004) or general risk (Hawley et al. 2006), the assessment of carers (Carradice et
al. 2002) and detailed assessments on entry to mental health services (Wand and White 2007).
Although often described in textbooks or the grey literature, Coombs et al. (2011a) failed to find any
journal articles that described the content and process of a comprehensive mental health nursing

assessment.

The current paper describes some of the results of a qualitative study that aimed to
understand the content and process of a comprehensive mental health nursing assessment. This
paper focuses on the way nurses described the content of a comprehensive mental health nursing

assessment. This description provides an insight into contemporary practice and provides guidance
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for research and training activities which could usefully be aimed to support understanding and

improvements in this important area of mental health nursing practice.

Method

The study adopted a qualitative modified grounded theory approach because this approach
is a useful research method when little is known about a subject (Chiovitti and Piran 2003). The
approach is referred to as modified in that the process did not strictly adhere to methodological
approaches described by either Strauss and Corbin (1998) or Glaser (Cutcliffe 2005) but it did
adopted central features of grounded theory methodology as originally described (Glaser and
Strauss 1967). These include the coding and categorisation of data and the adoption of the constant
comparative methodology. Here the researcher is constantly asking what does this data mean in this
context? The challenge of describing the method of such a study is the non-linear manner in which
the process occurs. It is non-linear in that coding, supports data analysis which leads to additional
data collection, additional coding and more analysis and. It is often difficult to describe this process
without undertaking a discussion of the results (Bringer et al. 2004). In this way the study
methodology can be seen as an iterative process with data collection and analysis revealing
categories that are descriptions of key concepts that emerge from the process of data collection and
analysis. The advantage of this method is that it enables nurses to provide a description of their

actual practice from their perspective.

To avoid concerns that coding may be biased by this experience, hypotheses, codes and
categories were checked with study participants. This process is known as “member checking”
(Murdoch et al. 2010). Member checking involves sharing draft study findings with participants and
enquiring if their views or ideas have been accurately recorded; if there are errors of fact; and if the
account makes sense to them. Coding and identification of concepts was reviewed by all authors.
Preliminary analysis, codes and concepts were presented at a conference, where the nurses present
indicated that they recognised the plausibility of the results and the interpretation of the data. This
exposure of the hypotheses and codes should generate confidence in the rigor of the analysis

process (Rolfe 2006) and the suitability of this work for dissemination.

Participants

Interviews were conducted with 18 mental health nurses, ranging from new graduates (less
then 12 months’ experience) to experienced nurses (greater than 20 years’ experience), clinicians
and managers working in either inpatient or community settings. The majority of participants came

from New South Wales in Australia. These interviews were digitally recorded and then transcribed.
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Table 1 shows the gender, qualifications, years of experience, service setting and primary focus of

work undertaken by each participant.

Table 1 Participant demographics

Number %

Male 8 44.44
Gender

Female 10 55.56

Hospital Certificate 9 50.00
Qualifications Bachelors Degree 6 33.33

Masters or Higher 3 16.67

0-5 4 22.22

6-14 4 22.22
Years of Experience

15-24 7 38.89

25+ 3 16.67

Inpatient 8 44.44
Service Setting

Ambulatory 10 55.56

Clinical 11 61.11
Focus of work

Management 7 38.89

Data collection

Ethics approval for the study was granted by Wollongong University. Participants were
approached on a convenience basis and through their nurse managers, with an explanation of the
study and initial information. As the study was exploratory, each interview began with the same

guestion: “What is the content and process of a comprehensive mental health nursing assessment.”
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Data analysis

NVivo 7 software was used to support analysis with the initial coding and identification of
themes. This coding process resulted in the development of a large number of codes which were,
during the process of analysis, collapsed, disentangled, reorganised and reordered to better describe
the content of a comprehensive mental health nursing assessment. This process was supported with
the use of “mind maps” to support memo recording (Chen and Boore 2009) and organising large

number of codes to provide coherence (Heinrich 2001).

Results

One primary theme of ‘variability’ emerged from the interviews on the content of a comprehensive
mental health nursing assessment. In part this theme was based on two observations. First, the
hesitancy and difficulty that these nurses had in answering the question and second, the variability

in the way the nurses described the content of a comprehensive mental health nursing assessment.

