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ABSTRACT

Nurses consider that their training, knowledge skitls in evidence-based talking therapy
models are essential for competent mental healtsing practice. Using a qualitative
descriptive research design this study exploredseasirknowledge and views on their
talking therapy training and skills in practice. eTstudy examined the use of talking
therapies, or specialised interpersonal processaisodied within the Te Ao Maramatanga:
New Zealand College of Mental Health Nurses In®O@®tandards of Practice for Mental
Health Nurses in New Zealand survey questionnaire was sent to 227 registaredes
from a District Health Board (DHB) Mental Healthr8ee and a sample of eight nurses
participated in a semi-structured interview. Conbtamalysis based on the headings
“knowledge views, skill acquisition and skill trdas’ established the major themes from
the data collection processes. The findings of $husly confirmed that nurses believe their
knowledge and skills in evidence-based talkingapis to be vitally important in mental
health nursing practice. Nurses identified thatitg) therapy training courses needed to be
clinically relevant and that some learning stragegivere advantageous. The identification
of some knowledge gaps for, nurses with limitedt gpaduate experience, and for nurses
who currently work in inpatient areas suggests thdaher consideration must be given to
ensure that a cohesive, sustainable approach isreghdor progression of workforce
development projects relevant to training in tadkiherapies for mental health nurses in
New Zealand.
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CHAPTER ONE: INTRODUCTION

Talking therapy skills are essential in mental treaursing practice. Such skills are as
important to mental health nursing as the monitprai vital signs are to medical and
surgical nursing. The ability to create a therapeuterpersonal relationship with people
who have mental iliness relies on the effective o¢alking therapy skills to facilitate
assessment, treatment and recovery in a collaberatanner. This study explores nurses’
knowledge and views on ‘Talking Therapies’ in dalli practice. Talking therapies include
a wide range of psychological treatment models fthapractice “..involve talking,
guestioning and listening in order to understanducate and assist with people’s
problems” (Peters, 2007a, p. 8). Talking therapiesy be used in an inpatient or
community treatment setting as part of crisis wegation or within a therapeutic treatment
programme to resolve or improve the management exitah health difficulties (Peters,
2007a). The term ‘talking therapies’ was devisedségvice users and their families in the
United Kingdom for inclusion in national strateglocuments as the preferred term for
describing psychological interventions. Permissi@s sought by Peters (2007a) to ascribe

the term talking therapies to documents publishedaw Zealand.

Garland (1994) promotes nursing as a collaboramndeavour, working with people
to address their mental health needs in a hols@nner. She defines holistic nursing
practice as understanding the impact on health hef ‘physical, biological, social,
interpersonal, intrapersonal, environmental anducail ...” (Garland, 1994, p. 134) needs
of individuals. Garland also adds, that nursingludes being “...an advocate and an
educator promoting autonomy and self-help wheresiptes’ (p. 134). The collaborative,
interpersonal processes that involve talking, histg, questioning and working holistically
in partnership with people are expectations for taddmealth nursing practice.

Mental Health Nursing: Valuing the New Zealand Conéext

The objectives for mental health nursing in New |Zed are outlined in the Te Ao
Maramatanga: New Zealand College of Mental HealtlrsHs Inc (2004 5tandards of
Practice for Mental Health Nurses in New Zealafithe standards require mental health
nurses to form dynamic, interactive relationshipspartnership with people to progress

assessment, treatment and recovery.



Mental health nursing is a specialised expressibmusing which focuses on
meeting the health needs of the consumer, in patiipewith family/whanau and
the community in any setting. It is a specialiseiipersonal process embodying a
concept of caring which has a therapeutic impacthenconsumer, the family or
whanau and their cultural context, by:

e Supporting consumers to optimise their health statithin the reality of
their life situation

* Encouraging consumers to take an active role irsoers about their care
* Involving whanau and communities in the care ampstt of consumers

The mental health nurse recognizes the need faxibiley, adaptability,
responsiveness, and sensitivity as they shape prastice to the dynamically
changing needs of the consumer, family/whanau dred dcommunity (Te Ao
Maramatanga: New Zealand College of Mental HealisKs Inc, 2004, pp. 1-2).

The above definition provides a framework for comperary mental health nursing
practice in New Zealand that is underpinned bywvamé theoretical perspectives, for
example, interpersonal relations theory. Interpessoelations theory is a “...theory-based
nursing model...” (Howk et al., 1998, p. 336) devissdH.E. Peplau during the 1950’s.
Discourse pertaining to interpersonal relationtiiehas been evident in New Zealand
nursing literature from the mid 20century (O' Brien, 2001). Peplau conceptualised he
theory of interpersonal relations for nursing fraxisting theoretical knowledge within
behavioral science and psychological models (Howakt.e1998). The constructs within the
interpersonal relations model devised by Peplauiraterent to psychodynamic nursing
(Howk et al., 1998; Peplau, 1992) and particuladievant to mental health nursing. The
interrelated constructs formulated within interpaa  relations theory assist in
understanding the dynamics within the nurse-patietationship (Peplau, 1992). The
premise that “...what goes on between people canobieed, studied, understood and if
detrimental changed” (Peplau, 1992, p. 14) undsrpmterpersonal relations theory.
Practical application of interpersonal relationsedty in nursing includes; using

interpersonal techniques such as talking and cuesg to assist with understanding,



identification of the patterns and variations oblgems, provision of education and
suggested strategies to facilitate behaviour charfigee theoretical constructs within
interpersonal relations theory, the bio-psychoddealth assessment and interventions that
are integral to holistic nursing practice are figaiéd by the use of talking therapies and are
therefore inherent within competencies for mengaltin nursing standards of practice. For

example:

Standard Il, The Mental Health nurse establishetheeships as the basis for a

therapeutic relationship with consumers...
The mental health nurse is familiar with:

l. The theoretical assumptions and principles and ges®s associated with
effective interpersonal communication, therapeutielationships and

partnerships in nursing...
V. Patterns of interpersonal behaviour...

Standard Ill, The mental health nurse provides ingrscare that reflects
contemporary nursing practice and is consistertt wié therapeutic plan.(Te Ao

Maramatanga: New Zealand College of Mental HealisKs Inc, 2004, p. 8).

The specialised knowledge and skills required tactice in accord with the
standards cannot be underestimated nor assumedingré required. The essence of the
Te Ao Maramatanga: New Zealand College of MentahltheNurses (NZCMHN) Inc
(2004) Standards of Practices reflected in a statement made by a nurse watihihg and

experience in talking therapies who was interviewetthe course of this study.

. it [Post Graduate Child Psychotherapy Trainingjde perfect sense of the
nursing practice. It actually put things into [cext], it just made sense. | remember
once, doing my training, it was about 1978 andd twago for this assessment. You
know, you had to do your assessments and the cinarge was very cross at me,
said to me, you've got to do more than just talkh® patients. Honestly, yeah, that
got a remark on my assessment [summative assegssmnething about [being]

an armchair psychiatric nurse. Spends too much tatkéeng to them, which is a bit



sad, a bit sad really, wasn't it? | should havenbdeing the laundry or cleaning
lockers.... It's all about talking but it's all about listerg as well, isn’t it?... and
thinking about it...I think it should be called thing therapies rather than talking
because you have to do a lot of thinking before gotwally put your mouth into

gear.

For this nurse, postgraduate training in Child Rsyleerapy validated skills central to her
nursing practice. Equally, talking therapy trainiagsured her of the knowledge and skills
to nurse in accord with standards of practices hard to imagine that “doing the laundry or
cleaning lockers” would have represented holisticsimg practice. Within competencies
and standards of practice (eg: Nursing Council cdwNZealand, 2007; Te Ao

Maramatanga: New Zealand College of Mental HealthrsKs Inc, 2004) that underpin

mental health nursing there is the opportunity goactical, psychopharmacological and
psychotherapeutic interventions to support recavéng essence of mental health nursing
is managing the balance between practical assistgrsychopharmacological relief and
psychotherapeutic interventions within a holistiodal of nursing care. Psychotherapeutic

interventions includes the use of talking therapies

Nurses in current practice may not been able tessctraining in talking therapies
in either undergraduate or postgraduate trainirigg [Ack of access to training in talking
therapies was identified in 2006 in a comprehensexgew of strategic directions for
mental health nursing in New Zealand (Ministry addith, 2006a). The review included a
recommendation that “the Nursing Council of New IAad in conjunction with mental
health nursing professional bodies should reviedengraduate mental health education for
its relevance to the mental health sector” (Migistr Health, 20064, p. xi). The review also
identified that mental health workers, includingsas needed training in “specialist skills
and cognitive behavioural therapy” (Ministry of HiBa 2006a, p. 25). Cognitive
Behavioural Therapy (CBT) is one of a range ofitejktherapies. The recommendations
from the 2006 review essentially state that ®kandards of Practicdrom Te Ao
Maramatanga: (NZCMHN) Inc (2004) have not been eangnted consistently across the
mental health nursing workforce.



Mental health nursing practice is not reliant orsto equipment but rather on
knowledge, therapeutic skills and attitudes thdividual nurses need to actively learn and
develop to ensure safe and competent nursing peadthe complex multilayered nature of
mental health nursing in a changing health caré&renment in New Zealand is challenging
and exciting. There is no room for complacency. @B (1999) identifies a paucity of
research into the fundamental knowledge that umaenmental health nursing practice in
New Zealand. The paucity of research in New Zealaoldides a lack of research into the
use of talking therapies in mental health nursirggtice. In this study, | have endeavored
to contribute to the knowledge base on the usalking therapy skills in mental health
nursing in a District Health Board (DHB). From migetature search there was no
comparable study carried out in the DHB or any pthental health nursing setting in New
Zealand. Given my assertion that talking therapyissikare an essential component of
mental health nursing practice and the paucityeséarch in this area, in this study | have
focused on nurses’ knowledge and views in talkiregdpies in clinical practice. This study
therefore adds important research knowledge to ahdmalth nursing practice in New

Zealand.

Talking therapies in this study refers to evidebased psychological therapies used
by nurses, including Cognitive Behavioural Theraf§yBT), Dialectical Behavioural
Therapy (DBT), Motivational Interviewing (MI) Traastional Analysis (TA), Family
Therapy, Psychodrama and Psychosocial Interventibims above cognitive, behavioural
and psychological therapies are all theory andengd-based therapies that require specific
steps and processes for their effective use inneat. To provide context to this study, the
above therapies are fully described in Chapter Two.

Background

Global and national perspectives for talking theiesgpin clinical practice for nurses

Internationally, training in talking therapies hasen progressed in the United Kingdom,
United States of America, Ireland and Australigdhwesearch publications from the United
Kingdom providing a well recognised resource fairtng and development programmes.
More than two decades of nurses being trained havweral psychotherapy (Gournay,

Denford, Parr, & Newell, 2000), extensive trainirigr all health professionals in



Psychosocial Interventions, including nurses, sid®89 (Brooker & Brabban, 2004;
Brooker, Saul, Robinson, King, & Dudley, 2003) amdre than fifteen years of Family
Therapy training (eg: Bailey, Burbach, & Lea, 20638dden, 1997) provides an indication
of the commitment made to training and developmertalking therapies in the United
Kingdom. Additionally, best practice competenciesindergraduate training in the United
Kingdom include the requirement to have knowledfj@ cange of talking therapy skills.
For example; evidence based interpersonal skilBT @nd Psychosocial Interventions
(Department of Health UK, 2006). Furthermore, Ctgai Behavioural Therapy (CBT)
training initiatives in Ireland and CBT and Familferapy training initiatives in Australia
are reported in research literature, adding toirtiportant body of international literature.
Although few studies have been conducted in Newabe Crowe and Luty (2005) and
Brassington and Krawitz (2006) contribute to theowledge base for nursing in New
Zealand with their research on Interpersonal TherdpT) and Dialectical Behaviour
Therapy (DBT) respectively. The experience froneiinational research confirms the value
of talking therapy training for nurses and providetevant information to support the
development of training in New Zealand.

A recent document prepared by Peters (2007a) foPdie“We Need To Talk”
Talking Therapies — a snapshot of issues and #@iesvacross mental health and addiction
services in New Zealan@ew Zealand’s National Centre of Mental Health &&sh and
Workforce Development) highlights that service sséamilies and clinicians identified a
gap in the access to evidenced based therapieslingltalking therapies. A gap was also
identified in documents pertaining to national t&gec directions for service delivery, for
example: (Mental Health Commission, 2007; MinistfyHealth, 2005a, 2005b, 2006b).
Peters’ (2007a) documenWe Need To Talkidentifies training in talking therapies as a
priority for New Zealand Workforce Development. tiaiives recommended in the
document will be linked to core competencies anitlssincluded in national workforce
development projects, in particular thet's Get Real: Real skills for people working in
mental health and addiction®inistry of Health, 2007). A second publication Bgters’
(2007b)We Now Need To Listen: A summary of the key idsumsfeedback on “We Need
To Talk” states that there has not been a national franketwgorovide a coordinated and
cohesive approach to training in talking theragrsmental health professionals in New

Zealand.



During the course of this study | attendedfanute Nursing Workshoip Auckland
that included a paper entitléithe obstacle is the path: Embracing both the oppoties
and challenge when using CBT interventions in acopatient mental health nursing
(Garland, 2008). The workshop was followed bia@aum for Future Practice Initiatives
(2008) facilitated by Anne Garland (Distinguishetbitor, University of Auckland), Anna
Schofield (Nursing Leadership Manager, Te Pou) Heten Hamer (The University of
Auckland Faculty of Medical Sciences School of Nug$ The forum was established to
facilitate professional discourse about the develmt of talking therapies in New
Zealand. Attendees to the forum collaborativelyppred a report to contribute to the next
talking therapies document authored by Janet Refdérs document will inform future
workforce development initiatives pertaining to tpeogression of training in talking
therapies for all health professionals, includingses. My patrticipation in the workshop
and forum has served to endorse the value of skilialking therapies for my own nursing
practice and sustained my enthusiasm for this stAdthough the utilisation of talking
therapies is not limited to nurses, nurses accfoarra significant proportion of the mental
health workforce (Peters, 2007a) which also medrd¢ mental health nurses are an
important resource. Therefore, it becomes importanestablish what it is that nurses

already know about talking therapies and to idgmidtential knowledge gaps.

Personal Nursing Practice Relevant to My ResearchrBject

| registered as a psychopaedic nurse in 1977 arthddirst year following my registration
worked as a district nurse supporting families wiita care of a relative with an intellectual
disability. A move to live in Hanmer Springs in BMieralded a new direction for me with
a different focus in nursing that would continueiriiuence and support the development

of skills that have become integral to my nursingcfice in mental health.

My first introduction to formal training in addicims counseling, Transactional
Analysis (TA) and Psychodrama, occurred in thess#ébive years of my nursing career
and | subsequently spent a number of years working variety of drug and alcohol
treatment facilities in New Zealand and overseasluding working as a counselor in a
therapeutic community in The Hague, Holland. Thegportunities and a period of time
teacher aiding whilst considering a career chang®itmary education have allowed me to

reflect on and value therapeutic and teachingsskilat have since been incorporated into



my nursing practice. | updated my basic nursinoniing and registered as a comprehensive
nurse in 2000. | have maintained an ongoing comentrto academic work, expanding my
interest in education to tutoring nursing studefiipwed by a two year position as an
educator for all clinical staff of the mental héaftervice. In my current role as a Clinical
Nurse Specialist in an acute inpatient unit, talktherapy training and skills inform my
own practice and informs the provision of clinisabervision for staff and leadership roles
within the unit and wider mental health service.

Clinically 1 have spent several years working clpseith people who struggle with
an eating disorder. As the District Liaison Cooedor between the District Health Board
(DHB) and Regional Specialist Eating Disorders #erM am required to manage and
triage referrals from Primary and Secondary He&#rvices, coordinate telemedicine
clinical case review and provide supervision foaffsin complex case management
including their review of treatment and recoveryard. Continuing professional
development, including introductory training in @dtgve Behaviour Therapy, is invaluable

in my ongoing coordination role and for working lvttonsumers.

Treatment guidelines for an eating disorder refecdgnitive behavioural therapy,
interpersonal psychotherapy individual or groupgbeyherapy and family therapy as being
important evidence based psychological treatmeatsah eating disorder. (American
Psychiatric Association, 2000; Royal Australian &wlv Zealand College of Psychiatrists
Clinical Practice Guidelines Team for Anorexia Nzs&, 2004). However using talking
therapies as part of treatment and recovery islimited to eating disorders but an

important tool effective for a range of mental déses.

Research Justification

This study contributes to the fundamental knowlethge underpins mental health nursing
practice in New Zealand by exploring nurses’ knalgke and views of talking therapies.
My justification for this study was based on thédeing:

* The historical theoretical underpinnings that infoprofessional standards for
mental nursing practice infer that nurses havedsskil talking therapies. Mental
health nursing “is a specialised expression ofingfs(Te Ao Maramatanga: New
Zealand College of Mental Health Nurses Inc, 2q04) practice. Talking therapy



skills are specialised skills and access to talkitgrapy training at an
undergraduate and postgraduate levels is limited.

* Recent workforce development initiatives that psgto progress talking therapy
training for all health professionals, includingses.

* Influences drawn from my own clinical experience36fyears during which | have
always valued therapeutic talking therapy skillee¥ are integral to my nursing
practice.

Overview of Chapters

In this study, the key terms, knowledge views,|sdglquisition and skill transfer provide a
framework to explore nurses’ knowledge of talkirterapies. The key terms confer
consistency to the identification of existing knedtje, searching for new knowledge and

how that might have been acquired through traiaimd) professional development.

Chapter Two and Chapter Three establish the retevast existing research
knowledge that is essential background to thisystGthapter Two discusses the theoretical
underpinnings and the practical application of ttmgnitive, behavioural and other
psychological talking therapies. Chapter Three awsi evidence related to nurses’

knowledge of talking therapies or training.

Chapter Four describes a quantitative survey cuesdire that sought information
pertaining to nurses’ knowledge of talking therapamd an outline of the data collection
processes in the use of semi-structured intervi@usilitative content analysis is presented

as the most applicable method for analysis of @ita derived from the interview process.

Chapter Five presents the findings of the studye Thapter commences with
presentation of the results from the quantitativevey questionnaire used to elicit
demographic information, details of training andoktedge of talking therapies. The
survey results are presented with qualifying stat@sito provide context and clarity. The
results from the qualitative component of this gtutthat involved semi-structured
interviews with a sample of nurses are presenteitiensecond part of chapter five. The
three key terms, knowledge views, skill acquisiteomd skill transfer formed an analytic
framework for the identification of the themes drafvom participants’ transcripts. The

results are illustrated by the inclusion of excefppm the interview transcripts.
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Chapter Six presents a discussion of the finding® this study in conjunction with
the research reviewed in Chapters Two and Three ddncluding chapter provides

recommendations as outcomes from this study arshesiisuggestions for further research.

Chapter Summary

Garland (1994) suggests that research is requiregfglore the distinction between “what a
nurse is and what a nurse does” (p. 186glieve that what a nurse is, or is expectedeto b
is determined through nursing standards of prac8&éls and training in the use of talking
therapies in mental health nursing practice praviaie important insight into what a nurse
does This study identifies what nurses’ consider torhpartant about their knowledge and
use of talking therapies in practice. Nurses whab th@ining in talking therapies considered
their skills to be vital to their nursing practiddowever, nurses who did not have training
identified a knowledge gap that they wanted adéeksédentification of what nurses’
consider to be important provides valuable inforaratfor nurses and future workforce
development initiatives. Provision for trainingaakocal level is imperative but | have every
reason to believe that this is applicable acrossctiuntry. Nurses’ knowledge views, skill
acquisition and skill transfer pertaining to talkitherapies and what might help or hinder
the integration of their skills into clinical pram#, adds perspective to what a nurse is and

does in mental health nursing in New Zealand.
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CHAPTER TWO: TALKING THERAPIES EXPLAINED

Introduction

The term ‘talking therapies’ is an inclusive tefmattrefers to an array of psychotherapeutic
treatment approaches used by mental health clhsciacluding nurses. Talking therapies
are based on theoretical models and are usedatmeat within a planned and structured
therapeutic framework. This chapter provides amage of the theoretical underpinnings,

key concepts and practical application of the thiesarelevant to this study.

The first section of this chapter provides a boe¢rview of the major theorists who
provided the foundation for development of the tlesothat underpin talking therapies.
This was to enable me to understand the histotizabretical background to talking
therapies and to inform the process of groupingtdhiieng therapies relevant to this study
into three broad categories. The categories arenahistic-experiential-existential
therapies, cognitive behavioural-action orientesfdpies and systems therapies. Child and
family psychotherapy, an eclectic therapeutic apgnofor children and adolescents is also
described. Nurses’ training in talking therapiesl dme use of talking therapies in mental

health nursing practice is reviewed in Chapter &hre

Historical Overview

Sigmund Freud (1856-1939) and Alfred Adler (187@-2Pwere two prominent theorists

who contributed to the development of analytic apphes to therapy (Batemean, Brown,
& Pedder, 2000; Corey, 2005; Gillland & James, 89%sychoanalysis, and the work of
Sigmund Freud has historical significance becatme grinciples and techniques that
inform contemporary psychotherapies were developather as extensions of

psychoanalysis, variations on psychoanalysis, veldped to contrast with psychoanalysis
(Bateman et al., 2000; Corey, 2005; Gillland & &mn1998). Freud'’s historical theoretical
positioning and scientific work focused on interoahflicts, described as “ ...intrapsychic

conflicts pertaining to gratification of needs” (@g, 2005, p. 75). Contemporary

psychoanalytic therapy is focused towards exposiiegunconscious, understanding how
current behaviour is a repetition of behaviour dédérom early phases of development and
how this behaviour effects current relationshipsréy, 2005; Gillland & James, 1998).
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Adlerian therapy, founded by Alfred Adler, devetdpas an alternative to Freudian
theoretical perspectives. It relates an individsiaiiental health to wider social perspectives
of health (Gilliland & James, 1998). Adler's wortclused on the continuing influence of
the past on the present for individuals. Howeverantrast to Freud’s beliefs about intra-
psychic conflict and sexual urges, Adler arguedt tha@aople are motivated by social
relatedness; that “...behaviour is purposeful and-dwacted; and consciousness more
than unconsciousness is the focus of therapy” (¢ @@05, p. 95). Adler’s theories include
normalising inferiority to be the driving force fehange and that “...what we were born
with is not as important as what we choose to di the abilities and limitations we
possess” (Corey, 2005, p. 95). Contemporary Adietti@rapies promote a holistic, social,
goal-oriented, systemic, and humanistic approadrdy; 2005; Gillland & James, 1998).
Most current forms of therapy, particularly in ma@nhealth are underpinned by key
concepts from Adlerian therapy. For example, irdliial counselling, family therapy and
parent-child counselling, group counselling andebiounselling interventions (Corey,
2005). Humanistic—existential-experiential therapaescribes a group of therapies with
diverse theoretical and treatment perspectivesdhalved parallel to psychoanalysis and
behavioural therapies during the early twentietimtwey (Blyth, 1999; Corey, 2005;
Gillland & James, 1998). The theoretical perspedithat inform cognitive behavioural
oriented therapies have been developed from, aromtrast to, the original theoretical

perspectives of psychoanalysis.

This historical overview is not intended as an apith theoretical discussion or
debate about the merits of each theory. Instedthve attempted to establish that the
principles that evolved from Freudian psychoanalyir contrasting theoretical
perspectives underpin contemporary approaches yochptherapy. | found that most
literature categorised psychotherapies predomipaattording to their theoretical founder,
key characteristics and clinical interventions (&g@teman et al.,, 2000; Corey, 2005;
Gillland & James, 1998) however the overarchingdiegs differed according to the
perspective of the author [s]. | found it diffictdt establish an exacting consensus position
so | elected to follow a format that remained imtext with my study and that reinforced
practical links from theory to clinical practicehds the following section reflects the

categories to continue my investigation of theitajktherapies relevant to this study. They
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are; humanistic—existential-experiential therapiesgnitive behavioural-action oriented
therapies, systems therapies and child and fansil)chptherapy with the understanding

that they share certain theoretical principles ematacteristics.
Humanistic-Existential-Experiential-Therapies

Gestalt Therapy

Gestalt therapy is an existential-phenomenologioaldel of psychotherapy developed
during the 1940s by Fredrick and Laura Perls (BI§#09; Corey, 2005). Phenomenology
encompasses an individual’'s subjective perceptioreality and existential encompasses
the process of change. ‘Gestalt’ is a German wdrtlwmeans whole. The Gestalt theory
of personality means an integrated view of whole,irfdividuals cannot be reduced to
discrete psychological parts and still maintain éssence of a whole person” (Gilliland &
James, 1998, p. 138). Two of the four key conctms inform the theory of Gestalt are
Holism and Field Theory. Holism means the intetieteship between psychological,

physical and environmental dimensions of humantfanmg. Field theory attends to the

interrelationship between the person and theirm@ieand external environment (Corey,
2005; Gilliland & James, 1998).

Gestalt therapy is an action oriented therapy mtrest to therapies that are focused
on talking about the problem. Traditionally, Gesthkrapy is practiced in groups where
one individual works with the therapist whilst tbther group members observe and then
provide feedback about their experiences duringgtioeip process. This is a form of self-
therapy (Blyth, 1999). The goal of therapy is fe@ople to become aware of what they are
experiencing in the here-and-now, take responsibilor the associated behaviours,
thoughts and feelings, and then experimentallyatatchange (Blyth, 1999; Gilliland &
James, 1998). In contrast to psychoanalytic thenapich considers the influence of
unresolved inner conflicts from early childhood,stdt therapy responds to the importance
of experiences in the present (Blyth, 1999; Cor2905). Past issues, or unfinished
business, that manifest as unexpressed feelindgs asianger, guilt or anxiety and inhibit
fullness in life are resolved by recreation of theeriences in the present (Blyth, 1999;

Corey, 2005). Gestalt therapy pays particular &tiento non verbal cues and body



14

language as a valuable means to inform therapythi{BRo99; Gilliland & James, 1998).

The client-therapist relationship is central to tierapeutic approach.