Variability

“Um”... hesitancy

The first observation was that the majority of respondents hesitated prior to describing the
content of a comprehensive assessment. They, “Um’d” and “Arr'd”, repeated the question, moved
in their chair and were visibly uncomfortable with the question. It was not as if the nurses
participating were not prepared for the question. The ethics committee required informed consent.
The majority of participants had initial information on the project from their nurse manager.
Participants then had to read information on the scope of the study and the study question. This also
involved a detailed discussion with them as to why this information was being sought and what that
information was. This all took place prior to signing a consent to participate document. The
recording of the interview would commence and the following is an example of the hesitancy in

answering the question.

“I will just have to think about it because it will come to my mind.”

Kelly, Manager, 15—24 years experience

This hesitancy occurred in most interviews. It resulted in the question being repeated or
broken down so that participants were only being asked about the content of a comprehensive

mental health nursing assessment. Indeed, one participant was provided with an example of a
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domain that may form part of a comprehensive mental health nursing assessment, mental status
examination. To demonstrate this hesitancy, Table 2 identifies the proportion of respondents who
used “Um”; the proportion who required additional prompting by having the question repeated; and
the range, average and standard deviation of the length of the pause before receiving a response.
This was done after all interviews were completed and during the process of data analysis as a way

of using numbers to create meaning from the data and to identify patterns (Sandelowski 2001).

Table 2 Distinctive features of audio recordings of interviews

Number Proportion of respondents
Used “Um” 10 62.5%
Repeated the question 8 50%
Mean/Standard
Range in seconds
deviation
Pause before reply all
12.5t00.5 5.87/3.90

respondents

Analysis of the audio recordings revealed that half the respondents hesitated before
responding, repeated the question, or had the question repeated; one respondent took 12.5
seconds to respond to the question. There was one exception — one respondent did not repeat the
qguestion and had the shortest pause (0.5 seconds) before replying. This respondent identified a
comprehensive mental health assessment involved a biopsychosocial approach, a commonly
adopted model of assessment in mental health. In this context this hesitancy is an indication that
these nurses did not have a readily available model of the content of a comprehensive mental health
nursing assessment that they readily express. When a model was available the nurse was able to
articulate the content of an assessment as involving the biological, psychological and social aspects

of the service users presentation.

Variability in order of content

When respondents began to answer the question, the second observation was the
variability of the content described. The following three responses were typical of the variability in
the description of the content of a comprehensive mental health nursing assessment. The first
respondent describes an approach that looks at general wellbeing and then focuses on medication

adherence or previous incidents of aggression.
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“Oh well, you want to know about general wellbeing, have they been sleeping and eating, do they
have money, do we need to do social work referrals and do they need psychology referrals and stuff
like that even though it’s a bit later on. But you also want to know have they been taking their
medication, how well are we going to be able to get them to be compliant are we going to have an
aggressive incident with this person if we push it too much. Do we want to have two people with

them at all times because they are aggressive.”

Alison, Clinician, 0-5 years experience

In contrast the second respondent identifies mental state assessment (but doesn’t elaborate
what this entails) then focuses on drug and alcohol use, they do not mention aggression or

medication, they focus on drug and alcohol use and developmental history.

“Include a mental state, it would include their social situation, any drug and alcohol issues, any
physical issues like drug and alcohol including tobacco. | would include some social issues and

include family history and if possible look at developmental history, educational background.”

James, Clinician, 6—14 years experience

The third respondent starts with classic aspects of the mental status examination
appearance and behaviour, but then talks of risk, past behaviours, suicide and physical state; neither

mentioned by the previous two respondents. They don’t mention medication or drug use.