The advantages of Gestalt therapy include the exg@l nature of the therapeutic
approach to treatment. This is in contrast to dbgntherapies that focus on talking about
the problem and the use of cognitive processeshémge behaviours. Gestalt therapy
provides the opportunity for an individual to cligaly engage with their own potential to
facilitate change (Gilliland & James, 1998). Théstprequire extensive training to embed
the level of skill and understanding of group dyi@mrequired for the effective use of

Gestalt therapy in treatment.

Corey (2005) and Gillland and James (1998) prowadeextensive overview of
Gestalt therapy and website addresses for furtifermnation. However, | was unable to
find empirical literature relevant to Gestalt thran New Zealand. | identified that Gestalt
Australia and New Zealand (GANZ): Association ofs@dt Therapy and Practitioners, was
established in 1997 (Levien, 1997) as a collabegatienture between Australia and New
Zealand. The Gestalt Institute of New Zealand (GIN&Za part of GANZ and provides

Gestalt therapy training for health professionalslew Zealand.

Psychodrama

Psychodrama is an experiential form of therapy,ettged during the mid 1930s by J,
Moreno (1889-1974). A therapeutic approach usingclpedrama is focused on what
people are experiencing in the moment, a here-amd-approach in contrast to an
analytical approach that focuses on psychopathqlBth, 1999). Psychodrama is mostly
used in group work and integrates imagination oactverbal expression and self-reflection
through the use of dance, music, poetry and agkjpbore people’s problems and concerns
(Blatner, 1997). The group therapy process in psgdima traditionally involves a brief
warm-up exercise, selection of a “protagonist”, wigng an action method explores a
problem, followed by group feedback and closuree $bope of psychodrama therapy may
also incorporate related psychodynamic techniquest tpractitioners term “action
methods”, “experiential techniques”, “warm-ups’of& playing or “structured experiences”
(Blatner, 1997, p. 24). Psychodrama techniquestammed a praxis as they are not

associated with a single theoretical orientatiolatiger asserts that most therapists utilise
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psychodrama concurrently with therapies such asitieg behavioural therapy, family

therapy, transactional analysis, Gestalt therajplycdhers.

Therapy that uses psychodramatic techniques prevate individual with the
opportunity to reflect, practice alternative respemto a perceived problem and formulate a
more holistic or considered response to a situafidrs therapeutic process is in effect a
“psychotherapeutic transformative process” (Blatnéd997, p. 23). Importantly,
psychodrama provides for the use of more than glesitechnique and incorporates a
philosophy of treatment using creativity and psyobg. Elements of self expression,
cathartic expression, playfulness, cognition, pteisexperience as well as imagery and

cognitive insight provide useful tools for a thezafic treatment approach.

My clinical experience associated with the usesfcpodrama stems from working
in residential drug and alcohol treatment faciitie New Zealand and the Netherlands
during the 1980-1990s. Somov (2008) reviews theofigsychodrama for substance abuse
relapse training in the United States and Avarah@@03) advocates for psychodrama
integrated with other therapies, for example RatioBmotive Behavioural Therapy
(REBT). Although psychodrama is an effective treatifor substance abuse Somov states
that the model is under-utilised. Hug (1997) argioesa more eclectic approach to the use
of psychodrama, including the integration of psydrama with other therapeutic models in
treatment for people with chronic mental illnesssyédhodrama provides a
psychotherapeutic framework for treatment in theltadutpatient mental health service of

the DHB used to select participants for this reseatudy.

Transactional Analysis

Transactional analysis (TA) originally developedHryc Berne during the 1950s, is both a
theory of personality and a practical psychothentipéreatment that integrates elements of
psychoanalytic, humanistic and cognitive therapoesiform personal growth and change
(Blyth, 1999; Gillland & James, 1998; Stewart &rdes, 1997). TA may be used in both
individual and group work (Berne, 1961). The bgsdosophical assumptions that inform
TA are; that people are ‘Ok’; psychological disargeacquired; people have the capacity
to think independently; people make life decisitimst have consequences; and people are
responsible for the choices they make (Blyth, 198@&wart & Joines, 1997). From this
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philosophical perspective two key principles underpA practice. They are; firstly,
accepting joint and shared responsibility duringréipy for achieving change based on an
interactive contractual method and secondly, enguthat open communication and
transparent processes are maintained. Therapistseaponsible for the provision of
education about the essential concepts of TA fientd (Blyth, 1999; Gillland & James,
1998; Stewart & Joines, 1997).

The key theoretical perspectives of TA are; thethef personality, the theory of
communicating and the theory of child developmetiictv collectively inform the TA
theory of psychopathology (Stewart & Joines, 1997k theory of personality, considered
to be the core of TA, is explained by the ego stadelel, which describes the relationship
between behaviours, thoughts and feeling and thepeesonality traits emerge throughout
life. The model portrayed by the three ego stateem, Adult and Child is always referred
to with capital letters to define the theoreticaference as being distinct from casual
references to a parent, adult or child (Stewaro&ds, 1997). The Parent ego-state elicits
thoughts, feelings or behaviours that unconsciocspy the actions of parents or important
parental figures that were of a controlling or nurtg nature. An Adult state emerges with
thoughts, feelings and behaviours that reflectrmix, considered responses to events in
the here-and-now. A return to ways of behaving)kinig and feeling as a child reflects the
Child ego-state which might express a sense of dod frivolity or alternately self
depreciating behaviours that might include con$taobnforming and compromising to
meet perceived expectations (Gillland & James, 819%tewart & Joines, 1997).
Exploration to facilitate an awareness of the m&dialogue between ego states is called
structural analysis. Transactional analysis invela@alysis of communication sequences
(Berne, 1961).

The theory of communication in TA can be understbgdicknowledging that the
transactions that occur during communication, ateractions informed by the Parent,
Adult or Child ego-state. The ego-state model ptesia format to analyse sequences of
communication “transactional analysis proper” (Stew& Joines, 1997, p. 4) and is
considered a distinct process in TA communicatlwoty. For example, transactions may
be complimentary where a conversation flows in astient manner, or alternatively

communication may be considered crossed when tbesige that is addressed does not
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elicit the same ego-state response and engendditetGilliland & James, 1998; Rowe,
1999). Unconscious, repetitive transactions wiflarailiar pattern and outcome are called
games (Berne, 1961). In TA therapy, structural adsactional analysis occur in sequence
(Berne, 1961) .

The TA theory of child development is derived fréme concept of life-script. Life
script illuminates how thought patterns, feelingsl &ehaviours that have originated in
childhood, and are often revised during adolescemaeée a continuing positive or negative
influence during adult years. As adults, we areallguunaware of these early life
influences. The TA model includes four life positsoor scripts, which determine how
individuals see themselves and interactions andwetrrs within relationships. The four
basic positions are “I'm Ok-You're Ok”, “I'm Ok-Ydte not Ok”, “You're Ok-I'm not
Ok” and *“You're not Ok-'m not OK” (Gillland & Jams, 1998). Through
psychotherapeutic work these life scripts becom@osed and through interactive

exploration and the analysis of alternative deaisito enable change can be facilitated.

TA is a complex, multilayered theoretical and p®tblerapeutic treatment
approach. Stewart and Joines (1997) caution againsimplistic interpretation of the
model, apparently an error in judgment made by madividuals in earlier years and one
that will not be repeated here. In essence, TA igdesva therapeutic approach that is
appropriate for a wide variety of psychologicaladders and used in individual, family and
group work. | have found my basic knowledge of kieg theoretical principles of TA to be

advantageous in my clinical work.

Cognitive Behavioural-Action Oriented Therapies

Although most research dates the development ohiteg theory from the 1950s,
cognitive theory can be traced back to the obsemvatand writings of very early Greek
philosophers notably the emperor Marcus Aurelius e slave Epictatus who is thought
to have said ‘Men are disturbed not by things,dyuthe view they take of them’ (Davidson
& Stein, 1999; Gillland & James, 1998; Mahoney,93R Historical psychoanalytic
theoretical perspectives, in particular those dfedl Adler have informed the development
of cognitive psychotherapies (Froggatt, 2006; @itld & James, 1998), that since

inception during the 1950s, have differentiatedoina wide range of cognitive
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psychotherapeutic treatment approaches (GrazelfoGlarland, 2005; Mahoney, 1993).
The cognitive psychotherapies relevant to thisst@bgnitive Behaviour Therapy (CBT),
Rational Emotive Behaviour Therapy (REBT), DialeatiBehavioural Therapy (DBT) and

Motivational Interviewing (MI) are discussed in tfedlowing section.

Cognitive Behaviour Therapy

Cognitive and behavioural psychotherapies includarege of cognitive and behavioural
therapy treatment approaches, from self-help nateto structured individual
psychotherapy (Grazebrook & Garland, 2005). REBvetbped by Albert Ellis, was the
first of the cognitive behavioural psychotherapiBise second, Cognitive therapy (CT) was
developed during the 1960s by Aaron Beck in cortjonowith his research on depression
(Beck, Rush, Shaw, & Emery, 1979; Corey, 2005; gatg 2006). The term CBT was
devised during the 1990s, by behavioural theramdtiglly to describe behaviour therapy
with elements of cognitive therapies (Froggatt, @0Contemporary use of CBT represents
the integration of the concepts and principles fiangnitive and behavioural psychological
models of human behavior and encompasses the ékeofi “normal and abnormal
development, and theories of emotion and psychopadl” (Grazebrook & Garland,
2005).

Cognitive therapy is defined as “an active, dinesti time-limited, structured
approach used to treat a variety of psychiatriordisrs ( for example, depression, anxiety,
phobias, pain problems, etc.)” (Beck et al., 19%%8). CBT is based on the premise that an
individual's affect and behaviour is determined &yitudes and assumptions based on
previous experiences which may or may not be ateueck et al., 1979; Kazantzis,
2006). Therapy is focused towards gaining an umaleding of these core beliefs and
assumptions and facilitating change. In contraspdgchoanalytic therapies the focus of
CBT is on here-and-now practical problem solvinge¢B et al., 1979). CBT is
differentiated from other behavioural therapiestty overall scientific experimental focus

during therapy and the collaborative approach ¢difating change (Beck et al., 1979).

The CBT treatment process involves; formulation eofperson’s dysfunctional
beliefs about themselves, their experiences antepgon of their future into a hypothesis;

testing the validity of the hypothesis; experimépta with alternative options and
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evaluating the outcomes of treatment (Beck et1879; Kazantzis, 2006). CBT includes
techniques that encourage people to; monitor negatitomatic thoughts or cognitions, to
recognise the link between cognitions and affect la@haviour; to examine the evidence
for the automatic thought; to reframe cognitionghwiealistic alternatives; to identify
dysfunctional beliefs which negatively influenceperences (Beck et al., 1979). The
psycho-educational focus in treatment provides ppodunity to facilitate behaviour
change for the client by learning and practicing/ is&ills in their day to day life. Practical
homework interventions include tasks such as keegidiary and goal setting associated

with treatment.

The benefits of CBT include the focusing of treatinen problems determined by
the consumer, family/whanau, and that treatmenblues a planned and structured
approach which is based on a clearly defined thieatanodel. However as with all forms
of treatment, it is crucial to emphasise that thecess of treatment is not solely reliant on
the scientific method used but more importantlytlom therapeutic alliance that allows for

new knowledge and skills to be practiced in a peegive and supportive manner.

CBT is one of the most extensively researched tivgniherapies and in a recent
meta-analysis conducted by Butler, Chapman, ForarahBeck (2006) identified as an
evidence-based treatment approach for a wide rahgsychiatric disorders. Most of the
research that has evaluated the benefits and &ffich CBT has been conducted in
community mental health treatment or outpatientirsgg according to Munro, Baker, and
Playle (2005) and not in inpatient areas. Accordmdylerrick and Dattillio (2006) the use
of cognitive behaviour therapy in New Zealand isoaincreasing in line with overseas
trends. The authors describe a number of factatsidve contributed to this. These include
an expectation for readily available brief treattsethat are cost effective; treatments
where professionals can be held accountable to fesitice guidelines or protocols;
treatments that are empirically supported; treatmahat include solution oriented
interventions and finally treatments that addresopfe’s cognitive, emotional and
behavioural needs.
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Rational Emotive Behaviour Therapy

REBT was developed by Albert Ellis, a psychoanalgsring the 1950s as a reaction to
perceived gaps in a psychoanalytic treatment appr@allis, 2004). REBT was originally
termed Rational Therapy (RT), and with modificaiarenamed RET and finally REBT
(Ellis, 2004). In contrast to medically orientecettapies, REBT was designed to be a
comprehensive, form of behaviour therapy that idetla range of cognitive, emotional
and behavioural methods within a humanistic andccatie treatment model (Bendersky
Sacks, 2004; Ellis, 2004; Gillland & James, 199Blis argues that REBT provides a
holistic formulation of cognitions, emotions anchbeiours because the treatment approach
recognises the interrelationships between thinkfegling and behaving, and that these
dimensions act in a circular cause and effect mar{g#is, 2004). The theoretical,
philosophical and psychotherapeutic dimensionsuhderpin REBT are considered unique
to REBT in-spite of similarities to other cognititteerapies (Ellis, 2004; Maclnnes, 2004).

In contrast to CBT, where the primary focus is dorsterm, practical problem
solving, REBT assists the client to identify stgaés and behaviour change to effect long
term change (Ellis, 2004; Froggatt, 2005; GilllakdJames, 1998). Unconditional self-
acceptance is important (Ellis, 2004; Froggatt,53)0The therapist role includes the use of
action-oriented, didactic, directive and confroimta&l techniques (Ellis, 2004; Gilliland &
James, 1998) in contrast to the therapist roleBT @eatment which is considered to be

more collaborative (Gilliland & James, 1998).

A treatment approach based on REBT recognizesathatdividual’s belief system
may consist of both rational and irrational beliefsth the irrational beliefs the origin of
emotional disturbance and thus the focus of therdje rational and irrational belief
systems form the two central principles of REBT.eTiirst principle of REBT is that
emotional disturbance is evidenced by four maiational beliefs and four corresponding
rational beliefs that individuals have about thelwess others and the world. The unhealthy
irrational psychological beliefs are “...demands, @sfng, low frustration tolerance, and
self or other downing...” and in contrast psycholagibealth is represented by four
corresponding rational beliefs which are “...anti-aliging, high frustration tolerance, and
self/other acceptance” (Dryden as cited in MacIln2€94, p. 685). The second principle
states that “... both rational and irrational beliefsnsist of a primary and secondary
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belief...”. For example a self imposed statementvalé to a person with an eating
disorder might be “I must control my eating” witietsecondary belief represented by “not
having control will be intolerable” and thus mainiag the function of the first belief.

These beliefs influence the view people have ohtand impact on the emotional and

behavioural reactions to these events.

The influences of biological tendencies, environtaeand social factors and their
role in causing ongoing psychological disturbaneee considered within the REBT
therapeutic treatment approach. Although, the pynfiacus of REBT treatment is towards
uncovering and addressing the irrational belief thhibit recovery (Bendersky Sacks,
2004) a critique conducted by Macinnes (2004) aohedl that current research evidence
supporting the two central principles to REBT wagakw and further research was

warranted.

Peters (2007a) does not include REBT in a brieerewf the most commonly used talking
therapies in New Zealand. REBT is likely to be ipmyated under the umbrella of CBT
and not specifically identified. During my literagusearch for this study | was unable to
find research in New Zealand pertaining to the oS®EBT by nurses. An internet site

providing information relevant to training in REBT New Zealand is available.

Dialectical Behavioural Therapy
Dialectical behavioural therapy (DBT) developed Dy Marsha Linehan is a cognitive
behavioural therapy designed for people who presétit a diagnosis of borderline
personality disorder, particularly those with chiooself-injurious and suicidal behaviour
(Lynch, Trost, Salsman, & Linehan, 2007; Swensoairdy, & Koerner, 2002). DBT

incorporates principles from
practice” (Lynch et al., 2007, p. 183). The dialeat philosophy that underpins DBT is

...behavioral scienabalectical philosophy, and Zen

explained by understanding both, the function tftisgurious behaviour (temporary stress
reduction) and the dysfunction, created by the tegaconsequences of self-injurious
behaviour on health and interpersonal functionfbgncurrent measures that demonstrate
acceptance and validation of the client, and theodluction of strategies that will reduce
stress without harmful consequences describes itiectical tension in DBT between

acceptance and change (Salsman & Linehan, 20063. Z2én philosophy in DBT
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encourages people to find the balance between atiaral perspective and a rational
perspective in response to situations where prsijoa reactive emotional response
resulted in self-injurious behaviour. Heighteningextive awareness of surroundings and
events, and using this to guide behaviour, dessribeherapeutic strategy employed by
both client and therapist using DBT (Salsman & hiawe, 2006).

Dr Linehan, proposed a biosocial theory as centrdDBT (Lynch et al., 2007;
Scheel, 2000). Biosocial theory is explained by bi@ogical and social/environmental
influences that underlie the formulation of a diagis of borderline personality disorders.
According to the biosocial theory, environmentdluances related early life experiences
inhibit the development of skills to effectively mage often intense emotions. This
frequently results in suicidal and self-injurioushlaviours that become further complicated
by reactive responses from others that reinforcentensify the behaviours. Treatment is
underpinned by this theory. For DBT to be effectitiee therapist must demonstrate
attitudes such as compassion, acceptance and t@tidaf the client, whilst reinforcing
strategies that introduce behaviour change (Lynet. £2007; Swenson et al., 2002).

DBT is formulated as an “open-ended” (Scheel, 2@0J0), structured programme
with provision for a range of interventions inclagdj individual therapy; psychoeducation
to enhance interpersonal, cognitive and emotioagiHation skills; strategies to improve
motivation; telephone consultation; and specificaswes designed to reduce the risk of
burnout for therapists when working with peoplehalitigh risk behaviours (Lynch et al.,
2007; Scheel, 2000). Attending to the risk of burnfor therapists is a key characteristic
that differentiates DBT from other cognitive betaral approaches

A hierarchy of goals provides a structure to treattn The goals are addressed in
order; suicidal or para-suicidal behaviours, fokmlvby “therapy-interfering behaviours,
quality of life interfering behaviours, and increasf behavioural skills” (Scheel, 2000, p.
70) with the objective of reducing emotional dysdagion and improve adaptive
behaviours that will eventually ensure an improgedlity of life for the individual. A clear
focus of treatment is to ensure that new skillsimecerporated into everyday life. Treatment
may be provided in a variety of settings and isallgdong term in contrast to CBT which

has a more immediate short term focus. Scheel j28®Phasises the need for specialised
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training and supervision to ensure that DBT remaingeeping with the research base and
the intended model of treatment.

Empirical support for DBT as an effective treatmapproach for individuals with
borderline personality disorder continues to bedhigiect of extensive research (eg: Binks
et al., 2006; Bohus et al., 2000; Brassington &tz 2006; Linehan et al., 2006; Lynch
et al., 2007; Scheel, 2000; Swenson et al., 200@) mvost researchers agreeing that DBT
has the most promising efficacy for individuals ttlexperience borderline personality
disorder. DBT is included in treatment guidelineammendations (Royal Australian and
New Zealand College of Psychiatrists Clinical PactGuidelines Team for Deliberate
Self-Harm, 2004) and is referenced as an effecttrategy for suicide prevention
(Beautrais et al., 2007). Brassington and Kraw®20@) cite a pilot study undertaken in
New Zealand involving ten people with borderlinggmmality disorder treated with DBT.
The objective of the study was to determine theicdl applicability for the use of DBT in
a standard New Zealand mental health service. Tleome of the study was positive and
the authors claim that the routine provision of DBTAustralasian mental health service
settings would be achievable. Brassington and Krawsought cultural advice for their

study which adds value to the research by pladifignly in the New Zealand context.

Motivational Interviewing

The concept of Motivational Interviewing (MI) wasst developed by William Miller in
response to his clinical experience in the treatnuéralcoholism (Miller, 1983). Ml is
defined as a “directive, client-centred counsglistyle for eliciting behavior change by
helping clients to explore and resolve ambivalefiRellnick & Miller, 1995, p. 325). MI
was not based on a specific theory but has encaegaprinciples from a range of
psychotherapy models and behaviour change the(@i#s$, Blampied, & Hudson, 2003;
Chanut, Brown, & Dongier, 2005; Resnicow et al.020 The efficacy of motivational
interviewing does not rely on the application oset of techniques, but relies on the
strength of the interpersonal relationship to agmeple to work through ambivalence and
achieve behaviour change (Rollnick & Miller, 199%he principles that underpin the use

of the Ml include attributes required by both therapist and client. For example;
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Expressing empathy and increasing self-esteem: ddssribes therapist attitudes
that demonstrate understanding and use of affirmsingtegies to improve client
self-esteem.

» Develop discrepancy: This requires the therapisteieelop discrepancy between
the client’s current behaviour and their underlyoge values.

»  Self-efficacy: Describes therapist attitudes thghport client self-determination,
self-efficacy and optimism to achieve change. Tlo#ivation for change is elicited
from the client — not imposed.

* Rolling with resistance: This describes a non-camtfational, non-argumentative

approach to therapeutic interactions and an acledyeiment that client resistance

to change fluctuates. The quality of the therapenatiationship influences a positive

outcome for clients. (Chanut et al., 2005; MillE@83; Rollnick & Miller, 1995)

Although initially focused exclusively to treatmeiot alcoholism (Miller, 1983) research
supports the use of MI to substance abuse disqritarexample; cannabis and cocaine
abuse, and other health problems including smo&asgation and eating disorders (Britt et
al., 2003; Chanut et al., 2005; Resnicow et alQ2Y0Additionally, Knight, McGowan,
Dickens, & Bundy (2006) provide a systematic reviewevaluate the effectiveness of Ml
in physical health care settings, in particular fbe management of diabetes, asthma,
hyperlipidemia, heart disease and hypertensiontt,Brt al. (2003) recommend further
research into the use and benefits of Ml is waa@nEor example, further research into the

essential processes and key components of M|, handftects of combining Ml with CBT.
Systems Therapies

Family Therapy

Family therapy, also referred to as systemic fantiigrapy, describes an integrative
approach to therapy that draws on a range of sgstdaories and techniques for working
with individuals and families (Asen, 2002; Bitter @orey, 2005; Gilliland & James, 1998;
Thwaites, 1999). Systems theory, originally devetbfpy L. Von Betalanffy forms the

basis of family therapy. Systems theory assumeisatha@lements of a system are inter-
related (Hanson, 1995). A human system may invahdeviduals, couples, families or

larger groups of people. In human systems thefsebetions, behaviours and relationships
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of individuals are both affected by, and affecten#f) thus a forming a complex interrelated
feedback system (Thwaites, 1999).

In New Zealand the term family has been defined as:

A set of relationships that is defined as familythg tangata whai ora. Family is not

limited to relationships based on blood ties, amy mclude:

» relatives of the tangata whai ora ( including aus@oor partner)
* a mixture of relatives, friends and others in apgspnetwork

» only non-relatives of the tangata whai ora (Minisif Health, 2000, p. vii).

Family therapy models include, structural familerdpy, strategic family therapy,
and a range of cognitive and behavioural therapentodels that provide short-term
interventions designed to promote change withinféineily system (Bitter & Corey, 2005;
Thwaites, 1999). Current models of family therapg anindful of culture, ethnicity,
gender, the variation in construction of family gps and the wider societal context of
families (Asen, 2002; Stratton, 2005; Thwaites, )99

Change in family therapy is not only about the wutlial, but about the individual
and their relationships in context with the fanslstem (Bitter & Corey, 2005). Therapy is
focused towards challenging unhelpful behavioutepas, interactions and dysfunctional
communications within the family system (Asen, 200Bwaites, 1999). ThBlueprint for
Mental Health Services in New Zealarddorses a systemic therapeutic approach for
working with families, for example, “...People withemtal illness are not ill in isolation.
Their families, extended whanau, and significariteat, whatever they think about the
illness, cannot escape being affected by it...” (Memtealth Commission, 1998, p. 9).
Family therapy, usually in conjunction with otherrhs of treatment is used for children,
adolescents and adults with mental iliness (Sma005). Systemic therapy may also be a
treatment of choice for people when there are idda&l or interpersonal difficulties that
can be addressed by reviewing the way these difésuaffect relationships (Thwaites,
1999).
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A recent review of the evidence base of systenmtl{etherapy concluded;

1. That there is a substantial evidence for the efficand effectiveness of family
therapy for a range of psychiatric disorders, idoig evidence to support the fact
that family therapy is cost effective.

2. That there is little evidence to support views tia¢ form of family therapy is more
effective than another.

3. That treatment training and skill of health profesals affects treatment outcomes.
Practitioners need to be well informed and abldraaw on a variety of therapeutic
approaches, according to the needs of each situatio

4. That the effectiveness of family therapy extendgobd the immediate needs that
may be determined by an initial referral processsdarch supports the proposition
that family therapy improves treatment outcomesdiosion compliance and

families find access to family therapy intervensidrelpful (Stratton, 2005).

Research to support evidence for the efficacy ofilfatherapy presents some interesting
challenges. A randomised controlled trial (RCT) moelology conducted in a specialist
setting is frequently the only method used and nteploon that measures treatment efficacy
and outcome. However, qualitative research condudte a non specialist practice
environment is also required to measure treatnféinaey and inform professional practice
(MacKenzie, 2006; Stratton, 2005, 2007). MacKenaithough acknowledging the place
of rigorous, scientifically structured researchcaurages family therapists to conduct
research in an integrated manner, planned fromlagoiphical perspective and to be more

inclusive of the unique circumstances of individyaheir families and their stories.

The Stratton (2005) report identified that the nemf health professionals trained
in family therapy in the United Kingdom was inadatpi and that the National Health
Service (NHS) has acknowledged that a coordinatdbsive approach to increasing the
numbers of health professionals trained in fantigrapy was required to meet the needs
for consumers and their families. The situatiorNiew Zealand is similar (Mental Health
Commission, 1998; Ministry of Health, 2000, 20080606Db).



27

Child and Adolescent Psychotherapy

Weisz, Doss, and Hawley (2005) define psychotherapy'...an array of non medical
interventions designed to alleviate non-normativesychological distress, reduce
maladaptive behaviour, or increase deficient adgaptbehavior through counseling,
interaction, a training program, or a predetermittedtment plan” (p. 338). The practice of
psychotherapy involves listening, questioning ahe discussion of issues identified by
individuals to be important. Weisz et al. suggéstt tSocrates first developed the method
for psychotherapy and later Sigmund Freud (18581 88veloped the theory and practice
of psychoanalysis. Other prominent theorists alsatriouted to the development of
psychoanalysis, in particular Anna Freud, (18952)98hose work focused on children.
The theoretical origins of a psychoanalytical apgto for young children, in particular
those under five years of age, was also influerimedwo major theorists, John Bowlby
(1907-1990) and Donald Winnicott (1896-1971) (Bausp 1999). Bowlby was a British
psychoanalyst notable for his work in child devehgmt and attachment theory. Donald
Winnicott was influential in work pertaining to ut Relations Theory. Cook and
Tedeschi (2007) suggest that child psychotheramjinical practice may be provided from
a psychodynamic or a psychoanalytic perspectivel state that in effect “ child
psychotherapy methods are typically more integeatimcluding work with other family
members and commonly involving a combination oftesysc, behavioural, and dynamic

approaches simultaneously” (p. 139).

The most common problems for children and adoldsdéat require interventions
are: Externalizing disorders such as oppositiohgperactive or aggressive behaviours;
Internalizing disorders such as anxiety and deesSubstance abuse disorders; Learning
and mental disabilities including the range of idifities from impaired academic
functioning to mental retardation; Severe and pswapathology which may be early
indications of a mental illness such as schizophrgiKazdin, 2003). Children and

adolescents rarely self refer for treatment.

1 .
Non-normative means not based on a horm.
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Children and adolescents with obvious and disrepbehaviours are frequently referred by
parents and teachers and it is of concern thaethwth internalising or emotional problems
may be overlooked (Kazdin, 2003; Kazdin & Weisz98p Additionally, Kazdin and
Weisz also emphasise that children are in a dep¢ndalnerable position where the
influences of “parental mental health and maritad &amily functioning, level of stress and
life events, living circumstances, culture and etityy and socioeconomic disadvantages..”
(p- 20) also impact on treatment and recovery.

Therapeutic interventions for children and adolescemay include CBT,
Interpersonal Psychotherapy, Parent/Family Psyalzsibn, Parent Management Training
Multisystemic Therapy and psychopharmacology (Kaz@&003). The list provided by
Kazdin is not exhaustive and serves to highliglat #m eclectic mix of psychotherapeutic
interventions based on either a psychoanalyticgdsychodynamic theoretical orientation
may be used in child and adolescent psychothek&gy. young children might be engaged
in forms of psychotherapy that are specifically @dd to their needs. Hoagwood et al.
(2001) identifies the challenge is to clearly defthe term evidence based practice in child
and adolescent psychotherapy in particular becdusehildren undergo more rapid
physiological, neuronal, and psychological changesr a briefer period than adults” (p.

1181). For evidence based practice to be meaniitgkdjuires the practitioner to consider:

The context from an individual perspective in partar the age of the individual.
The family perspective.

The wider influences of environmental and socidjmall factors.

e A

Where the treatment may be provided whether in atahéealth service (inpatient

or community), school, primary health or a privagalth care setting.

Key areas for future research in child and adolespsychotherapy must include
appropriate identification of sample selection amdmining the effectiveness of treatment
in context with the clinical practice setting (Heawpd et al., 2001). This view is supported
by others (eg: Kazdin, 2003; Weisz et al., 2005).

Most research relevant to child and adolescenthutierapy refers to children and
young people from age four to eighteen. Kazdin 80@fers to national and international

studies that address the prevalence of disordersHitdren and young people, mostly
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undertaken in the United States of America, Unikidgdom, Canada and European
countries including The Netherlands. There are fexplicit and easily identifiable
references in research literature to therapeutenientions for infants or the pre-verbal
children. In addition, most research relevant tiddcand adolescent psychotherapy seems

to be undertaken by psychologists and psychiatistsere is a paucity of nursing research.

Interactive Drawing Therapy

Interactive drawing therapy (IDT) developed in N&&aland during the early 1990s by
Withers (1990) provides for therapeutic drawing anding techniques for individuals to

explore issues. Although Withers suggests that IBAS been endorsed by health
professionals as an effective therapeutic intefganand that training in IDT is popular

there is no empirical research available in Newlaw®hto substantiate this.

Chapter Summary

The psychotherapies that contribute to the ovdniagcterm ‘talking therapies’ have been
presented in this chapter grouped under three meadings. These were; humanistic-
experiential-existential therapies, cognitive bebakal-action oriented therapies and
systems therapies. Child and Family Psychotheragsyalso discussed. The headings used
for this chapter provided a systematic frameworkliszuss the theoretical orientation and
practical application of the talking therapies velet to this study in which | explore
nurses’ knowledge of talking therapies in clinipgdctice. Whilst the talking therapies have
been addressed individually in this chapter, ircfica, most therapists usually incorporate
a number of these therapies in an eclectic mamereclectic approach is necessary to
enable the provision of treatment interventionsairmanner that accounts for complex
human behaviours across diverse populations (Ca@685). Although an eclectic approach
may be common, an eclectic approach must be infbrine theoretical and practical
knowledge gained through training. The use of tajktherapies in clinical practice for
nurses is reliant on appropriate training. Chaftieree reviews literature pertaining to

nurses’ views on their talking therapy skills arairting.
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CHAPTER THREE: MENTAL HEALTH NURSES TALKING
THERAPY TRAINING AND SKILLS IN PRACTICE

Introduction

The purpose of this chapter is to review reseatehature pertaining to nurses’ views on
their talking therapy skills and training. Althoudalking therapy skills gained through

experiential and informal self-directed learningicibute to nursing practice, the scope of
this review is limited to knowledge gained fromrfal training. Knowledge is defined as

“acquaintance with facts, truths, or principles, femm study or investigation; general

erudition [scholarship]” (Dictionary.com Unabridge2D06). This review seeks to identify

from research literature, evidence of nurses reppdn their knowledge and use of talking
therapy skills gained through training.

In New Zealand it has been identified that incrdasaining in talking therapies for
all health professionals, including nurses, is negli(Peters, 2007a, 2007Hurthermore,
whilst interest groups have progressed talking agmertraining, there has not been a
nationally coordinated approach to the planning @exklopment of initiatives to meet the
training needs of clinicians who work in a range méntal health treatment settings.
Although talking therapy skills are implicit in tf&tandards of Practice for Mental Health
Nursing in New ZealandTe Ao Maramatanga: New Zealand College of Mehtaélth
Nurses Inc, 2004) it has been identified that maumges in current practice have not been
able to access training (Ministry of Health, 2008a) contrast, anecdotally, some nurses
have extensive training. Therefore from a nursiegspective, a review of literature to
identify what it is that nurses already know antigaabout their talking therapy skills and

training was used to shape the methodology ofstiigy.

An international perspective of nurses and thdkirtg therapy skills and training
adds important context to mental health nursiniyem Zealand. In the DHB central to this
study there are a number of nurses from differenintries and in particular the United
Kingdom. Although it is important to understand tkieowledge that underlies nursing
practice in the New Zealand context (O' Brien, )98&w Zealand is not isolated from the

influences of international research and the skifid practices brought to New Zealand by
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nurses from other countries. Accordingly, thisrhtere review includes research from a
national and global perspective. The inclusion exclusion criteria that determined which

studies would be discussed in this literature re\aee outlined below.

Inclusion and Exclusion Criteria

A series of searches were carried out across tiehP$~O, CINAHL, ProQuest, Wiley
Interscience, Science Direct and Google Scholaabdaies. The Google Scholar search
engine was utilised frequently as it enabled commgmeive access across a wider range of
materials than a single database. The key word¢ aomsmonly used included but were
not limited to: nurs*, mental-health, psychiatrialking therapy and/or psychological-
intervention, skills, knowledge, training, evalaatj research and the relevant therapeutic
model, for example; cognitive behaviour [behavithg¢rapy. Reference lists for articles

were consulted and a range of publications weresdarched.

Overall, the search process identified a small boflyesearch that reported on
nurses’ knowledge views (eg: Calvert & Palmer, 2008we & Luty, 2005; Gournay,
Denford, Parr, & Newell, 2000). Literature that oejed on nurses’ training in talking
therapies was strongly aligned with the countrié®ng training was provided. Therefore
this review has been structured accordingly. Theéeve commences with research from
New Zealand followed by a discussion of the intéomeal research relevant to this study.
Exclusion criteria excluded studies that did naiude nurses, and research that evaluated
the efficacy of talking therapy models for the treant of mental iliness. This chapter will
conclude with a formulation of the relevant quassicghat underpinned the data collection

for this study.

New Zealand

Nurses in New Zealand have accessed training kintatherapies, but few nurses have
reported on their knowledge or views of talkingrépy training and skills in research
literature. For example, only one nurse participate a pilot study conducted by
Brassington and Krawitz (2006) devised to ascertianclinical effectiveness, utility and
feasibility of implementing Dialectical Behaviourh@&rapy (DBT) into a standard New
Zealand mental health service. Reporting from aingrperspective on the DBT training

and subsequent application of skills in practiceidave been advantageous. One nurse
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and nine clinicians from a range of disciplinegmdied two weeks of intensive training and
six months of self-directed learning that incorpedathe theoretical and practical elements
of the DBT model. Outcome data pertaining to treatirefficacy were collated from the
six month study, during which the trainees utiliskeelir skills to work with consumers with
a diagnosis of borderline personality disorder. @b¢hors report that the pilot study was
successful and recommended further research to ar@mpBT to other treatments for
borderline personality disorder. Whilst the auth@m®posed to evaluate whether the
clinician training and skills would be sufficierd implement DBT into a New Zealand
mental health service setting, the relevant dat@ wet presented. Brassington and Krawitz
(2006) claimed clinician effectiveness in theirdstwas congruent with a study undertaken
in the United States of America by Hawkins and 8infi998). Hawkins and Sinha
following a state-wide training programme in DBTr fa09 clinicians from diverse
professional backgrounds examined their knowledge ascertain the influence of
educational background and disciplinary affiliatiom performance criteria. Trainees were
required to complete a questionnaire and a formaiation. Ongoing training was also
offered and some clinicians were re-examined tatifleif their knowledge had continued
to expand in conjunction with specific aspects hditt training. Conclusions drawn were
that the clinicians were able to demonstrate kndgdeof the theoretical and practical
aspects of DBT. Appropriate training not professiagiscipline accounted for the variance

in knowledge. Hawkins and Sinha did not identifyuaising perspective from their study.

Skills in Cognitive Therapy (Calvert & Palmer, 200&hd Interpersonal Therapy
(Crowe & Luty, 2005) are important psychotherapeuritervention models relevant to
mental health nursing practice. Calvert and Pal{2803) describe the application of the
Cognitive Therapy model to crisis assessment iro@nsunity mental health treatment
setting. The authors use a clinical example to ritescthe efficacy of the Cognitive
Therapy model used by nurses during assessmertiraidnterventions for the treatment
of depression. They recommended that inexperiemegdes need to be able to access
relevant training to develop evidence-based talkivegapy skills for practice. Crowe and
Luty (2005) promote the advantages of skills iretpersonal Therapy. The authors use a
case study to describe the application of Integreak Therapy to the treatment of

depression. Mental health nurses need trainingsychmotherapeutic intervention models



33

that have proven efficacy to enable the provisibawidence based nursing care (Crowe &
Luty, 2005). Crowe and Luty state that mental hresdrvices have responsibility to support
nurses to access training, implement and mainkesm skills in nursing practice. Currently
the responsibility for advancement of psychotheuéipeskills falls on individual nurses.
The authors therefore argue that organisationahgdas required. The recommendations
for change include, a coordinated approach to riglkherapy training for all nurses,
support for nurses using evidenced-based talkiagagy skills in practice, and valuing the
role of mental health nurses with talking theragyning and their contribution towards the
provision of quality services for consumers (Cra&kuty, 2005). These recommendations
are aligned with proposed New Zealand workforceettgyment initiatives for mental

health clinicians, including nurses (Peters, 20Q08,/b).

A national workforce development initiative in N&igaland used a train-the-trainer
model to provide training for all health professats) including nurses, in Family Therapy
skills (Steinberg & Whiteside, 2005). The trainimgs designed to facilitate change at a
clinical practice and organisational level to imggothe inclusion of family/whanau in
treatment planning. Although Steinberg and Whitespiovide a report on successful
training outcomes from a regional and national pectve, individual clinicians, nurses in
particular, have not reported their views of tharing programme in research literature.
The lack of nursing research in this area leaved#nefits of Family Therapy training and

identification of skill transfer into mental healtlursing practice open to conjecture.

Anecdotally, nurses in New Zealand have attende@dnge of talking therapy
training opportunities from a variety of traininghch education providers but their
attendance and views on training and talking thersklls in practice are not widely
disseminated in nursing literature. Research uakent in Australia, Ireland and the United
Kingdom that reports on nurses’ knowledge and viefaslking therapy training and skills
adds depth to this review and will be considered.ne

Australia
Five Australian studies have contributed to a boflgesearch literature on nurses’ talking
therapy training and skills. Hafner, Crago, Chnisen, Lia, and Scarborough (1996) aimed

to introduce and evaluate a cognitive behaviourajne (CBT) training programme for four
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case managers who took part in a six month, paet tourse to develop basic skills and
knowledge in CBT. The training programme condudte®outh Australia included, self-
directed learning, group and individual supervisaml weekly meetings to discuss relevant
practical and theoretical issues. At the conclusibimaining, participants reported that they
valued their skills and knowledge, and that thening enabled the incorporation of basic
CBT strategies into clinical practice. Hafner et(196) recommend increasing the
availability of training in CBT for nurses. Similgr four nurses from an inpatient unit at
the Flinders Medical Centre, South Australia ateghgix months of training in behavioural
psychotherapy (Allen, Tolchard, & Battersby, 20@8)a pilot training programme. During
the course the trainees actively incorporated tieeretical and practical principles from
behavioural psychotherapy into assessment, treatamghclinical case management with
clients in the inpatient unit. Oakes, Tolchard, Mas, and Battersby (2002) use two case
vignettes and a narrative report from one trainpetspective to present their review of the
training provided by Allen et al. (2000). The tragreported that, supervision of trainees in
subsequent courses, presenting conference papeodvément in the development of an
outpatient and group treatment programme for gargbtontributed to personal and

professional development.

Donoghue et al. (2004) described a programme t@resghaccess to appropriate
treatment interventions for depression and anxiety rural community in Victoria by
providing training for case managers, mostly nyrgedocused psychological strategies.
The term psychological strategies means, stratagiegSBT and Interpersonal Therapy.
Specific objectives for the training programme utd; to enable staff to develop skills in
evidence-based treatments; to generate and mamntautture of personal and professional
development, and peer review. Ten training modihetuded theoretical and practical
elements with resources and handouts given fogiaten into clinical practice. Follow-up
group sessions, individual and telephone supervisias provided. The pre and post
guantitative evaluations measured knowledge, d#guassessment of current practice and
job satisfaction. Focus groups were used to meaguatative information. The authors
found that the programme led to improved knowledgd attitudes towards the use of
psychological therapies in practice but that tlangtation of theoretical knowledge into

practice required further attentiofhe need for ongoing training and supervision fapsut
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continued skill development was identified. Thehauns recommended that attention should
be paid to developing training options with a sthgpproach, from basic strategies to the
provision of more complex psychological skills fase with complex clients. Further
research was recommended with the focus on thacapph of CBT and Interpersonal

Therapy to complex mental illness.

Ninety-four staff from a regional mental health e in New South Wales
attended a two day introductory experiential wodgsin DBT skills (Hazelton, Rossiter, &
Milner, 2006). Trainees included people from aBaiplines, of which the majority were
nurses. Data were collected by pre and post trgisimveys and focus groups with the post
training outcome indications demonstrating improkedwledge and skills. Twenty staff,
mostly nurses, continued with advanced traininge Tauthors identified the positive
benefits of basic training whilst acknowledging tBeormous challenge of providing
education for such a large group. The advantagesdmg evidence-based research to
address service-wide issues managing a complert ai@up were identified. Training
nurses with evidence-based therapeutic and managestrategies to work with clients
with complex needs was considered a significant-effsctive enhancement for nursing

practice and beneficial for the mental health senas a whole.

Common themes from these five Australian studietude that nurses reported
brief training in talking therapies to be effectifee learning basic therapeutic strategies for
use in clinical practice. Although Donoghue et(2004) concur with this perspective, the
authors questioned whether brief training addresisedevel of skill required for working
with clients with complex mental health needs. Mydy, in which participants described
extensive training in specific talking therapy misgdeadds important context to the
observation made by Donoghue et al.(2004). Pravi§io supervision, and processes to
assist with the integration of new knowledge anitisskom talking therapies training into
clinical practice were addressed. Allen et al. (®06onsidered that the translation of
theoretical knowledge from talking therapy trainimgo clinical practice was successful,
however, Donoghue et al. (2004) were unable toicanthis in their study. Talking
therapy training for nurses was considered costtffe (Hazelton et al., 2006) and was an

important contribution to continuing professionalvdlopment (Oakes et al., 2002).



36

Ireland

Talking therapy training and skills contribute tdinical practice and professional
development (Neela, Scott, Treacy, & Hyde, 2007arRyCullinan, & Quayle, 2005) for
mental health nurses in Ireland. Ryan et al. (20€&)ducted a cross sectional study,
sending out 257 nurses a postal survey that ewluedining provided from 1986-1999 in
behavioral and cognitive techniques. Training wabvdred over one calendar year and
met specific requirements for theoretical contemdl $he supervision of participants. A
sample of 137 respondents provided their views tmn henefits of training and the
subsequent impact of training on their clinicalghige. The first section of questionnaire
sought information relevant to the respondent’dskind knowledge of behaviour therapy
prior to training. The remaining three sectionstloé questionnaire sought to clarify
respondents experience during the course (coursetwste and content, teaching and
supervision); their current clinical position (whet behaviour therapy was the main focus
of clinical work; job changes and professional depment opportunities); and respondents
perception of their current use of behaviour therskills in practice. Although the results
indicated a high level of satisfaction with the g®istructure, content, teaching and quality
of clinical supervision offered throughout the miag programme the findings signaled a
deficit in terms of the usage of skills in clinigadactice. Ryan et al. (2005) identified that
over a thirteen year period, only 17% of responsl@mdicated that behaviour therapy was
still the focus of their current work. My study doasts with these findings as all the
participants have continued to use their talkingrapy skills from training in clinical

practice. This is discussed in Chapters Five ard Si

Ryan et al. (2005) acknowledged that respondests réicorded that their specific
skills in behaviour therapy were valuable, evethéy were no longer involved in dedicated
behaviour therapy work, and that the skills weréued at the managerial level. The
contribution to career changes and current jobsfsation were noted as participants
believed that their participation in training hadfluenced their career direction and
professional development opportunities. The restitsn the Ryan et al. study are
consistent with other studies from Australia (egak€s et al., 2002) and the United
Kingdom (eg: Gournay, Denford, Parr, & Newell, 2p@Bat also found talking therapy

training positively influenced clinical practicecprofessional development opportunities.
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In a recent study, Neela, Scott, Treacy, and H@d®7) report on nurses valuing
their skills and knowledge of psychological conseghd techniques in clinical practice. A
small sample of 59 nurses participated in focusugsoto explore their ideas about how

nurses conceptualise nursing. The nurses were &slemsider:

* “How do nurses conceptualize nursing?
* What problems do clients present with?
* How do nurses perceive their contribution to care?

* How do nurses organize their care?” (p. 502).

Some of the questions posed bear no immediatearstevto my research project, however
what this paper identifies, is that nurses vallesirtknowledge of psychological concepts
and skills and how their knowledge contributed heit assessment skills and clinical
practice. Neela et al. recommended that furthezshgation into the psychological work of

nurses was warranted.

The United Kingdom

Nurses’ training in talking therapy models and tise of their skills in clinical practice has
been researched extensively in the United Kingdmnparticular, research pertaining to
CBT and Psychosocial Interventions. Brooker and bBaam (2004) undertook a
comprehensive search of the literature and incl@¥estudies in their review that aimed to
determine what is known about Psychosocial Intdi@anTraining to inform future
training provision. Only some of these studies repa nurses’ views of their Psychosocial
Intervention training and skills (eg: Brooker & Berworth, 1993; Brooker, Saul,
Robinson, King, & Dudley, 2003; Ewers, Bradshaw, Qdwern, & Ewers, 2001) as
training has mostly been delivered to all profesaidisciplines simultaneously.

Comprehensive training for multidisciplinary heafttofessionals in Psychosocial
Interventions since 1992, particularly for peopighwvpsychosis, represents the commitment
to implementation of national and local level st directions for mental health services
(Brooker, 2001; Brooker & Brabban, 2004). Psychadointerventions include; case
management; psychological management of symptom8T, CFamily Therapy
Interventions, psychopharmacology and, formal a&ssest and outcome measures
(Brooker, 2001; Brooker & Brabban, 2004). Psychadodntervention training (eg:
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Bradshaw, Butterworth, & Mairs, 2007; Ewers et 8001; McCann & Bowers, 2005)
includes skill acquisition across the therapeuti@nventions nominated above. In-depth
training may also be focused on one or more spetdlking Therapy models, for example,
Family Therapy Interventions (eg: Bailey, Burbad,Lea, 2003; Fadden, 1997) or
associated with treatment intervention studies. é&d@mple, nurses attended ten days of
intensive CBT training to subsequently evaluate dffcacy of CBT for the treatment of
schizophrenia (Turkington, Kingdon, & Turner, 200@)ore recently, Curran and Brooker
(2007) conducted a systematic review that soughtiémtify randomised control trials
(RCTSs) reporting on nurses contribution to the enpéntation and evaluation of effective
delivery of psychological interventions in the Wdt Kingdom. Fifty-two RCTs were
included in the review. Curran and Brooker conctutteat mental health nurses in a variety
of treatment settings were involved in the effestielivery of psychological interventions

and that CBT was the predominant intervention.

Ashworth, Williams and Blackburn (1999) evaluategrting in Cognitive Therapy
provided by the Newcastle Cognitive Therapy Cenkeyear after the completion of
training a postal survey was sent to gather desegipdata from 65 trainees who had
undertaken the year-long training programme. Of3Rejuestionnaires returned, 14 were
from nurses. The researchers considered trainegs\about the course, the provision for
supervision both during and at the completion aining, the impact of training on the use
of Cognitive Therapy in practice, and the contridtof training to ongoing professional
development. The results demonstrated that respts@d@lued the quality of supervision
and teaching highly within the course content ahat the course had contributed to
ongoing knowledge and skills development for useclimical practice. The authors
hypothesised that professional development as &ome from training tended to move
trainees into roles that potentially isolated thieom using cognitive therapy interventions
clinically. Recommendations for further study irstall transfer and the way CBT informs

clinical practice were made.

The impact of training on clinical practice and fpssional development was
viewed positively by Gournay, Denford, Parr, andMgl (2000). Gournay et al. report on
twenty-five years of training for British nurses tite Maudsley Hospital, London in

behavioural psychotherapy. The course provided by English National Board Course
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No0.650-Diploma in Behavioural Cognitive Therapy mast strict delivery and evaluation
criteria for a number of years. The most recentesyrundertaken during 1999, was sent
out to 237 nurses. Information from the study exwadiclinical practice, organisational
context, and career and professional developmenesswith a view to informing further
workforce development directions. The outcome ef 1899 study included confirmation
that nurses continued to maintain a commitmentstaguCBT in clinical practice but also
applied their knowledge of CBT in areas such asesugion of other staff, teaching,
research, management and policy development. Reeadutions from this study included
expanding the availability of training to otherdjdines and that the course content needed
to make provision for skills in brief interventioparticularly for community mental health

nurses.

The merits of the different approaches used touataltalking therapy training have
caused debate (eg: Milne, Keegan, Westerman, & &ud000; Myles & Milne, 2004).
Milne et al. (2000) reviewed evaluation methodéisgd by a number of studies delivering
training in psychological interventions worldwidedacommented that few studies adhered
to a methodologically sound process to effectivelgluate training. The authors argue that
reliance on participant self-report is inadequatevertheless, research design is based on
the aim of the study with a range of design optiorviding a wealth of information on the
research topic (Brown, 1999; Flick, 2006). Selfagpdata adds a useful perspective to
research that has been incorporated into thiswefag: Ashworth et al., 1999; Ryan et al.,
2005) and Gournay et al. (2000) have rigorouslyuatad training in Behavioural Therapy
for nurses for 25 years using self-report data.irTsteidy has been described previously.
Self-report data has been collected for this saglyhe most appropriate method to inform

the research question, fully described in Chapoer F

Milne et al. (2000) present the outcome of theidgtthat involved forty-five health
professionals, of which (62%) were nurses attendimg of three Psychosocial Intervention
brief in-service training programmes. The authomsscdibe a longitudinal, quasi-
experimental design for the evaluation process theluded a baseline assessment of
knowledge, a post training assessment and a fissgsament after three months. In
addition to self-report data, formal evaluationlsomere used. Milne et al., suggest that the
formal evaluation tools used in their study proddan accurate measure of training
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effectiveness. Participants reported a better whaleding of, and skill in, the Psychosocial
Intervention therapeutic treatment approach. Thevaat factors that contributed to the
transfer of skills from training into practice inded; peer support, supervision and the
teaching and learning strategies incorporated th&training programme. Milne et al.,
acknowledge aspects of methodological weaknessésein study but conclude that the
brief training in empirically supported Psychosbciaterventions was effective. The
authors also refer to aspects of their own andrathelies about the benefits of training
large numbers of staff inferring that training pgden in this manner needs to be supported

by organisational processes.

Myles and Milne (2004) argued for the use of foreahluation tools to confirm the
efficacy of a brief training programme in CBT. Mgland Milne evaluated a sample of 90
health professionals including 76 nurses after dbmpletion of 48 hours of training in
CBT delivered over 12 weeks at the University ofrtNombria at Newcastle. Twelve
participants did not complete the course and thal #valuations were only completed by
55 respondents. The Myles and Milne study utilis®dhal evaluation tools to measure the
impact of training. These included measures ofnasatisfaction, firstly a questionnaire
that evaluated knowledge of CBT theory, princiesl treatment strategies, and secondly
a Video Assessment Task (VAT) (Milne as cited inlééy& Milne, 2004, p. 181). At three
months follow-up an impact evaluation which invavevo measures was also completed.
A ‘Barriers to Change Questionnaire (BARCQ)' (Cgam, Karatanini, & Pramanan as
cited in Myles & Milne, 2004, p. 182) was adminise as well as a ‘Generalization
Questionnaire’ (Milne, Gorenski et al. as citedMiyles & Milne, 2004, p. 182). These
measures evaluated the extent to which the knowlaag skills from training transferred
to the clinical environment. Of note from this stuthe Barriers to Change Questionnaire
identified that the most frequently occurring barrivas considered to be “institutional
constraints” (Myles & Milne, 2004, p. 183). The laoits identified relevant limitations to
the study and drew an overall conclusion that biiaining in CBT could be effective.
However, the results were in fact inconclusivehAligh the training course was rigorously
evaluated, a rationale for the number of participamt completing the course, or the

number of respondents not completing evaluatiorssived provided.