"It would take in their appearance, behaviour, orientation, and demeanour. It would include things
like risk assessment, past behaviours, vulnerability, suicide, aggressiveness, physical state and

domestic violence issues."
Jennifer, Manager, 25+ years experience
Again to demonstrate this variability in the content areas described, the content areas were
identified and the proportion of respondents who identified these content domains is provided in

Table 2. A review of Table 3, shows that a large number of domains were identified but all domains

were not identified by all respondents.
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Table 3 Content areas of mental health nursing assessment

Area of assessment Mention by | Number of
respondents (%) | respondents
n=18

Mental status 33.33 6

° Appearance (body language) 27.78 5

° Speech 11.11 2

] Behaviour 22.22 4

L Cognitive status 5.56 1

J Orientation 16.67 3

. Hallucination/delusions (psychotic phenomena) 38.89 7

° Symptoms (includes anxiety, mood) 38.89 7

] Distress 16.67 3

Interactions with others 5.56 1

Sleeping and eating 11.11 2

Behavioural triggers/ antecedents 11.11 2

Financial situation 16.67 3

Activities of daily living 5.56 1

Presenting problem 16.67 3

Accommodation 5.56 1

Social situation 33.33 6

Family relationships 16.67 3

Physical health 33.33 6

Risk 5.56 1

J Aggression 33.33 6

L Suicide 38.89 7

L Domestic violence 5.56 1

Drug and alcohol (including history) 16.67 3

Medication 16.67 3

History
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L Past behaviour 5.56 1
° Family history 22.22 4
° Developmental history 11.11 2
L Social history 5.56 1
] Previous treatment 27.78 5
° Education 5.56 1
Service user opinion 5.56 1

The most commonly mentioned areas of assessment were suicide and aggression risk
assessment, symptoms and hallucinations/delusions, general mental status, physical health, social
situation and previous treatment. Other categories were only mentioned by one or two
respondents, for example the opinions of the service user. There was no pattern to these categories
across participants, for example, suicide risk assessment was not only mentioned by nurses working
in the community, the nurse who identified accommodation as an area to be assessed did not

mention social situation, analysis failed to identify any systematic variability across respondents.

While the theme of variability came through most strongly, it should be noted that the
assessment of risk and aggression were the most often mentioned content areas of assessment. This
is consistent with the literature that identifies the focus of contemporary mental health care as the
assessment and management of risk (Buchanan-Barker and Barker 2005), increasingly resulting in
defensive practice that determines the type of questions being asked of service users (Mullen et al.
2008) . While risk assessment may be a feature of contemporary mental health practice, the lack of
consistency and the variability in the content of assessment, as described by these nurses, was the

most noteworthy result from this study.

Discussion

The most significant observation from this study is that there was no consistency in the
content of a comprehensive mental health nursing assessment as described by these nurses. One of
the hallmarks of a discipline is the systematic application of a body of knowledge. The respondents
in this study did not articulate a systematic body of knowledge in relation to the content of a
comprehensive mental health nursing assessment. Over 20 years ago, Coler and Vincent (1987)
identified variability in the way mental health nursing assessment was described in nursing
textbooks. Likewise Duffy (1995) found variability in the suicide assessment practice of nurses.

Similarly, Goossens et al. (2008), in a study of nursing care of people with bipolar disorder in the
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Netherlands, came to the conclusion that there was a general lack of systematic activity in the
assessment practice of community psychiatric nurses. This variability in assessment practice has
significant implications for mental health nursing. Variability in assessment will no doubt lead to
variation in the focus of care, the type of interventions offered by nurses and the way in which that
the success or failure of those interventions will be determined. This need for systematic
assessment is seen as a cardinal element of competency required by professional bodies (Australian
Nursing and Midwifery Council 2006) but there is clearly a tension between this requirement and the

way the practice of assessment is described by these nurses.

MacNeela et al. (2010), in a study of mental health nursing assessment using focus groups
and questions designed to identify nurses contributions to care, concluded that typically mental
health nursing assessment was informal, implicit and contextual. Mental health nursing assessment
was seen as an invisible activity. It was seen as being embedded in patient care rather than as a
discrete activity or intervention. Like much of nursing practice, the type of assessment that a mental
health nurse undertakes is influenced by the context within which it takes place, the unit in which
the nurses work, the workflows of the units and particular aspects of the service user’s presentation
(Tanner 2006). Perhaps a concept from anthropology may be useful here. Boyer (1986) uses the
term “empty category” to describe a notion that is complex, abstract, defies definition, and which is
at the core of a particular discourse. An 'empty' category does not describe something which is
devoid of meaning; rather it has many meanings, allowing for meaning to shift and change between
people and contexts without challenge. It also has limits and boundaries on its interpretations that
are situationally specific. Knowledge and practical understanding of the meaning of an empty
category is acquired over time, and through experience of its use in specific contexts. In this way a
comprehensive mental health nursing assessment can be seen as an empty category, a complex

activity, driven by a variety of external factors with a negotiated agreed meaning.

This study goes some way to emphasising the invisible nature of mental health nursing
assessment practice. If the profession is to be able to adequately train new members of the
profession, deal with its information management needs or be involved collaboratively with service
users, then a clear understanding of what the content of mental health nursing assessment is in

practice, compared to what it should be, is essential.

The assessment of risk of self-harm or aggression were identified as important content areas
of contemporary practice. However, with regards to contemporary practice, what was not said is
even more illuminating. The concept of recovery and the assessment of the service user’s strengths

are well documented and nurses are expected to practice with this in mind (Lakeman 2010,
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Australian College of Mental Health Nurses Inc 2010). Service users are being actively encouraged to
be active participants in care (Lammers and Happell 2003), that is, be involved in every aspect of
their care (Simpson 1999). While in other studies it has been found that nurses consider service user
strengths and work within a recovery orientated framework (Cowman et al. 2001, Gaskin et al.
2003), only one respondent in this study mentioned the need to gather information about the
service user’s opinion as part of the content of a comprehensive mental health nursing assessment.
The data was again reviewed to identify more recovery orientated language for respondents to
indicate that they asked, “what would you like?” of the service user, or “what are the positives?”
there was no evidence of this type of language, indeed 16 or the 18 respondents used talked of
“problems”. Hopton (1997) believed that the apparent lack of service user-centred assessment is
probably because nurses do not really practice in this way. The results of this study give some
support to the notion that nurses do not practice in a strengths-based or recovery-orientated

manner (Slade et al. 2008).

This current study has obvious limitations. The interviews were reports of nursing practice,
the use of a participant (nurse) observation approach may have produced different insights into
contemporary mental health nursing practice. Nurses may actually regularly carry out
comprehensive recovery orientated mental health nursing assessments but not say that they do. The
identified hesitancy and the need to pause at the start of the interview and recording process may
be a the result of the stress caused by the interview and recording process., thus impacting on the
ease with which respondents expressed their ideas. The need to prompt one participant may have
been the result of the stress of interview, and their responses potentially biased through prompting.
Given the implications for contemporary practice of these finding, the need for further research with

a larger sample is warranted.

However, these issues aside, the results raise some important challenges for mental health
nurses and those that prepare them for practice. The inability to discern any consistent systematic
content of a comprehensive mental health nursing assessment is clearly significant. As Barker (2004)
pointed out nurses “cannot offer valid and reliable forms of nursing care without valid and effective
assessment”. The results of this study identify the need for a better understanding of those factors
that govern the completion of a comprehensive mental health nursing assessment and how this type

of practice can be developed, supported and evaluated given the pressures of contemporary care.
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Commentary

In this commentary, three additional issues are acknowledged. First, finding variability in
mental health nursing assessment practice is nothing new. Second, the assessment practice of
mental health nurses may be influenced by external factors like attributes of the environment
(inpatient or community service provision) or attributes of the consumer (psychotic phenomena,
lack insight, are violence) and it is these factors that produce variability in the content of a
comprehensive mental health assessment. Third, variability in assessment content may be a
deliberate strategy on the part of nurses to better engage with the consumer and actually get the

type of information they want.

This paper focuses on how the nurses that participated in the current study described the
content of a comprehensive mental health nursing assessment. The primary finding was one of

variability: every nurse described the content in a different way.

This finding of variability is nothing new in mental health nursing, for example Happell, Scott,
Platania-Phung and Nankivell (2012) found differing views about the level of involvement of mental
health nurses in managing the consumer’s physical health, with some mental health nurses seeing it
as their role while others saw it as outside their scope of practice. Variation has also been found in
the documentation of practice with Chung, Chiang, Chou, Chu and Chang (2010) finding a lack of

inter-rater reliability in nursing documentation.

In Australia, Harris and Happell (1999) undertook in-depth interviews with six community
mental health nurses on the skills needed for assessment. They highlighted the difference between
assessments undertaken by inpatient and community mental health nurses and identified four major
areas necessary to support assessment, including interpersonal skills, a sound knowledge base, and
an ability to work with a number of theoretical frameworks and documentation skills. They
concluded that these skills are not being met by either hospital-based training or through tertiary

education.