41

Multiple choice and scenario based questions welisad to evaluate training that
positively influenced nurses’ attitudes towards aging a complex client group in a small
scale study conducted liwers et al. (2001). The authors sought to evalkatsviedge,
attitudes and the level of burnout for forensicsasr following six months of Psychosocial
Intervention training. The quasi-experimental grsttpost-test design initially involved 33
nurses who all completed baseline measures of laugel attitudes and burnout. From this
group, 10 nurses were randomly allocated to redeareing and 10 to a control group. The
knowledge, attitudes and burnout measures werategpeat the conclusion of the training
for all 20 nurses. Training included theoreticadl gmmactical components delivered over 20
days in the clinical setting. The course coveredecananagement; psychological
management of symptoms; CBT, and formal client @ute assessment measures. Course
requirements included the completion of a caseystiuat demonstrated the application and
use of Psychosocial Interventions skills with @) practical assessments and attendance
to teaching sessions. The researchers found thaing improved nurses’ knowledge of
Psychosocial Interventions to manage complex diavith severe and enduring mental
illness. Levels of burnout were also reduced. Qui® from the Ewers et al. (2001) study
include that nurses were better equipped to resegbehavioural symptoms as resulting
from the negative symptoms of schizophrenia inntsie Therefore they responded with
appropriate evidence-based interventions. The asthecommended increasing the

availability of short courses to meet the specigeds of staff groups.

Similar to Ewers et al. (2001), tailoring the desigf education and training
programmes specifically to meet the needs of waskd clinical staff was vitally
important according to Bee, Richards et al. (200%) researchers aimed to illicit the
views of 61 nurses from four acute inpatient uhd@dowing completion of an 18-day
‘Addressing Acute Concerns’ training programme e tourse delivery, content and
personal impact of the training. The training psogme was specifically developed to
provide training for the staff team in the acutetum contrast to individual health
professionals attending specialist courses delivaheough universities. A mixture of
qualified and unqualified nursing staff attendeé ttourse that covered assessment and
engagement skills, care planning, psychopharmagplogk assessment, observation and

de-escalation practices. Programme modules utilisggctic teaching methods, large and
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small group work and presentations from externabkprs. Skills practice and role plays
were used to assist with transfer of theoretical practical knowledge into the clinical

setting. Data were collected from the use of mldtfpcus groups and a questionnaire.

From the focus groups the researchers found teatitiqualified nursing staff were
more prepared to acknowledge positive learningaués and a change in attitudes, skills
and development. Qualified nursing staff were lestisfied with the course content and
notably more pessimistic about implementing newwedge in to their clinical practice.
Despite this, in the questionnaire qualified nunsgrorted increased knowledge pertaining
to all elements of the course content. This findiogtrasted with the data from the focus
groups. These results had implications for plannfogure training and, from an
organisational perspective, provided a useful contarg on the effectiveness of
professional and clinical development programmescdmmendations included that,
further training for qualified and unqualified dtahould be progressed separately with the
course content appropriate to the level of priaining and further training needed to occur
in conjunction with organisational changes to mazerthe implementation of skills into

practice.

In contrast to the Bee, Richards et al. (2005) ystddcCann and Bowers (2005)
reported positively on training qualified and unlified nursing staff simultaneously in
Psychosocial Interventions on site in seven acsietpatric inpatient wards in a staged
approach. The staged approach meant that thengaimas targeted at a basic level for
unqualified staff, at a more technical level foratified staff with further training for
specialist practice development. McCann and Bowatsis acknowledged that this approach
was not always adhered to, however on evaluatioost nstaff reported a greater
appreciation of each others roles and found thieitig beneficial. McCann and Bowers
reported on some key outcomes which they consméetessential to support successful
practice development in an acute inpatient uniesehoutcomes were effective leadership
and management structures and sufficient, stabtérgt on the ward. McCann and Bowers
considered that these outcomes had implicationstiferenabling an effective learning
process and the implementation of knowledge inepgtactice environment. The authors
argue for the benefits of on-site training forslff in contrast to individual staff attending
longer term academic courses at external acadensiitutions. In addition, McCann and
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Bowers comment that further consideration needsetaiven to achieving Psychosocial
Intervention skills in undergraduate training. Theyspective is similar to that provided by
Prebble (2001) in response to a review of undergrednursing training in New Zealand.
An important aspect of the studies in the Unitedddiom conducted by Bee, Richards et
al. (2005) and McCann and Bowers (2005) was thesfamn nurses assessment of skill
acquisition and their perception of knowledge tfansvhich, from their perspective, also

included barriers to this process.

Nurses views on their Psychosocial Interventiomning and the contribution of
training to clinical roles and professional devetgmt are important. The identification of
potential barriers from an individual and orgarimal perspective provides pertinent
information to inform planning and development ddinning programmes. Brooker et al.
(2003) conducted a two stage follow-up study thvaleated eight cohorts of trainees who
attended Psychosocial Interventions training predicdy the Sheffield and Maudsley
training centres between 1995 and 1999. Stage wnedato investigate the impact of
training on respondent’s current role descriptiond @areer development using a postal
guestionnaire sent to 141 trainees. Of the 116oredgnts, psychiatric nurses represented
86% of the sample. A sub-group of respondents ifilethtfrom stage one were identified
for stage two of the study. Service managers wagstified from this group and surveyed
for the same information. The second stage wagdedito elicit data pertaining to both
the course structure and the implementation oflssigained from training into clinical
practice. The authors concluded that the nurses hatbcompleted training utilised the
skills achieved through training and indicated anootment to the continued utilisation

and development of Psychosocial Interventionsimaal practice.

The Brooker et al. (2003) study also specificatiyght to investigate the long term
effects of training on practice, service developtrard in particular sought to identify and
prioritise the barriers that inhibit the effectiveplementation of Psychosocial Intervention
skills in routine clinical settings. The possiblearfiers included the following;
organisational readiness; supportive manageriatstres; resourcing issues; and the need
for a supportive team environment. Managers wekedso describe ways to overcome
these barriers. The three most common solutions;véereduction in size of case-loads for

clinicians; increased training opportunities fdnidians and strategic planning for effective
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utilisation of clinicians with skills and trainirig Psychosocial Interventions. Brooker et al.
recommended development of a tool to measure gapgtude and from an organisational
perspective the means to audit the benefits of amphting Psychosocial Intervention

training.

Organisational processes that increase the chaoicgmsitive outcomes from
training include the provision of clinical supeiwis (Bradshaw et al., 2007). Bradshaw et
al. conducted an experimental study that aimedvéduate the effectiveness of workplace
clinical supervision of a group of 12 mental healthises who were involved in a one year
part-time post registration training programme iay¢hosocial Interventions. Eleven
students from the previous year who had not hadattaitional workplace supervision
formed the control group. The course content caleaft aspects of Psychosocial
Intervention training including the provision of alingroup supervision. In addition, the
experimental group attended structured workplagestsion delivered by one supervisor
for small groups of up to three students. Supesmigncluded presentation of clinical case
studies and an additional assessment included sslami of audiotape recordings of
clinical sessions to the supervisor. Data wereectdld from the students on the first and
last day of training using multiple-choice questExamination papers. Each trainee was
required to recruit six service users with a disymmf schizophrenia with whom they
could work for the duration of their training. Sexe user data were collected using formal
assessment tools and a semi-structured intervialeabeginning and end of the training
programme. Comparison between the trainee expetainand control groups showed that
the experimental group demonstrated greater kn@elethout psychological interventions.
Service user outcomes also showed improvementsaerognge of measures. Bradshaw et
al. found that workplace supervision during traghienhanced knowledge gains and that
this was also reflected in clinical practice. Reaoendations for further research included
comparing university and workplace supervision. dddition, for future studies the
recruitment of trainees for the experimental andntrd groups should occur

simultaneously instead of the retrospective dethighwas used for the current study.

Family Therapy Interventions have been widely regezd in the United Kingdom
with positive outcomes identified from training.d®ker and Butterworth (1993) sought to

evaluate the impact of training in Psychosociakdwentions, in particular Behavioural
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Family Interventions on the role of community psgthc nurses working with families
caring for a relative with schizophrenia livingredme. Ten nurses recruited from a national
advertisement campaign participated in a 17 dayseodelivered in stages over a period of
six months. The course content included theoret@sppects and clinical skills in
Behavioural Family Interventions. Workshop trainingluded didactic teaching methods
and clinical skills development through the useadé-plays and video feedback sessions.
Ongoing training included feedback on audiotapesnfisamples of Behavioural Family
Interventions in clinical sessions. Data collectioocurred during the training as the
students submitted audiotapes that were ratededetithing team with formal measures of
competency. Four formal questionnaires were usaddasure changes in the way which
trainees organised aspects of their work, includngy clinical skills; their clinical role and
management of caseload numbers; knowledge of aiidatibn of interventions for
working with clients with a diagnosis of schizopmige The participants were also
requested to provide information pertaining to ererall benefits of training and the effect
on interdisciplinary relationships. The authorsugrdhat the training was cost effective.
The nurses’ reported that psychosocial intervestiskills were readily acquired and that

the course structure allowed for effective learropgortunities and changed practice.

Although clinicians can be trained effectively iarfily Therapy Intervention skills,
the implementation of skills into practice has mdwhallenging (eg: Bailey, Burbach, &
Lea, 2003; Fadden, 1997, 2006; Milne, Keegan, Weste, & Dudley, 2000). Time
constraints, clinical areas and wider organisatissgues affect the ability of clinicians to
fully integrate their skills into routine clinicalractice. Fadden (1997) describes the results
of a survey following training in Behavioural FagniTherapy in Aylesbury for 86 health
professionals of which 19 were nurses. The traidiellvered over a total of 39 hours had
been provided in four phases which included origanato the course, a specific three day
training course that focused on skill acquisitiom ancorporated learning strategies such as
role plays, videotaped examples of Behavioural djpgiin practice and interactive learning
activities. Course participants’ managers were atsbuded in a one day training to
orientate them to the course contents and speeifjigirements. The third phase focused on
weekly group supervision and in the final, fourtmape course participants were provided

with a treatment manual with up to date resouraed @ngoing monthly supervision



46

provided by experienced trainers. Fadden comméatisa number of respondents to the
survey highlighted specific difficulties experiedcen implementing their knowledge
obtained from the completion of training into ro&i clinical practice. Of the issues

highlighted by Fadden, the following two are oftgardar importance to this study:

» Time constraints, particularly working with famsierequired the working outside
of normal work hours that involved overtime and Aaecognition of lieu time.

* The service area that the clinician worked in, ang@articular for those clinicians
working in inpatient clinical areas, the implemeiaa of their knowledge from
training was noted to be particularly difficult.patient clinicians also noted that
engaging in Behavioural Family Therapy in an ingiticlinical area was too
“daunting” for families and that their knowledge Bé¢havioural Family therapy was
“... not applicable to the needs of their clients &émeir client’'s families” (Fadden,
1997, p. 605).

Important aspects of the study conducted by Fadugode the focus on the transfer of
knowledge gained from training into the clinicabptice setting. Fadden notes that it may
be more appropriate to offer training in Behaviduramily Therapy to selected clinicians
to ensure that they are in a position to be conechitio utilising their knowledge of
behavioural family therapy in clinical practice @gontrast to the provision of large scale
workforce training initiatives. Fadden highlightsetissues associated with service level
responsibilities pertaining to all dimensions ofe tiservice structure, including line
management and senior management. The issues aalieating the use of skills and
knowledge in practice and also the relevance ot#meice delivery focus at an institutional
level as to whether the delivery of Behavioural Hgritherapy is considered a priority.
Bailey et al. (2003) conducted a similar study whaompared the experiences of staff
trained in Somerset with those trained in Buckimgha Family Interventions. Although
overall the study outcome suggested that clinicitated fewer challenges than those
described in the study by Fadden (1997) and thaff shostly felt confident in
implementing their knowledge of Family Interventoimto practice, the Bailey et al. study
confirmed that there were wider organisational esstinat were of concern that affected the
ability of clinicians to fully integrate their skl into routine clinical practice. However,

Bailey et al. also highlight that for those statiavcompleted their training in Somerset the
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features of the service that were described aduiefzluded a more flexible approach to
service delivery, valuing the multidisciplinary neg¢ of the teams in the service and also
collaborative working styles and supervision. Théffialilties with implementation of
Family Therapy interventions into practice idemwtfiin these two studies remain of
concern to mental health service providers, clamnsi and families affected by mental
health problems in the United Kingdom (Fadden, 2006

Stanbridge and Burbach (2007) in contrast to acsaldendividual training approach
argue that a systemic approach to training in Raifftilerapy would be advantageous. The
authors describe a “Strategy to Enhance WorkingnBeships with Carers and Families”
(p. 27) in Somerset. The strategy involved 18 mentfi extensive consultation and
culminated in a number of service level changes ted provision of a staff training
programme. A range of awareness/basic skills paskagere developed and modified to
meet the requirements of specific clinical teantse Training was considered foundational
with scope for staff to continue on and developcadist skills if they wished. Training
also included implementation of a survey for thenidfication of further training needs for
staff. The training was delivered over the periddaoyear to all staff of the Somerset
Partnership NHS and Social Care Trust. A pre argl fvaining survey was used with the
conclusion that staff had benefited from trainiAithough it can be assumed that nursing
staff will have participated in the training strgyedescribed by Stanbridge and Burbach,

details specific to nursing and their perceptionthe training are not provided.

Chapter Summary

This literature review has shown that there is @eresive body of literature pertaining to
nurses talking therapy training and skills in adadipractice. In particular research literature
from the United Kingdom. As part of the search psxcfor this review, research conducted
in the United States of America, Canada and Gernthay reported on nurses talking
therapy training and skills in practice was fouribwever, it has been identified that the
research from these countries did not add new leuyd to the review process. Most
literature from these countries referred to workéordevelopment and talking therapy
training programmes from the United Kingdom as mpartant resource. Therefore the
scope of this review was limited to research lite@ from New Zealand, Australia,
Ireland, and the United Kingdom.
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Nurses’ views on their talking therapy skills haween reported. Specific aspects
that nurses valued about their talking therapyinal were identified in research literature.
In particular training delivered concurrently witie opportunity for nurses to trial and use
new skills in clinical practice (eg: Crowe & Lut¥005; Gournay et al., 2000; Hafner et al.,
1996; Oakes et al., 2002; Ryan et al., 2005). Mestarch identified the benefits of brief
talking therapy training (eg: Hafner et al., 1986ine et al., 2000; Myles & Milne, 2004)
but the value of training over an extended peribtinee was also identified (eg: Ashworth
et al.,, 1999; Ryan et al., 2005). Training rangeamf introductory in-service onsite
training, or up tol2 months of training providedatigh specialised undergraduate and

postgraduate University programmes.

Training designed to be consistent with the ned¢dsadf and their clinical area was
considered important (eg: Bee, Richards et al.528cCann & Bowers, 2005). However
Donoghue et al. (2004) identified that brief tatkitherapy training did not address the
depth of skill and knowledge required for workinghwpeople with complex mental health
needs. Most courses were structured to includeré¢hieal and practical elements, and
assessments included video feedback and role pbagapport effective skill acquisition.
Well structured clinical supervision was considev#dl to successful training outcomes
and the transfer of knowledge from training intaniclal practice (eg: Ashworth et al.,
1999; Bradshaw et al., 2007; McCann & Bowers, 200%]ditional key aspects that
assisted with the transfer of knowledge from tragninto clinical practice included peer
support (Milne et al., 2000), adequate resourcing effective organisational leadership
(Brooker et al., 2003). Adequate staffing on ingattiunits to ensure staff could access
training was considered to be vital (McCann & BosyeR005). Equally, inadequate
resourcing for all aspects of training, or ineffegtorganisational leadership and processes
were presented as barriers that inhibited the fiealasid integration of talking therapy skills

from training into clinical practice (eg: Bailey &t, 2003; Fadden, 1997, 2006).

The most appropriate method for evaluation of trjrwas debated, for example,
the use of systematic formal outcome measuresMdge et al., 2000; Myles & Milne,
2004). In contrast the advantages of nurses’ selbit on their views of talking therapy
training (Gournay et al., 2000) and the impact @ining on nursing practice and

professional development was also highlighted. ihglkherapy training for nurses had
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implications for personal and professional develeptr{eg: Gournay et al., 2000; Oakes et
al., 2002). Although Ashworth et al. (1999) consatk that talking therapy training
potentially isolated nurses from clinical work dey progressed to senior leadership or

managerial roles.

Most researchers recommended increasing the aiigylabf talking therapy
training for all health professionals and in pariée for nurses. The cost-benefit advantages
for training nurses in Talking Therapies to manageple with complex mental health
needs was identified (Hazelton et al., 2006). Taktherapy training in the United
Kingdom focused on CBT and the psychological mqadalssessments and outcome
measures most commonly incorporated into Psychalstdierventions. However nurses’
reporting in international research literature beitt training, knowledge and skills in other
Talking Therapy models for example, Transactionalalisis, Gestalt Therapy or
Psychodrama that require a depth of knowledge atehsive training was not evident.

This deficit identifies a gap in research literatur

This chapter has identified international researchvhich nurses’ views on their
talking therapy training and skills in clinical ptece have been described. The important
elements of training that support effective skitigaisition were identified. Aspects of
talking therapy training that assisted with effeetiskill transfer or aspects that have
represented barriers to skill transfer have beghlighted. In contrast to the extensive body
of international literature pertaining to nurselkitey therapy training and skills in clinical
practice there is little evidence of this in Newalsad nursing literature. Therefore, it is
vital to understand what talking therapy trainikgowledge and skills mental health nurses
have in New Zealand. The aim of this study is tostder nurses’ knowledge and views on
talking therapies in clinical practice in one DistrHealth Board. Therefore the following

research questions and framework were developadhieve the aim of this study.

Key Research Questions
1. What do nurses consider to be important about ttedking therapy training,
knowledge and skills in clinical practice?
2. What helps or hinders the integration of their ktemlge and skill in talking

therapies into routine clinical practice?
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Framework to Explore the Research Questions
Based on the research questions identified fromlitbeature review conducted for this
study, the following research framework was forrtedisfor the collection of nurses’ views

on talking therapies in clinical practice.

1. Knowledge Views

» |dentification of what nurses considered impor@mbut their knowledge of talking
therapies.

» Identification of how this knowledge contributeddarrent clinical practice

» Do nurses consider that the use of talking thesag@presents a core skill in clinical
practice?

2. Skill Acquisition

* What do nurses consider to be important about thegiting in talking therapies and
how were these skills achieved?

» Were there particular training strategies that tteeyd helpful?

* Questions in this section also addressed assessmalifications, financial and
organisational support, and supervision.

3. Skill Transfer

* What helped or hindered the use of talking thesapigoutine clinical practice?

* How are the talking therapies skills used in chhigractice?

* What is the perception of peer support and colleagtaluing their use of talking

therapies?
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CHAPTER FOUR: METHODOLOGY

Introduction

Given the nature of the research question in wigealitative information was sought, a
gualitative descriptive design was deemed mostagpjate for the purposes of exploring
nurses’ knowledge and views on talking therapiesclinical practice. Brown (1999)
suggests that the selection of a research desmricsbe informed by the design that best
answers the research question. Sandelowski (20ff@ucs explaining that a “qualitative
descriptive study is the method of choice whenigiitadescription of phenomena are
desired” (p. 334). The aim for this study was teatde what nurses considered to be
important about their training in talking theragiills and what might help or hinder the
integration of their talking therapy skills intoiratal practice. This chapter will describe
the use of a qualitative descriptive methodologyatswer the research question, nurses’

knowledge and views on talking therapies in clihpractice.

Research Methodology

Qualitative descriptive research methods have meinbconsistently differentiated from
other forms of qualitative research as a distirarimf of research inquiry in spite of

methodological and practical advantages (Sandeipu§l00). Sandelowski asserts that
qualitative descriptive research is a valuable mofteder recognised methodology, that
provides an existing framework for practice basesearch, particularly appropriate for
nursing and policy development (Sandelowski, 200B)e primary goal of a qualitative

descriptive research methodology is the provisidnaosummary of events without

embellishment, using informal language approptiatde situation (Sandelowski, 2000).

Sandelowski (2000) proposes that “qualitative dptige designs typically are an
eclectic but reasonable combination of samplingd aata collection, analysis, and
representation techniques” (p. 334). Qualitativecdetion includes the use of individual
interviews designed to elucidate peoples’ knowlealge experiences (Sandelowski, 2000).
Qualitative content analysis is the procedure niir@sfuently used to analyse text derived
from the interview data collection process. Praroef categories derived from literature,

and codes derived from the data may be modifiednterpretation of explicit and implicit



52

data (Flick, 2006; Sandelowski, 2000). Where shiidescription of phenomena is
required, a descriptive summary arranged in theis)\eppropriate to re-present the data
(Sandelowski, 2000).

Qualitative descriptive studies are theoreticalgariated with naturalistic inquiry
(Sandelowski, 2000). Characteristics of naturalistiquiry include; that research is
undertaken in context with the topic of inquiry;athalthough usually associated with
gualitative research, elements of quantitativeaede methods may be included; that data
collection is an interactive process between tsearcher and participants; that knowledge
is informed by implicit and explicit communicatiothat there are multiple constructed
realities that must be studied holistically; thatetlgent realities between people engender

more questions than answers from the researchggg¢ktacoln & Guba, 1985).

Research Design

This study used a qualitative descriptive resedssign methodology to summarise nurses’
views of talking therapy training and skills in nt@inhealth nursing practice. The literature
search revealed that there was a paucity of redsgrtaining to nurses’ views of talking
therapy skills and training in mental health nugspractice in New Zealand. Therefore a
qualitative descriptive research design was consttlappropriate to examine a phenomena
about which little was known (Brown, 1999; Polit8ungler, 1997).

Information relevant to talking therapy models,ithbeoretical underpinning and
practical application to treatment was conductedoitovide background to this study.
Chapter Two describes the talking therapies relevanthis study. A national and
international literature search of nurses trainingtalking therapies was undertaken to
establish a knowledge base to inform developmenthefquestions for the qualitative
descriptive survey and interview guide. Chaptere€hdescribes literature pertaining to
nurses’ talking therapy skills, their knowledge we skill acquisition and skill transfer
following training. Utilising previous research taform the development of the research

guestions and guide the analysis process is apptegMayring as cited in Flick, 2006).

Although predominantly qualitative, the researckigie for this study contained a
guantitative data collection component throughube of a brief survey questionnaire. In

addition to providing demographic information ttatso enabled me to contact a small
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sample of nurses to take part in interviews thawioled the data to answer the primary
research questions. Surveys are an effective méangather baseline information,
demographic facts and data about peoples’ behayiduliefs, attitudes, or opinions
(Brown, 1999), however the pre-selected paramefieassurvey limits in-depth exploration
of participant’'s views. This contrasts with qudlite descriptive research which accounts
for a range of viewpoints and practices to descpéeicipants knowledge and experience
(Flick, 2006; Sandelowski, 2000).

Cutcliffe and Goward (2000) comment that attitudleat are central to mental
health nursing such as “ (a) the purposeful usgetif (b) the creation of an interpersonal
relationship; and (c) the ability to accept and eanb ambiguity and uncertainty” (p. 590)
are attitudes also closely linked to the practicqualitative research. Cutcliffe and Goward
link qualitative research to evidence based nurgirggrtice citing the work of French
(1999). French suggests that the important featofevidence based practice need to be
determined in context with clinical practice by @tay value on peoples’ experience and
knowledge. Evidence based practice rather thannaative term, proactively combines
research and knowledge from a clinical practicespective and provides for both “quality
of service “ and a “quality assurance activity” ékch, 1999, p. 76). These factors are
important if this research is to provide any meghihfeedback to inform further training
and development in talking therapies for mentakasilocally and contribute to the body of

knowledge that underpins mental health nursingtjp@am New Zealand.

Design Credibility

According to Sandelowski (2000) qualitative desioip provides researchers with the
opportunity to report their research as a “sumnudrgvents in the everyday terms of those
events...” (p. 336). For the purposes of this stutlis means, reporting a truthful and
accurate account of what nurses said in the senutated interviews. Maxwell (1992)
terms this process descriptive validity. SandeloB00) adds, that although it is unlikely
that everything noted within the research invesiogawill be reported on, what is reported
usually represents a consensus view of the phermomater investigation. Maxwell (1992)
terms this interpretive validity. Both descriptigad interpretive validity are relevant to the

design of this study, in particular to report walmplicity what nurses considered to be
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important about their knowledge and views of tadktherapies and what might hinder the

integration of their skills into clinical practice.

Credibility for the research design also rests oandparent declaration of
limitations. The design for this study demonstragekevel of “plausible logic” (Brown,
1999, p. 75) which Brown suggests means that theareh process was conducted in a
manner that accounted for variables, or controlladables, that appropriate recruitment
strategies were used, the sample size was reasortiall appropriate data collection was
used and finally the analysis processes were gipmpriate to the design of the research.
Sandelowski (1997) in turn, contests the appropniegs of the concepts of rigour, validity,
reliability and generalisability and the applicatiof quantitative scientific constraints to
gualitative research, instead proposing adherencécdnnoisseurship and intellectual

craftsmanship” (p. 127).

The limitations of this study are not ascribedhe gualitative descriptive design of
the study. Instead the limitations are only atti@dinle to the influences of a novice
researcher and the size and scope of the reseaygttp For example, the small sample
size of nurses for the interviews. Although botlke Burvey questionnaire and interview
schedule were constructed thoughtfully, the scdghi® study did not allow for testing and
retesting the questionnaire. For example, albeit #very effort was made to construct
guestions in an unambiguous way retesting woulck hdentified that question five of the
survey could be misinterpreted by participants.9¢ar who had talking therapy training
indicated they would like additional training whasel had wanted to identify if nurses’

with no training would access training if accessibl

Although the findings may reasonably representkihewledge and views of the
nurses who participated in this study, there imssumption that this will be similar to the
experiences of nurses in other DHBs in New Zeal&aldlitionally, the number of talking
therapies addressed in this study cannot be caoesidxhaustive and only represents a few
of those described by Peters (2007a) commonly tmetteatment in mental services in

New Zealand.
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Research Theoretical/Philosophical Orientation

According to Sandelowski (2000) qualitative dedivgp research studies are the least
“theoretical” (p. 337) of the range of qualitativesearch methodologies and draw on
elements of naturalistic inquiry. Polit and Hungl#897) define a naturalistic paradigm as:
“An alternative paradigm to the traditional possivparadigm that holds that there are
multiple interpretations of reality, and that theag of research is to understand how

individuals construct reality within their context.(p. 462).

For this study this has meant exploring with nutkes individual experiences and
understanding that although there may be simiejtthe experience and context remains
individual. Polit and Hungler (1997) also add thaturalistic studies have the potential “to
elucidate the multiple dimensions of a complicgteablem” (p. 15), a statement which is
relevant to this study as each of the participaetscribed different experiences related to
their training in talking therapies. The purposetl@§ study is exploratory in nature and
makes no attempt to naively assume a singular viesresume that all nurses who have
knowledge and experience of talking therapies l@asenilar viewpoint. These elements of
inquiry will be explored further in subsequent ctemp. Sandelowski (2000) also highlights
that qualitative descriptive research may hadeés, tones and textufe§. 337) drawn
from other theoretical compositions, which may m#sat aspects of individuals’ words or
experiences may be accentuated in a narrative emgohenological style but according to
Sandelowski this is not to be confused with “er@rereferences to or misuses of methods
or techniques” (p. 337). Accordingly, the curremtidy attempts to retain a simplistic
philosophical and theoretical orientation, whicmsistent with the tradition of qualitative

descriptive research, remains minimally theorised.

Ethical Implications and Consent

Conducting research with people requires thougltfumsideration of the potential ethical
and cultural implications of the study. Prior tonwmencing the current research project
consent was sought and granted from the Lower SBetional Ethics Committee, the
DHB and during the research process from indivicaaticipants. Additionally, cultural
advice was sought from the Cultural Advisor for idB including making copies of my
proposal available to the Maori Mental Health Te@he Oranga Tonu Tanga). | was

invited to meet with the Maori Mental Health Team present my proposal and
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subsequently incorporated their suggestions intoresgarch project. In particular this

included a question in the survey that would idgmgspondent’s ethnic origin.

Ethical considerations relevant to this study ideld truthful, accurate reporting on
the statements made throughout the research prokddgionally, the traditional ethical
considerations that Rogers and Niven (1996) sugagestimportant in nursing practice,
which include beneficence - seeking to do good;marfeficence - prevention of harm, (pp.
11-12) and autonomy or self-determination — thevigsion of adequate information to

enable choices (p. 66) are equally relevant toingnesearch.

Autonomy includes providing for adequate commumicatand information. For
this study a comprehensive information sheet was @at with the initial survey detailing
all aspects of the research project. In particulae, information sheet informed potential
participants that the audio recording of the in@mg, the interview transcript, the analysis
of interview proceedings and the written resultsenal a component of an assessment for
a Masters degree thesis. Individuals had a choiegthver to return the survey questionnaire
or not, a return implied consent. Respondents & ghestionnaire also had a specific
contact form to arrange meeting with me for anrinesv at a time, date and place
convenient to them. Prior to commencing the inamg the relevant information details
were discussed again and a signed consent fornmettaWithdrawal from the study was
an option at any time with no repercussions. Pyivatd confidentiality were maintained
with only the researcher having access to the datawith individual names. All research
documents were coded and raw data stored in adoc&kinet. The interview transcriber

also signed a detailed confidentiality agreement.

Throughout the research process an awareness gbateatial for “actual and
inadvertent coercion” (Rogers & Niven, 1996, p. 6¥)perceived position of power was
acknowledged because of my current position aseal nurse specialist in an acute ward,
and more particularly because of my previous relarmeducator for all staff of the mental
health service, therefore individuals may havegedissured to participate. Every effort was
made during the interview process not to inducesstiparticularly as participants were

asked to reflect on their clinical practice. Allrpeipants acknowledged that the interview
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was a positive experience and that they apprecidtedpportunity to contribute to the

body of knowledge relevant to nurses and talkiregahies.

For a copy of the relevant documents pertaininifpéoethical and consent processes

utilised in the current study refer to Appendix 1EA

Participant Sampling and Recruitment

Purposeful sampling techniques are commonly assacisvith qualitative descriptive
research (Sandelowski, 1995, 2000). Theoreticalyposive sampling is aligned with
naturalistic inquiry which orientates the studyeplore commonalities and differences
across a broad range of experiences. These dinmsnsamfer depth to the study (Lincoln
& Guba, 1985; Sandelowski, 1995, 2000). Names ofigggants for this study were
obtained from a staff database which identifiedsesr with New Zealand registered
psychiatric training, comprehensive nurse registnatand nurses from overseas with
equivalent registered nurse qualifications that enavorked in either an inpatient,
community or specialist mental health service sg#tiin a South Island District Health
Board (DHB) Mental Health Service. Two hundred aneénty five nurses were sent a
guantitative survey questionnaire with questioreksg both demographic information and
a list of training experiences including talkingetapy type, training location and duration.
From the questionnaire responses a small sampheirses were invited to meet with the
researcher for the qualitative data collection congmt of this study being the semi-
structured interview. The sampling criteria for tipealitative component of the research
project was determined by obtaining the participatthinsent to meet with the researcher to
discuss their experience of training in talkingrépes. Three additional criteria influenced
the selection of participants for the semi-strustuinterview. These criteria were as

follows:

1. Number of weeks/years of training in the specii&ing therapy/therapies

2. Breadth of experience in talking therapies, typjctiose with experience in more
than one type of talking therapy.

3. Clinical setting, equal distribution between inpat, community and specialist

treatment areas.
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Sandelowski (1995) points out that sample sizeelative and usually determined by
the research topic. Sandelowski also suggestspilngoseful sampling includes, firstly;
“‘maximum variation sampling”, which allows for théentification of “common and
unique manifestations of a target phenomenon aerbssad range of phenomenally and/or
demographically varied cases” (Sandelowski, 2000338) and secondly; “phenomenal
variation, or variation on the target phenomenodeurstudy” (Sandelowski, 1995, p. 181).
For this study the survey across a wide samplddotify individual’s knowledge of talking
therapies with demographic variability such as gendge and workplace was consistent
with maximum variation sampling. Phenomenal vaomtiwas appropriate to support
meeting individually with nurses from different rdltal areas to discuss their personal

knowledge, experience and views of talking therapie

The Participants: Who Were They?

The participants for this study were registeredsasrfrom inpatient, community and
specialty areas of the DHB Mental Health Servicepdsitive response to the survey
provided access to 26 nurses with knowledge ofrtgliherapies from which the sample of
eight nurses was drawn for the semi-structuredrvig®. Their selection was based on
criteria previously explained. All of the nursestenviewed were experienced and
contributed substantially to the value of the resegrocess with their knowledge and
views of talking therapies in clinical practice. @ncern however was that none of the
nurses were from an inpatient clinical area alttoall had clinical experience in inpatient
treatment settings. Most nurses had training inentban one form of talking therapy and
without exception had training beyond an introdugtevel. These aspects of the findings

of this study will be discussed in Chapter Five.

Data Collection Process
Sandelowski (2000) suggests that data collectian giealitative research is designed
towards discovering thewho, what,andwhereof events or experiences...” (p. 338). To

achieve this aim, two data collection processe®wsed in the current research project.
» Part A: Quantitative Questionnaire.

In addition to demographic details including clalipractice area, the questionnaire sought

information pertaining to nurses’ knowledge of matktherapies. Questions were structured
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to enable identification of the particular talkitlgerapy/therapies, the length of training,
where this occurred, whether in New Zealand or se@&s, and the type of supervision that
the participant had received during training. Iaiidn, if an individual had not received
training in talking therapies there was an oppatyuto indicate a willingness to access
training. The questionnaire was predominantly segluantitative information but also
allowed nurses to provide non-structured respotsexpen ended questions and general

comments.
e Part B Qualitative Semi structured Interview

The semi-structured interview is commonly used gaalitative data collection tool
because the interview method enables gatheringpthdinformation from the participant
(Creswell, 2003). A semi-structured interview caket various forms however in general
the interview format is based on a series of qoestthat have been formulated into an
interview guide which are then asked of each padit (Creswell, 2003). The open ended
guestions for this study were formulated under hegdpertaining to knowledge views,
skill acquisition and skill transfer with opportiymifor participants’ to disclose thoughts or
experiences about talking therapies that they densd to be important. Knowledge views
referred to participants’ knowledge of talking thgies, how their knowledge contributed to
clinical practice and if they considered talkingrdpy as a valuable core skill in clinical
practice, thus in-depth knowledge about the resetmgic (Flick, 2006). Skill acquisition
elicited participants’ experiences associated wigining. Skill transfer identified their
views on what helped or hindered the integratiortadiing therapy skills into clinical
practice. The interview was structured to encoungagicipants to present their views of

talking therapy skills in nursing practice.

Creswell (2003) promotes the semi-structured imegvvformat as it allows the
interviewer to provide a framework for the linegpfestioning without limiting the response
from the participant. Disadvantages include theepial for interviewer bias, the
possibility that participants’ responses may not‘dgually articulate and perceptive” (p.
186) or that the adequacy of a response may beetinby one or more nuances being

expressed by the participant. For this study th#ign@ants were provided with a copy of
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the interview guide a week prior to the interviematlow time for reflective and considered

responses in the interview.

The interviews were conducted in an office in tltipipant’s clinical area. Each
interview lasted between 45 and 50 minutes. Altlmoog challenges included managing
the electronic recording equipment all of the mdpants were gracious with their patience
and their contribution towards my research proj&reswell (2003) advocates for the
researcher to “...look for involvement of their peipants in data collection and seek to
build rapport and credibility with the individuais the study” (p. 181). Apart from
commencing interviews with reminders relevant toical process and consent, | invited
each participant to describe what they considecedbe important about their talking
therapy skills in clinical practice. Dimensionsdgtal to mental health nursing practice, for
example, the interpersonal relationship, and acug@nd valuing different viewpoints
were important. The interview guide provided an amtant structure to the interview
process, but participants’ presented their own dd8de interviews were an interactive
process and | endeavored to affirm participantsitiwoutions that enabled me to gain

insight into their depth of knowledge and skilltalking therapies in practice.

Copies of the relevant documents pertaining to datkection processes utilised in this
study are appended (Appendix 2).

Data Analysis: Tools and Processes

Part A: Quantitative Survey Questionnaire - Quatitie Analysis

Data were collected by means of a 6 item survestip@aire. The six questions were
structured and required either, a “yes/no” resppaselection from a range of options and
two open ended questions that sought the respoadmrhments. The data were entered
into an excel spread sheet for representation ef data in tables in Chapter Five.
Descriptive statistics were used to describe amdbawe the data, in particular to describe

averages and percentages relevant to the demogdgaii from this study.
Part B: Qualitative Semi-Structured Interview - @ont Analysis

According to Flick (2006) qualitative content ars$yprovides an appropriate method for
the analysis of interview data. Prior research #rebretical models contribute to the
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development of categories that are applied to thpirgcal material to enable a process of
reduction or summary. The categories may be matlifiering the analysis process to
ensure that the most appropriate framework foryasislof the data is employed. Flick
provides an overview of three methods relevanboiaent analysis. They are; “Explicative
Content Analysis... Structuring Content Analysis &wnmarizing Content Analysis” (pp.
313-314). Flick states summarising content analysans that similar text is paraphrased
and summarised, and the information that is idetibs not relevant to the study is put
aside. Further analysis across the data set entt@egentification of major themes and
subthemes. The summarising content analysis praeessnmended by Flick provided an

analytic framework for this study.

The categories, knowledge views, skill acquisitiski|l transfer relevant to nurses’
talking therapy training and skills in practice weronsistently used in the qualitative
descriptive approach of this study. The headingewsed as a guideline for the literature
search, informed the survey and interview guidetfe& data collection process and the
categories for analysis of the empirical data fithve interview recordings. The interview
recordings from this study were transcribed and tés rechecked against the audio
recording to ensure accuracy. Copies of the trgstscwere returned to the participants
with an invitation to make any amendments they ehdone of the participants wished to
make any alterations to their transcript. As FI{2k06) suggests the major goal initially
was to “‘reduce and summarizé..(pp. 312-313) the information provided by the
participants. Each interview amounted to approxatyatour thousand words, or between
eight to ten pages of script. During the analyssess a constant checking and rechecking
occurred between the original text, the major catieg of knowledge views, skill
acquisition and skill transfer and the summarisathdo ensure that resulting summaries
were an accurate reflection of participant's vievillowing analysis of the eight
transcripts the emergent themes were comparedsattresiata sets and major themes and

sub-themes were formulated as findings for reptasien as results in Chapter Six.

Chapter Summary
This chapter has provided a rationale for the disequalitative descriptive research design
as the most appropriate method for this study. gcdption of the relevant ethical approval

processes that included approval for data collecdiod analysis processes relevant to this
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study have been described. The research framewddioovledge views, skill acquisition
and skill transfer that supported the data analgsid collection processes will ensure

continuity in presentation of results in Chaptet. Si
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CHAPTER FIVE: RESULTS

Introduction

This study used both quantitative and qualitativethads to explore nurses’ knowledge
and views of talking therapies in clinical practiées Sandelowski (2000) recommends, the
results of this study are presented as a cohesivenary of the qualitative and qualitative
data collection processes. This chapter commenaaspresentation of the results from a
guantitative survey questionnaire sent to two heddind twenty five (n=225) registered
nurses in a District Health Board (DHB) Mental Headnd Intellectual Disability Service
in New Zealand. Section 1 of the questionnaire wsesl to elicit demographic information
while section 2 recorded details of training aniiitg therapies. The survey results are

presented in table and text format with qualifystgtements to provide context and clarity.

The second part of this chapter presents the seBoltn the qualitative component of this
study that involved semi-structured interviews wéhsample of nurses (n=8). Content
analysis methodology recommended by Flick (2008)doalysis of interview data was
used and has provided for the identification ofngigant themes expressed by the
interview participants with respect to knowledgews, skill acquisition and skill transfer.
The results are presented in table and text forrmpasopriate and supported by excerpts

drawn from participants’ comments during the cowfstne interviews.
Quantitative Survey Results

Section 1 - Demographic Information

Of the two hundred and twenty five (n=225) survthat were sent to registered nurses in
the DHB, sixty nine (n=69) or 31% were returnedeTdyge range of respondents ranged
from twenty three to sixty five with the averagesdgping forty four years. Refer to Figure

1. More female (n=54) than male (n=15) nurses neded to the survey questionnaire. For

ethnicity data refer to Table 1 below.
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No. of Respondents

23 24 26 28 31 32 33 24 25 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52 54 55 56 61 62 65
Age -Years

Figure 1: Demographic Data — Age Distribution of Respondents

Table 1:Ethnicity of Respondents

Ethnicity No. of Respondents
Asian 2
British 4
European 3
Maori 1
NZ 16
NZ/European 40
NZ/European / Scottish 1
Scottish 1
USA 1
Total 69

Section 2 - Knowledge of Talking Therapies

Question - 1 Training in Talking Therapies
The sixty nine (n=69) nurses that responded totoured provided information on training

in talking therapies within the last ten years.riyh{n=30) respondents identified that they
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had not attended any form of training while thirtyne (n=39) indicated that they had
attended training in talking therapies.

The second part of Question 1 recorded the spdaikang therapy training gained by the

nurses who responded to the questionnaire. Thésesiablished the following:

* The majority of nurses had accessed training iniNabonal Interviewing (MI) and
Cognitive Behavioural Therapy (CBT) with a numbdrnurses also trained in
Dialectical Behavioural Therapy (DBT), TransactibAaalysis (TA) and for those
nurses from the United Kingdom training in Psychaislointerventions (PSI).

* The range of training for the sample of (n=69) earslso indicates that some
nurses attended training in a talking therapy ntioa@ once.

* Nurses frequently had training and experience imentban one type of talking
therapy.

The type of talking therapy training and the numbérespondents with the respective

talking therapy training is presented in Table 2.

Table 2:Number of Respondents with Training in Each Therap

Therapy Type No. of Therapy Type Cont'd No. of
Respondents with Respondents
Training with Training
Cont'd
Motivational Interviewing 32 Psychodrama Training 2
Cognitive Behaviour Therapy 22 Psychosocial Interventions 3
Dialectical Behaviour Therapy 7 Self-psychology 1
Transactional Analysis 6 Psychodynamic Therapy 1
Rational Emotive  Behaviou 2 Ashburn Psychotherap 2
Therapy Seminars
Family Therapy 2 Primal Therapy 1
Child Psychotherapy 1 RJF 1
Constance Dahlenburg 1 Role Theory 1
Counselling Course 1 Interactive Drawing Therapy 1
Couple Counselling 1 Sexual Abuse Counselling fc 1
Men - Psychotherapy
Gestalt Psychotherapy 2 Action Methods 1
Group Work Training 1
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The responses recorded for Question 1 were usesklexrt participants for the semi-
structured interviews. The duration of trainingptieand breadth of experience guided my
selection process. The length of time committettraming varied from half days to over
nine hundred hours. A summary of respondent age thagt duration of training is
presented in Figure 2. The graph differentiates/beh the respondents that were and those

who were not interviewed.

1000
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Respondent/ Participant Age (years)

Figure 2: Length of Training in Talking Therapies and AgeRefspondents

Although Question 1 also sought to identify theryteat respondents had attended their
training a number of nurses were unable to proextct information. Identification of the
year that nurses had completed training may hatableshed a link to organisational
processes or regional / national workforce develemnprojects that had facilitated access

to training, however, this link could not be fuxtrapolated from the results.

Of those nurses that had attended training in Newalahd, this was mostly provided in the
main centers, Auckland, Christchurch and Dunedinufber of nurses (n=8) had attended
training in talking therapies in the United Kingdohurses had also attended training in
Australia and United States of America. Refer tbl&s.
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Table 3:Training Locations and Number of Respondents peation

Country of Training Number of Nurses

New Zealand 28
Australia 1
Australia and New Zealand 1
United Kingdom 6
United Kingdom and New Zealand 2
United States of America 1

Total 39

Question 2 - Supervision

In answer to the query about access to specifiersigion during the respondents’ training
in talking therapies, of those individuals thatigaded that they had extensive training
specifically in Psychodrama, TA, Gestalt, Child é&tsytherapy, Family Therapy and CBT,
all recorded that they had accessed supervisioncantdnued to do so to support safe
clinical practice. However, in contrast, some nsrd®t had attended training in talking
therapies did not have supervision provided aseaip component of the course content,
although some nurses indicated that they had asedirtheir usual clinical supervision

arrangements and others recorded that they didaoaiss supervision at all.

Question 3 — Clinical Setting

The clinical practice setting information from gties 3 revealed that fewer nurses (44%)
from inpatient clinical settings had attended tadkiherapies training compared to nurses
(64%) in community treatment settings of the mehéallth service. Refer to Table 4.
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Table 4 Total number of participants with talking theregiraining and their respective clinical settings

Clinical Setting Inpatient Community Total

Talking therapies training

Yes 11 (44%) 28 (64%) 39
No 14 (56%) 16 (36%) 30
Total Number of Respondents 25 44 69

The results in Table 4 indicate that there is neemnprove sustainable access to training
and development for nurses working in inpatienhichl areas. This result is consistent
with what has already been clearly documented farmational research and has been
stated in New Zealand national workforce developrsénategic documents (Peters, 2007a,
2007b).

The distribution of respondents by clinical settisgresented in Table 5 on page 69.

Question 4 — Use of Talking Therapy in Practice

Forty one (n=41 of n=69) individuals responded lie guestion that required them to
identify how frequently they used talking therapiegsheir current clinical practice. Thirty

(n=30) replied often, eight (n=8) replied occasibnand three (n=3) replied never. This
result indicates that most nurses consider theankedge of talking therapies important in

their clinical practice.

Question 5 - Access to Training

Question 5 was designed to elicit whether respasdesithout talking therapy training
would attend training if it was available. All resplents who did not have talking therapy
training indicated that they would like trainingoWever nurses that had previous talking
therapy training also answered this question irgtigahat they would like further training.
Although this result confirms that talking therajpgining is important to nurses | should
have designed Question 5 as two distinct questidns.question for nurses without talking
therapy training, and a second question to eli@t ¢continued education needs for nurses
with talking therapy training.
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Table 5:Count of Nurses by Clinical Setting

Clinical Setting No. of Nurses

Community Settings

Community Alcohol and Drug Service (CADS) 3
Child and Family Service (CAFMS) 1
Community Mental Health Team (CMHT) 16
CMHT & Private Counsellor 1
Community Day Programmes 1
Consult Psychiatric Liaison 1
Early Intervention Psych Services 2
Emergency Psychiatric Services 6
ID - Community 1
Outpatient Groups 1
Youth Specialty Service 3

Inpatient Settings

Inpatient Acute 25

Inpatient - Intellectual Disability Service 4

Inpatient - Older Peoples Health 4
Total 69

Question 6 - Additional Comments.

The sixth and final question in the survey compoérarthis study provided respondents
with the opportunity to contribute any addition@inaments. The following three quotes
capture the essence of what can be describedraslanpinantly positive view expressed by

nurses relevant to their knowledge of talking tpers,;
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I think it is essential to the continuing practmiea good nurse to have knowledge
and skill in the talking therapies to maintain puofessional credibility and to give

optimum care in our assessments and counselingeats

| found such training very valuable and would wehe further and more up-to-
date training to be available for nurses. Althougth frequently using the formal

tools the underlying principles shape and provideeful model in clinical practice.

I was under the impression that talking therapieslempinned all theoretical
knowledge related to all aspects of psychiatricimg and is essentially the basis of

all therapeutic relationships.

These statements emphasise the important link ketwlee theoretical underpinnings of
mental health nursing, previously described in @GapOne and Two of this study, training
in talking therapies and the practical applicat@ntheir knowledge to clinical practice.
Nurses that had training in talking therapies as$ foint in the survey reiterated the
importance of their knowledge, and identified thadditional training was available and
accessible they would respond positively to theoojymity to develop their skills further.
All respondents who identified that they had notessed training in talking therapies

reported that if training was available they woattend.

One respondent noted that they found obtainingifghtb support their study and
training a barrier to continuing professional depehent. Some respondents noted their
preference for training in a group format over éhte four days rather than needing to

commit to anything as long as six months or more.

In contrast to the predominantly positive commamedated to nurses’ knowledge
and views of talking therapies, one respondenigéphat they did not consider the use of
skills in talking therapies to be particularly nedat in inpatient clinical settings. Although
this statement represents a minority perspectivaitants further consideration in Chapter
Six. Peters (2007a) in her summary document retet@ralking therapies in the New
Zealand Mental Health and Addictions Service alsfers to staff voicing similar doubts
although whether the clinicians work in an inpatissommunity or primary health care

setting is not clear.
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Qualitative Interview Results

The duration of training, depth and breadth of elgoee guided my selection process of
nurses for participation the semi-structured inemg. Within the sample of nurses (n=8)
that participated in an interview CBT and M| wehe tmost common. Refer to Table 6 on
page 72 for a profile of the interview participaniseir age, duration and type of talking

therapy training.
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Table 6:Age and Talking Therapy Training for Interview f@pants

Participant Age Training Talking Therapy Training
Number (years) Duration
(days)
1 45 150 Cognitive Behavioural Therapy

Psychotherapy Seminar Series

2 46 153 Motivational Interviewing

Psychosocial Interventions

3 47 170 Psychodrama / Group Work Training

4 50 600 Child Psychotherapy: Post Graduate Diploma
in Child and Adolescent Psychotherapy

5 51 96 Motivational Interviewing
Rational Emotive Behaviour Therapy

Psychotherapy Seminar Series

6 52 180 Cognitive Behavioural Therapy
Motivational Interviewing
Transactional Analysis (*)

7 52 167 Cognitive Behavioural Therapy
Transactional Analysis
Management Leadership Training

8 56 694 Cognitive Behavioural Therapy
Dialectical Behavioural Therapy
Motivational Interviewing
Gestalt Psychotherapy

Interactive Drawing Therapy

(*) Others forms of Talking Therapy under taken by Participant Number 6:
Music Therapy; Art Therapy; Seminars on Death & Dying (Elizabeth Kubler Ross); Spiritual

Practice- Reiki; Grief Workshops; Micro Counseling Skills.

The above table records the training and experiencéhe use of talking therapies in

clinical practice for nurses that participatedhiststudy.
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Qualitative Results: Themes
The presentation of the qualitative interview réeswdre described as themes under the

major headings from the interview guide.

Theme Headings
Knowledge Views
» Theme 1: Knowledge of talking therapy that informussing practice
» Theme 2: Knowledge of talking therapy that is amitie to the participants’
clinical setting
* Theme 3: Knowledge that supports evidence basetiqgea
Skill Acquisition
» Theme 1: The construction of training courses ndedBe clinically relevant to
nursing and the individual
* Theme 2: Learning strategies
* Theme 3: Supervision and refresher training
Skill Transfer
» Theme 1: Evidence of skills in talking therapiesriantal health nursing practice
* Theme 2: What helps the integration of talking #pées into nursing practice
» Theme 3: What hinders the integration and use lint therapies in nursing
practice
Minor Themes that Contribute to this Study

* Theme 1: CBT in nursing practice

Knowledge Views

Theme 1: Knowledge of talking therapy that infomassing practice

All of the nurses interviewed considered that tregnin talking therapies was integral to
their nursing practice in mental health. For exampl.. so it really informed my practice

hugely, and | feel that TA gave me a lot of staffrork with people within the therapeutic
relationship. | think it informs nursing practicespecially in mental health”. The

participants stated that their knowledge of a tajkiherapy assisted with determining a

direction and focus to therapeutic interventionsl amformed the decision as to which
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interventions would be most appropriate for theiadibn. For example one participant

stated the following:

... because you know that you are basing what youlairgg on something that is
well founded and well researched, but it also meganshave got some tools there

... to add to practice.