Indeed, variability in assessment can have significant impacts on consumers. Molinari et al
(2012) in a pilot study comparing the impact on nursing home residents who did and did not have a
structured mental health assessment found that ensuring nurses undertook a brief structured
mental health assessment decreased the use of psychoactive substances to manage behaviours.
Without a structure, nurses may not always elicit import information. Duxbury, Wright, Hart,

Bradley, Roach and Harris (2010) in a study of behaviour during medication administration found
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that nurses asked as infrequently as 10% of the time if the consumer thought the medication they

were being administered was effective.

Reasons for this variation

Beck, Rawlings and Williams (1988) argue that the format of the assessment depends on a
number of factors, including the type of consumer being assessed (individual, family or community),
the scope of the assessment (limited or comprehensive) and the nurse’s level of autonomy (agency
or private practice). Hazelton (1999) identifies a variety of factors that may impact on the type of
assessments that are undertaken by nurses; these include organisational, political, legal and
economic factors. Clinical skills are also used differently in different settings; for example, routine

services compared with services delivered as part of a specific research project (Slade et al. 2003).

As discussed previously, during the interviews in the current study, discussion took place on
how nurses received their training in mental health assessment. Most of the nurses who participated
in this study spoke about “learning on the job”. While it is tempting to attribute variation in content
to variation in preparation, this was not consistent. Nurses who had apprenticeship-type hospital
training expressed just as much variability in the content of their assessments as those prepared at
university. The constant comparative method of analysis involved comparing the variability in

content across qualifications.

Alternatively, this variability may be a deliberate strategy on the part of mental health
nurses. Spiers and Woods (2010) found that nurses weighed the importance of gathering
assessment data systematically to complete bureaucratic needs: “to fill all the boxes”, with following
the client's needs or cues. Nurses in this study expressed that assessment was most effective when
the nurses turned the lead over to the client and used their own clinical experience to extract
information. The variability in content found in the current study may be an indication of the nurses
involved adopting this type of process as part of their assessment practice. However, if this were
true it would be reasonable to assume that there ultimately would be a core set of information that
mental health nurses would want to gather as part of their comprehensive mental health nursing
assessments. The next article in this thesis focuses on an exploration of the process of a

comprehensive mental health nursing assessment.
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Chapter 5. What is the process of a comprehensive mental health

nursing assessment? Results from a qualitative study.

Chapter 5 explores the way the nurses who participated in the current study described the
process of a comprehensive mental health nursing assessment: how they go about gathering
information from consumers. This is done in the article titled, What is the process of a
comprehensive mental health nursing assessment? Results from a qualitative study’. International

Nursing Review. Coombs, T., Curtis, J. & Crookes, P. 2012. vol 60 no (1): pp. 96-102.

77



What is the process of a comprehensive mental
health nursing assessment? Results from a

qgualitative Australian study

Abstract
Background

It is a truism that nursing care must be informed by assessment, otherwise how can one know what
care is required or that it has been successfully delivered? Yet, little is known about the process of
comprehensive mental health nursing assessment in practice. If the education of mental health
nurses is to be effective, it is essential that the key content of, and the processes involved in,

carrying out a mental health nursing assessment in practice are able to be articulated to learners.
Aim

To identify the processes of assessment that occur in mental health nursing practice, based on

interviews with mental health nurses working in clinical and management roles in clinical areas.

Method

Interviews were undertaken with eighteen nurses who worked in inpatient and community mental
health settings either as clinicians or managers. The nurses ranged from new graduates to those with

more than 20 years of experience.
Findings and Discussion

Clear processes were reported to be involved in undertaking a comprehensive mental health nursing
assessment in practice, with three main themes emerging during analysis. The first is the importance
of engaging the patient; the second is tell me what the problem is? with one subtheme reconcile

inconsistencies; and finally, the ongoing nature of the assessment process.
Conclusion

Common processes emerged when the nurses described their individual approaches to undertaking

comprehensive mental health assessment. The results have important implications for the
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educational preparation of mental health nurses, their ongoing supervision and further research into

contemporary mental health nursing practice.