Participants were all individually able to clea®dyticulate what they considered to be
important about their knowledge of talking therapsad indeed they were passionate about
their selected area of interest using words suchf.asital...” “...valuable...” and
“...informs practice...” to describe how their knowledgf talking therapies contributed to

core interpersonal skills in their mental healtihsmg practice. For example;

... | call myself a nurse therapist because | feat that captures it fully. Because |
think I'm special, I'm a specialist nurse in a @iethat I've chosen [therapeutic
outpatient groups] and for the most part, it daexkllike we're just doing therapy

[psychodrama] but I'm also nursing all the time.

Three participants presented their views on theomapce of talking therapy skills
in nursing practice within a predominantly bio-neadi practice environment. They
expressed their concern about the reliance on mwautical solutions for the treatment of
mental illness. This was described by one nursestaying “... | think that we're a
medically based service. The predominance in tlaerpaceutical solutions is there. That's
what people expect, | think, from the service ascimas the service... meets the
expectation”. These participants stated that tkeawledge of talking therapies provided
an important counter-balance to the use of pharuotaes interventions for the treatment of
mental illness. The use of talking therapies wastrakto defining the nursing role in a

predominantly biomedical practice environment. @adicipant voiced this as:

And so | think that that's why the talking therapi@re so important, particularly for
nurses ... because talking therapies give nursesi@naty of making sense of the

world that they live in which is working with thieedical model.

The use of talking therapies with knowledge of phaceutical interventions in nursing

practice provides the balance necessary for holséntal health nursing practice.
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A further two participants also commented on thesien between elements of
nursing that have a focus towartisaking it better” [giving of medication for immediate
symptom reduction] and talking therapies which rrayolve an escalation of short term

stressors that as a nurse may be at odds withahe immediate desire to make it better.

I think in psychotherapy it means sitting therehnatlot of uncertainty...I think this
[psychotherapy] is somehow paradoxical to beingirgernbecause | think as nurses,
we need to go in and fix it and make it better.. teuwften, | think, well we don’t
want to hold on to the pain of people. We don’elidserving distress and pain in
people so we want to make it better for them aniteqoften, it means, actually
saying to somebody, | know you’re in pain. | cae Heat, | can feel that, but that's
okay. Rather than saying, ohh, right, let's do,tlheé$'s do that, let's make it go

away... SO you're experiencing what they are expenmnreally...

A nursing focus that acceptthat’'s okay” means the nurse needs to manage the tension
between the desire to diminish the effects of eomati pain whilst enabling the recovery
process for people using psychotherapeutic intéiven Both participants were firmly
committed to the sense that their knowledge ofinglikherapies assisted them tméke
sensé of their mental health nursing practice and afi@d the use of their knowledge in

talking therapies as a means to support the reg@feronsumers.

Self knowledge was also an important dimension ddigpants’ knowledge of
talking therapies informing practice. Four partanps elaborated on their understanding of

”

knowing “one’s own processes ...” and “...noticing...”damow this informed their

practice. The essence of this theme is capturétkifollowing statement.

...yes, and also it helped me, it's helped my ownl,samy own essence of who |
am, to grow and extend myself this way...sometim&syl things and | will chew it
over and think why did | say that. That was quitstdictive or that was an
unhelpful comment to make to that person. So TA@BJ have helped me to be

more aware and in tune with the person | am deaditiy

For four nurses the sense of ‘self knowledge infogrpractice’ was vitally important

because in their view self knowledge facilitatethgay insight into others’ experiences and
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thus supported safe practice. Safety was also ibedcras a rationale for completing
training in a talking therapy. “...I'd done no postad work at all. It was like | needed
something. Something | could stand on and work \aitld because | got to work here |
chose psychodramaEach of the nurses in their own way recountedttiesne, to support

how, in their view, their particular knowledge oftalking therapy both informed and

maintained safety in their nursing practice.

Theme 2: Knowledge of Talking Therapy that is aalie to the participant’s clinical
setting

All participants commented that their knowledgeadapecific talking therapy assisted them
to work effectively in the clinical setting. Althgh each nurse described similarities in
their experience in talking therapies, or the u$esimilar models, there were also
differences and each participant was able to datieuwwhy they had chosen training in
particular talking therapies and how they applied knowledge in their clinical practice
setting. For example;” | guess what it did for marking with children, adolescents and
families...what it did for me was pulled it all togetr and made perfect sense of the way in
which | worked”. For this particular nurse her kredge of Child and Family Therapy was
important, equally, for another nurse her knowled§eM| enabled her to support the
consumers that she worked with in a manner thampted self determination. Two
participants echoed the theme that their knowlesfgEA and the theoretical perspectives
that underpin TA were particularly relevant to garltervention and crisis intervention.
One nurse reiterated that her knowledge of TA wsasluable in her current managerial
role with staff and that in addition, her knowledgie TA provided a framework for the
provision of clinical supervision. This participaalso noted that in a previous role as a
psychiatric district nurse her practice was mostfgrmed by training in CBT. For another
nurse, knowledge of psychodrama and group procasscansidered integral to every day
clinical practice although she also described tlemebts of her knowledge of TA.
Extensive training in Gestalt Psychotherapy and ilyairherapy was very important to
another nurse to inform her practice for workindeetively alongside adolescents and
families. For one nurse, her knowledge of REBT w@ssidered applicable in a community
day programme treatment setting in contrast toipusvclinical experience in an inpatient

area wherashe considered the use of REBT was not as apptepria
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It's really nice to find a place to use it as sbyids this because ward work doesn’t
necessarily allow youthe wellness of the person to do that much cohesivieof
work because it's not a single sort of event. [REBE a repetitive [therapeutic
intervention] ... so take away the information andgice...come back ... | can’'t
imagine why anybody well enough to actually workhahe process should be in
hospital, in acute areas. They should... one woulajime be well enough to be at

home.

Notably, all of the respondents had more than oma fof training in talking therapies with
four nurses having completed CBT and Ml trainingvadl. From this information it could

be assumed that training in Ml and CBT was consudi@mportant foundational knowledge
and respondents developed further knowledge aril$ skia talking therapy specific to
their clinical setting as appropriate. The conct@t CBT and MI may be considered
foundational knowledge for mental health nursingctice will be discussed further in
Chapter 6.

Theme 3: Knowledge that supports evidence-basetdipea

All eight participants reiterated the importancelod theoretical and evidential background
to their use of talking therapies in nursing preetiThis was reflected by the following
statement:

It's really important that they have a solid foutida from theory to practice so |

felt the Gestalt had that and Family Therapy, CB@ Elotivational Interviewing.

Additionally, participants stated that their knodde of the theoretical and central tenets of
a particular talking therapy would determine hovkitey therapies were used in practice,
for example, the participants stated that they @madantly used CBT as a short term
intervention. CBT as a short term interventionuported by research literature previously
discussed in this study. Another participant noted importance of “rolling with
resistance” for her therapeutic work with cliemsthe Alcohol and Drug Service. Rolling
with resistance is acknowledged as an importastrpetrsonal interaction between client
and therapist and is central to effective therapezrigagement for the appropriate use of
MI. Another participant described the conceptsloh“OK, YOU'RE OK ...transference,
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countertransference and engagement” that undempiff A theoretical model and effective

use of TA in therapy.

All eight nurses linked their theoretical knowledgetalking therapies and their
knowledge of research to the application of thédtlssin talking therapies in nursing
practice. Evidence based practice informed whidking therapy might be the most
appropriate to use to engage with the consumethi®rbest outcome. The participants
clearly described their rationale for using a pmalttr talking therapy intervention
irrespective whether they were using TA, REBT, CEBhjld Psychotherapy or any of the

psychological models.

Skill Acquisition
Skill acquisition refers to how training in talkinlgerapies was acquired.

Theme 1: The construction of training courses ndedse clinically relevant to nursing

and the individual.

The focus in this theme is directed towards thacttire and content of talking therapy
training courses. All eight nurses identified thtatvas important for training in talking

therapies to be appropriately structured so thatwias learnt was relevant to their clinical
practice setting and to how they wished to practiogesing. The following two quotes

explain this theme,;

It's [psychodrama] very important to me because rdined as a group
therapist...Gestalt is absolutely fantastic trainibglliant if you want to be an
individual therapist but if you want to train agmup therapist, you're in the wrong

place.

| guess many courses can be set up and they ladlly,reeally good on paper but
how you actually adapt to working with real peoplethink that can be
guestionable...your learning environment and how [@aigruent] that is with your

clinical practice [ is important]...that makes a diffnce.

This particular nurse emphasised the risk thatesunsay adapt what they have learnt to fit
the clinical situation so much so that the “intiitngactors” or the central tenets of the

talking therapy model are lost. The participantsedothat although ‘experience’ was
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helpful, appropriate training provided an essenfaindation from which to develop
experience in talking therapies. “There are lotgpebple with lots of experience and |
suppose you could say lots of good experience...bubdld still argue that the courses
give you the advantageAll of the participants expanded on the value @frttraining and

how this was evidenced in their nursing practice.

Seven participants noted the importance of trainbegurring in tandem with
practice, meaning that new skills could be incoaped into practice, critiqued and brought
back to the training environment for refinement agitection with training colleagues and
tutors. The interface between talking therapy trgjnand nursing practice was referred to
as congruency. Participants emphasised that tgpimias not an isolated event from
practice, that provision for clinical supervisionthin the course content was essential to
ensure consistency between the learning environmedtpractice environment. Talking
therapy training needed to include both theoretaral practical components for effective

learning. This result will be discussed furtheCinapter Six.

Theme 2: Learning strategies.

This theme pertains to the participants’ experieotcéhe course delivery that enhanced
their learning. Five nurses talked about the bénefi a variety of learning tools such as

group work, video recording and feedback and rdédegp Despite acknowledging that

interactive learning such as role plays presentadlenges, the participants stressed the
importance of experiential and participatory leagiiThe opportunity to practice new skills

in the group setting and receive feedback fromovelltrainees and the tutors was

considered important. For example one participaptessed this as follows:

That there wasn’t anything that | was expectingrdk to do that | wasn’t prepared
to do myself. That | was actively engaged with toasistent, constant group of
people who were able to notice me and be with nmex extended periods of time,
so that if | had blind spots they were noticed... dam because quite often unless
you're engaged in long term training, your trainaed trainers they don’'t see you

[in action].

The timeframe over which training was delivered welgvant to learning strategies with

the participants. Training varied in duration frei months to four and eight years. “... it
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takes years and | think that's how it is for themple we look after. Illlnesses take a long
time to develop”. The participant contrasted theegiment in training over a number of

years with the impact of mental iliness for pedplet may also take years to recover from.

The theme relevant to participant views about learrstrategies builds on the
previous theme which highlighted that training, thactice setting and the individual

needed to be clearly linked to achieve congruendyedfective learning.

Theme 3: Supervision and refresher training.

Supervision was considered from two perspectivastly, clinical supervision provided
within the framework of the talking therapy modeat nurses were receiving training in
was considered central to effective learning. Ooesa stressed that she benefited from
tutors that were “pro-activaduring the course and with their input to her l@agrand skill
development between attendances to block coursesn8ly, ongoing clinical supervision
was considered essential to ensure safety in toatinued use of talking therapy skills in
nursing practice. All participants identified they continued to access regular clinical

supervision.

Two nurses also spoke about the importance of adwesontinued training and
refresher training, both stated that the provigiba single training course did not address
maintaining competence. Two other participants tified that they were involved in
ongoing training because of the nature of the nglkherapy that they used in practice, for

example Gestalt Therapy and Psychodrama.

Skill Transfer

Under the heading of skill transfer, the resulte aresented in two parts. Firstly,
participants’ views on how they demonstrate evideat the use of talking therapies in
clinical practice. Secondly, their perception ofawthelps or hinders the integration of

talking therapies into nursing practice.

Theme 1: Evidence of skills in talking therapiesiental health nursing practice.
The first dimension of this theme relates to pgénts’ views of how their knowledge of
talking therapies was evidenced in nursing practdleeight nurses spoke about the use of

skills in talking therapies to support a range ofsmg interventions such as mental state



81

assessment, risk assessment, observation, comrionjclstening, de-escalation. The
participants all elaborated on how they used loegnt psychotherapies or brief
psychological interventions in their nursing preetiFour nurses equated their knowledge
of talking therapies and the practical applicatbtheir skills to “holistic nursing practice”.

The practical talking therapy skills used in asses# are captured in this statement:

...and | think it's really, really good. So in termag applying that to how | work, |
look at everything in the kid. | don't just look what’s presented. | look at the how
this kid relates, within the systems, within thenfly system, within the wider

systems, school, nursery.

Another participant framed their practical use alkihg therapies informing assessment

processes by stating:

...It's what you use, to develop the rapport withesson in order to make the calls
as far as how they present. Are they indicatinghieyr behaviour, by their attitude,
by the words they use...if you give somebody a taletre’s no reason to believe
they're any safer than they were before they haddblet. If you talk to somebody,
and that's where your information comes from...” (uglligible) [then the

effectiveness of the intervention can be measured].

The integration into nursing practice of talkingethpy skills that involve a long term
psychotherapeutic treatment model such as psycmadm@as captured by the following

statement:

...and the person can say no, no, no. That's not wisor they can go, yes. Yes,
that’s right. That's exactly what it is. I'm feel really upset about that and then
away they go. So in terms of talking therapy, st me talking. It might be
speaking on behalf of. | mean you do talk a lot,tiates, if someone’s very
repressed. But there are other people who requim@nng, mirroring something
that you're noticing. | notice you tap your fingeadot when you talk about your
mother...Tap your fingers a bit more and see whatydeat your fingers are trying

to say to you and it’s like, God, I'm so sick ofkiag to my mother and she never,
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ever listens to me. You know, and it’s, like tlsapsychodrama. It's the little

things. It's, you notice the little things.

Whether participants were engaged in the use @&fntaltherapies within a long term
psychodynamic framework or using brief focusedrrgations such as CBT they all felt
the way they worked was evidence of the integratdntheir knowledge of talking

therapies in practice, and, therefore demonstisitiidransfer.

The second important aspect of the theewedence of skills in talking therapies in
mental health nursing practiogas expressed by four nurses as “holistic nursnagtjze”.
Although they all expressed their ideas differemtig following quote captures the essence
of how the four participants considered their knexlgle of talking therapies equated to

holistic nursing practice.

I've always found that the most valuing part ofsing is, of the type of nursing that
I do, is the holistic approach...so that the clientnot the only person standing
here...I'm part of it...my team are part of it and thenily and their friends are and
so I find, | found everything that I'd done has phat together so that | can feel safe
and confident when working in that way, with the olhteam, with everybody
involved and bringing them all together and knowtihat if there are huge issues or
anything, that | actually feel very comfortable lwthat and maybe years and years
ago, | would not have and | know that it, somehaittcomes with experience but |
also know that it's really good to be able to haeferences and to have experience
of, and some training behind you to be able to kiiwat you're, you know the next

step, you know exactly, we’re moving into this part

Finally, a minor theme relevant to evidence ofitajktherapies in nursing practice
was a comment from two nurses who wished to redefine term talking therapies to
“thinking therapies?’ They both highlighted that thinking, observatiamd holding
uncertainty was an important skill in talking theies that was underpinned by their

practical and theoretical knowledge of psychololgitizrventions.
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Theme 2: What helps the integration of talking éipées into nursing practice
Peer or collegial support was nominated by seveticgmnts as being important théelp’
the integration of talking therapies into nursinmggtice. The following aspects contributed

towards participant’s sense of peer and collegippsrt:

» The opportunity to share skills through role modelland teaching in the clinical
setting.

* The opportunity to share and value knowledge abdtdrent talking therapy skills
within the clinical team and gain different persjpess.

* To share similar perspectives because of simildint therapy training and
appreciate the value of a team approach. For exaon# respondent stated “...and
we tend to work really well together, those thatehdone it you know, when you
are on call, you notice maybe the difference”.

» Colleagues understanding the commitment to traiamtjbeing supportive.

» Supportive organisational structures and good sigien to ensure that training in
talking therapy skills, irrespective of which padiar therapeutic model, can be
implemented into the practice environment. This wgglained by one participant

as follows:

In some ways, | don’t think it really matters wiyatu do, as long as you're
held in a process with good supervision and yowiwsl supported by your
management structure, that it doesn’t go into a&.h®¥bu know, that you're not
scapegoated or seen to be, you know, above yotiorstaf you're wanting to
implement some of your new ideas... | think that ¢/e@ big risk if you're one
person in a team and you're wanting to develop selfiand then you’re wanting to
come back and implement your ideas ...| mean wetsaéthe time with the new

grads coming through with their ideas.

The participants also noted that all of the expegs described above contributed towards
sustaining a cohesive team approach in the work@mment and that this assisted with the

maintenance of well organized systems and proceéisaebenefited consumers.

All of the participants noted that the clinical gtiae environment affected the

integration of skills in talking therapies into ptige. The environment was considered
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either helpful or a barrier. The participants notedt as nurses working in community
treatment settings accessing training was easieause it was part of the ethos of the
environment. In contrast they considered that waykn inpatient clinical areas presented

challenges. For example one participant statedbiteving:

...but as far as nurses go, and informing our pracba the inpatient units, | think
that, you know, there’s just that whole band aidangd burnout [eg staff not
attending clinical supervision and increased useimiporary measures such as sick
leave to cope with stress and burnout without @lsteps to initiate long-term
measures for change]....no one can get past thabtnddknows about how to take

care of themselves ... they don’t have time to drasatlh. No one’s breathing.

Theme 3: What hinders the integration and use lkirtg therapies in nursing practice

All eight participants expressed their views fromrange of experiences that they
considered hindered the use of talking therapiespriactice. These experiences are
described under two sub-themes; Organisationalegs®ss and access to training; The

inpatient clinical environment.
Organisational Processes and Access to Training

Seven participants commented on their experiencergdnisational barriers to accessing
training and/or refresher training in talking thaes. These predominantly included
comments about access to funding support to coler costs of training, the time
commitment required for training and being accordggpropriate study leave. Two
participants commented that it was difficult to aihtrecognition and particularly funding
for talking therapy training that was not considete be “...mainstream”. For some,
training was completed in the evenings, weekendsartimes using annual leave. Two

nurses also commented on their workload. For exampl

Being allowed to go, getting study leave. Maybeiggtfees paid and things like
that. Yeah, and maybe workload, | mean | find thage. Because | can’t actually
do it very well because I've got a huge caseloatithat you're stressing about that
and then you're expected to do, well not expectad, you choose to do other

training, so you try to fit that in and live as Wwel



85

Four participants commented about the impact oflenaate staffing levels and reduced

funding resources for training and professionaletigyment. For example:

There’s a tension line between maintaining the plade and its function and

taking the time out to attend to your own educatiameeds and then | think that,
that there’s organisational sanctions in that, thate is no fat in the system to make
it easy for people to go and do things. So | thimkt that is, is going to be, and

currently will be a hindrance to me, stepping ootren

Two nurses noted that access to training was miffieutt for nurses in contrast to the
availability of training, refresher training andnfiing for other health professionals. For
example “I think for nurses, I think it's very difficultl think it's very difficult to access
funding for nurses. I'm not sure what it's abouthink doctors and psychologists have a
much easier time”. Another participant framed ttosicern slightly differently stating the

following:

| mean ... the mental health review said we needenpsychotherapy or talking
therapies and it's true. You know, you only havdaok within the service to see
that there’'s long waiting lists for psychologist$ve don't employ any
psychotherapists but we do have a number, we héseod skilled nurses who are

and have been actively involved in the psychothessssions.

This comment adds an interesting perspective torésalts pertaining to organisational

process and will be discussed further in Chapter Si
The Inpatient Clinical Environment

The inpatient clinical environment was a barriescdissed by five nurses from a number of
different perspectives. For example one participemtmented on her experience of

colleagues that had discouraged the use of tatkiegpies in an inpatient area:

...it was just we really don’t have time for that, that's, it wasn’t so much that
they were disparaging but more like, you know, ittt realistic. What | felt from
patients’ perspectives, even those who were psichthiese things [talking

therapies], these could still be used.
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Three participants commented on the acuity andhgitle of an inpatient ward environment
presenting a barrier to the integration of talkitigerapies into routine practice. For
example, the participants commented on the impaahot work on the continuity of
psychotherapeutic work for consumers:

... like I say, until I came to the day programmeg #nratic-ness of being a nurse in
a shift based environment means your ability taatt see anybody, even if they
are moderately well, to talk about this stuff, imadl... that would be a
barrier...there’s not necessarily a continuity of sagge when you're absent, you
can’t be sure that other people are necessarilyeawfavhat you're doing with this

person...its much harder in an inpatient area gettinghesive approach.

The participants also commented that it was diffitm ensure that all staff maintained the
continuity of psychotherapeutic work because irdiral staff were either not well
informed about the treatment plan or because &éreéifit perspectives did not adhere to the
treatment plan and that this compromised the é¥featse of psychological interventions.
For example:

| found it frustrating and probably unhelpful. Genly unhelpful for the client
because, in all honesty, | think whatever approacfoing to be used, even if |
didn’t completely agree with it, | think ... it's theonsistency that's probably

fundamental.

One participant commented that nurses in inpagerironments were at times at risk of
jeopardising their own access to training and stg@n because of a lack of maintaining
boundaries. For example:

I’'m just thinking in terms of nurses. You see, inthnurses have got a wealth of
knowledge and experience but | think sometimesopimecso bogged down, we do
get busy and | know on the ward, especially, yojust so busy that it's very hard
to actually make some time but I really think ngrseed to actually have some
boundaries because I think the boundaries arédeabit elastic sometimes. | need to

say, no, this is the time | go for supervision @edple need to respect that as well.
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Yeah, so | think nurses need to be more assertiaed.clear about what sort of
learning they want to acquire.

Results: Minor Themes
The participants were offered the opportunity totdbute any further views, thoughts or
experiences that they considered important. Thateesf this component of the interview

contributed to the development of the following orithemes.

Theme 1: CBT in Nursing Practice:

Three participants commented specifically about CBiie participant stated clearly that
she considered that the use of brief CBT interemstiwvas most appropriate in inpatient
areas. Another participant commented that at ti@®$ was “pedantic’and unsuitable for
use with some consumers and in particular for yotitte participant felt that CBT was
useful for psycho-education, notably strategies &mxiety and anger management.
However, the participant stressed that it was waportant to have an integrated approach
to the use of talking therapies in practice. Thentesing an integrated approach was also
echoed by other participants in context with theiowledge of talking therapies and also
as an encouragement for nurses to access trainiogt melevant for the clinical
environment and the consumers they work with. &karmgple: “Yeah, what works for them,
personally... Rather than, you know, ohh CBT’s thaglof the moment, rather than going
along that route, the behavioural route knowindadésn’t feel right”. Another participant
echoed this by commenting:

Sometimes you might be working with someone youkthand this is not going
anywhere, so you’ll pull out, you might pull outmsething which is CBT, or
something that's TA because this actually sits whils person better because some
people don't, like some people don’t understand GBIif. They're not into the
thoughts ...they’re more into that softy feely, I'mever done Gestalt but I've read a
little bit about it but some people respond to .thés all, it's fascinating.

Chapter Summary

This chapter has presented the results from the adkection processes for this study that
included a quantitative survey questionnaire amai-s¢ructured qualitative interviews. The
results provide confirmation that nurses valuerttadking therapy training, knowledge and



88

skills for clinical practice. The results pertaigito nurses’ perception of what helps or
hinders the integration of their knowledge of tatkitherapies into practice has highlighted
a number of important issues. The relevant reduli: the main headings “knowledge

views, skill acquisition and skill transfer” willebdiscussed in Chapter Six.
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CHAPTER SIX: DISCUSSION

Introduction

Nurses consider that their training, knowledge skitls in evidence-based talking therapy
models are essential for competent mental healtsing practice Using a qualitative
descriptive research design this study exploredsesirknowledge and views on their
talking therapy training and skills in clinical ptece. In 2007, 227 registered nurses from a
District Health Board (DHB) Mental Health Servicerg sent a survey questionnaire. Of
the 69 respondents a sample of eight nurses patisd in a semi-structured interview.
Content analysis using the headings “knowledge sjeskill acquisition and skill transfer”

established the major themes from the data catlegirocesses.

Nurses’ knowledge and views of the use of talkihgrapies in their practice
included identification of what they considered lte helpful or a hindrance to the
integration of their talking therapies skills inpoactice. Their views were based on their
extensive practical and clinical experience. Nursesed that the provision of well
structured training, in a manner that was consttlerigically relevant was important.
Additionally, appropriate supervision and suppa@timanagement and organisational
structures were imperative to facilitating the effee integration of talking therapies skills
into clinical practice. Nurses also identified tloagjanisational, managerial and team based
processes could also potentially act as barridrs.fihdings from this study confirmed that
nurses considered their knowledge and skills irdeawe-based talking therapies to be
vitally important for practice in mental health sing. These findings are consistent with
studies carried out predominantly in the Unitedd¢iom and Australia (eg: Gournay et al,
2000; Hafner et al., 1996) previously discussedGhapter Three.However, most
importantly, this descriptive study adds contextréoning in talking therapies for nurses in

New Zealand.

Although a small study, the findings provide immefor progressing the current
proposed New Zealand workforce development iniea{Peters, 2007a, 2007b) to devise a
national framework for the provision of training talking therapies for all mental health

professionals. Planning regarding workforce tragnim talking therapies remains a topical
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issue in New Zealand, with strategic documentd stildevelopment stages (J. Peters,
personal communication, February 21, 2008). Asiptsly noted, nurses are an important
and influential group in the mental health workrationally. This study therefore adds to
the voice of nurses in New Zealand and contributdgable knowledge to literature that
informs training strategies in talking therapies part of mental health workforce

development in New Zealand.

The major headings of knowledge views, skill acgjois and skill transfer have
provided a consistent framework and focus for #eearch process of this study. In this
chapter these headings provide the framework fer discussion of the findings from
Chapter Five with reference to research literatergewed in Chapters Two and Three.
Limitations to this study will be identified and ethchapter will conclude with

recommendations for further research.