Keywords: Nursing Assessment, Psychiatric Nursing

Background

In Australia, assessment is integral to mental health nursing practice. To be recognised as
competent to practice nursing in Australia, the Australian Nursing and Midwifery Council requires
that nurses should be able to conduct a “comprehensive and systematic nursing assessment”
(Australian Nursing and Midwifery Council 2006). Whilst there are no specific mental health nursing
competencies for accreditation as a practising nurse and there is no separate register for Mental
Health Nurses in Australia, the Australian College of Mental Health Nurses has articulated standards
of practice that require mental health nurses to consider the mental, physical, spiritual, emotional,
social and cultural needs of the individual in the delivery of care (Australian College of Mental Health

Nurses Inc 2010 p, 273).

Latimer (1998), looking at the assessment practices of aged care nurses, identified two
broad conceptualisations of nursing assessment. In the first, a positivist epistemology is adopted.
Assessment can be seen as a cognitive activity undertaken at discrete moments throughout the
different stages of nursing practice and involves problem identification and decision-making. The
nurse is the skilled and educated observer and the patient’s illness, which is a fact to be detected. In
the second, a constructivist stance is taken; where assessment can be seen as a situated and
interpretative activity, the interactions between the nurse, the patient and other actors resulting in
the creation of meaning. These different views have significant implications for understanding the
process of a mental health nursing assessment. In the former, reality is objective and observable, the
nurse is value free; while in the latter, reality is socially constructed, and the identification of a
patient’s illness is both the product of the nurse’s interpretation of that reality and of socially
produced knowledge (Bergin et al. 2008, Littlejohn 2003). Understanding these differences has
important implications in understanding reflective practice, ie. Is it reflection on the technical
rationality of a positivist epistemology of practice, or reflection on the contextual and negotiated

constructivist stance? (Kinsella 2010)

Therefore, while competency standards for nurses stipulate the need for the ability to carry
out a comprehensive and systematic mental health assessment, at present it is unclear as to what

this may involve in practice. To best educate and support mental health nurses to carry out best

79



practice in mental health nursing assessment, it is essential that the content and processes involved

in a mental health nursing assessment in practice be able to be clearly articulated to neophytes.

This paper is the third that reports on the results of a larger study aimed at better
understanding the content and process of comprehensive mental health nursing assessment in
practice. The first paper, was a review of the literature which identified a variety of different types
of assessments (in terms of focus) in mental health nursing (Coombs et al. 2011a). These included
risk assessment (Godin 2004), assessment of aggression (Mackay et al. 2005), assessment of need
+/- physical assessment (Fowler et al. 2005), mental state assessment (O'Brien et al. 1999),
assessment of different symptoms such as depression(Fisher and Shumaker 2004) and outcomes
assessment (Cranley and Doran 2004). However, the search undertaken for that review yielded no
articles that had researched the content or process of a comprehensive mental health nursing
assessment in practice. A second paper (Coombs et al. 2012) focused on the content of a
comprehensive mental health nursing assessment and found that there was significant variability in
the areas that mental health nurses reported that they assessed as part of a comprehensive mental

health nursing assessment.
Aim

The aim of this paper is to describe the attributes of the process of a comprehensive mental

health nursing assessment as it is described by mental health nurses.

Method

Eighteen interviews were conducted with mental health nurses who ranged in experience
from new graduate nurses working clinically in inpatient units to nurses with over 20 years of
experience, working in management; in either inpatient or community mental health settings.
Supporting information Table S1' provides biographical data describing the nurses who participated
in the study. Most worked in clinical practice and were female but there was an even distribution of
hospital certificate prepared and bachelor or higher degree prepared nurses with equal numbers

working in inpatient and ambulatory services.

Participants were approached not in an effort to produce a representative sample but to
provide analytically useful information (Higginbottom 2004). Sampling was purposive in that nurses
who undertook or had undertaken mental health nursing assessments and who were currently

working in clinical practice or managing mental health services were approached. Two main

! Additional Supporting Information may be found in the online version of this article
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approaches were adopted in seeking participants. Initially the first author approached colleagues
who were undertaking assessments as part of practice, these participants then suggested other
potential participants and a snowballing technique was adopted (Streeton et al. 2004), this process
resulted in the identification of nurse unit managers of community mental health teams and
inpatient units who provided access to nurses working in these teams by talking about the study and
identifying nurses willing to participate. This process resulted in partici