Knowledge Views
Grouped under the major heading ‘knowledge views’three key themes are; knowledge
that informs nursing practice; knowledge that iplegable to the clinical setting and

knowledge that supports evidence based practicewl&age gaps will also be identified.

Knowledge of talking therapy that informs nursinggtice

A knowledge of talking therapies is not considesadadjunct to other knowledge that

informs mental health nursing practice. Instead, tfmse nurses who use their skills in

talking therapies in routine practice, talking #y@es are considered an integral part of
mental health nursing practice. As noted in Chaptee of this study, 225 questionnaire

surveys were sent out to registered nurses, 6@gsiwere returned and of this sample only
39 nurses indicated that they had training and pee in talking therapies. Although the

sample group for this study was relatively smélé finding that a number of nurses have
not been able to access talking therapy traininggiaip them to work with people with a

variety of complex mental health needs indicatdenewledge gap (Refer to Figure 2:

p.66). Given that nurses represent an importaniceli group in mental health services

(Peters, 2007a, 2007b), and assuming that the Ddtpled for this study is representative
of 21 DHBs in New Zealand, this study signals thate is a disconcerting knowledge gap

for nurses. Further exploration is therefore wadrio clearly establish if there is a deficit
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pertaining to talking therapy training, knowledgedaskill for registered mental health

nurses in New Zealand.

Identification in this study of a knowledge gaptatking therapies for some nurses
contrasts with the nurses who were interviewed anudinely used their knowledge and
skills in talking therapies in nursing practice.this study, the interview participants were
selected on the basis of their depth of knowledy® teaining (Refer to Table 6: p.72).
These nurses clearly articulated their views oniiy@ortance to their practice of a sound
understanding of the relevant psychotherapeutiatitrent models, and the underlying
theoretical principles of talking therapies, to firevision of holistic nursing interventions
for consumers and their families/whanau. Descrgpsarch as “...vital...”, “...valuable...”
and “...informs practice...” were used to describe timportance of their knowledge.
Furthermore, the nurses identified that their skifl talking therapies provided essential
tools that assisted them with determining a dicecind focus for treatment interventions
when working with people with mental ilinesses. Byd2005) in a qualitative descriptive
study carried out in New Zealand confirms that merwsers and their families value
nurses’ knowledge and use of therapeutic interpaisskills. Nurses in this study
considered that their knowledge of talking therapi@as important to maintain professional
credibility for working with consumers and theimfdies/whanau. Recommendations in
national strategic service delivery and workforegelopment projects (Ministry of Health,
2005a, 2006b, 2007) for improving access to, anigation of, evidence-based therapeutic
interventions would support the views of nursegéimiewed in this study. In addition,
nurses highlighted that their knowledge of talkihgrapies assisted them to “...make sense
of...” working effectively in a predominantly bio-meedlly focused practice environment.
In their view, their knowledge of talking therapie®ant that they were more effective at
integrating their nursing knowledge and skills @&king therapies to benefit consumers.
The link between knowledge of talking therapies aall knowledge was also considered
important to understand the experiences of otla&d for maintaining safe clinical practice

in mental health nursing.

The findings from this study are consistent witee@ch undertaken in Australia
(eg: Donoghue et al., 2004; Hafner et al., 1996;dtan et al., 2006), Ireland (Neela et al.,
2007; Ryan et al., 2005) and the United Kingdom {&gers et al., 2001; Gournay et al.,
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2000). In evaluations completed following trainingjrses acknowledged the benefits to
their nursing practice in mental health of theiwheacquired skills in talking therapies. In
New Zealand, Crowe and Luty (2005) use a case stadgescribe the benefits of
knowledge of Interpersonal Psychotherapy (IPT)angtie that psychotherapeutic skills are
essential to mental health nursing practice. Tnginn IPT was not identified by nurses in
this study, however, the Crowe and Luty study pfesian important point of reference
because IPT is considered a talking therapy retefoaruse by mental health professionals
(Peters, 2007a). Crowe and Luty emphasise thatahkealth nursing is a specialty area of
nursing practice and that generic nursing skills antirely inadequate for meeting the
needs of consumers of mental health services. Tuthoes reiterated the value of
knowledge and skills in psychotherapeutic treatnmaontels for facilitating appropriate
evidence-based interventions in mental health ngrpractice. Evidence-based treatment
guidelines provide guidance to the most approptizeapeutic treatment intervention, for
example Cognitive Behaviour Therapy (CBT) for treant of eating disorders (eg:
American Psychiatric Association, 2000; Royal Aalkéin and New Zealand College of
Psychiatrists Clinical Practice Guidelines Team #ororexia Nervosa, 2004). Nurses’
specialist interest, or the role and function @& tiurse in the clinical practice area may also

provide some guidance for training in the most appate talking therapy model.

In this study, positive comments supporting thedfiés of training and the use of
talking therapies in clinical practice could be esfed from a group of nurses who met the
criteria of ‘breadth and depth of training in tagi therapies’ for participation in the
interview process. However, the interview selecpioocess also identified some important
issues. From the quantitative survey it was appdhet the dominant group that responded
to the questionnaire were all from the 45 to 56ry@d age bracket and that nurses who
identified themselves as belonging within the 2@%oyear old age bracket indicated that
they had either no skills or only rudimentary imtuatory skills in talking therapies with
which to inform their practice in mental health {&eto Figure 2: p.66). This is of concern
when the quality inferred by the standards for rakehealth nursing practice includes the
effective use of interpersonal skills, with knowdgedand skills in appropriate therapeutic
treatment models, to ensure the provision of holisealth care for people with mental

illness, their families and whanau (Te Ao MaramgtarNew Zealand College of Mental
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Health Nurses Inc, 2004). The qualities inferregtandards of practice for mental health
nursing practice are underpinned by competenciesdmprehensive nursing registration
in New Zealand (Nursing Council of New Zealand, 200The results from this study
suggest that nurses with the greatest depth of ledge and skill in talking therapies
predominantly belong to an aging group in the mehealth workforce (Ministry of
Health, 2005a) and therefore knowledge currentlpesided in practice may be gradually
lost over the next fifteen years as they enteraetent. Importantly, this study exposes a
potential knowledge gap that lies generally withuryger nurses including those more
recently trained. Younger nurses appear to havéelimknowledge of, or training in,

talking therapies.

Although the nurses involved in this study may & representative of all
registered nurses in this or the 21 other DHBs @wNZealand, nor of a particular age
group, it is reasonable to consider that a numiberewv graduate nurses may not have
knowledge of the relevant theory, treatment modeld practical skills for the use of
talking therapies in mental health nursing practi€em the age distribution of nurses’
with talking therapies training in this study (Rete Figure 2: p.66) it appears that talking
therapy training may have been more accessibletywggars ago. From this study it is
reasonable to hypothesise that previous undergiadwaining may have included an
introduction to talking therapy models. This costsawith the predominantly biomedically
focused education currently provided in nurse tnginnstitutions. According to Prebble,
(2001) “...psychiatric mental health nursing is atidid scope of practice which requires
specialty undergraduate preparation” (p. 136). Pesspective was acknowledged in the
Strategic Review of Undergraduate Nursing Educatidealth and Community Services
report to the Nursing Council of New Zealand whicitluded recommendations for
changes to be implemented by 2010 pertaining tgtiparation for mental health nursing
in undergraduate nursing education (KPMG Consultiteach Further, 2001). The need to
include training in psychotherapeutic treatment el®dand the theoretical learning to
support development of knowledge and skills to wawkh people with complex health
needs has been restated in subsequent publicgtitinsstry of Health, 2005a; 2006a).
Nursing undergraduate education is currently unedew but the outcomes of this process
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are not known at this point. Happell and Plantdttiang (2005) raise similar issues for

undergraduate nursing training programmes in Aligtra

The findings from this study suggest that studeintsundergraduate nursing
programmes might benefit from the provision ofrimag in foundational skills in talking
therapies. Inclusion of skills in talking therapiesuld provide for a more holistic approach
to generic nursing practice and improve preparaf@mnnursing in mental health. Best
practice competencies and pre-registration capasilfor mental health nursing in the
United Kingdom (Department of Health UK, 2006) unés competencies to ensure
nursing students gain knowledge in “evidence bgssgthosocial interventions such as
cognitive behavioural therapy, behavioural actvatirelapse prevention, and psychosocial
interventions that enable people to recover frommtadedistress...” (p. 15). Although the
structure of nurse training in the United Kingdasndifferent to that in New Zealand, the

measures taken to improve skills in talking thezare noteworthy.

Workforce development initiatives in New Zealana &xample;Let's Get Real:
Real skills for people working in mental health adtictions(Ministry of Health, 2007)
and the proposed framework for talking therapynirgg for health professionals (Peters,
2007a; 2007b), are linked to a proposed Nationainimg Plan (Peters, 2007a). These
initiatives provide for skill development for newd postgraduate nurses. Development
plans to include undergraduate nursing studentlking therapy training programmes
may also be included in the proposed National TmgifPlan. Details of the development

plan have not been published.

Knowledge of Talking Therapy that is applicabléhe participant’s clinical setting

Nurses in this study emphasised that their knovdeafgtalking therapies enabled them to
work effectively in their clinical setting, incluay work with consumers, families / whanau
and as appropriate in the management and superwsistaff. This finding is consistent

with research conducted by Gournay, et al. (200@hé United Kingdom, who evaluated
25-years of nurse training in behavioural psychatpe. Gournay et al. identified that

nurses following training, maintained a commitmentising skills in CBT in practice and

applied their knowledge in other areas such asrsigien and the management of staff.

The Gournay et al. study has been previously daestrin Chapter Three. In the current
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study, the nurses in the interview group had extenknowledge of a variety of talking
therapies, and without exception, all had accessiditional training depending on the
direction of their clinical work. From this it calibe assumed that baseline training and the
maintenance of knowledge appropriate to the clingsditing provided an incentive to
continue professional development and access futttaeing. This notion would be
worthy of further research. A direction for futuresearch could include elements of the
following question; do nurses in New Zealand coaesithe use of talking therapy models
contribute to advanced nursing practice and pradaakdevelopment in their clinical area?
Research undertaken in Australia and the Unitegytamn previously discussed in Chapter
Three identified that talking therapy training pgly influenced nursing practice and
professional development in both inpatient and camity clinical areas (eg: Donoghue et
al., 2004; Gournay et al., 2000; Oakes et al., 2002

MI and CBT could be considered foundational bagseknowledge talking therapy
skills as it appears from the findings in this stuldat both these therapies were the most
common form of talking therapy training (Refer table 2: p. 65). This finding was also
evident within the group of nurses who participatedhterviews with the researcher (Refer
to Table 6: p. 72). Without further research usaméarger sample this result cannot be
generalized to all nurses with talking therapynirag. Curran and Brooker (2007) in a
systematic review that included 52 Randomised @biitrial (RCT) studies undertaken in
the United Kingdom evaluated the interventionsisgd by mental health nurses. CBT
followed by “...problem solving / brief psychologicaherapy and education” was
identified as the dominant psychological interventicarried out by nurses (Curran &
Brooker, 2007, p. 503). Britt et al. (2003) suggdstt CBT and MI are closely aligned, a
comment that would support the finding in this stuthat a number of nurses had
completed training in both of these talking theespiMI and CBT are well supported in
literature as evidence based therapies althoughrdd@Baker, and Playle (2005) highlight
that little is known about the use of CBT in ingati areas. In New Zealand, little is known
about CBT as a culturally appropriate interventfon Maori and Pacific people with a
mental iliness. (Kazantzis, 2006; Peters, 20078780 This study could not provide any

information to address these concerns as only esfgondent to the research questionnaire
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identified as being Maori and unfortunately thispendent did not identify that they had
specific training in talking therapies.

Although knowledge and skills in talking therapiase relevant to all areas of
mental health nursing the findings of this studggest that fewer nurses from inpatient
areas than community teams have attended traiaidgvelop skills in talking therapies. In
this study, only 44% of nurses from acute inpatiemgas identified that they had talking
therapy training in comparison to 64% of nursesammunity mental health areas (Refer
to Table 4: p. 68; & Table 5: p.69). This is of cem when inpatient clinical areas have
been identified as challenging to work in for staffd equally challenging to be admitted
into, according to the stories of consumers andr tfamilies/whanau (Mental Health
Commission, 2006). Importantly, most strategic receendations for service delivery
changes over the last decade have included thenmreeadation to facilitate increased
access to psychological interventions; inpatieneaar are not exempt from this
recommendation. It is documented in Australian Biesv Zealand research literature that
major changes in service delivery models have dedua changed treatment focus in acute
inpatient units to provide crisis assessment angHort-term intensive management as part
of a continuum of care for people who are unableddreated adequately in community
settings” (Cleary, 2004, p. 53). Cleary (2004) usedethnographic study to understand
how Australian nurses’ construct their practiceam acute inpatient unit in response to
service reform and change. The unit described lBa@lwas not dissimilar to many acute
services in New Zealand. Cleary notes the demandschallenges faced by staff in a
changing service delivery environment, working withnsumers that are acutely unwell
and have complex needs, and from a staffing petisped¢he reality of recruitment and

retention difficulties.

The changed service delivery models and the imbiea for nursing practice has
been the subject of extensive research (eg: Clef94; Cleary, Edwards, & Meehan,
1999; Fourie, McDonald, Connor, & Bartlett, 2005; Bdien, 1999). In line with service
delivery changes nurses are challenged to artewad progress new models of care
appropriate to nursing practice in acute inpatiantas (Cleary, 2004) and utilise
interventions that meet the needs of service udeydon, 2005). However, elements of

mental health nursing practice have remained detatnaursing practice. For example, the
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centrality of the therapeutic relationship and aéenterpersonal skills in inpatient mental

health nursing practice (eg: Fourie et al., 20058 @en, 1999, 2001; Rydon, 2005). Cleary
(2004) states that to effectively manage crisiesmsent and short-term interventions a
range of knowledge and skill to support the effextuse of interpersonal skills was

required. From international research, the autbentified that “training, experience and

aptitude are necessary to acquire such skills.. 4G4, 2004, p. 57).

The recognition that training and experience isessary to effectively embed
interpersonal skills in acute inpatient areas ipartant. Of concern, one respondent to the
survey questionnaire in this study commented ttzing in talking therapies in inpatient
areas was unlikely to be considered a service ifyidPeters (2007a) discovered that this
attitude was prevalent in mental health servicadew Zealand, but did not clarify whether
her finding stemmed from inpatient or communityaareAlthough the majority of nurses in
this study identified that they used talking theeapfrequently in their practice, some
nurses in response to the survey questionnaireaardyw'never”. This response is of major
concern. More education that clearly establisheditik between skills in talking therapies
to formal standards for mental health nursing peacts required. However, it is also
imperative that training initiatives are devisedhwcareful consideration of the specific
training and educational requirements for nursesing in acute inpatient environments.
Research conducted in the United Kingdom suppbitsuiew (eg: Bee, Richards et al.,
2005; Ewers et al., 2001).

Research worldwide has identified that educatiosh teaining for staff in inpatient
areas presents challenges and also highlightstridiaing does not necessarily equate to
changed practice, particularly if organisationalstures and processes remain unaltered.
Qualitative research conducted in the United Kimgduay Bee, Richards et al. (2005), also
reported on by Bee, Baker et al. (2005), reportslai challenges to those faced in New
Zealand to provide effective training for staffimpatient clinical areas. Bee, Richards et al.
(2005) recommend that firstly education and tragnimtiatives must occur in conjunction
with sustainable organisational change processenable the integration of knowledge
and skills from training into practice. Secondliyat exercises in the process to facilitate
organisational change need to be included in edunadtand training initiatives with the
involvement of management and clinical leadersrabée sustainable effective change.
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Key outcomes following training inpatient staff the use of Psychosocial Interventions
from a study conducted by McCann and Bowers (200%he United Kingdom included,
that effective leadership and management structamessufficient, stable staffing on the
ward were essential to support effective practinod arofessional development in an
inpatient ward. The Bee, Richards et al. (2005) BlaCann and Bowers (2005) studies
have been described in Chapter Three of this study.

Sustainable training in talking therapies in Newalded has been considered a
priority (Peters, 2007a, 2007b) but the workforeselopment project described by Peters
will require a planned approach. Firstly, it is ionfant to ensure that training provision for
inpatient nursing staff meets their specific neadd is delivered in such a way that it
maximizes opportunities for attendance. The abilily access training is always a
contentious issue for staff from inpatient areasthis study, organisational process that
presented as barriers to accessing training an@éfoesher training from an inpatient
nursing perspective included; the acuity and intgnsf the inpatient ward environment,
shift work, staff shortages compounded by recruiimend retention issues, accessing
funding and being accorded appropriate study le#vecomparison was also drawn
between the resources and funding available toradisziplines to attend training in
comparison to that available to nurses. Althougts¢hobservations were made from nurses
now working in community areas, their previous estee experience in inpatient nursing

contributed to their views.

Secondly, that talking therapies skills for nurses inpatient areas become
embedded in culture and practice, particularlytasould appear from this study that there
is a knowledge deficit pertaining to talking thaespin inpatient clinical areas, where such
skills are currently needed most. In this studyydd nurses from inpatient areas identified
that they had talking therapy training and of theseses, none met the inclusion criteria of
“duration of training and depth and breadth of eee” to meet with the researcher for
an interview (Refer to Figure 2: p. 66). As prewdlyudiscussed, inpatient areas provide
crisis management for people with potentially compheeds which also require nursing
input based on knowledge and skills gained thraatiting therapy training (Bee, Richards
et al., 2005). This was also identified in an esrAustralian study undertaken by Cleary et

al. (1999) who found that nurses in inpatient aregsire “ training, education and clinical
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supervision to increase confidence and competamndbei delivery of psychotherapy and
counselling interventions”. Crowe and Luty (200oagpromote the need for organisational
change to ensure that nurses are able to accessmdran evidence-based Interpersonal

Psychotherapy skills and implement their knowledge skill into clinical practice.

Knowledge that supports evidence-based practice

Individual talking therapy models are underpinngddsearch that establishes their use as
an evidence-based treatment approach for memaksl The nurses in this study reiterated
the importance of the link between theory, researah practice. Nurses’ knowledge of the
theoretical underpinnings, key concepts and praictipplication of the therapies informed
the use of their skills in nursing practice. The#lection of the most appropriate talking
therapy model for each clinical situation suppestglence-based treatment for consumers.
This finding restates the importance that talkihgrapy training, or more specifically,
training in the individual psychotherapeutic treatrtnmodels, includes all aspects relevant
to the theoretical, practical and evidential dimens of the therapy. This is important
because nurses in this study described, from gwmgitt of view, practice based on research.
Evidence-based treatment interventions for mefitedsses have been reviewed in Chapter
Two of this study and in Chapter Three the releeanictalking therapies to mental health
nursing practice is established from studies cotmtliqredominantly in the United
Kingdom. The importance of studies such as thatlgoted by Crowe and Luty (2005) in
New Zealand described earlier, provides firm evidgerof the value of Interpersonal
Therapy (IPT) in nursing practice. However therpesgss to be a limited body of research
literature from New Zealand for nurses to refeirtiorm the use of talking therapies in
practice.

From previously reviewed research, there would appebe evidential support for
the use of Psychosocial Interventions, systemsines, and therapies that are incorporated
within the cognitive-behavioural-action orientedtemventions in nursing practice.
However, some nurses in this study also routineBdul A, Gestalt Therapy, Psychodrama,
Interactive Drawing Therapy (IDT) and Child and Aekrent Psychotherapy. Although
these therapies were comprehensively describedhdnliterature review to inform this
study, the link between TA, Gestalt Therapy, Psgcama, IDT and Child and Adolescent

Psychotherapy and nursing practice was more diffiouestablish. | could not find nursing
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research literature that described nurses’ viewdgheir training, knowledge and use of
these talking therapy models in clinical practi€be findings from this study established
that some nurses had knowledge and extensivertgainithese particular talking therapies

and valued the integration of their skills into rtedrnealth nursing practice.

Skill Acquisition

The following section will discuss the importanethes that were identified by nurses
under the major theme heading, “Skill Acquisitionh this study, skill acquisition
encompasses nurses’ identification of what theysictamed to be important about how their
training in talking therapies was acquired, inchglispecific training strategies that they
have found helpful such as supervision and accessresher training. Research pertaining
to training and skill acquisition is frequently nse@ed within a defined time frame, at the
time of course delivery, or soon after completiofien using formal quantitative pre and
post test measures of skill acquisition. Self-répwmaluations are considered an inexact
measure because of the subjective nature and @témsed view that may emerge
(Milne, Keegan, Westerman, & Dudley, 2000; MyledvBine, 2004). However, this study
has been guided by a qualitative descriptive rebearethodology so as to enable self-
report evaluation as the preferred measure foresuyserception of skill acquisition. The
views presented in this study have been informed ldepth and breadth’ of training and
knowledge of talking therapies that includes fouretight years of experiential learning,
formal training and up to thirty years of clinieatperience. This provides for a rich source
of information with which to support nurses’ views$ skill acquisition in contrast to
structured evaluation measures that capture ségjligition limited to immediately post
training.

The construction of training courses needs to heicelly relevant to nursing and the
individual

Discussion pertaining to the construction of tmnagnicourses is unlikely to be news to
education providers. However, in this study nurseded that they valued the effort
required on the part of training providers to eedinat courses were well structured so that
training courses in talking therapies were clidicaklevant and congruent with nursing
practice in mental health services. A realistieifégce between the training environment

and the practice setting was considered importanthes enabled trialing new skills in
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practice and an opportunity for skills to be usgdiqued and subsequently brought back to
the training environment for refinement and refl@ctwith colleagues and tutors. This
aspect identifies the benefits of training occilgrin tandem with practice, in contrast to
training as an isolated event, the nurses in thidystermed it as maintaining “congruency’
between training and clinical practice. This finglils consistent with research from
Australia (eg: Allen et al. , 2000; Donoghue et abD04; Hafner et al. , 1996), Ireland
(Ryan et al., 2005) and the United Kingdom (eg: wWatth et al., 1999; Bee, Richards et
al., 2005; Ewers et al., 2001) previously reviewe@hapter Three.

The construction of courses also infers that atianhas been paid to all the
relevant aspects pertinent to the effective intigmneof talking therapies skills in practice.
For this to be achieved, courses need to includerétical and practical dimensions to
learning. If this has not been the focus of cowmgent, the nurses in this study considered
that there was a potential that the “...intrinsictéas...” or fundamental central tenets
pertaining to the specific talking therapy modalildobe lost. This could occur without full
consideration being given to the risk this actionld pose in particular to the efficacy of
the talking therapy intervention for consumers.hAligh learning from colleagues talking
therapy experience and role modeling their skitispractice provides for one form of
learning, the findings from this study confirm thenefits of a commitment to training to

support appropriate skill acquisition.

Learning strategies

Effective learning strategies are well represeimeeducational research literature, and the
findings from this study are not controversial.ehaictive, experiential and participatory

learning strategies were all considered invalutkembed new knowledge from training in

talking therapies into practice. A variety of leagn tools such as group work, video

recording and feedback and role-plays were corsibéelpful. Despite the challenges
associated with interactive learning, the nursedued the opportunity to practice new
skills in the group setting and receive feedbaakmfrfellow trainees and the tutors.

However, for this study, an important aspect to ttheme “learning strategies” was that
nurses identified that learning takes time. A gdalalas drawn between consumers’ stories
that have identified that illnesses take time tolew, with a life time commitment required

on the recovery journey. Equally, the nurses ia #tudy considered that training in talking
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therapies required a long term commitment to orgolearning and professional
development. Therefore, it is important that obyes for the provision of training in

talking therapies are clearly defined at the outBeef training may equate to effectively
establishing foundational skills (eg: Hafner ef 4896; Milne et al., 2000), but contrasts to
the level of skill acquisition represented by theerviewees in this study with a ‘breadth

and depth’ of knowledge gained over many years.

Supervision and refresher training

Continued practice development, access to refrestening and the provision of
appropriate supervision were all considered intetgraeffective skill acquisition. These
findings are consistent with other research studiegduating talking therapy training (eg:
Allen et al., 2000; Bradshaw et al., 2007; Gouregal., 2000). Additionally, because of
the nature of the talking therapy and ongoing trgirand use of the specific therapy in
routine practice, notably, Gestalt, Psychodrama @Ad the findings from this study
highlight that it was considered important to rgeesupervision appropriate to the model
of therapy.

Skill Transfer

In this study skill transfer has been consideredftwo perspectives. Firstly, nurses’ views
on how they evidenced the use of talking therapiaedinical practice. Nurses related this

to the practical use of their skills for workingesdtively with consumers and how the use
of talking therapy skills linked to holistic nurgjrpractice. Secondly, nurses’ perception of
what helps or hinders the integration of knowledge skills in talking therapies gained

from training into clinical practice.

Evidence of skills in talking therapies in menteahh nursing practice

Routine mental health nursing practice includesig@ssessment, mental state assessment,
risk assessment, observation, de-escalation, ardpgéutic interventions with consumers,
families/whanau. The nurses in this study confirrtied their practice included all of these
fundamental nursing interventions. However theybetated on how they use specific
talking therapy models. For example; the applicatid systems therapeutic models to
conduct a full assessment of the consumer, thamilfamembers and the wider

relationships considered important by the consu@kills in psychodrama were described
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by detailing the elements of theoretical and pcattknowledge that informed group work.
All of the nurses in this study believed that thelking therapy knowledge and skills
remained the focus of their clinical practice. Thayphasised that whether they were
engaged in the use of talking therapies within ragleerm psychodynamic framework or
using short-term interventions such as CBT, thatwiy they worked with consumers was
evidence of their knowledge of talking therapy Iskih practice. For some nurses, skills in
TA, Gestalt and Psychodrama also contributed tdeleship and managerial roles, and to
the provision of clinical supervision for otherft& his finding is consistent with research
previous discussed in Chapter Three (Allen et28l00; Gournay et al., 2000; Neela et al.,
2007). However, Ryan et al. (2005) found that altffosome nurses no longer considered
that behavioural therapy skills from training rened the focus of their work, their skills

contributed to professional development and wehgedaat a managerial level.

Holistic nursing practice was considered a valaedl important dimension to
evidence of talking therapies in practice. Holistigsing practice included all dimensions
of physical and mental state assessments assesdmurdlso extended to the use of
specific talking therapy interventions such as Maniiherapy with consumers, their
families/whanau and friends. Knowing what to do dmav to progress in any given
situation was informed by experience and expertwkedge of the most appropriate
therapeutic intervention. Understanding the thecaibtand practical dimensions of talking
therapies was evidenced through the use of the mpgropriate talking therapy
intervention with practice informed by a range gitions. This finding reiterates the
importance of foundational training, with furtheaihing in talking therapies informed by
the needs of consumers and families in the tredtrsetting. Holistic practice was also
extended to include collaborative team work withieagues and to ensure that issues can

be addressed in a safe and appropriate manner.

What helps the integration of talking therapie®intirsing practice

Positive peer, collegial and team attitudes towaatisng therapy skills and training were
considered to be important dimensions that inflednihe successful integration of skills in
talking therapies into practice. The opportunitystare knowledge and skills through role
modeling, teaching and learning from each othethm clinical setting emphasised the

important influence that a collaborative well infeed approach adds to the learning and
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professional development opportunities for nurdégrses in this study identified that
supportive organisational structures and proceased levels including, the role of line
manager and service managers, positively affettedntegration of talking therapy skills
into practice with the added benefits of positiveerpersonal relationships between

colleagues and team members.

The support for training in what could be consideaemainstream talking therapy
model such as CBT, MI or DBT was contrasted witheottherapeutic talking therapy
models where nurses in this study considered tmatlével of assistance for financial
support and study leave was less accessible. Italsas made abundantly clear that for
nurses who were working in community treatment irsg$t accessing training and
professional development was considerably easied, therefore advantageous for the
integration of skills in talking therapies into rital practice. Conversely, working in
inpatient areas was considered a barrier to acuessiining and professional development.
Each of the participants in the interviews for tisisdy had experienced working in
inpatient clinical areas and expressed their conéer colleagues in these areas and the

barriers that they would undoubtedly be experiegcin

Although individual aspects relevant to the ovednarg theme of what helps the
integration of talking therapy skills into practieee unique to this study, the findings are

consistent within the body of research relevamiurses training in talking therapies.

What hinders the integration of talking therapie®inursing practice

Nurses in this study believed that without effeetteam leadership, including a positive
means to influence culture and practice specificatl inpatient areas; without well

structured organisational processes for the imphtaten and evaluation of outcomes
from training; without adequate support to covexr tosts of training and study leave, that
the successful integration of skills in talking riédy@es into practice would be severely
hindered. These findings are consistent with rebealiscussed in Chapter Three (eg:
Brooker et al., 2003; Crowe & Luty, 2005; Fadde®97; McCann & Bowers, 2005). The

Brooker et al (2003) study specifically sought ttentify and prioritise barriers that

inhibited the effective implementation of skills llwing training in Psychosocial

Interventions into practice. Input from manageemiified solutions.
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The reflections and observations of nurses involiredhis study also included
noting the challenges faced by nurses coming m#actinical environment with fresh ideas.
These concerns applied to both new graduates @riexged registered nurses with new
knowledge and therapeutic skills gained from tragnreturning to either an inpatient or
community clinical environment. Education and tmagnin isolation without adequate
support inhibited the successful integration okitaj therapy skills into practice and
unfortunately increased the potential for horizbmtalence from colleagues. This negative
experience was described as the being “...scapegoatedeen to be above your station”
which involved experiencing a range of overt andectbbehaviours that actively disrupted

the integration of new skills into clinical pracaic

Concerns about inpatient clinical areas fall intwotsub-themes that were,
inevitably also interrelated. Firstly, concernsexgnt to clinical practice and secondly,
concerns related to ward based organisational psese One nurse clearly described how
the utilisation of skills in talking therapies im aacute inpatient unit was actively
discouraged by colleagues and inhibited throughdvpaocesses. Bartholomew and Collier
(2002) suggest that successful implementation séarch-based nursing interventions in
inpatient areas, requires supportive team basedagesial and organisational attitudes and
processes. The authors also commented that fatttatsinhibit the implementation of
research based skills into practice particularlyinpatient areas, includes resources and
“resistance to change” (Bartholomew & Collier, 2092879). McCann and Bowers (2005)
add that unstable and insufficient staffing alsoresents a barrier. This staffing limitation

and the impact of shift work were also noted bysearas a hindrance in this study.

The effect of differing clinical perspectives beemenurses, the impact when some
staff were not well informed about the theoretiaad practical aspects involved in the
talking therapy model being used, were described faastrating experience for the nurse
as the therapist, and extremely detrimental to woress and their recovery. The effect on
practice of ward acuity, and the stress of a baggtient clinical environment were also
described as barriers that also impacted on nadlesring to plans to attend training and
clinical supervision. Words to describe this sush‘a.band aiding and burnout...no one
knows how to take care of themselves...they don’ehame to draw breath... No one is

breathing” present real barriers for accessingingi let alone the integration of skills in
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talking therapies in to nursing practice. Furthesearch to explore the most efficacious
talking therapies for use in an inpatient clinieavironment would be an advantage, with
full consideration given to the barriers noted hyrses in this study that hinder the

integration of talking therapies into clinical ptiae in an inpatient environment.

Finally, it was also perceived that health profesals from other disciplines were
advantaged by readily available access to finararidl study leave support mechanisms in
contrast to that available for nurses. Disciplingedfic limitations to professional
development are of concern, particularly as it besn previously noted that nurses are a
large and important group within mental health mendelivery. At a service level, nurses
noted the highly visible tension between workplamenmitments, the constant issues
relevant to resourcing and educational needs. Nussin the mental health services in
New Zealand are under increasing pressure to peawiore services within strict budgetary

limitations.
Discussion: Minor Themes

Theme 1: CBT in Nursing Practice

The use of CBT in mental health treatment intenegstis currently the focus of attention
in workforce development strategies (Peters, 20@@)7b). Nurses in this study
considered that it was important that the choices® CBT as a treatment intervention was
guided by needs of the consumer. Maintaining aggiratted approach for the use of talking
therapy skills was deemed to be vital to suppaodcavery focused therapeutic partnership

with consumers.

Evaluation of the Methodology

The use of a qualitative descriptive research nuetlogy for this study enabled the
exploration of what nurses considered importanuéhbteir knowledge of talking therapies
and what they considered helped or hindered thegiation of their skills in talking
therapies into clinical practice. Furthermore, thisdy has been conducted in the clinical
practice setting and therefore aligns research thighreality of nursing based evidence for

the use of talking therapies in clinical practice.
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Study Limitations

This study had a number of overall and specificithtions. The overall limitations
included the issues associated with time consgamposed by an academic time-line to
meet the requirements for a Masters Degree. Fanpbea | would have had more time to
fully appraise all the relevant research for therdture review to further inform the
development of the questionnaire for this studye &thical approval processes required the
submission of all the documents associated with shidy before | was able to refine the
content of the documents further. Although theres \@darge body of research literature
pertaining to nurse training in talking therapiegmitable from the United Kingdom,
including some from Australia there would appeabéofew research studies published in
New Zealand. In addition, | could not find reseapgttaining to nurses’ views on using
longer-term talking therapy models, for example Gistalt and Psychodrama.

Talking therapy training and skills may be relevianall health disciplines involved
in mental health services however the scope ofstlidy was limited to talking therapies in
nursing practice and therefore only nursing literatwas utilised to inform this study.
Although the use of interdisciplinary literature ynhave strengthened the argument for
education and practice development in psychologntatventions for all health disciplines

this argument was beyond the scope of this study.

More research from New Zealand would have assiaitid developing a clearer
focus for this study and provided relevant inforimatfor current national workforce
development projects. Furthermore, | found thattéme talking therapies did not identify
the literature most relevant to this study. | uskd term psychological interventions
interchangeably with the term talking therapieaoWw believe that this study would have
been better entitled; “nurses’ knowledge and viewss psychological interventions in

clinical practice” as this would have been moreuaate.

Specific limitations to this study are associategdpminantly with the data
collection processes. Although 1 intended to usequalitative descriptive research
methodology for this study as the preferred datection process a mixed methods
research methodology would have expanded the p&sesnef the study. The sampling

process highlighted some important limitations. Houevey questionnaire data collection
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process was structured to identify respondentstiadtcompleted training within the last
ten years. This limitation, although not strictiyhered to by some respondents, may have
lost a potential link to establishing that morertiag was available to nurses in talking
therapies during and prior to the 1980s (Refer igureé 1: p. 64). The results would
indicate that this was in fact the case. Additibnathe qualitative data collection was
limited to nurses that identified ‘depth and bré&adif knowledge and training in talking
therapies. If new graduates or respondents witkf bntroductory training to talking
therapies had been added using a comparative stathodology, and a larger sample, this

may have contributed an important additional din@m$o this study.

Responses to the survey questionnaire specific uestipn Five that sought to
identify that if nurses had not had training irkiag) therapies, would they wish to access
training, if it was made available, was misintetpceby most respondents. Nurses that had
training also answered this question, using theodppity to identify their wish for update

training. However, this clouded the potential faraeccurate response to the question.

Although the Interview Guide for Participants (Refe Appendix 1D, p.123) for
the semi-structured interview provided a framewddt conducting the interviews,
unfortunately |1 was not consistent enough in mystjoaing to ensure that all respondents
were asked exactly the same questions in a simigamer. However, | was influenced by
the desire to capture what participants considévede important and not to impose my

ideas and potential bias on the interview process.

Cultural advice sought prior to this study includedecommendation to identify
ethnicity and specifically seek Maori responderkisowledge and experience of talking
therapies if possible. As only one person iderdifes Maori, and acknowledged that they
did not have formal training in talking therapidé® tquestion could not be answered with

data from this study.

Finally, this study was small and used a geogratlgicontained sample which
although useful from a local point of view, has itetions. The findings of this study
cannot be considered representative of all thestegd nurses in the DHB as not all
registered nurses in the DHB participated in thislg. Furthermore, the findings cannot be
generalized to other DHBs in New Zealand withouttfer research.
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Conclusions

The primary focus of this study was to explore rarknowledge and views of talking
therapies in clinical practice and what might hefpghinder the integration of their skills in
talking therapies into routine clinical practicénelconclusions from this study have been
drawn from the key themes identified from the hegdiknowledge views, skill acquisition

and skill transfer that have provided consisteegughout the research process.

Nurses’ believe that their knowledge of evidencsedolatalking therapies is not an
adjunct to other knowledge that informs mental theaursing practice. Instead, for nurses
who use their talking therapies in routine pragtiedking therapies are considered integral
to practice and are important to maintain professiocredibility. A sincere personal
commitment to training and professional developnikat spanned many years has built a
foundation for mental health nursing practice owlepth and breadth’ of knowledge and

skill that is invaluable.

Conversely, this study also exposed a humber olvledge gaps that would benefit
from attention through proactive intervention angther research. Younger nurses,
potentially new graduates or nurses with limitedtpgraduate experience are required to
work with people with complex mental health needih wery limited or no knowledge or
training in psychotherapeutic talking therapy skifFurther research to clearly identify the

needs for this group of nurses is essential.

Nurses’ believed that their talking therapy tragmikknowledge and skill needed to
be applicable to their clinical area. This enalileein to work effectively with consumers
and families/whanau. Unfortunately some nurses fiopatient clinical areas may be
disadvantaged in accessing training and profeskideaelopment pertaining to talking
therapy skills. Sustainable measures at a man§geniganisational and workforce
development level are considered imperative toesidthis difficulty. The issues exposed
in this study are not peculiar to New Zealand, fouta sustainable outcome, solutions need
to be consistent with current national strategreations for mental health services in New

Zealand.

Nurses’ identified that talking therapy trainingueses need to be clinically relevant

and that some learning strategies were advantag®@éels structured courses, with clearly
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defined objectives, and training that is clinicaliglevant and congruent with nursing
practice in mental health is important. Furthermane nurses in this study believed that
training in talking therapies required a long tecommitment to ongoing learning and

professional development. To embed talking thesMis into practice takes time.

Finally, New Zealand has a unique opportunity toell@p a national strategic
framework to progress training and professionaletigyment for health professionals in
talking therapies. Nurses have an important comiiob to make. Nurses therefore have an
opportunity to clearly align their knowledge andllskith the foundational, historical and
theoretical underpinnings of mental health nurgiagcurrentStandards of Practice for
Mental Health Nursing in New Zealarfe Ao Maramatanga: New Zealand College of
Mental Health Nurses Inc, 2004) in a unique steafiom competence in talking therapies

as a nursing intervention.

Recommendations
The following recommendations have implications foental health nursing practice,

education and research. Further research is recadedeas follows;

Mental health nursing practice

That further research is conducted using the tesyelmlogical interventions in contrast to
the term used for this study ‘talking therapiesirtRer research is conducted with a larger
sample of nurses to validate the findings of thigdg. This could confirm the value of
psychological interventions for advanced nursinacpce and professional development in

mental health nursing.

Research into mental health nurses training in-kengn psychological models, for
example; TA, Gestalt and Psychodrama to affirmuse of these models in mental health

nursing practice.

Conduct observational research that evaluatesrémsfer of talking therapy skills
from training into practice. In particular diffetéate between what nurses say they do and
what can be observed in practice with consideragieen to conscious and unconscious

processes.
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Research associated with education
Conduct a three step qualitative descriptive stndye use of psychological interventions
and therapeutic communication skills in mental trealursing practice. The study would

evaluate the perspectives of; new graduates, aliteaders and nursing training providers.

Research the evidence for promoting CBT and MI @sdational training in

talking therapies for mental health nurses.
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RESEARCH INFORMATION SHEET

Research Project Title: Nurses knowledge and viewan talking therapies in clinical

practice

My name is Trudy Dent. | am a registered nurse,leyegl as a Clinical Nurse Specialist in
Ward la of the Otago District Health Board (ODHB)emfial Health and Intellectual
Disability Service. | am completing a Masters ofrding (Clinical) through the Graduate
School of Nursing, Midwifery & Health at the Unigglly of Victoria, Wellington.

Invitation to Participate

You are invited to participate in my research pbjélease read this information guide
carefully before deciding whether or not to papate. Participation is completely
voluntary and if you decide to participate, thanky®lease be aware that you are free to
withdraw at any point without giving a reason andhaut any detriment to your
employment.

If you decide not to participate | thank you fovigg consideration to my request.

Introducing the Research Study

The purpose of my study is to explore nurses kndgéeand views on talking therapies and
the contribution of talking therapies to nursin@gdice. Talking therapies in this study
refers to evidence-based psychological therapiesd usy nurses including Cognitive
Behavioural Therapy (CBT), Dialectical Behaviouiiterapy (DBT) and Motivational
Interviewing (M).

My interest in this project has come from experesnt clinical practice where it would
seem helpful to be able to utilise talking therapas part of routine clinical practice. It is
not my intention to advocate for one therapeutterirention as being more effective than
another. As the requirements for service delivegyanstantly changing and evolving, so
too should we as nurses consider a ‘toolkit’ appinoto gaining skills in a variety of
therapeutic interventions that support effectivesmg practice.

Version 1. Reference Number: LRS/07/14/EXP  Redelnformation Sheet "®ctober 2007
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Ethics Approval

* | have sought and gained ethical approval for grgect from the Lower South
Regional Ethics Committee and followed all the segy ODHB policies and
procedures to gain approval for this research.

Research Project Overview
The research project has two parts, Part A andBastdescribed below:

Part A: Survey (Up to 280 participants)

All registered nurses of the ODHB Mental Healthv@ss are invited to participate in this
survey. The purpose of the survey is to estimate tnany have attended training in talking
therapies in the past 10 years and will take ngdothan five minutes to complete.

* An envelope is provided for the return of the cosbgdl survey questionnaire.
» Please note that the return of the completed aquresdire is an indication of consent
to participate in this part of the research project
Part B: An Interview (Up to 8 participants)
I would like to meet with up to eight registeredrses to explore their views and
knowledge of talking therapies and what helps ardéris the integration of talking
therapies into routine clinical practice.

Because of the scope of my project | am only ablaterview a maximum of eight people.
Your reply to my invitation will be greatly apprated. However if there are more than
eight replies to my invitation | may not be ablepmceed with an interview with you

depending on the distribution of replies from theatient and community mental health
service areas. Thank you for your considerationrapty.

* The interview will be audio taped and take appratgty 45 minutes. We will
mutually determine the location / time / date & thterview.

» Taking part in this part of the research projeansrely voluntary. If you choose to
participate you have the right to withdraw at awmynp | will be providing you with
a consent form to sign before starting the intewie

» | will give you a copy of the questions prior to @tieg for the interview so you
have time to think about them. However you will fsree to deviate from the
prepared questions and introduce your views andppetive from your personal
experience.

* The transcripts will be typed up word for word artdised for data analysis. There
will be an opportunity for you to read the tranptrof your interview before the
analysis and alter the recorded information.

Version 1. Reference Number: LRS/07/14/EXP  Redelnformation Sheet "®ctober 2007
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Confidentiality and Safe Storage:

» The information that | receive from you will remaompletely confidential. There will be
no names on the tapes, questionnaires or trarsctiigty will be coded and the master list
stored securely.

» The survey questionnaires / interview tapes / tpis will only be heard and seen by my
supervisor and myself and a confidential transegipist.

» Participants will be offered the opportunity to seel comment on the written transcripts of
their recorded interview, prior to the writing uptbe research project.

* When the project is written up it may include qeofi®m within the transcript. This will be
written in such a way that that does not link infation to individual participants to protect
anonymity and privacy

* When not being analysed all personal informatiameg&gionnaires, tapes, transcripts) will

be stored securely in a locked cabinet in a lockHite in the ODHB Mental Health
Service

Publication:

* At the end of the research project | will be sultimif a thesis to the Graduate
School of Nursing, Midwifery and Health which wdl/entually be deposited in the
University Library. It is intended to submit aniel& for publication in a scholarly
journal. Data will be kept in a locked secure eowment for five years following
the completion of the project, after which it wok destroyed.

Contact Details:
If you have any further questions or would like #iddal information please contact:
Trudy Dent (03)4740999 ext 8951, (email: trudy.d@@atagodhb.govt.nz)

Research Supervisor:

Professor Jo Walton. Telephone Contact (04) 4636t 3&mail:jo.walton@vuw.ac.ng
Graduate School of Nursing, Midwifery & Health,

Victoria University of Wellington, PO Box 600.Weilgton 6140.

Version 1. Reference Number: LRS/07/14/EXP  Redelnformation Sheet "®ctober 2007
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Survey Number:

SURVEY QUESTIONNAIRE
Research Project Title

Nurses knowledge and views on talking therapies in clinical practice

Thank you for your participation in this researchoject. | am researching nurses’
knowledge and views on talking therapies and whightrhelp or hinder the integration of

training into routine clinical practice.
Survey Instructions
This survey has two sections to it:

» Section 1: Seeks demographic information necedsatgscribe survey
respondents.
e Section 2: Has questions relevant to training aodryknowledge of talking

therapies.

Please complete the survey questionnaire and reéturme in the addressed envelope
provided. Your consent to participate this reseaassumed by the completion and return

of the survey.

Please return the completed survey preferably by the 16™ November to the

following address:

Trudy Dent (Clinical Nurse Specialist).
c/o Ward 1a
ODHB Mental Health Service.

Dunedin

Version 1 SurveyNurses knowledge and views on talking therapiedinical practice8"Oct 2007
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Section 1: DEMOGRAPHIC INFORMATION

Gender (Circle answer that applies) Male / Female

Current Age:

Please can you clarify which ethnic group you mdsntify with (Circle answer that
applies)

NZ, NZ/European, Maori, Pacific Island, Asian, dner please state-

Section 2: Questions relevant to knowledge of talking therapies.

1 Have you attended training in talking therapiethini the last ten years? (please circle
the answer that applies) Yes / No

If the answer to question 1 is “No” please contine with questions 5 and 6 otherwise

please complete the details in the table below amdntinue with questions 2 to 6.

When? Where? Length of training

(year) (Institution / Country) | (hours /days / years)

Cognitive
Behavioural
Therapy

Dialectical
Behavioural
Therapy

Motivational
Interviewing

Other: please
specify:

Version 1 SurveyNurses knowledge and views on talking therapiedinical practice8"Oct 2007
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2 Did you access specific supervision during youmtre in talking therapies? (Please

comment or illustrate your answer)

3 What clinical setting do you currently work in? ifgle answer that applies)
INPATIENT / CMHT / CAFMS /YSS / CADS / OTHER or Sgiéy

4 If you have attended training in talking therapiesw often do you use it currently in

your clinical practice?

* (Circle answer that appliebdlever / Occasionally / Often.

5 If you have not been able to access traininglking therapies and if it was available
would you consider attending?
» (Circle answer that appliesyes / No

6 Do you have any other comments or anything you dibké to add?

If you have attended training in talking therapiesuld you consider participating in an

interview with the researcher?
If so please provide complete the details on theamd form provided (See next page)

Thank you for taking the time to complete this questionnaire.

Version 1 SurveyNurses knowledge and views on talking therapiedinical practice8"Oct 2007
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Contact Form to Participate in an Interview

For

Nurses knowledge and views on talking therapietimical practice

Having completed the survey questionnaire | ameapie to participation in an interview
with Trudy Dent on my experience with talking th@es in clinical practice. | understand
that consent will be discussed and a form will bevigled for signature at the time of the

interview.
In order to arrange a suitable interview time edaty contact details are as follows:

Name:

Phone Number:
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VICTORIA UNIVERSITY OF WELLINGTON
INTERVIEW CONSENT FORM

Research Project Title
Nurses knowledge and views on talking therapiadiitical practice.

Consent Information:

| have received the information sheet and undedstaa purpose of this research project. | have had
an opportunity to ask questions and have had thmwered to my satisfaction. | am aware that |
can request further information at any stage. lesstdnd that | may withdraw myself, or any
information | have provided for this project (befatata collection and before analysis is complete)

without having to give reasons or without penaftaioy sort.

| understand that any information | provide will kept confidential by the researcher, the
supervisor and the person who transcribes thereqmedings of our interview. | understand that the
published results will not use my name and thadpiaions will be attributable to me in any way or

included in the results in any way that would eeahk to be identified.

Consent Confirmation:

Ll | understand that my participation in this resegadject is entirely voluntary. | am aware
that | can withdraw at any point without giving@ason and without any detriment to my

employment.

O | agree to meeting with the researcher for the gagpof a semi-structured interview, the

content of which will be recorded.

O I understand that | will have an opportunity to ckéhe transcripts of the interview before

publication.

O I understand that the data | provide will not bedifor any other purpose than described in

the information guide, or released to others withroy written consent.
O 1 would like to receive a summary of the resultshi$ research when it is completed.

O By placing my signature on this form | agree tatiggrate in this research project.

(Signature of the participant) (Date)

Researcher contact details: Trudy Dent; Phone 4169t 985, email:
Trudy.Dent@otagodhb.govt.nz

Supervisor contact details; Professor Jo Waltof) 836135, emailjo.walton@vuw.ac.nz

Version 1 Ref No: LRS/07/14/EXP Consent Form 8" Oct 2007
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INFORMATION GUIDE FOR INTERVIEW PARTICIPANTS

Research Project Title

Nurses knowledge and views on talking therapiesin clinical practice

Please confirm the talking therapy / therapies ehdsr discussion in the course of this
interview.

KNOWLEDGE VIEWS
What is important to you about your knowledge tiitey therapies?

How does your knowledge of talking therapies cdwiié to your routine / daily clinical
practice?

Do you think that using talking therapies is a wadle core skill in your routine clinical
practice?

SKILL ACQUISITION

What was important to you about your training iikiteg therapies?

Do you have any thoughts on how you gained youisski talking therapies?

What training strategies did you find helpful?

Have you any thoughts about the following factors?

Were your talking therapies training skills assd8d@id you receive a qualification?
Did you receive any particular support for youirtnag? (e.g. financial, study leave)
Did you receive any form of supervision during yénaining / following your training?
SKILL TRANSFER

What helps or hinders the use of talking therapig®ur routine clinical practice?
How do you use your skills in talking therapies/aur clinical practice?

Do your colleagues value the use of talking therspi(peer support?)
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GENERAL QUESTIONS
Have you any other views / thoughts / experienksasytou think are important?

Are you aware of any policies / plans your emplogeght have for training in talking
therapies?

Are there any other questions that you would lkkeiscuss?
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Confidentiality Agreement For The Transcriber
Of
The Research Study Entitled

Nurses knowledge and views on talking therapies iclinical practice.

Researcher: Trudy Dent

I have read the information sheet outlining thigdgt | have discussed with the researcher
the nature of the research and have had any qoesti@t | have had answered to my
satisfaction. My role as the research transcribsrideen outlined to me by the researcher.
At all times the research information (tapes amohdcripts) will be inaccessible to other
persons. The researcher has assured me that $hdekiilef me following transcribing to

address any issues that transcribing may bringpumeé.

Most importantly, | understand and agree to keepitiiormation | hear and type in the
course of transcribing confidential to the researcand myself. | understand that this

requirement is life-long and extends beyond my imement in the project.

Full Name:

Signature

Date:

Researcher’s Signature:

Date:
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10 October 2007
Trudy DentWard 1a247 Helensburgh RdDunedin

Dear Trudy,
Project Key: LRS/07/14/EXP

Full Title: Nurses knowledge and views in talking therapies in clinical practice.
Investigators: Trudy Dent
Localities: Ward 1, ODHB Mental Health and Intellectual Disability Service.

The above study has been given ethical approval by Deputy Chairperson of the Lower
South Regional Ethics Committee.

Approved Documents
Information sheet and consent form version 1 dated 8 October 2007
Final Report

The study is approved until 30 June 2008. A final report is required at the end of the study
and a report form to assist with this is available at
http://www.newhealth.govt.nz/ethicscommittees. If the study will not be completed as
advised, please forward a report form and an application for extension of ethical approval
one month before the above date.

Amendments

It is also a condition of approval that the Committee is advised if the study does not
commence, or is altered in any way, including all documentation e.g. advertisements,
letters to prospective participants.

Please quote the above ethics committee reference number in all correspondence.

It should be noted that Ethics Committee approval does not imply any resource
commitment or administrative facilitation by any healthcare provider within whose facility
the research is to be carried out. The organisation may specify their own processes
regarding notification or approval.

Yours Sincerely,

Riria Tautau-Grant

Ethics Committee Administrator

Lower South Regional Ethics Committee
email:riria_tautau-grant@moh.govt.nz
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